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Introduction
What is a Section 42 enquiry?
This is set out in Section 42, Care Act. The Section 42 duty requires consideration of the following criteria under Section 42 (1) and (2) of the Care Act: In this framework we refer to these as the statutory criteria for decision-making. The below flowchart illustrates the criteria. This document is to be used as a guide to support this decision making, which action to take and who will undertake further enquiries if required. 

Safeguarding Concern is referred to the local authority. 




S42 (1): Information gathering 
to consider:
reasonable cause to suspect
• an adult with care and support needs is
• at risk, or experiencing abuse or neglect and
• can’t protect themselves as a result of their needs
and to ascertain the views of the adult on the nature,
level and type of risk and support they
may need to mitigate risk.

                                                                                                   







NO
YES
After proportionate fact
finding, is it necessary
to continue to the S42(2)
duty to make enquiries
and take action?



S42 (2)
• Make or cause to
be made whatever
enquiries are
necessary.
• Decide whether
action is necessary
and if so what and by
whom. (This could
also include, for
example, a S9 or S10
assessment.)
Alternative response eg
S9 assessment, S10
carers assessment,
care management,
quality of care concern,
complaint, Multi-Agency
Risk Assessment
Conference (MARAC),
signposted for advice,
No Further Action
(NFA).













	
	
	

	Empowerment
	I am asked what I want as the outcomes from the safeguarding process and these directly inform what happens
	The principle of empowerment means to ensure that people are being supported and encouraged to make their own decisions and give informed consent.  People must always be treated with dignity and respect, with practitioners working alongside them to ensure they receive quality, person-centred care that ensures they are safe on their terms


	Prevention
	I receive clear and simple information about what abuse is, how to recognise the signs and what I can do to seek help
	The principle of prevention recognises the importance of taking action before harm occurs and seeking to put mechanisms in place so that they don’t reoccur.

In practice this could look like:

Immediate actions to take if there is a concern that abuse or neglect has or may take place

· Seek medical attention if needed
· Record what you have found
· Seek advice from a safeguarding lead
· Check for other indicators
· Discuss with a manager or supervisor
· Monitor the situation to see if it improves
· After taking these steps, if the situation does not improve, raise your level of concern to ‘abuse or neglect is suspected’


	Proportionality
	I am sure that the professionals will work in my interest, as I see them and they will only get involved as much as needed
	The principle of proportionality means to decide the least intrusive response appropriate to the risk presented by the individual.  The Care Act 2014 emphasises the importance of considering an individual’s wishes and circumstances and avoiding basing decisions on assumptions about a person’s appearance, conditions or behaviour.  This ensures that responses are balanced and holistic


	Protection
	I get help and support to report abuse and neglect.  I get help so that I am able to take part in the safeguarding process to the extent to which I want
	The principle of partnership recognises the effective safeguarding cannot be delivered in isolation of other partners and systems that interact with or impact on a person.  Local solutions are best achieved through services working with their communities, professionals and services as a whole


	Accountability
	I understand the role of everyone involved in my life and so do they
	The principle of accountability means recognising the importance of being open, clear and honest in the delivery of safeguarding and ensuring there are mechanisms in place to hold practitioners, services or systems to account
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	Single Agency/Provider Led Concern/Social Care Assessment and/or Review required 



	
	S42 Enquiries are needed – Mental Health, Prevention and Wellbeing Service (PWS), Complex Care Widnes, Complex Care Runcorn



	
	S42 Enquiries allocated within IASU


	
	Consideration for SAR




Policies and Procedures relating to safeguarding can be found at: https://adult.haltonsafeguarding.co.uk
Any safeguarding concerns raised for adults at risk accommodated within Gateway Recovery Centre, to be assigned to the IASU.
PPU Process and Referral template: 


Supporting documents 


  https://www.scie.org.uk/safeguarding/adults/practice/questions 
[bookmark: _Toc125724542]Acts of Non-Intentional Abuse, Neglect, Omission resulting in little impact 
	Indications may be:

· Informal carer struggling to provide care

· Signs of stress to the point of increased risk of harm to the adult at risk

· One off incident of formal/informal care provision where no harm has occurred

· Care plan not available or not up to date

May require consideration of:

· Signposting

· Referral for assessment/reassessment/review

· Carers assessment and contingency planning 

· Provider Led Concern/Enquiry Process

	· If reoccurring, may need to escalate to a S42 Enquiry. 


May require consideration of: 

· Strategy meeting and Liaising with QAT regarding any potential theme/trend. 
· Need for a social care assessment/reassessment/review
· Carers assessment to support in the caring role, including contingency planning 
· Sharing information with relevant agency – Mersey Care, ICB, Bridgewater, Safeguarding leads 
	Not Applicable
	See end of document for SAR criteria


[bookmark: _Toc125724543]Acts of wilful neglect, abuse, ill treatment, acts of omission
	Not Applicable
	May include:

· Ignoring medical, emotional or physical care needs

· Failure to provide access to appropriate health care and support or educational services

· Withholding the necessities of life including medications, nutrition, heating and essential equipment

May require consideration of: 

· Immediate strategy meeting 
· Involvement of the QAT/ICB


	Consideration will be given to the criteria below as part of the IASU screening process. 

Allocation to IASU for further enquiry only if any of below met:

· PPU led investigation agreed. 

· Care Provider under MDT approach. 

· Conflict of interest if other team completes s42

· Concerns meet the criteria for Section 44 of the Mental Capacity Act 2005

· Concerns meet the criteria for Section 127 of the Mental Health Act 1983

· If concerns constitute a referral to DBS/NMC/GMC/ICB

· If a PPU investigation is required. 

· If the service provider is under an MDT approach. 

Consideration of 
· Urgent Strategy Meeting to be held. 
· Capacity assessment
· An urgent visit to determine interim measures and assurance offered to the person
· Liaising with ICB/QAT regarding risk management arrangments. 
	See end of document for SAR criteria
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	Not Applicable
	May include:

· Harassment

· Slurs or similar treatment because of race, gender and gender identity, age, disability, sexual orientation, religion
Consider:

· Notification of the Police (101)

· Consideration for referral to Prevent (if meets criteria)

· ASB – MAM referral required?

· Does the person need an advocate?

· Lack of specific training within a provider service
	Consideration will be given to the criteria below as part of the IASU screening process. 

Allocation to IASU for further enquiry only if any of below met:

· PPU led investigation agreed. 

· Care Provider under MDT approach. 

· Conflict of interest if other team completes s42


· If abuse is carried out by a person in a position of trust (PIPOT policy applies)

· Severe impact or harm has occurred 

· Intentional targeting

· Repeated Omissions due to race, gender, gender identity, age, disability, sexual orientation, religion, culture

· Impact that changes a person’s way of life as a result. E.g. isolation, withdrawn, decline in health etc. 
	See end of document for SAR criteria
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	· No indication of care and support needs

Consider:

· Notification to the Police

· Referral to relevant agencies IDVA Service.

· Referral to children’s services


	· Indication of care and support needs

May include:

· Psychological
· Physical
· Sexual
· Financial
· Emotional
· Honour based violence

Consideration for:

· IDVA

· DASH to be completed

· MARAC

· Referrals to agencies

· Housing

· Safety measures/sanctuary


	Consideration will be given to the criteria below as part of the IASU screening process. 

Allocation to IASU for further enquiry only if any of below met:

· PPU led investigation agreed. 

· Care Provider under MDT approach. 

· Conflict of interest if other team completes s42

Consideration for:

· Urgent strategy meeting 
· Housing/Refuge – interim measures/sanctuary
· Police
· DASH/MARAC
· Interim and long term measures
· RASAC/SARC
· Joint approaches between care management and safeguarding
· Risk Assessment needed
· Advocacy
· MCA and potential welfare application (s16) 

	See end of document for SAR criteria
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	May include:

· Witnessed/unwitnessed – no suggestion of neglect (although injury may have occurred)

· Accidental falls – no suggestion of neglect (although injury may have occurred)

· Unwitnessed falls reported by a provider, which may warrant a provider monitor form

· Actions taken by the home appropriate, proportionate and preventative

· Learning from the incident is clear

Consideration for:

· Internal incident reporting

· CQC notification if injury occurs


· PLC/E process if element of neglect or lessons learned


	Suggesting neglectful cause or acts of omission if:

· Risk assessment not in place

· Risk assessment not followed

· Injury sustained or other negative impact on health or wellbeing as a result

· Minor injury sustained and no medical advice sought

· Care homes, more than one person affected = staffing/dependency

· Reoccurring falls with no obvious plan in place/no learning – involve QAT

Consideration for:

· Care management/health review

· Referrals for OT/Equipment and adaptations required

· Referrals to falls service

· QAT aware? If nursing care, do we need to liaise with CHC QA leads? 

· Do we need a medical opinion? 
	Consideration will be given to the criteria below as part of the IASU screening process. 

Allocation to IASU for further enquiry only if any of below met:

· PPU led investigation agreed. 

· Care Provider under MDT approach. 

· Conflict of interest if other team completes s42


· If major injury is sustained as a result of the neglect, which may be deemed intentional or could have been prevented

Consideration for:

· Urgent Strategy Meeting - CQC investigation required, if service is at fault?

· If an individual is responsible, PPU referral needed?

· QAT to be made aware

· Escalation / Dependency 

· Equipment at fault? RIDDOR/HSE/CQC

· If death has occurred following the fall, has a referral been made to the coroner?

· Capacity and Section 44 of the Mental Capacity Act, intentional wilful neglect or ill treatment

· ICB/ Health to enquire regarding medical opinion. 
	See end of document for SAR criteria
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	May include:

· Theft
· Scams
· Bogus callers
· Police/Trading Standards already engaged and/or family have safeguarded risk


· Appointee implicated e.g. non-payment of care fees or contribution.  

Consideration for:

· Notification to the DWP

· Notification to Benefit Investigation Team in Halton BC



· Indication of misuse of power of attorney or reckless behaviour by the attorney with the potential for exploitation, deprivation or loss
Consider:

· Report concerns to the Office of Public Guardian if LPA for finances is in place

· Is the person an adult at risk?

· Appointees referral/COP

· No obvious harm to the adult at risk

	In addition to Level 1:

· Harm has occurred

· Adult at risk may need support to protect themselves

· Concerns regarding capacity

· If theft of monies amount to under £100 with no obvious perpetrator

· Theft of monies amount to under £1000 and perpetrator is a family member 

· Adult at risk wants to report to the police

Consideration for:

· No personal allowance

· Bills not being paid

· Any legal safeguards in place?

· Deprivation of assets

· Coercion and control

· Care management/respite

· Appointee referral required? 

· Urgent welfare application required? (S16) via LAP? 
	Consideration will be given to the criteria below as part of the IASU screening process. 

Allocation to IASU for further enquiry only if any of below met:

· PPU led investigation agreed. 

· Care Provider under MDT approach. 

· Conflict of interest if other team completes s42


May include:

· Significant Theft
· Significant Fraud
· Coercion in relation to an adults financial affairs or arrangements, including in connection with wills, property, inheritance or financial transactions
· Misuse of misappropriation of property, possessions or benefits
· Urgent welfare application required? 
· Misappropriation of direct payments – sustained period of time
· If the adult has been assessed previously as lacking capacity to manage finances and the alleged perpetrator is aware, then this may meet criteria for police involvement
· Harm has occurred as a result – e.g. loss of home, loss of estate, loss of assets, loss of right to liberty, risk of homelessness
· Significant impact due to theft of monies from family member or paid carer

· If abuse is carried out by a person in a position of trust (PIPOT policy applies)
	See end of document for SAR criteria
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	May be that:

· Minimal harm has occurred

· Single incident

· Provider managing risk appropriately via up to date care plans/risk assessments

· Family/professionals informed

· Consideration for PLC/E process if any low level learning identified

Guidance within the Thresholds Document. 


	May include:

· Repeated low harm incidents towards adults at risk of abuse

· Provider failing to protect service users

· Adult at risk not happy with how incident has been managed

Consideration for:

· Mental Health Act

· Housing

· Risk management

· Review of activity schedule

· PBSS/LD Nurse/LLAMS and other services to support

· Review of placement


	· If there are grounds that the person alleged to have caused harm has shown intent to harm the adult at risk – significant injury / targeting – sustained period of time and no improvements
Consideration for:

· This may lead to a police led enquiry

· Intent – measure? 

· Capacity

· Poor risk management

· Care management review/risk assessment

· Care plans and risk assessments not followed

· CQC / QAT notification 

· Immediate stategy meeting – interim measures

· Anyone else at risk? QAT involvement needed? 
	See end of document for SAR cirteria
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	· Minor medication error

One or two occasions AND:

· No harm has occurred

· GP/medical advice sought at the time if needed

· Adult at risk/family/advocate informed

· Provider managing risk appropriately via up to date risk assessments/care plans – contacted relevant professionals

· PLC/E process to be followed


	May be:

· Deliberate withholding of medications with no medical reason

· Reoccurring event

· One off event of a serious nature

· Missed deliberately or recklessly

· Over medicated

· Incorrect use of meds for reasons other than for the benefit of the adult at risk

· Deliberate attempt to harm

· Harm has occurred through omission

· Controlled Drug Error and not reported to the CDAO

Consideration for:

· Medicines Management Team/Quality Assurance Team to be made aware

	
Consideration will be given to the criteria below as part of the IASU screening process. 

Allocation to IASU for further enquiry only if any of below met:

· PPU led investigation agreed. 

· Care Provider under MDT approach. 

· Conflict of interest if other team completes s42


Consideration for:

· CD error which has resulted in significant harm/high impact on wellbeing

· CD Error resulting in referral to CDLO

· Errors which may lead to a referral to NMC/GMC/DBS

· If likely that others are at risk from harm e.g. within a care setting and there is evidence of this

· Evidence of Deliberate use of PRN for staff’s benefits – chemical restraint / organisational abuse

Consideration for:

· Competency? QAT.MMT involvement 
· Meds Error Factual Account 
	See end of document for SAR criteria
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	· Adult at risk criteria not met

· Referrals to be made to the appropriate agencies e.g. NRM, Police, Housing etc.


	If the person has been assessed as having Care and Support needs and may include:

· Human trafficking
· Forced labour
· Domestic Servitude

Consideration for:

· Anti-Trafficking and Modern Day Slavery Policy

· Notification to the Police/NRM

· Informing the Local Area Officer

· Housing

· The persons feelings and wishes

· Use of independent interpreter

· Sanctuary 

· Immediate strategy meeting / joint working with IASU 

· Risk Enabling Panel referral / LAP for urgent welfare applications (s16) 

	In addition to Level 2:

· More than 1 adult subject by the same perpetrator

· If police/ASC joint approach is determined

· Risk Enabling Panel referral / LAP for urgent welfare applications (s16)

· Serious harm/impact has occurred. 
	See end of document for SAR criteria
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	· Failure to provide food or drink or to provide support to eat and drink on one occasions, with reasonable explanation given

· Service to address concern

· Person loses weight or is dehydrated and the care plan has been followed, Diet and Fluid charts completed and specialist advice sought, as per MUST

· Service to address concern

· Lack of choice, identified by the provider and addressed

· PLC/E process to be followed


	May include:

· Failure to give food and drink on one or more occasions

· Failure to provide support with eating and drinking on one or more occasions

· Failure to adhere to MUST, SALT Guidance and care plans, resulting in harm

· Failure to refer to health professionals e.g. dietician, GP etc.

· Warm and cold weather protocols aren’t adhered to. 
	Consideration will be given to the criteria below as part of the IASU screening process. 

Allocation to IASU for further enquiry only if any of below met:

· PPU led investigation agreed. 

· Care Provider under MDT approach. 

· Conflict of interest if other team completes s42


May include:

· Failure to provide or support with eating and drinking has resulted in serious injury/death

Consideration for:

· PPU referral

· Coroner referral

· CQC led enquiry 

· MMT/ICB – medical opinion

· Request information from Health and others

· Immediate strategy meeting and interim measures

· Is anyone else at risk? 

· Training records and QAT involvement 
	See end of document for SAR guidance
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	· Unexplained marks and bruising in areas of little concern where skin integrity care plan is in place

· Found on one occasion

· No harm or distress caused

· Service provider to address concern e.g. care plan/risk assessment/skin integrity

· GP/Health consulted

· No evidence of abuse/neglect
	May include:

· Abuse caused to an adult at risk by another adult at risk, where there is no intent, but care plans, risk assessments are not accurate and could have been prevented

· Ongoing unexplained bruising or marks not addressed by the provider service

· Inappropriate physical restraint used resulting in minor harm and distress

· Unexplained marks, which may be caused by lifting/poor moving and handling

· Incident between service users with no element of intent, but care planning and risk assessing questionable

Consideration for 
· Strategy meeting involving QAT
	Consideration will be given to the criteria below as part of the IASU screening process. 

Allocation to IASU for further enquiry only if any of below met:

· PPU led investigation agreed. 

· Care Provider under MDT approach. 

· Conflict of interest if other team completes s42

· Assault such as hitting, slapping, pushing which causes injury and distress, where the perpetrator is a paid or informal carer –PPU Criteria met

· Sanctions

· Inappropriate physical restraint used resulting in major harm and distress

· If abuse is carried out by a person in a position of trust (PIPOT policy applies)

Consideration for 

· Police – S44 MCA/S127 MHA

· Capacity assessment 

· Urgent referral to care management 

· QAT/ICB involvement 

· Escalation 
	See end of document for SAR guidance
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	Grade 1 or 2:

· Seek medical advice
· Update care plans if not completed
· PLC/E process may need to be followed

Grade 3 or 4 with no immediate suggestion of neglectful cause:

· Ensure that the opinion of TVN is sought
· Service provider to address concern and monitor
· Local NHS reporting completed

	Grade 3 or 4 and there is a suggestion of neglectful cause:

· Care plan not in place or not adhered to

· Care plan not clear or up to date

· Appropriate equipment not provided in a timely way

· Waterlow not adhered to

· Staff not trained to use equipment

· Repositioning charts deployed, but not being completed

· Equipment not sought

· Specialist advice not sought

· TVN/DNs not consulted

· No wound care plan in place

Consideration for:

· Self-Neglect Policy

· CCG/Clinical Review of incident

· Capacity

· Training

	Consideration will be given to the criteria below as part of the IASU screening process. 

Allocation to IASU for further enquiry only if any of below met:

· PPU led investigation agreed. 

· Care Provider under MDT approach. 

· Conflict of interest if other team completes s42

· If concerns meet threshold for Section 44 Section 127, CQC investigation, PPU

· Failure from multiple agencies to prevent pressure ulcer forming

Consideration for:

· Self-Neglect policy

· ICB/TVN review

· NMC referrals

· QAT/Training/Restore 2 and TVN liaison

· Immediate steategy meeting needed

· QAT to review training and competency records 

· Is anyone else at risk? Information on high risk waterlow cases required (within care settings and dom care) 
	See end of document for SAR criteria
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	· Isolated incident with no distress reported and situation resolved

May include:

· Verbal insult
· Humiliation
· Other verbal abuse
· Blaming


· Service provider to address concern and monitor

	· Repeated or isolated incident where distress is reported, which doesn’t meet Police criteria

May include:

· Hate crime
· Emotional abuse
· Threats of self-harm from carer
· Threats of abandonment 
· Deprivation of contact
· Humiliation
· Blaming
· Isolation
· Unreasonable/unjustified withdrawal of services and/or support networks
· Controlling
· Coercion
· Harassment
· Verbal abuse
· Cyber bullying
· Social media

	Consideration will be given to the criteria below as part of the IASU screening process. 

Allocation to IASU for further enquiry only if any of below met:

· PPU led investigation agreed. 

· Care Provider under MDT approach. 

· Conflict of interest if other team completes s42

In addition:

· Regular and ongoing radicalisation (consider Prevent)

· Forced Marriage

· Cuckooing

· Massive impact on the adult at risk

· And if any Level 2 have resulted in high distress and harm

· High risk Domestic Voilence, DASH and MARAC

· Sanctuary/ urgent welfare application (S16)/LAP
	See end of document for SAR criteria
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	Covers a wide range of behaviours including:

· Neglecting personal hygiene
· Neglecting health
· Neglecting surroundings
· Excessive hoarding
· Indication of negative impact on health and wellbeing


· All concerns to be triaged and determine care management approach – discuss with allocated social worker and if not an open case, discuss with team manager/practice lead

· Consideration for use of Self-Neglect policy and toolkit 


	· Serious risk associated with Self Neglect/Hoarding behaviours

Consideration for:

· Strategy/MDT meeting to collate information and determine actions needed = ongoing MDT meetings 

· Has support been exhausted?

· Welfare Application may be required (S16) and LAP referral. 

· Mental Capacity Act/Mental Health Act

· Court of Protection

· Housing – risk of homelessness

· Health needs – review 

· Functioning assessment

· Views and wishes of the person

· Root cause/psychology support

· Fire safety

· Welfare visits – Police

· Risk to life/serious injury – referral to LAP?

· If self-neglecting behaviours are influenced by others

· Consider initiate urgent MDT and follow self-neglect toolkit
	Consideration will be given to the criteria below as part of the IASU screening process. 

Allocation to IASU for further enquiry only if any of below met:

· PPU led investigation agreed. 

· Care Provider under MDT approach. 

· Conflict of interest if other team completes s42


· Self-neglect as a result of an alleged perpetrator and significant harm/impact occurs

· May need involvement from Police

· Failure in the application of the Care Act/Toolkit resulting in significant harm

· Complex cases where others have contributed to the harm, including internal services/teams

Consideration for 
· Capacity assessment to focus on executive functioning 

· Joint working with social worker who knows the person the best to develop relationship and trust 

· LAP
	See end of document for SAR guidance
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	· Historical sexual abuse alleged which occurred out of borough

Consideration for:

· Notification to the Police

· Notification to RASAC/SARC

· LADO/PIPOT

· Referrals to health/social care

· No evidence of the person being an adult at risk


	· Historical sexual abuse alleged, which occurred in borough

· No immediate risk to the adult at risk – interim measures taken

· Desired outcome to be reviewed


Consideration for:

· Notification to the Police

· Notification to RASAC/SARC

· LADO/PIPOT

· Sanctuary / respite 

· Urgent strategy meeting

· Trauma informed support and signposting to talking therapies, if needed
	Consideration will be given to the criteria below as part of the IASU screening process. 

Allocation to IASU for further enquiry only if any of below met:

· PPU led investigation agreed. 

· Care Provider under MDT approach. 

· Conflict of interest if other team completes s42


· Sexual abuse alleged which needs immediate action

· If perpetrator is a paid or informal carer

· If there are concerns regarding the victims capacity 

· PPU Led investigation

Consideration for:

· Police/PPU referral

· Protect the site – obtaining evidence

· SARC/RASAC referral

· Sanctuary / respite 

· Strategy meeting needed

· Welfare application (s16) may be needed. LAP


	See end of document for SAR guidance
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	· Unexplained bruising reported, however, can be explained by the adult at risk which is non abusive

· If unexplained injury can be explained e.g. through poor skin integrity, mobility needs, falls and there is no element of neglect/abuse

Consideration for:

· Capacity

· MSP

· Clinical overview – how can this injury occur

· Care plans and risk assessments relevant to the person’s needs?

· See PLC/E thresholds to see if it meets criteria for reporting 


	· Unexplained bruising/unexplained injury and no evidence of follow up, risk management, preventative approaches

· No evidence of clinical overview and risk management

· Reoccurring unexplained bruising/injury

· Indications of abuse, but further enquiries are needed to try and determine

· Factual accounts/family reports are inconsistent

Consideration for:
· Poor moving and handling

· Views of the adult at risk/MSP

· Review of risk assessments, care plans, environment, equipment

· Physical health?

· Capacity – is this a Police matter?
	Consideration will be given to the criteria below as part of the IASU screening process. 

Allocation to IASU for further enquiry only if any of below met:

· PPU led investigation agreed. 

· Care Provider under MDT approach. 

· Conflict of interest if other team completes s42



· Whistleblowing concerns, further information comes to light regarding how the injury is sustained

· Adult at risk alleges it has been caused by another, with an element of abuse detailed

· If significant harm has occurred, little cooperation from provider service and matter could be deemed criminal

· Adult at risk lacks capacity to consent to a safeguarding enquiry and potential ill treatment has occurred

· Injury in a place of concern – inner thigh, breast, genetal areas etc 
Consideration for
· GP/Health for clinical review

· Police

· Civil case?

· Advocacy
· Care management/other reviews
	See end of document for SAR criteria
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Safeguarding Adult Boards must arrange a Safeguarding Adult Review (SAR) when:
	

	An adult with care and support needs (whether or not those needs are being met by the Local Authority) in the Safeguarding Adults Boards (SAB) area has died as a result of abuse or neglect, whether known or suspect AND there is a concern that partner agencies could have worked together more effectively to protect the adult


	Or/And


	An adult with care and support needs (whether or not those needs are met by the Local Authority) in the SAB’s area has not died, but the SAB knows or suspects the adult has experienced serious* abuse or neglect AND there is concern the partner agencies could have worked together more effectively to protect the individual


	Or


	The SAB has discretion to undertake a SAR in other situations where it believes that there will be value in doing so.  This may be where a case can provide useful insights into the way organisations are working together to prevent and reduce abuse and neglect of adults, and can include exploring examples of good practice


	Or


	The SAN can also consider conducting a SAR into any incident(s) or case(s) involving adult(s) at risk of abuse or neglect where it is believed to be in the public interest to conduct such a review



*In the context of SARs, something can be considered serious abuse or neglect where, for example the individual would have been likely to have died but for an intervention, or has suffered permanent harm or had reduced capacity or quality of life (whether because of physical or psychological effects) as a result of the abuse or neglect.


[bookmark: _MON_1717405649]
[bookmark: _Toc125724559]Allocations within Adult Social Care Teams 
	
	Single Agency/Provider Led Concern/Enquiry Process (For CQC registered services) /Social Care Assessment and/or Review required 



	
	S42 Enquiries are needed – 

Mental Health – if open to Mental Health Social Care, If open to Secondary Mental Health Services or if determined best outcomes to allocate within team – appropriate experience, knowledge of case, complexity of case or individual’s needs e.g. person not known, placed from out of area within secure mental health setting but will achieve better outcomes from a mental health social worker. To be allocated to current worker or worker who knows the person the best, if applicable 

Complex Care Widnes / Runcorn - if a case is open to a worker, known to the team or previously known but will achieve best outcomes if allocated within the team (e.g. know the person the best, had a previous relationship with the person or their representative). To be allocated to current worker or worker who knows the person the best. 

Transition Team – if a case is open to a worker, known to the team or previously known but will achieve best outcomes if allocated within the team (e.g. know the person the best, had a previous relationship with the person or their representative) 

100% fully funded CHC cases - to be allocated to the team/worker who has previously worked with the person and knows the person/family the best, in order to achieve best outcomes and no need to establish a new relationship/trust. If not previously known, the decision to allocate will be based on the outcome of the triage, determining who is best placed to achieve the best outcome for the person. 

Prevention and Wellbeing Service (PWS) – for all other cases 


	
	S42 Enquiries allocated within IASU


	
	Consideration for SAR





[bookmark: _Toc125724560]Non Statutory Enquiries, also known as ‘Other Safeguarding Enquiries’

There is no legal obligation on the Local Authority to undertake non-statutory safeguarding enquiries. Ordinarily, such adults would be signposted to sources of support instead. However, there is scope to for the local authority to undertake a non-statutory safeguarding enquiry if agreed. 
An example would be where the adult does not meet the ‘three part test’ but it is agreed that the risks are too high not to continue to take action. Examples of type of assessment includes 
· S9 assessment 
· S10 assessment
Further information is located within the supporting documents section of this form, on page 5. 
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[image: ][image: ]              Provider-Led Concern Form Guidance 

This is a guidance document is designed to assist with completion of Provider-Led Concern. Integrated Adult Safeguarding Unit has designed this form with prompts for the information we require as part of our screening process. The information you provide helps us to determine whether this is a Provider-Led Concern which will then require a Provider Led Enquiry, not a Concern at all and therefore an accident, or whether a Safeguarding investigation will need to be undertaken by Integrated Adult Safeguarding Unit; because of this we ask for as much relevant information regarding the adult and the concern as possible.

		Domain on thresholds document  (1-12)

		

[bookmark: _MON_1648472213]Please refer to threshold guidance document




		Has the Adult at Risk consented to this information being shared?

		Please inform of any information around capacity



		What does the person, or their representative, want to happen? (If Known)

		Please seek to obtain views and desired outcomes of the enquiry of the adult or their representative

Some example statements:

I don’t want this to happen again

I want to assurance my needs will be met

I want to feel safe

I want more consistency in my staff team





		Other people involved in the adults care e.g. relatives?

		Inform of family, social worker, any other care providers etc.





		Description of incident









		Please provide thorough details of incident. Things to consider:


· Did harm occur? 

· Is this a one of incident or has there been previous similar incidents?

· Was there measures in place to reduce the risk of this incident happening?

· Were the measures in place relating to the incident in the persons care plan/risk assessments and were these followed? 

· Could these documents be shared to help us gather a better picture?

· Has this person been seen by the falls team?

· If a care visit has been missed – what tasks should have been undertaken on the missed visit? How long was the adult without a care call for? Was medication missed?

· If this is abuse of a service user by another service user – do those involved have capacity? Is this a one of occurrence? Was there any intent behind the incident?

· If medication was missed was this a controlled drug and therefor was the CDAO informed?







		Interim Measures 

		Please outline what measures have been taken to ensure the person is safe and reduce risk of this occurring again.



Things to consider:
Was medical advice sought? What was the outcome of this?

Is appropriate equipment/ resources now in situ?

Have risk assessments/care plans been updated?

Have relevant referrals been made such as requests for a review or a referral to the falls team? 







Once the form has been completed and sent to IASU, a Provider-Led Enquiry should commence.  This should be recorded by the provider on a Provider-Led Enquiry Form and returned via email within 14 days.

The form should be completed electronically and emailed to careconcerns@halton.gov.uk 

Should you require any advice or guidance please contact the Integrated Adult Safeguarding Unit on 0151 511 8555
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[bookmark: _Toc34232895]Appendix 10 Guidance for initiating Provider-Led Concerns (Formerly Care Concerns)


Easy Guidance


· Financial, physical or sexual abuse are always Safeguarding Concerns and must be reported to the Integrated Adult Safeguarding Unit (IASU).  The Provider must not commence an enquiry as a Police enquiry may be required.





· Where a service user has been a victim of abuse by another service user, and there are sufficient concerns to take action but there is no evidence that harm has occurred, please consult the guidance on responding to incidents between service users at Section 10 of this guidance. Low level incidents between service users (incidents which have not resulted in any harm can be managed by the Provider, without the need to report as a Provider-Led Concern to Integrated Adult Safeguarding Unit. More serious incidents between service users which result in a service user being harmed, and/or the person or their representative is not satisfied with the way the incident has been managed, must be reported as Safeguarding Concerns. (Repeat low level incidents of abuse of a service user by another must be reported as Safeguarding Concerns).





· Report through the Provider-Led Concern process when you identify an incident in which the care provided by your service has been compromised but the incident has not caused harm to the person.  (Complete a Provider-Led Concern Form and forward to the Integrated Adult Safeguarding Unit.  Complete a Provider Enquiry Report within 14 days and forward to careconcerns@halton.gov.uk  A repeat incident of compromised care should be reported as a Safeguarding Concern.





· You cannot report an issue about/on behalf of another Agency through the Provider-Led Concern process; the key issue is that the agency themselves has recognised poor practice and is taking action





· Not every incident involving a service user requires a Provider-Led Concern or a Safeguarding Concern to be reported.  You do not need to report accidents, illness or any natural events through the Provider-Led process.





· You do not need to raise a Provider-Led Concern or a Safeguarding Concern when a person’s own behaviour has caused harm to him/herself and risk assessments have been followed





This document is intended to offer guidance to managers in making decisions but it is acknowledged that at times there may be incidents where decision-making is not straightforward and professional judgement is required.  In all cases ensure that the reasons for the decision are recorded.





If in doubt contact the Integrated Adult Safeguarding Unit Tel: 0151 511 8555 who will advise on how to proceed.










































































[bookmark: _Toc34232896]Appendix 11: Guidance for initiating Provider-Led Concerns – Examples





The following guidance may be used to assist in distinguishing between poor practice i.e. failure to meet a service user’s care needs, which should be managed by a provider agency and addressed as a Provider-Led Concern and abuse which should trigger the reporting of a Safeguarding Concern.


The following table illustrates examples of circumstances which can be managed by reporting a Provider-Led Concern and those which should be reported as a Safeguarding Concern; please note this is not an exhaustive list.


			Area of concern


			Provider-led Concern Examples of poor practice which requires action by a provider organisation e.g. care home or domiciliary care manager


			Safeguarding Concern Examples of possible abuse which requires reporting as such, and the instigation of Safeguarding procedures





			1. Failure to provide assistance with food/drink


			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 reported as a Safeguarding Concern


			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 enquiry.





Harm: malnutrition; dehydration; constipation; tissue viability problems





			2.  Failure to provide assistance to maintain continence


			Person does not receive 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 reported as a Safeguarding Concern





Safeguarding


			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 reporting of a Safeguarding Concern.





Harm: pain; constipation; loss of dignity; humiliation; skin problems





			3. Failure to seek assessment re: pressure area management


			Person known to be susceptible to pressure ulcers has not been formerly assessed with respect to pressure area management but not discernible harm has arisen.  Complete Provider-Led Concern Form.  This may need to be dealt with under disciplinary procedures.


			Person is frail and has been admitted without appropriate risk assessment in respect of pressure area management (or plan not followed).  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 Concern should be reported.





Harm:  avoidable tissue viability problems





			4. Medication not administered


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


Internal enquiry should be undertaken, possible disciplinary action depending on severity of situation including type of medication


			Person does not receive medication as a ‘one off’ but the medicine is a Controlled Drug and/or time critical, or it is a recurring event, or it is happening to more than one person. 


Neglectful practice; breach of professional code of conduct if nursing care provided.  Dependent on degree of harm, possible criminal offence.  Report as a Safeguarding Concern.








			5. Moving and Handling procedures not followed


			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 frequent failure to follow moving & handling procedures make this likely to happen.  Neglectful practice – reported as a Safeguarding Concern.





Harm: injuries such as falls and fractures; skin damage; lack of dignity; loss of confidence for the person





			6. Failure to provide support to maintain mobility


			Person not given recommended assistance to maintain mobility on one occasion


			Recurring event, or is happening to more than one person, resulting in reduced mobility.





Harm: loss of mobility; confidence and independence





			7. Failure to provide medical care


			An adult at risk is in pain or otherwise in need of medical care such as dental; optical; audiology assessment; foot care or therapy, does not on one occasion receive required medical attention is a timely manner


			An adult at risk is provided with an evidently inferior medical service or no service.





Harm: pain; distress; deterioration in health





			8. Inappropriate comments from staff


			Person is spoken to in a rude; insulting; humiliating or other inappropriate way by a member of staff.  They are not distressed 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; humiliating or other inappropriate way or it happens 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 – report as a Safeguarding Concern





Harm: demoralisation; psychological distress; loss of self esteem





			9. Significant need to addressed in Care Plan


			Person does not have within their Care Plan/Service Delivery Plan/Treatment Plan a section which addressed a significant assessed need, for example:


· Management of behaviour to protect self or others


· Liquid diet because of swallowing difficulty


· Cot sides to prevent falls and injuries


but no harm occurs


			Failure to specify in a patient/client’s plan how a significant need must be met.  Inappropriate action or inaction related to this results in harm such as injury, choking etc. Report as a Safeguarding Concern.





			10. Care Plan not followed


			Person’s needs are specified in Treatment or Care Plan not followed, need not met as specified but no harm occurs


			Failure to address a need specified in a person’s plan results in harm.  This is especially serious if it is a recurring event or is happening to more than person.


Report as a Safeguarding Concern





			11. Domiciliary Care Visit missed


			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 enquiry, 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 serious risk to the person.  Report as a Safeguarding Concern.





			12. A person who lacks capacity to make decisions regarding their personal safety is missing from a Care Home


			Staff become aware immediately that the person is missing and locate the person before they have left the grounds of the Home


			The person leaves the grounds of the Home and is found in the community.  Report as a Safeguarding Concern.





Potential for very serious harm: road accident; physical injury; distress











What should I do if I am unsure?


If after considering this guidance you are still unsure as to whether you need to initiate the safeguarding process then you can discuss it with your Manager or Safeguarding Lead for your organisation; or contact the Integrated Adult Safeguarding Unit Tel: 0151 511 8555.
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		Social Care Request for Strategy Meeting

Typically requests may be made when the threshold for Section 47 of the Children’s Act 1989 or Section 42 of the Care Act 2014 is made out.






		Your Details




		Name of Social Worker: 

Contact Phone Number: 

Name of Manager: 

Contact Phone Number: 

Department and Case Reference: Integrated Adult Safeguarding Unit, Halton BC. 

Secure E-mail address: 





		Details of Child(ren) or Adults at Risk

Information needs to include the name, date of birth and known addresses.



		Name: 

DOB:

Address: 





		Details Of Person(s) Involved  


Please note that police need this information in order to conduct intelligence checks in preparation for strategy discussions. 




		(please ensure we have documented all details, including Name, Address and DOB of person(s) alleged to have caused harm. This includes their role (perpetrator, witness etc) 


Name:  

DOB: 

Address: 

Role in the Safeguarding Concern

Name: 


DOB: 


Address: 

Role in the Safeguarding Concern


Name:


DOB:

Address: 

Role in the Safeguarding Concern






		Circumstances and Reason for Strategy Request.

Please note this should provide a “brief” summary of the agency’s concerns in  preparation for strategy discussions



		NB. If there is immediate risk, 101/99 should be called. 


Who is the adult at risk? Their story, their needs/diagnosis

What support does the adult at risk have as part of the Safeguarding Process? (advocate, family member etc and contact details) 

What are the adult at risks care and support needs? How are these currently being met? Is the service provider registered with CQC? 


What is the safeguarding concern? What date was this referred? Who was involved? 


Can the adult at risk make a decision or not to refer to the police? Is this in the public interests? Please ensure a copy of the MCA assessment is added to this referral. 


Details of factual accounts taken from witnesses to the safeguarding concern. Please include these with the referral. Factual accounts cannot be leading, the provider must approach openly to allow the witness to state what they had seen for example. 

Interim measures agreed with the service provider/family/adult at risk? 


Copies of care plans, risk assessments, body charts etc etc to be included relating to the incident? 


Any information that police may think is beneficial to the case? Previous incidents? CQC rated inadequate? Key contacts? 



		Specific information in relation to each incident of concern raised in the Strategy Request.

Please note each specific incident should include the time / date of the incident; the location of the incident; who is involved in the incident; and a brief description of what has taken place at the incident.  This should detail if there are any injuries to any party.

Please add details for each separate incident of concern and be specific in relation to when the incident has taken place. 

The information will help Cheshire Police provide the optimum service to your clients.     

		Important to separate incidents, especially if concerns have been reoccurring or frequent. 


Incident 1 


Time / Date of incident: 

Victim’s name: 

Suspect name: 

Location of incident:


What has taken place?


Incident 2 


Time / Date of incident: 

Victim’s name: 

Suspect name:  

Location of incident:


What has taken place?


Incident 3 


Time / Date of incident: 

Victim’s name: 

Suspect name: 

Location of incident:


What has taken place?





		Proposed Venue

Please detail any proposed venue and proposed dates (subject to availability of Operational Detective Sergeants).

Wherever possible please endeavour to establish availability of the area PPD DS to establish availability in advance to ensure police representative can be allocated.




		Virtual or face to face 



		Comments on Urgency


High (risk indicators identified resulting in immediate risks – likely to result in a telephone strategy).


Medium (Pre-planned strategy discussions)



		Use RAG rating to indicate risk as a guide. 



		Police Review




		Crime Assessment:


Strat Occurrence Number for linking of Crimes : 





**FAILURE TO PROVIDE INFORMATION MAY RESULT IN DELAY**

On completion, please email this form to one of the following referral units depending on the local authority area in Cheshire within which you work.


Halton: vulnerability.hub@cheshire.police.uk
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Making decisions  
on the duty to carry 
out Safeguarding 
Adults enquiries
Suggested framework to  
support practice, reporting  
and recording


Making Safeguarding Personal







The five appendices which support this report can be found 
with other Making Safeguarding Personal resources at  
www.local.gov.uk/making-decisions-duty-carry-out-
safeguarding-adults-enquiries-resources



http://www.local.gov.uk/making-decisions-duty-carry-out-safeguarding-adults-enquiries-resources

http://www.local.gov.uk/making-decisions-duty-carry-out-safeguarding-adults-enquiries-resources
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4     MAKING DECISIONS ON THE DUTY TO CARRY OUT SAFEGUARDING ADULTS ENQUIRIES


1 Introduction and purpose


This framework has been produced by the 
Local Government Association (LGA) and the 
Association of  Directors of  Adult Social Services 
(ADASS). It is based on work at two LGA/ADASS 
workshops (facilitated by Making Connections, Isle 
of  Wight Ltd) in November 2018. 


The purpose of  this framework is to offer support 
in making decisions about whether or not a 
reported safeguarding adults concern requires 
an enquiry under the Section 42 (S42) duty of  the 
Care Act (2014).1 It offers a framework to support 
practice, recording and reporting, in order to 
impact positively on outcomes for people and the 
level of  accountability for those outcomes. 


Day-to-day practice and the recording and 
capturing of  data and information that flows from 
that practice are considered here. The framework 
includes core aspects and principles for robust 
decision-making alongside how to report this. 


Accountability and assurance are crucial. 
Accountability means, in part, being clear about 
how and why a particular approach is taken. 
This is best achieved through transparent and 
consistent decision-making and practice that can 
show this is derived from the Care and Support 
Statutory Guidance (Department of  Health and 
Social Care (DHSC), 2018)2 and the relevant 
legal framework, including the Human Rights Act 
(1998), the Mental Capacity Act (2005) and the 
Care Act. This framework will support practice 
and outcomes for people that are fair, lawful and 
reasonable. It can also give confidence and 
empower staff. This framework offers a way of  
achieving that clarity.


1	 Section 42 is referred to throughout as S42.
2	 Care and Support Statutory Guidance, DHSC, 2018 


www.gov.uk/government/publications/care-act-statutory-guidance/
care-and-support-statutory-guidance


The core aspects and principles set out in this 
framework are based on the Care Act (2014) and 
the Care and Support Statutory Guidance (2018). 
It also draws on the following sources:


•	 Presentations and contributions from 120 
representatives of  safeguarding adults boards 
at two workshops held in November 2018.


•	 A workshop exercise in Yorkshire and the 
Humber in which staff  from all the councils 
looked at 16 cases and assessed what action 
they would take in their area.


•	 Returns to NHS Digital for the Safeguarding 
Adults Collection (SAC) and the voluntary 
survey of  councils completing the SAC.  
(51 per cent of  councils completed the survey.)


•	 Conversations with several people at five different 
services across Cheshire East; adults with 
learning disabilities and physical disabilities. 
A group conversation and two individual 
conversations held with the professional lead for 
adult safeguarding for Cheshire East. (Service 
user comments recorded in the text are derived 
from these conversations.) 


•	 Feedback from a group of  critical readers who 
provided a view on an initial draft of  thoughts 
and issues emerging from a) to d) above. They 
are listed in the acknowledgements at the end 
of  this report. 


Some of  the information from the workshops  
held in November 2018 is available on the  
Making Safeguarding Personal section of   
the LGA website.3 


3	 www.local.gov.uk/making-decisions-duty-carry-out-safeguarding-
adults-enquiries-resources



http://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance

http://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance

http://www.local.gov.uk/making-decisions-duty-carry-out-safeguarding-adults-enquiries-resources

http://www.local.gov.uk/making-decisions-duty-carry-out-safeguarding-adults-enquiries-resources
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The Care and Support Statutory Guidance 
(DHSC, 2018) offers considerable support in 
interpreting the Section 42 duty. However, it is 
clear from conversations within a) to e) above, 
that practitioners perceive some ambiguity in that 
Guidance. These ambiguities are reflected in this 
report including in Appendix 3 where they are set 
out in more detail.4 


Recording and reporting activity is important. 
Improving the quality and consistency of  reported 
safeguarding activity was a catalyst for this 
work. Data is best used as a ‘can opener’ to ask 
pertinent questions about practice but some 
commentators have drawn general conclusions 
from published data about the extent to which 
people are protected.5 Public perceptions are 
influenced by such analyses.


Although the workshops held to support this 
work reflected numerous examples of  excellent 
practice and outcomes for people, not all this work 
is currently reflected in the Safeguarding Adults 
Collection (SAC) data return or in other publicly 
available information.6 Data submitted to the SAC 
should be supplemented with local information 
and data to support understanding and 
monitoring, including of  those situations which  
do not progress to an enquiry under S42.


4 	 www.local.gov.uk/sites/default/files/documents/Appendices_0.
pdf	


5	 A Patchwork of Practice, Action on Elder Abuse, December 2017: 
www.rbsab.org/UserFiles/Docs/Patchwork-of-PracticeDEC2017.pdf


6	 Safeguarding Adults, England, 2017-18, Experimental Statistics – 
NHS Digital, November 2018   
https://files.digital.nhs.uk/33/EF2EBD/Safeguarding%20
Adults%20Collection%202017-18%20Report%20Final.pdf


This framework provides a collective view 
from a group from the following backgrounds: 
practitioner, leader, manager, data professional, 
educator, expert by experience, a lawyer on 
the most helpful way to interpret the Statutory 
Guidance, drawing attention to specific points. 
It sets out a clear position to offer greater clarity, 
consistency and confidence in practice decisions 
and in reporting. 


This framework will connect with a further piece of  
work being undertaken during the autumn/winter 
2019, focusing on safeguarding adults concerns. 
This will facilitate conversations and development 
of  practice on the kinds of  circumstances that 
indicate the need for a safeguarding response and 
those that might be addressed through alternative 
routes, outside of  safeguarding processes. This 
will aim to support the appropriate referral of  
concerns to councils and greater understanding 
of  what constitutes a safeguarding adults concern 
across the range of  sectors and organisations.  



http://www.local.gov.uk/sites/default/files/documents/Appendices_0.pdf

http://www.local.gov.uk/sites/default/files/documents/Appendices_0.pdf

http://www.rbsab.org/UserFiles/Docs/Patchwork-of-PracticeDEC2017.pdf

https://files.digital.nhs.uk/33/EF2EBD/Safeguarding%20Adults%20Collection%202017-18%20Report%20Final.pdf

https://files.digital.nhs.uk/33/EF2EBD/Safeguarding%20Adults%20Collection%202017-18%20Report%20Final.pdf
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2 Definition and core messages


What is a Section 42 enquiry?
This is set out in Section 42, Care Act.7 The Section 
42 duty requires consideration of the following 
criteria under Section 42 (1) and (2) of  the Care Act: 


S42(1)
Whether there is ‘reasonable cause to suspect’ 
that an adult 


i.	 has needs for care and support


ii.	is experiencing, or is at risk abuse  
or neglect, and


iii.	as a result of  their needs is unable  
to protect themselves


S42(2) 
iv.	making (or causing to be made) whatever 


enquiries are necessary


v.	deciding whether action is necessary and  
if  so what and by whom.


The S42 duty on the local authority exists 
from the point at which a concern is received. 
This does not mean that all activity from that 
point will be reported under the duty to make 
enquiries (S42(2) of the Care Act). It may 
turn out that the S42(2) duty is not triggered 
because the concern does not meet the S42(1) 
criteria (points i.-iii. above).


What has commonly become known as the ‘three-
point test’ set out in S42(1), is covered in points i. 
to iii. above. In this framework we refer to these as 
the statutory criteria for decision-making.8


7	 (1) This section applies where a local authority has reasonable 
cause to suspect that an adult in its area (whether or not ordinarily 
resident there) —


(a)	 has needs for care and support (whether or not the authority is 
meeting any of those needs)


(b)	 is experiencing, or is at risk of, abuse or neglect, and
(c) 	as a result of those needs is unable to protect himself or herself 


against the abuse or neglect or the risk of it.
(2) 	The local authority must make (or cause to be made) whatever 


enquiries it thinks necessary to enable it to decide whether any 
action should be taken in the adult’s case (whether under this Part 
or otherwise) and, if so, what and by whom.


8	 This is to avoid any inference that an individual must ‘pass a test’ 
or ‘reach a threshold’ to get safeguarding support.


These criteria and working out whether there is 
‘reasonable cause to suspect’ that these are met, 
inform any decision identifying a duty to make 
enquiries. The local authority is responsible for that 
public law decision as to whether or not to proceed 
with the duty to make enquiries under S42(2). 


The last two points (iv. and v. above) under S42(2) 
support an understanding that activity attached 
to that duty is required – to inform the decision on 
what action needs to be taken and by whom.


The following flow chart illustrates this.


 


Safeguarding concern is referred  
to the local authority


S42 (1): Information gathering (see pg14.92 – 
diagram 1 DHSC (2018)) to consider:
reasonable cause to suspect  
•	 an adult with care and support needs is 
•	 at risk, or experiencing abuse or neglect and 
•	 can’t protect themselves as a result of their needs
and to ascertain the views of the adult on the nature, 
level and type of risk and support they  
may need to mitigate risk. 


Alternative response eg 
S9 assessment, S10 
carers assessment, 
care management, 
quality of care concern, 
complaint, Multi-Agency 
Risk Assessment 
Conference (MARAC), 
community MARAC, 
signposted for advice, 
No Further Action 
(NFA).


After proportionate fact 
finding, is it necessary 


to continue to the S42(2) 
duty to make enquiries 


and take action?


No Yes


S42 (2)
•	 Make or cause to 


be made whatever 
enquiries are 
necessary.


•	 Decide whether 
action is necessary 
and if so what and by 
whom. (This could 
also include, for 
example, a S9 or S10 
assessment.) 
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The objectives of  a S42 enquiry into abuse or 
neglect are set out in paragraph 14.94 of  the Care 
and Support Statutory Guidance (DHSC, 2018):


•	 establish facts


•	 ascertain the adult’s views and wishes


•	 assess the needs of  the adult for protection, 
support and redress and how they might be met


•	 protect from the abuse and neglect, in 
accordance with the wishes of  the adult


•	 make decisions as to what follow-up action 
should be taken with regard to the person or 
organisation responsible for the abuse or neglect


•	 enable the adult to achieve resolution and 
recovery.


The duty to make enquiries under S42(2) is not 
a prescriptive process in the way it was before 
the Care Act but consists of  activity to inform 
decision-making and the actions to be taken. 
This might include new care assessments or care 
plans – or to take no action at all. Paragraphs 
14.110 and 14.111 of  the Care and Support 
Statutory Guidance (DHSC, 2018) provide more 
detail on the formulation of  agreed action, which 
is the outcome of  an enquiry. An illustration of  how 
this applies in practice is set out in Case Study 4 
(Mr Hastings) in Appendix 5.9 


Summary of  the core aspects  
of  a suggested framework for  
decision-making and reporting


S42 is the environment within which we 
operate when a safeguarding concern comes 
in to the local authority. It ensures support to 
keep people safe who may be at risk of  or 
experiencing abuse/neglect. That support may 
be required within the S42(2) duty to make 
enquiries or outside of  it. 


9	 www.local.gov.uk/sites/default/files/documents/Appendices_0.pdf


Information gathering is done under the duty 
described in S42(1), and if  the criteria in this 
part are met then the enquiry and decision on 
what action to take (including taking no action) 
will follow under the duty to make enquiries 
described in S42(2).


Where there is reasonable cause to suspect 
that points i.-iii. above are met then the S42(1) 
duty continues with the duty to make enquiries. 
Points iv. and v. under S42(2) indicate activity 
that is required in connection with that duty, ie to 
make enquiries to inform the decision on what 
action needs to be taken and by whom.  


A S42(2) enquiry will take many forms by 
conforming to the six key safeguarding adults 
principles and Making Safeguarding Personal.10


From the start, robust information gathering 
(including that set out in 14.92 of  the Care and 
Support Statutory Guidance (DHSC, 2018)) will 
establish whether there is reasonable cause 
to suspect that the three statutory criteria for 
a S42 enquiry are met S42(1). Depending on 
the findings, this activity may or may not be 
reported ultimately as within a S42(2) enquiry. 


From a prevention point of  view, conversations 
within this early information gathering can 
themselves make a valuable contribution in 
informing and empowering people to keep 
themselves safe.  


Although the points above are numbered, this 
is not a linear process. The decision-making 
needs to be dynamic. Practitioners might 
change their mind as information unfolds about 
whether or not the situation meets the statutory 
criteria for undertaking an enquiry under the 
S42(2) duty. 


10	 Paragraphs 14.13-14.15, Care and Support Statutory Guidance, 
DHSC, 2018



http://www.local.gov.uk/sites/default/files/documents/Appendices_0.pdf
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There is no fixed point during the early phase of  
an enquiry when a practitioner must determine 
how to report activity within the SAC return.11 It 
may be that this is determined, and therefore 
recorded and reported as a S42(2) enquiry, 
after the practitioner has already done part 
of  it. Reporting and recording reflect practice 
decisions. 


Information gathering to determine whether 
the criteria in S42(1) have been met, must be 
recorded robustly to evidence/support the local 
authority decision whether to progress to a S42 
enquiry (S42(2)) or not. In the event that there is 
no S42(2) duty to make enquiries, the practitioner 
must still consider and record how any identified 
risk will be mitigated (including through 
communication with partner agencies) and how 
that will be communicated to the adult concerned 
and the person accused of  causing harm. 


How decisions are reported will depend on the 
conclusion as to whether there is reasonable 
cause to suspect that the situation meets the 
three statutory criteria. (S42(1)). At that point, 
in line with the reporting requirements of  NHS 
Digital reflected in the (Safeguarding Adults 
Collection (SAC)12, there are three options for 
reporting the activity:


•	As a safeguarding enquiry under the S42(2) 
duty (where there is reasonable cause to 
suspect that the three statutory criteria are met).


•	As an ‘Other’13 safeguarding enquiry using 
the local authority’s powers but not under the 
S42(2) enquiry duty.


11	 Guidance on the SAC return is available at  
https://digital.nhs.uk/binaries/content/assets/legacy/pdf/0/m/sac-
guidance-2018-19-v1.pd


12	  https://files.digital.nhs.uk/33/EF2EBD/Safeguarding%20
Adults%20Collection%202017-18%20Report%20Final.pdf


13	 This is a voluntary element of the SAC but councils are 
encouraged to record such activity. ‘Other’ safeguarding adults 
enquiries are reported within the SAC where an adult does not 
meet all of the Section 42 criteria but the council considers it 
necessary and proportionate to use its powers to make enquiries.


•	As not requiring any further action under 
adult safeguarding (although support might 
be offered through other powers). Such 
cases will remain reported as a safeguarding 
concern. The decision that the duty under 
S42 is not met must be properly recorded in 
local practitioner records and show how any 
residual issues/risks will be addressed or 
prevented.


Safeguarding adults boards are encouraged 
to set up local ways of  reporting and analysing 
activity related to safeguarding adults concerns 
that do not meet the duty to carry out a S42(2) 
enquiry, so that they can assure themselves 
of  the types of  concerns being received, the 
responses made and the outcomes for the 
adults concerned.


Core messages within  
this framework
There is clear indication of  ‘struggle’, 
inconsistencies, ambiguities and disconnect 
across local authority areas. This was expressed 
at the workshops and elsewhere.14 Current wide 
variation in practice and decision-making is 
reflected in the SAC data (as set out in Appendix 
415). Taken together, this provides a rationale for 
offering a common approach going forward. 


This report is not intended as guidance to 
prescribe exactly what must be done but is 
offered as support to improve practice. It is being 
written in the spirit of  empowering practitioners to 
make consistent decisions and to be confident in 
the rationale for those decisions (which is rooted in 
the legal framework and guidance). 


14	 See examples of local discussions and attempts to establish 
greater consistency in understanding and practice presented at 
the workshops, November 2018 
www.local.gov.uk/making-decisions-duty-carry-out-safeguarding-
adults-enquiries-resources


15	 www.local.gov.uk/sites/default/files/documents/Appendices_0.pdf



https://digital.nhs.uk/binaries/content/assets/legacy/pdf/0/m/sac-guidance-2018-19-v1.pdf

https://digital.nhs.uk/binaries/content/assets/legacy/pdf/0/m/sac-guidance-2018-19-v1.pdf

https://files.digital.nhs.uk/33/EF2EBD/Safeguarding%20Adults%20Collection%202017-18%20Report%20Final.pdf

https://files.digital.nhs.uk/33/EF2EBD/Safeguarding%20Adults%20Collection%202017-18%20Report%20Final.pdf

http://www.local.gov.uk/making-decisions-duty-carry-out-safeguarding-adults-enquiries-resources

http://www.local.gov.uk/making-decisions-duty-carry-out-safeguarding-adults-enquiries-resources

http://www.local.gov.uk/sites/default/files/documents/Appendices_0.pdf
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Data recording can then flow from this and reflect 
practice and outcomes more clearly and more 
consistently. 


Appendix 5  highlights that whilst a consistent 
framework is offered in terms of  the factors 
that determine whether a S42(2) duty to make 
enquiries exists this cannot take away the need 
for professional judgements, based on individual 
circumstances, about which situations meet the 
criteria set out in S42(1) of  the Care Act and which 
do not. The appendix offers examples of  situations 
which may divide opinion, but which nevertheless 
offer a clear rationale for the decision made. 


It is proposed that the following core messages, 
might be adopted to support shared 
understanding, consistency and accountability 
in this area of  practice and reporting. They build 
on the definition and summary framework set out 
above. 


Messages relating to shared values and 
principles16 derived from the statutory 
framework


One  
For any decision-making to be effective it must 
be legally literate. Decisions must conform to 
legislation that supports and protects the rights 
and safety of  citizens. Legal obligations are 
non-negotiable in making these decisions.17


16	 Principles referred to here include: Human Rights Act (1998) 
principles; the six statutory principles for safeguarding adults, 
alongside Making Safeguarding Personal (Care and Support 
Statutory Guidance, 2018 14.13-14.15) and the five core 
principles of the Mental Capacity Act, 2005. (see section 3  
of this framework, below) 


17	 See also Appendix 2 and the workshop (November 2018) slides 
provided by Fiona Bateman www.local.gov.uk/making-decisions-
duty-carry-out-safeguarding-adults-enquiries-resources This 
includes activity described in section three of this report to assess 
whether there is a ‘reasonable cause to suspect’ and whether the 
three statutory criteria are met. It also includes following Mental 
Capacity Act principles and guidance.


Two  
Specifically, decisions should be based on 
a shared understanding and application of  
fundamental principles that are at the heart of  
the Care Act (2014) and the associated Statutory 
Guidance. This introduces a duty to promote 
wellbeing and to adopt a flexible approach, 
focusing on what matters most to the individual.18


Three  
The six statutory safeguarding adults 
principles19 (in the context of  the Human 
Rights Act, 1998) underpin all aspects of  adult 
safeguarding work. These should be clearly and 
openly addressed from the outset and placed 
at the heart of  decision-making and action. 
Application of  the six statutory safeguarding 
principles supports practice capable of  
achieving a wide range of  responses tailored to 
meet the needs of  the individual. Alongside this 
there must be transparency in applying the five 
principles of  the Mental Capacity Act (2005).


Four  
There must be a strong focus on the person 
concerned, the outcomes they want to achieve 
and how that may be accomplished (whether an 
enquiry is carried out under the S42(2) duty or 
not). This is at the heart of  Making Safeguarding 
Personal. 


Adults must be involved in decision-making and 
where the adult has a ‘substantial difficulty’ in 
being involved the support of  a suitable person 
or advocate must be offered. This requirement is 
clearly set out in the Care and Support Statutory 
Guidance (DHSC, 2018).20 


18	 Care and Support statutory Guidance, para 1.1, DHSC, 2018
19	 Paragraph 14.13, Care and Support Statutory Guidance, DHSC, 


2018 – Empowerment, Prevention, Proportionality, Protection, 
Partnership and Accountability


20	 Paragraphs 14.52 and 14.54



http://www.local.gov.uk/making-decisions-duty-carry-out-safeguarding-adults-enquiries-resources

http://www.local.gov.uk/making-decisions-duty-carry-out-safeguarding-adults-enquiries-resources
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However, if  a person declines safeguarding 
support and/or a S42 enquiry that is not the end 
of  the matter. Consideration should be given 
to ways in which the risk to the adult could be 
managed or mitigated.


Messages that suggest a shared and common 
interpretation of the Care and Support 
Statutory Guidance (DHSC, 2018). The aim is 
to achieve greater consistency in applying the 
S42 duty in practice.21


Five  
Before a decision can be made that no S42(2) 
duty to make enquiries exists, a judgement must 
be made as to whether there is ‘reasonable 
cause to suspect’ that the three statutory 
criteria are met. That is, whether this would be 
(in the context of  the Human Rights Act, 1998) 
a lawful interference in someone’s private life. 
This would include questioning what it is about 
the presentation and the context that supports 
a view that this individual (or other individuals) 
is at risk. This is activity under S42(1), Care Act 
(2014).


Six Alongside establishing ‘reasonable cause 
to suspect’, information needs to be gathered to 
establish whether the three statutory criteria in 
S42(1) are met. 


From the point at which the three statutory 
criteria (and alongside this an understanding 
that there is ‘reasonable cause to suspect’) 
are met then there is a duty under S42(2) to 
undertake an enquiry. All activity from that point 
will constitute an enquiry under the S42(2) duty 
and be reported as such.


21	 See below and in section three and Appendix 5 where case 
studies apply this interpretation 
www.local.gov.uk/sites/default/files/documents/Appendices_0.pdf


Seven  
The decision-making and activity that relate to 
the Section 42(2) duty to make safeguarding 
enquiries is not a linear or hierarchical process 
with separate and discrete stages and 
timescales. The decision-making needs to be 
dynamic. Practitioners might change their mind 
as information unfolds about whether there is 
reasonable cause to suspect that the situation 
meets the three statutory criteria or whether 
some alternative action is necessary to mitigate 
risk.


Messages relating to recording and reporting 
on decision-making and outcomes for people


Eight  
In respect of  how activity is reported within the 
SAC return, it is important to clarify there is no 
fixed point during the early phase of  an enquiry 
when a practitioner must determine how to 
report activity within the SAC return.22 It may be 
that this is determined and therefore reported 
as a S42(2) enquiry after the practitioner has 
already done part of  it.


Nine  
It is important to remain open to reviewing 
the decision. For example, it is acceptable 
to say that initially the decision was for a 
care management response outside of  the 
safeguarding process but then further down the 
line to conclude that there is evidence of  abuse 
or neglect. (This point is illustrated with the case 
of  Mrs Smith. See section three below.)


22	 Guidance on the SAC return is available at  
https://digital.nhs.uk/binaries/content/assets/legacy/pdf/0/m/sac-
guidance-2018-19-v1.pdf



http://www.local.gov.uk/sites/default/files/documents/Appendices_0.pdf

https://digital.nhs.uk/binaries/content/assets/legacy/pdf/0/m/sac-guidance-2018-19-v1.pdf

https://digital.nhs.uk/binaries/content/assets/legacy/pdf/0/m/sac-guidance-2018-19-v1.pdf
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Ten It is recommended that the SAC data 
(alongside local data and other forms of  
information such as audits, peer reviews, 
feedback from adults themselves and staff) 
be used by safeguarding adults boards to ask 
questions and to seek necessary assurances 
about the effectiveness of  practice and 
outcomes.23 Local information must reflect those 
situations which do not progress to an enquiry 
under the S42(2) duty.


Aspects of  the data and other available 
information should be used as a ‘can opener’ 
to ask questions rather than attempting to draw 
generalised conclusions.


The following case study illustrates how these 
core messages relate to good practice, especially 
in the application of  the six safeguarding adults 
principles


CASE STUDY 1


MR AND MRS LEWIS


The following situation was referred in by the 
daughter of  an 80 year old man.


Case outline
Mr Lewis was showing signs of  early dementia. 
He lived with his wife at home. They were both now 
in a position where they were unable to look after 
themselves, being both frail and struggling with 
mobility. Mr Lewis was adamant that he was fine 
and that there was nothing wrong with him. 


His daughter, however, was clear that he was not the 
same man that she had come to know as her father. 
She said that he had refused to attend a memory 
clinic appointment, which was made for him a few 
months previously and the clinic had said that they 
could not do anything until he gave his consent.


23	  The MSP outcomes framework and examples of audit 
tools available will support this www.local.gov.uk/our-support/
our-improvement-offer/care-and-health-improvement/making-
safeguarding-personal


Mr Lewis’ daughter advised that her mother has 
told her that he shouts at her and the daughter 
said that she was getting more and more worried 
that his temper may turn physical. 


A week before the referral of  these concerns by 
his daughter, Mr Lewis purchased a bed from 
cold callers at the house. This bed cost him nearly 
£5,000 – they did not need a new bed as they 
had not long purchased a new mattress for their 
existing bed. It was out of  character for him to 
spend a large amount of  money like this.


Mr Lewis’ daughter had contacted the bed 
company and they had promised to get back but 
have not done so as yet. In the meantime, the bed 
had been delivered and the old bed taken away. 
The cheque for the bed had been cancelled but 
there were still concerns that Mr Lewis might be 
bullied into buying it. 


All of  this was making Mrs Lewis very poorly and 
she was finding day-to-day life unbearable. Their 
daughter lives two and a half  hours drive away but 
tries to get to see them at least once a month. 


Suggested application of core aspects of the 
above framework to inform a decision about 
whether to carry out a S42(2) enquiry:


In carrying out the S42(1) duty


There is reasonable cause to suspect that Mr 
Lewis and/or Mrs Lewis: 


(a)	has needs for care and support (whether or not 
the authority is meeting any of  those needs)


(b)	is experiencing, or is at risk of, abuse or 
neglect, and


(c) 	as a result of  those needs is unable to protect 
himself  or herself  against the abuse or neglect 
or the risk of  it.


11



https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal

https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal

https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal
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There is potential financial abuse from a possible 
rogue trader. This needs to be discussed with 
the trading standards department and police as 
others may be at risk. In addition, there is the risk 
of  possible abuse of  Mrs Lewis. Mr Lewis’s own 
capacity to understand important information about 
his own health and wellbeing is in doubt as well.


There is reasonable cause to suspect that S42(1) 
is met and therefore it is necessary to continue to 
a section 42(2) duty to make enquiries in order to 
decide what action is necessary and by whom to 
address the concerns. Where the local authority 
proceeds to make those enquiries and uses these 
to inform decisions on actions then that should be 
reported under S42(2). 


Any form of  conversation/enquiry (once S42(1) 
is met) that agrees what is the action needed to 
keep the person safe is a S42 enquiry. In this case 
this might include identifying the need for: 


•	 information and advice about how to stay safe 
from rogue traders, money management, eg 
information about the roles and responsibilities 
of  Lasting Power of  Attorney


•	 action to investigate and prosecute rogue 
trading


•	 advice from primary health professionals on 
recognising/managing symptoms of  dementia, 
home adaptations and fall reduction support 
and interventions


•	 support from specialist, community agencies 
to reduce social isolation and to support both 
adults to understand and reduce the risks and 
to know how to report concerns   


•	 a S9 or a S10 assessment (Care Act). 


Timescales for reporting that this has been 
completed must be clear. 


The enquiry here will require a risk assessment 
alongside the person and the family to look at 
what is going on, the level of  risk and any actions 
acceptable to the family that might possibly 
mitigate risks. 


Application of  the six safeguarding adults 
principles that should underpin all adult 
safeguarding work are set out in section three 
(below) and in Appendix 1. These might be 
reflected (alongside principles of  the Mental 
Capacity Act, 2005) in working with this family  
as follows:


Empowerment – initially the daughter of  
the person is involved and her views sought. 
Best practice might engage an advocate or 
potentially a family group conference to involve 
and engage all family members in exploring 
needs, risks and potential support as part of  
both the enquiry and the ongoing actions.


Protection – enquiries are made, and action 
planned to protect the two adults in the 
household concerned and also others from the 
doorstep trader. 


Prevention – others in the neighbourhood 
may be protected from potential harm from 
the doorstep traders early on before abuse/
neglect and any further harm comes about. The 
tensions in the situation between the husband 
and wife may be impacted on before this 
escalates (as the daughter has indicated she 
fears it might) through both the enquiry and 
ensuing actions.


Proportionality – the risk is assessed 
alongside those involved and public interest 
considerations are also a factor. This informs a 
proportionate response. 
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Partnership – work is undertaken in partnership 
with the family. There is engagement of  police 
and trading standards (in respect of  the 
doorstep traders and purchase of  the bed). 
Also, with health colleagues in respect of  the 
frailty of  both the husband and wife and how 
a positive impact can be made on their health, 
safety and wellbeing. 


Accountability – the rationale for the decision 
to undertake an enquiry (and then later 
decisions about actions coming out of  the 
enquiry) are clearly recorded.


Paragraphs 14.110 and 14.111 of  the Statutory 
Guidance set out the need for clarity about the 
outcomes of  the enquiry and any agreed action 
plan formulated as a result of  the enquiry. 


What might need to be 
addressed to support acting 
on these messages?
An ADASS Advice Note has been developed 
making recommendations24 to directors of  
adults social services (DASSs) in order to 
support communicating and implementing 
this framework. It suggests key points for the 
attention of  DASSs in order to ensure that this 
framework and principles is reflected in local 
protocols and practice. It suggests that DASSs 
should review whether the following are in 
place as support for putting the framework into 
practice. Wider ownership of  these actions will 
strengthen practice.


1.	 Seek assurance that decision making 
regarding safeguarding enquiries reflects 
the Statutory Guidance and legislation,  
using this framework to support this. 


24	 www.adass.org.uk/a-framework-for-making-decisions-on-the-duty-
to-carry-out-safeguarding-adults-enquiries


2.	 Seek assurance that people are not 
disadvantaged where their circumstances 
are not considered as part of  a statutory 
S42(2) enquiry. Is there clear information 
on all routes for addressing safeguarding 
concerns and the outcomes? Is everyone 
being protected, including where support 
falls outside of  a S42(2) enquiry? 


3.	 Consider the impact of  arrangements at the 
‘front door’ on decision making regarding 
safeguarding enquiries (see Appendix 3 of  
the framework).


4.	 Offer of  support and development 
opportunities to staff  in interpreting the legal 
framework and legal requirements (including 
statutory principles) and in making the 
necessary professional judgements.


a	 For example: Enable decision-making 
about enquiries under S42 to be a 
focus for reflective practice and case 
discussion.25 Make use of  the Making 
Safeguarding Personal (MSP) briefing 
on risk for SABs to support making 
judgements about whether there is 
sufficient justification to make enquiries. 
www.local.gov.uk/briefing-working-risk-
safeguarding-adults-boards


b	 For example: Enable and support local 
and regional conversations to establish 
shared ownership of  this framework for 
decision making. Work in the Yorkshire 
and the Humber region offers an excellent 
template for this (see Appendix 3 of  
the framework). The summary of  the 
framework, the case studies included in 
the framework and in the appendices, will 
support these conversations.


25	  The workshops held in Yorkshire and the Humber provide a 
model for how regional discussions can be conducted – see 
Appendix 3.



http://www.adass.org.uk/a-framework-for-making-decisions-on-the-duty-to-carry-out-safeguarding-adults-enquiries

http://www.adass.org.uk/a-framework-for-making-decisions-on-the-duty-to-carry-out-safeguarding-adults-enquiries

file:www.local.gov.uk/briefing-working-risk-safeguarding-adults-boards

file:www.local.gov.uk/briefing-working-risk-safeguarding-adults-boards
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5.	 Check that local safeguarding adults 
procedures fully reflect the spirit of  the Care 
Act (2014) and are not simply a reuse of  old 
‘No Secrets’ based process-led ideas and 
approaches, without significant change.


6.	 Pay attention to the language used about 
safeguarding. Language should convey 
the principles that are at the heart of  good 
practice. Be aware that the language used 
can run counter to those principles. Use 
Appendix 1 of  the framework to promote 
understanding of  how core principles 
translate at the front line. Consider the 
suggestions in the framework for a shift 
in terminology away from terms such as 
‘threshold’ or ‘three-point test’.


7.	 Seek assurance that practice is not driven 
by IT systems and reporting processes 
that are designed on a linear flow of  
information. Decision-making is not a linear 
process in practice. Data needs to flow from 
practice rather than practice being driven 
by IT/reporting systems. Provide support/
development to staff  to guard against this. 


8.	 Consider how local information and data 
could supplement information available from 
the Safeguarding Adults Collection (SAC). 
It should include for example, audits, peer 
reviews, feedback from/about individuals 
who have received safeguarding support, 
feedback from conversations amongst 
practitioners. This will support broader 
assurance that people are safeguarded 
through prevention and early intervention as 
well as through statutory S42(2) enquiries.26


26	 The MSP outcomes framework and examples of audit tools 
available will support this www.local.gov.uk/our-support/
our-improvement-offer/care-and-health-improvement/making-
safeguarding-personal 


9.	 Discuss with the independent chair of  the 
safeguarding adults board how the board 
can promote understanding and use of  
the framework and require assurance from 
partners that the framework is being used 
locally and achieving improvements in 
practice. 



https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal

https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal

https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal
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3 Developing a common understanding of 
the duty to undertake a section 42 enquiry	
	


The statutory framework;  
core principles
A human rights framework
The Care Act (2014) provides a legal basis for 
safeguarding adults from abuse or neglect within 
the context of  broader reforms. These introduced 
a duty to promote wellbeing and to ‘adopt a 
flexible approach that allows for a focus on which 
aspects of  wellbeing matter most to the individual 
concerned’.27 The suggested approach in this 
framework needs to be seen within the context 
of  these broader aspirations of  the Care Act and 
the need to act in accordance with human rights 
legislation.


Making Safeguarding Personal
Making Safeguarding Personal (MSP) sits firmly 
within the Care and Support Statutory Guidance 
(DHSC, 2018)28 It means that safeguarding adults:


•	 is person-led


•	 is outcome-focused


•	 engages the person and enhances involvement, 
choice and control 


•	 improves quality of  life, wellbeing and safety. 


The importance of  Making Safeguarding Personal 
for people who may be in need of  safeguarding 
support was underlined repeatedly by adults in 
Cheshire East29 including:


“I want to be involved as if there is a set plan, 
I can be involved in tweaking it.  Everyone is 
individual and I’d rather be involved to say 
what works/what not works for me.”


27	 Paragraph 1.1, Care and Support Statutory Guidance,  
DHSC, 2018 


28	 Paragraphs 14.14 and 14.15
29	 Comment from conversations (as a follow up to the workshops 


in November 2018) with several people at five different services 
across Cheshire East; adults with learning disabilities and physical 
disabilities.


However, Making Safeguarding Personal does 
not mean ‘walking away’ if a person declines 
safeguarding support and/or a S42 enquiry. 
That is not the end of the matter. Empowerment 
must be balanced for example, with Duty of 
Care and the principles of the Human Rights 
Act (1998) and of the Mental Capacity Act 
(2005). Best practice in working with risk must 
be considered.30  The need for balance on this 
issue is illustrated elsewhere within the Care Act, 
in section 11, where it is explicit that although 
the local authority duty to carry out a needs 
assessment (S9) may be removed if  the adult 
does not consent, this does not apply where 
the adult is experiencing or at risk of  abuse or 
neglect. S11(2)(b)’.31


In the event that there is no duty under S42 to 
make enquiries, the practitioner must still consider 
how any identified risk will be mitigated and how 
that will be communicated to the adult concerned 
and the person accused of  causing harm.


30	 www.local.gov.uk/our-support/our-improvement-offer/care-and-
health-improvement/making-safeguarding-personal/working-risk 
offers support in balancing apparently conflicting principles 


31	 Care Act, 2014, S 11 Refusal of assessment
(1)Where an adult refuses a needs assessment, the local authority 


concerned is not required to carry out the assessment (and 
section 9(1) does not apply in the adult’s case). 


(2)But the local authority may not rely on subsection (1) (and so must 
carry out a needs assessment) if: 


(a)the adult lacks capacity to refuse the assessment and the authority 
is satisfied that carrying out the assessment would be in the 
adult’s best interests, or 


(b) the adult is experiencing, or is at risk of, abuse or neglect.



https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal/working-risk

https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal/working-risk
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This framework builds on a range of  resources 
in the Making Safeguarding Personal (MSP) 
programme.32 This diagram illustrates how a 
number of  different strands link together to 
contribute to making safeguarding personal. 


Development under all these headings is needed 
to support best practice in working together with 
people and across the partnership: 


•	 to identify safeguarding concerns


•	 to share information to establish which of  these 
requires a S42 enquiry


•	 to identify alternative effective responses where 
a S42 duty is not indicated but some other 
action is needed


•	 to prevent circumstances from escalating to the 
point where a S42 duty is triggered


•	 to support staff  in making legally literate 
decisions


•	 to develop cultures and leadership that enable 
and support responses that reflect human rights 
and safeguarding adults principles.   


32	 www.local.gov.uk/our-support/our-improvement-offer/care-and-
health-improvement/making-safeguarding-personal/resources


The core resource for safeguarding adults boards 
(LGA/ADASS, 2017)33 highlights the importance 
of  measuring the difference that MSP makes for 
people. This is essential as part of  the assurance 
role of  safeguarding adults boards. It must include 
qualitative and quantitative information, both 
regarding enquiries under S42(2) and in those 
situations where that duty to make enquiries is not 
triggered.


“What’s important is that something is done 
about the situation.”


“People just want to know that we acknowledge 
this is something that is important to them and 
something will happen.”34


Six key principles underpin all adult 
safeguarding work 
These should inform the ways in which professionals 
and other staff  work with adults. Recording needs 
to reflect explicit consideration of how all of  these 
principles influence decision-making. The case 
study in section two (above), and those elsewhere 
in this framework and the appendices, demonstrate 
how these principles are applied in practice. The 
principles provide a framework for ensuring that 
a range of responses is considered to reflect 
individual circumstances. They are set out in the 
Statutory Guidance to the legislation.35 


Empowerment
People being supported and encouraged to make 
their own decisions and informed consent.


Prevention
It is better to take action before harm occurs.


Proportionality
The least intrusive response appropriate to the risk 
presented.


33	 www.local.gov.uk/making-safeguarding-personal-safeguarding-
adults-boards


34	 Observations from participants attending one of the S42 
workshops in November 2018 


35	 Paragraph 14.13, Care and Support Statutory Guidance, DHSC, 
2018


underpinning 
principles


influence/support 
leadership and 


culture


engage with people 
and enable early 


intervention/
prevention


promote staff 
development and 


support


work effectively  
with partners across 


organisations



http://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal/resources

http://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal/resources
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Protection
Support and representation for those  
in greatest need.


Partnership
Local solutions through services working with  
their communities. Communities have a part  
to play in preventing, detecting and reporting 
neglect and abuse.


Accountability
Accountability and transparency in delivering 
safeguarding.


All six safeguarding adults principles must be at 
the heart of  practice in order to deliver flexible 
responses around the needs and wishes of  the 
person. 


Appendix 1 sets out in detail how each of  these 
principles relates to decision-making in the context 
of  the S42 duty and what will help to support 
that in practice and in recording and reporting. 
Appendix 3 sets out in more detail the comments 
from the workshops about the use of  principles in 
decision-making. 


Discussion at the workshops (LGA, November 
2018) reflected particularly on the significance of  
proportionality and empowerment but recording 
needs to reflect explicit consideration of  how all 
these principles influence decision-making.


The principle of  accountability is particularly 
significant in safeguarding. It brings together 
conversations about both practice and recording 
in making decisions.    


‘…data collection is important to me as someone 
could be seriously hurt without looking at the wider 
picture to stop abuse’.36


Accountability is about: 


•	 reporting 


36	 A comment from conversations with several people at 5 different 
services across Cheshire East; adults with learning disabilities and 
physical disabilities.  


•	 being able to explain how something has been 
approached


•	 accounting for actions 


•	 accepting responsibility for actions and 
outcomes and understanding mutual roles


•	 having transparency and openness about the 
process/approach and understanding and 
recording why a particular approach was taken.


An assurance framework for this is important in 
order to be clear what is happening in the range 
of  responses. For example, Devon County Council 
lists its assurance framework as including: 


•	 internal audit 


•	 peer review against other councils in the region 


•	 conversations across the region to understand 
the differences and the issues 


•	 assuring and monitoring decision-making by 
completing monthly practice quality reviews.


Support in interpreting the 
Care and Support Statutory 
Guidance towards greater 
consistency in establishing 
where the S42 duty applies
The Section 42 duty requires consideration of  the 
following criteria under Section 42 (1) and (2) of  
the Care Act (2014):


S42(1)


Whether there is ‘reasonable cause to suspect’ 
that an adult 


i.	 has needs for care and support


ii.	 is experiencing, or is at risk abuse or neglect, and


iii.	as a result of  their needs is unable to protect 
themselves.
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S42(2) 


iv.	 making (or causing to be made) whatever 
enquiries are necessary


v.	 deciding whether action is necessary and  
if  so what and by whom.


This report suggests a consistent way of 
interpreting the Statutory Guidance, reaching 
a shared understanding that from the point at 
which the ‘three statutory criteria’ (i.-iii. above) 
(and alongside this an understanding that there 
is ‘reasonable cause to suspect’) are met then 
there is a duty under S42 Care Act to undertake 
an enquiry. All activity from that point will 
constitute an enquiry under the S42(2) duty.


This activity may take many forms. Decisions 
as to how to respond and what form an enquiry 
takes should be tailored to meet the needs of 
the individual. Application of the six statutory 
safeguarding adults principles supports 
practice to achieve this. 


Paragraph14.9337 
Local authorities must make enquiries, or cause 
another agency to do so, whenever abuse or 
neglect are suspected in relation to an adult and 
the local authority thinks it necessary to enable it 
to decide what (if  any) action is needed to help 
and protect the adult. The scope of that enquiry, 
who leads it and its nature, and how long it takes, 
will depend on the particular circumstances. It 
will usually start with asking the adult their view 
and wishes which will often determine what next 
steps to take. Everyone involved in an enquiry 
must focus on improving the adult’s wellbeing and 
work together to that shared aim. At this stage, the 
local authority also has a duty to consider whether 
the adult requires an independent advocate to 
represent and support the adult in the enquiry.


37	 Paragraph 14.93, Care and Support Statutory Guidance, DHSC, 
2018


Reasonable cause to suspect and the three 
statutory criteria must be considered by the local 
authority, as set out in S42 (1) Care Act in deciding 
whether there is a duty to make enquiries. 


There needs to be consideration of  whether there 
is sufficient justification for the local authority to 
make enquiries into a person’s private life (in the 
context of  the Human Rights Act,1998) in order to 
discover what supports a view that the three criteria 
are met and, if  so, that an enquiry is necessary. 
This is what is meant by exploring whether there 
is ‘reasonable cause to suspect’. This links to the 
principle of  proportionality (ie the least intrusive 
response appropriate to the risk presented).38  This 
involves weighing up what is known about the level 
of  risk and the person’s understanding of  that. 
It isn’t simply about ‘walking away’ if  the person 
declines safeguarding support. Public interest 
considerations need to come into play too.  


Records need to reflect that the information gathering 
at this stage is necessary to address whether the 
situation meets the criteria set out in S42(1). 


Consideration of these criteria includes ascertaining 
(usually through contact with the adult or, if  they lack 
capacity, their representative/advocate) whether the 
individual understands the risk faced and/or whether, 
because of their care and support needs, they are 
unable to protect themselves (see the final point in 
the diagram opposite).


Information gathering (to ascertain whether the 
statutory criteria in S42(1) are met) must take place 
in order to decide whether activity within the duty 
to make enquiries under S42(2) is triggered and 
is consistent with the rights of  the person. Where 
those points are considered to be met then actions 
in connection with the S42(2) duty are required.


The diagram below sets out factors that might be 
considered in making the necessary judgements 
about ‘reasonable cause to suspect’ and whether 
the situation reflects the three statutory criteria. 


38	  Paragraph 14.13 and 14.92, Care and Support Statutory 
Guidance, DHSC, 2018 
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Abuse: physical, discriminatory and organisational abuse.


Neglect: including acts of  omission, self-neglect, self-harm and risk of  
suicide.


Exploitation: sexual, psychological, financial or material abuse, including 
modern day slavery, coercion or controlling behaviours.


Apply observations, third party reports and any corroborative information 
objectively. Use practice tools (eg power and control wheel/domestic 
abuse, stalking and honour based violence risk checklist (DASHRIC), 
clutter rating index) or eligibility thresholds for services (eg social care 
outcomes or Continuing Health Care decision support tool descriptors) to 
reduce appearance of  bias or subjectivity. 


Utilise research findings to demonstrate why suspicions are reasonable.


Does the concern affect children, or other adults at risk?


Has there been repeat allegations? 


If  proven, would this constitute criminal offence? 


Is there a current or past relationship of  trust, commercial or contractual 
relationship, familial or intimate relationship between the adult and 
alleged perpetrator? 


What insight does the adult have into the level of  risk, do they understand 
why practitioners have concerns? 


Is there any evidence of  incapacity, coercion, undue influence or duress?


What outcomes matter to the adult and will this reduce/remove risk?


Type


Indicators


Pattern


Level


MSP
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This builds on factors for consideration set out  
in the Care and Support Statutory Guidance 
(DHSC, 2018) as follows: 


Paragraph14.99 
It is important, when considering the 
management of  any intervention or enquiry, to 
approach reports of  incidents or allegations 
with an open mind. In considering how to 
respond the following factors need to be 
considered:


•	 the adult’s needs for care and support


•	 the adult’s risk of  abuse or neglect


•	 the adult’s ability to protect themselves or 


•	 the ability of  their networks to increase the 
support they offer


•	 the impact on the adult, their wishes


•	 the possible impact on important relationships


•	 potential of  action and increasing risk to the 
adult


•	 the risk of  repeated or increasingly serious 
acts involving children, or another adult at risk 
of  abuse or neglect


•	 the responsibility of  the person or 
organisation that has caused the abuse or 
neglect


•	 research evidence to support any 
intervention.


When does information 
gathering (to establish 
whether the three statutory 
criteria are met) end and  
a S42(2) enquiry begin?
Where the local authority satisfies itself  that the three 
statutory criteria are not met, activity may be similar 
but just not carried out under adult safeguarding 
process or a S42(2) enquiry. From the outset, activity 
like that set out in paragraph 14.92 – see diagram 
below, will begin to fulfil the objectives of an enquiry 
as set out in paragraph 14.94 (whether or not that 
activity is ultimately reported as a S42(2) enquiry).


There is complexity around where information 
gathering (to establish whether the statutory criteria 
are met) ends and actions as part of  the early 
stages of a duty to make enquiries (including 
conversations) begin. Although these elements are 
numbered (above), this is not a linear or hierarchical 
process with separate and discrete stages and 
timescales. The decision-making needs to be 
dynamic. Practitioners might change their minds 
as information unfolds about whether the situation 
meets the statutory criteria for a S42(2) enquiry. 


It may be that initially information gathering 
indicates that there is not a S42 duty to make 
enquiries but that later down the line, as early 
enquiries are made, then more is found out and 
the decision is revisited to say it does now meet 
the criteria set out in S42(1). Alternatively, the 
reverse might apply. (See for example the Mrs 
Smith case study, below.)


The diagram below is adapted from paragraph 
14.92 of  the Care and Support Statutory Guidance 
(DHSC, 2018). It illustrates conversations that might 
form part of  both information gathering to establish 
whether the three criteria are met and within 
S42(2) enquiries. This should be experienced as 
‘seamless’ practice by the individual concerned.  
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14.92 ‘If  the issue cannot be resolved through 
these means or the adult remains at risk of  
abuse or neglect (real or suspected) then the 
local authority’s enquiry duty under section 
42 continues until it decides what action is 
necessary to protect the adult and by whom and 
ensures itself  that this action has been taken’.39


39	 Text from paragraph 14.92, Care and Support Statutory Guidance, 
DHSC, October 2018


Note:  the use of  the word ‘continues’ conveys 
the meaning that councils must be satisfied that 
there is not a reasonable cause to suspect that the 
three statutory criteria are met before determining 
that they are not under a duty to make enquiries. 
In addition, these early enquiries (once it is 
established that the criteria are met) are already 
part of  fulfilling the Section 42 duty, S42(2). 
Equally, such conversations may form part of  
establishing reasonable cause to suspect that the 
three statutory criteria are met.  


Contact local 
authority or voluntary 


organisations for 
advice


Talk to Care Quality 
Commission or other 


regulator


Talk to GP or other 
health professional


Use a helpline or 
internet support


Contact office of the 
Public Guardian or 


Department for Work 
and Pensions


Talk to 
organisation 


commissioning or 
giving care and support 


eg NHS care home 
housing provider


Discuss with/report  
to police


Discussion 
with individual or 


representative confirms 
cause for concern and 


agrees outcomes wanted 
and action to be taken
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The following case study supports understanding 
about the way in which information gathering and 
the decision to make enquiries under S42(2) is not 
always a linear process. As information comes to 
light the decision may be reviewed. 


CASE STUDY 2


MRS SMITH 


Case Outline
Mrs Smith suffers from dementia and requires 
hoisting for all transfers. She suffered an 
unwitnessed fall in the lounge of  her care home, 
resulting in a bump above her left eyebrow and 
two black eyes. 


Staff  were in the lounge, but dealing with another 
resident who required the toilet. Mrs Smith had 
had no previous falls. She was taken to hospital; 
the injury was cleaned up and a dressing placed 
on her forehead. Since then she has been fine and 
is still able to sit in the lounge. 


There is now, following this incident, always a 
member of  staff  in the lounge but another staff  
member will be called on to watch Mrs Smith 
whenever she is in the lounge. 


Mrs Smith lacks capacity to give her views, 
but her son has stated that he is satisfied with 
the outcome and does not want the matter 
investigated further.


Applying the framework to this case study
At the heart of  the decision about whether a 
S42(2) enquiry is indicated is robust information 
gathering. 


In this case, the criterion, of  those set out in 
S42(1), that is perhaps most likely to cause debate 
in making a judgement, is whether Mrs Smith is 
experiencing, or is at risk of, abuse or neglect. 


The framework set out in this report supports a 
view that information gathering must elicit enough 
detail to decide whether the situation meets the 
criteria for a safeguarding enquiry, ie that there is 


reasonable cause to suspect that the three criteria 
in S42(1) are met. Part of  this will be a decision 
about whether the fall was as a result of  neglect. 
If  that activity concludes that it does meet the 
criteria, then there will be an enquiry under the 
S42(2) duty in order to consider what action needs 
to be taken and by whom. If  not, then there may 
be other actions but not under the S42 (2) duty 
to make enquiries. This would include a report to 
CQC and a record of  the incident in the context of  
this provider. This enables any pattern of  similar 
future concerns to be picked up. 


This may at first appear to be a one-off  accident. 
It may be concluded from initial information 
that prompt action was taken in obtaining 
medical attention and that ongoing supervisory 
measures were put in place as a result of  this first 
indication that Mrs Smith needed a higher level of  
supervision. The conclusion may be that therefore 
this did not constitute neglect and did not meet all 
three statutory criteria for a S42(2) enquiry.   


However, further information gathering may 
change that view, for example if  the hospital visit, 
or a visit to the GP found that Mrs Smith had a 
urinary tract infection due to dehydration. This 
may offer a stronger rationale for considering 
neglect and a S42(2) enquiry. The possibility of  
a preventable underlying health issue, impacting 
on her stability may indicate the need for further 
enquiries under S42(2) including into hydration 
policy and practice. 


The fact that the family do not want this to be 
progressed is a factor to be taken into account 
in making decisions but in a care setting, public 
interest considerations will be significant and the 
importance of  the safety of  all residents must be 
discussed with the individual/their family. 


This illustrates that information gathering to 
ascertain whether the three statutory criteria 
are met may lead to an initial judgment, but that 
obtaining further information may change that 
judgement. This will influence whether or not the 
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situation is ultimately reported under the S42(2) 
duty to make enquiries. 


A framework is offered here, and this does not 
dictate whether the judgment will be made 
one way or the other. Rather it offers tools and 
principles that can be used in making such 
judgements.  


Suggested shared 
understanding of  terminology
A shared set of  terms to describe activity will 
support clarity and consistency.


The terminology must reflect that there is a flow of  
activity; not a linear or hierarchical process with 
separate and discrete stages. 


In this report the following terminology is 
suggested for wider adoption. This supports the 
interpretation of  the available guidance that is 
suggested here.  


Information gathering is activity that takes place 
to determine whether the situation meets the three 
statutory criteria. This might well include some of  
the conversations indicated in paragraph 14.92 of  
the Statutory Guidance (see diagram above). 


Three statutory criteria is suggested as an 
alternative to ‘three point-test’.  This is in line with 
the terminology within the Statutory Guidance and 
avoids any implication that an individual needs to 
get through a test or pass a threshold in order to 
receive support to address risk, abuse or neglect 
in their life.   


Early enquiries reflects the initial activity that 
forms part of  carrying out the S42 duty.  This 
might also include activity and conversations 
reflected in the diagram within 14.92 of  the 
Statutory Guidance. 


Recording is what practitioners write down to 
evidence decision-making and actions.


Reporting in the context of  S42 decision-making 
is how the decision is classified for data collection.


The use of  the term ‘preliminary enquiry’ has 
been variously used elsewhere to describe activity 
both to find out whether a situation meets the 
three statutory criteria  and that which constitutes 
the early stages of  activity within the S42 duty 
to enquire. This can lead to confusion and it is 
probably more helpful to avoid using this term.


It is suggested that it might be helpful too in 
supporting consistent understanding and practice 
in the context of  the Statutory Guidance if  the term 
‘formal’ enquiry’ were to be avoided even though 
this term does appear in the Guidance as follows:


Paragraph14.77
An enquiry is the action taken or instigated by 
the local authority in response to a concern 
that abuse, or neglect may be taking place. 
An enquiry could range from a conversation 
with the adult, or if  they lack capacity, or have 
substantial difficulty in understanding the 
enquiry their representative or advocate, prior 
to initiating a formal enquiry under Section 
42, right through to a much more formal multi-
agency plan or course of  action. Whatever the 
course of  subsequent action, the professional 
concerned should record the concern, the 
adult’s views, wishes, and any immediate action 
has taken and the reasons for those actions.40


40	  Paragraph 14.77, Care and Support Statutory Guidance, DHSC, 
October 2018
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This part of  the Statutory Guidance is clear about 
the need for a range of  responses dependent 
on the individual circumstances; that an enquiry 
can take many forms ‘from a conversation… right 
through to a much more formal multi-agency 
plan or course of  action.’ This is reinforced in 
paragraph 14.93 of  the Statutory Guidance, where 
it states: ‘The scope of  that enquiry, who leads it 
and its nature, and how long it takes, will depend 
on the particular circumstances. It will usually 
start with asking the adult their views and wishes 
which will often determine what next steps to take’. 
This all reinforces the six safeguarding adults 
principles and Making Safeguarding Personal.


S42 imposes a duty to enquire where there 
is reasonable cause to suspect that the three 
statutory criteria are met. All aspects and forms 
of  enquiry are significant. There is no hierarchy. 
It is not the case that a S42 (2) duty to enquire 
is only present where enquiries and planning 
are complex and multiagency. The Statutory 
Guidance uses the term ‘formal’ in the context of  
the range of  potential activity that might constitute 
an enquiry. This is helpful and consistent with 
the above. It is perhaps less helpful to use the 
term ‘formal enquiry’ as this has led some to 
understand that only a complex and formal plan 
might constitute a S42 (2) duty. This appears 
inconsistent with the meaning conveyed in 
paragraphs 14.77 and 14.93.  


The case studies in sections two and three 
illustrate good practice in information gathering 
to ascertain whether the three criteria are met, 
as well as in applying the six safeguarding adults 
principles. 
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4 What are the key issues that need 
addressing to improve consistency  
in reporting safeguarding activity? 
Core messages in section two include those 
relating to reporting and recording. 


Core message eight
In respect of  how activity is reported within the 
SAC return, it is important to clarify there is no 
fixed point during the early phase of  an enquiry 
when a practitioner must determine how to report 
activity within the SAC return.41 It may be that this 
is determined and therefore reported as a S42 
enquiry after the practitioner has already done 
part of  it.


Information needs to be gathered to ascertain 
whether or not the three statutory criteria are met. 
Information gathering may involve quite a bit of  
interaction before there can be a decision about 
whether or not the situation is one of  abuse or 
neglect and whether or not there was harm to 
the individual. As set out above, the information 
gathering and early part of  enquiries may take in 
some of  the same conversations and activities (For 
example, a Section 9 (Care Act, 2014) assessment 
might perhaps form part of  activity at either or 
both stages. This activity might flow seamlessly 
across S42(1) and S42 (2)). 


How this is reported will depend on the conclusion 
as to whether or not the situation reflects the three 
statutory criteria. At that point there are three 
options for reporting the activity:


1.	 As a safeguarding enquiry under the S42 duty 
where the three criteria are met.


2.	 As an ‘Other’ safeguarding enquiry using the 
local authority’s powers but not under the 
S42 duty. (For example, where the authority 
chooses to carry out a safeguarding enquiry 
even though the adult concerned does not 
have care and support needs or may be able 


41	 Guidance on the SAC return is available at  
https://digital.nhs.uk/binaries/content/assets/legacy/pdf/0/m/sac-
guidance-2018-19-v1.pdf


to protect themselves. This may be because of  
the severity of  the case or because there is a 
public interest aspect to the case.)


3.	 As not requiring any further action under adult 
safeguarding processes (although support 
might be offered through other powers). Such 
cases will remain reported as a safeguarding 
concern. The decision that the duty under 
S42 is not met must be properly recorded in 
local practitioner records and show how any 
residual issues/risks will be addressed. 


Some situations (such as that of  Joyce below) may 
be resolved very quickly and not involve a lot of  
activity. In such cases, the information gathering 
may have established at an early stage that there 
is reasonable cause to suspect that the three 
statutory criteria have been met. However small 
the enquiry may be it should be reported as being 
under the S42 duty if  there is reasonable cause to 
suspect that the statutory criteria are met.


CASE STUDY 3


JOYCE42 


Joyce had concerns about her neighbour, who had 
“borrowed” money and not repaid it. She said she 
didn’t want “anything to be done” as the neighbour 
was “very kind” and visited her regularly. 


Joyce said that she would like to speak with her 
neighbour on her own, but she wasn’t sure how 
to start the conversation. It was an opportunity 
to help her develop resilience. The practitioner 
provided Joyce with some coaching about how 
she might start the conversation and what she 
wanted to get out of  it. 


Joyce was then able to talk with her neighbor  
who was initially defensive but, after a day or  
so, he reflected on what Joyce had said and  
he visited her again to apologise for putting  


42	 www.local.gov.uk/our-support/our-improvement-offer/care-
and-health-improvement/making-safeguarding-personal/msp-
development



https://digital.nhs.uk/binaries/content/assets/legacy/pdf/0/m/sac-guidance-2018-19-v1.pdf

https://digital.nhs.uk/binaries/content/assets/legacy/pdf/0/m/sac-guidance-2018-19-v1.pdf

http://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal/msp-development

http://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal/msp-development

http://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal/msp-development
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her in the position where she didn’t feel able to 
refuse his request. 


Although Joyce reported that her relationship 
with her neighbour was “a bit fragile”, he is still 
visiting her and hasn’t asked her for money. Joyce 
said that she felt she was listened to and that 
professionals wouldn’t do anything without her 
permission.43


Conversely, in the light of  information gathered 
and enquiries made, the practitioner may 
conclude that, although there was a lot of  activity 
involved, they are satisfied that the activity did not 
come within the S42 duty to make enquiries as 
it did not meet the three statutory criteria. Such 
activity does not need reporting in the SAC unless 
it should be reported as an ‘Other’ safeguarding 
enquiry. This is a voluntary element of  the SAC but 
councils are encouraged to record such activity. 
‘Other’ safeguarding adults enquiries are reported 
within the SAC where an adult does not meet all of  
the Section 42 criteria but the council considers it 
necessary and proportionate to use its powers to 
make enquiries.


Any response to a concern comes under the 
broad S42 duty. The duty is there to ensure we 
act to protect people who may be at risk of  or 
experiencing abuse or neglect. It is there to 
support keeping people safe through flexible 
responses that respond to their individual 
circumstances. 


The initial information gathering takes place within 
that broad S42 duty and informs a decision to filter 
a particular situation in or out of  a S42 enquiry. 


43	 Individuals like Joyce may sometimes need independent 
advocacy. This may form part of the actions that flow from 
a S42(2) enquiry.  Care Act statutory guidance (paragraphs 
7.4/7.24) is clear that an independent advocate should be 
arranged where appropriate for adults who have ‘substantial 
difficulty’ being involved as the subject of a safeguarding enquiry 
or safeguarding adult review. This responsibility sits alongside 
responsibilities to provide advocacy set out elsewhere, including 
in the Mental Capacity Act (2005) and in the Mental Health Act 
(1983; 2007).


The decision may lead to reporting under any 
of  the three options set out above. None is of  
more significance or value than the others. The 
important thing is that the individual is supported, 
and abuse or neglect is addressed and/or 
prevented. Activity reported under options two 
and three above can be just as significant in 
keeping an adult safe as that which takes place 
within a S42 (2) enquiry.   


Differing arrangements at the ‘front door’ of  
councils can hinder progress towards consistent 
decision-making and reporting. Factors include 
the range of  skill and experience of  ‘first contact’ 
staff; the range of  professionals involved in these 
teams; whether or not there is a multi-agency 
safeguarding hub (MASH) arrangement; the range 
of  triage systems; whether care quality issues are 
dealt with initially by commissioners; who gathers 
information on whether the three statutory criteria 
S42(1) are met; the role of  generic/locality based 
teams or specialist safeguarding teams in carrying 
out enquiries. (This is explored in more detail in 
Appendix 3.) Inconsistencies in practice will be 
reflected in reporting.


We would encourage safeguarding adults boards 
to set up local ways of  reporting and analysing 
activity related to safeguarding adults concerns 
that do not meet the duty to carry out a S42 duty, 
so that they can assure themselves of  the types 
of  concerns being received, the responses made 
and the outcomes for the adults concerned. 


The LGA/ADASS November 2018 workshops 
considered challenges that have been made44 as 
to whether some people may be disadvantaged 
by not having their circumstances treated as an 
enquiry under a S42 duty (ie. that they may not 
receive the necessary help and support through 
other means). 


44	  A Patchwork of Practice, Action on Elder Abuse, December 2017
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By having clear information on all routes for 
dealing with concerns and the outcomes we can 
be clear and confident that all concerns are dealt 
with properly and people are being protected, 
including where support falls outside of  an 
enquiry under S42 (2). 
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5 Further information


There are several supporting documents that give 
more detail on the issues covered in this report or 
provide more background or context. These can 
be found on the LGA website with other Making 
Safeguarding Personal resources:  
www.local.gov.uk/our-support/our-improvement-
offer/care-and-health-improvement/making-
safeguarding-personal


This includes the appendices to this framework:


Appendix 1 sets out a table showing what the 
workshops (LGA/ADASS, 2018) identified as 
significant to support putting the principles into 
practice in the context of  S42 decision-making.


Appendix 2 sets out advice on ensuring legal 
literacy in decision-making.


Appendix 3 sets out the main factors that account 
for the significant differences across localities 
in the proportion of  concerns that become 
safeguarding enquiries. 


Appendix 4 sets out what the national data tells  
us about safeguarding activity.


Appendix 5 sets out three case studies which 
include factors that divide opinion on whether or 
not the criteria set out in S42(1) of  the Care Act 
are met.



http://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal

http://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal

http://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal
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Introduction 
 


 
Background 
 


Updating the toolkit 


Research in Practice for Adults (RiPfA) was commissioned by the Association of Directors of 


Adult Social Services (ADASS) to revise the Making Safeguarding Personal: A Toolkit for 


Responses (4th edition) in consultation with the adult social care sector. We consulted 


through an online survey to understand how the toolkit is used and what might be useful in 


terms of its revision. 


 


Overall there were 26 responses to the survey, from across 15 different local authorities, 


predominantly from social workers and safeguarding leads. Anyone who indicated their 


willingness to provide more information was offered a follow-up qualitative telephone 


interview. 


 


88% of those who responded to the survey knew about the toolkit, but only half of 


respondents had used it in their practice.  


 


Although small in scale, the information from the survey has helped to inform the toolkit’s 


revision, most notably in supporting a less strategic, more practice focused, and interactive 


resource. The revision acknowledges the importance of building on what was working in the 


toolkit (a comprehensive overview of Making Safeguarding Personal) and the aim has been 


to improve its accessibility and application to practice. We have tried to include more tools 


and case studies in response to comments, which will support individual practice and team-


based learning. The section on building confidence, self-esteem and resilience was 


identified as particularly useful by survey respondents and the third section focuses on 


enablers to help people achieve resolution and recovery, some of which can be shared 


directly with people with whom practitioners are working. There were helpful suggestions 


that the tool should be made accessible to a range of audiences, including health 


colleagues, providers and care homes.  


 


The aim is that the tool will enhance practice by supporting the application of strengths-


based working across safeguarding and all practice. We have responded to feedback to 


make the resource more digestible, so it includes online links, with clear signposting to 


enable practitioners to download or print sections as needed.   
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How does the toolkit work? 


The toolkit provides an overview of core topics with links to key resources within the text and 


specific practice tools attached which can be downloaded and printed for use by individuals, 


in supervision, team meetings and other learning forums. The strengths-based tools can be 


used across all areas of practice. 


 


The toolkit is divided into three main sections: 


 


 providing information and support in safeguarding 


 upholding the rights of people involved in safeguarding 


 achieving resolution and recovery in safeguarding.  


 


Each section contains: 


 


 an overview explanation  


 an introduction to the topics covered within that section 


 relevant links to resources and guidance in relation to each topic 


 links to practice tools which can be downloaded and printed off as required 


“Great overview of theory 
relevant to adult 


safeguarding but could 
be enhanced by more 
examples of practice” 


“it would be great to have 
a toolkit which could 
support team-based 


learning; it is particularly 
useful for practitioners not 


just working in 
safeguarding teams.” 


 
“I have found it a 


really useful 
refresher to go 


through this 
toolkit” 


 


“I would like the new 
toolkit to have links to 


research, good practice 
examples etc, so that I 


can look in more detail at 
things which are of 
particular interest” 


 
 


“It would be helpful 
if a section 


referenced the law 
on coercive and 


controlling 
behaviour” 


 


“More flow charts 
and diagrams 
and printable 


sections.” 
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Making Safeguarding Personal context 


Since 2010, Making Safeguarding Personal, supported by the Care Act (2014), is a shift 


in culture and practice in response to what we know about what makes safeguarding 


more or less effective from the perspective of the person being safeguarded. It is a way 


of working that should be seen across all practice areas, not limited to safeguarding, 


where practice is person-centred, outcomes focused and strengths-based. 


 


“Making Safeguarding Personal means it should be person-led and outcomes-


focused. It engages the person in a conversation about how best to respond to 


their safeguarding situation in a way that enhances involvement, choice and 


control as well as improving quality of life, wellbeing and safety.” (DH, 2018: 


s14.15) 


 


It is about seeing people as experts in their own lives and working alongside them with 


the aim of enabling them to reach better resolution of their circumstances and recovery. It 


requires gathering information about the extent to which this shift has a positive impact 


on people’s lives. Congruent with adopting strengths-based approaches such as the 3 


conversations model (Lyn Romeo, 2017), it involves a shift from a process supported by 


conversations to a series of conversations supported by a process. 


 
 


 
The 3 Conversations Model 


 


› Conversation 1: Listen and connect 


› Conversation 2: Work intensively with people in crisis 


› Conversation 3: Build a good life 


 


(Partners4Change, 2017) Available online: 
http://partners4change.co.uk/the-three-conversations/ 
  


 



https://protect-eu.mimecast.com/s/XSsRCj2J6snQgJnhW6xNU





Introduction 


 


 


Making Safeguarding Personal toolkit                                                                                   6 


 


 


 


 
Baron, Stanley, Colomina and Pereira (2019:45) ‘Strengths-based approach: Practice 


Framework and Practice Handbook’. 


London: Department of Health and Social Care. 


 


 


Saleeby’s 7 types of strengths-based questions 
 


1. Survival questions: How have you managed to 


overcome/survive the challenges that you have faced?  


2. Support questions: Who are the people that you can rely on? 


Who has made you feel understood, supported, or encouraged? 


3. Exception questions: When things were going well in life, 


what was different? 


4. Possibility questions: What do you want to accomplish in your 


life? What are your hopes for your future, or the future of your 


family? 


5. Esteem questions: What makes you proud about yourself? 


What positive things do people say about you? 


6. Perspective questions: What are your ideas about your 


current situation?  


7. Change questions: What do you think is necessary for things 


to change? What could you do to make that happen?            
 


Saleebey, D. (ed) (2006) The strengths perspective in social work practice. (4e) Boston: 


Allyn and Bacon. 


 


Lyn Romeo’s 


call to action for 


strengths-based 


social work 


 


Romeo (2017) 


Strengths-based 


social work practice 


with adults. 


Roundtable report. 


London: 


Department of 


Health 
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Statutory guidance underpinning the Care Act 2014 states that all safeguarding partners 


should: 


 


“take a broad community approach to establishing safeguarding arrangements. It 


is vital that all organisations recognise that adult safeguarding arrangements are 


there to protect individuals…We all have different preferences, histories, 


circumstances and life-styles, so it is unhelpful to prescribe a process that must 


be followed whenever a concern is raised.” (DH, 2018: s14.14) 


 


Fundamental to Making Safeguarding Personal are the six key principles of 


safeguarding: 


 
 
 
These six principles apply to all sectors and settings including: care and support 


services, further education colleges, commissioning, regulation and provision of health 


and care services, social work, healthcare, welfare benefits, housing, wider local 


authority functions and the criminal justice system.  


 


The statutory guidance which explains the requirements of Making Safeguarding 


Personal in more detail is available on the Government’s website: 
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#chapter-14  


 


 
 



https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#chapter-14
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Considering outcomes and evaluating what difference was made 


Historically within adult safeguarding there has been very little information collected to 


indicate the quality of the services or interventions provided during, or as a result of, 


safeguarding processes and on the difference they make for people. The information that 


has been collected nationally (and thus to a large extent locally) has tended to focus on 


process rather than outcomes, on quantitative data (how many, how often) rather than 


qualitative information that would indicate how well things have been done, or how 


helpful or effective the responses have been. 


 
 


 


Baron et al 2019 p.44 
 
 


‘Outcome-focused’ refers to asking the person what they want to achieve through 


safeguarding.  


 


Much of this document aims to set a framework for response options that help people to 


work through what the desired outcome/s and purpose/s of safeguarding might be. 


Addressing this from the start of, and throughout, the process will ensure a greater focus on 


the needs and requirements of the person at the centre, and make it easier to ascertain and 


measure the difference that has been made. 
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The three main questions to ask at the outset are: 


 


 What difference is wanted or desired? 


 How will you work with someone to enable that to happen? 


 How will you know that a difference has been made? 


 


Because many people in safeguarding situations have very difficult decisions to make about 


their lives, these questions may take some time to answer and many of the responses in this 


toolkit set out how this decision making may be enabled. 


 


The actual outcomes should be identified and agreed with the person at the centre of the 


safeguarding process. At the end, when evaluating with the person what difference was 


made, consider the following: 


 


 Building in mechanisms for evaluation into the process so people don’t have to 


revisit it again afterwards. 


 Inviting people to participate, informing them of why the evaluation is being done and 


how it will improve practice in the future. 


 Considering the method of asking the evaluation questions. Who is asking it? How 


are they asking it? How has the person prepared? Does the person know they don’t 


have to answer, and there will be no repercussions of not participating? 


 Make sure you feed back to people how their participation has affected future 


services. 


 


Outcome measures  


In Making Safeguarding Personal there is now an outcomes framework which provides a 


means of promoting and measuring practice that supports an outcomes focused and 


person-led approach to safeguarding. 


 


The framework measures the following overarching outcomes.  


 
 Question Text Response Text 


C How many adult 
safeguarding enquiries were 
completed in the period? 


Number of adult safeguarding enquiries completed in the 
period 


D Please add any comments 
here  


Free Text Comments 


1 


 


Was the individual or 
individual's representative 
asked what their desired 
outcomes were? 


Yes they were asked and outcomes were expressed 


Yes they were asked but no outcomes were expressed 


No 


Don't know 


Not recorded 
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 Question Text Response Text 


2 If outcomes were expressed, 
did the person or their 
representative feel that the 
desired outcomes were 
achieved? 


Fully Achieved 


Partially Achieved 


Not Achieved 


2 Please add any comments 
here  


Free Text Comments 


3 To what extent was the 
individual or individual's 
representative involved in 
understanding and 
responding to acceptable 
levels of risk? 


Fully involved 


Partially involved 


Not involved 


3 Please add any comments 
here  


Free Text Comments 


4a Did you understand why 
people did what they did to 
try to keep you safe? 


Fully understood 


Partially understood 


Did not understand 


4b Did you understand why 
people did what they did to 
try to keep [INSERT NAME OF 
ADULT AT RISK] safe? 


Fully understood 


Partially understood 


Did not understand 


5a 


 


Did you feel listened to 
during conversations and 
meetings with people about 
helping you feel safe? 


I was always listened to 


I was listened to quite a bit 


I was not listened to very much 


I was not listened to at all 


Not answered 


5b Did you feel listened to 
during conversations and 
meetings with people about 
helping [INSERT NAME OF 
ADULT AT RISK] feel safe? 


I was always listened to 


I was listened to quite a bit 


I was not listened to very much 


I was not listened to at all 


Not answered 


6a How happy are you with the 
end result of what people did 
to try and keep you safe? 


I am very happy with the end result 


I am quite happy with the end result 


I am not very happy with the end result 


I am not at all happy with the end result 


Not answered 
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 Question Text Response Text 


6b 


 


How happy are you with the 
end result of what people did 
to try and keep [INSERT 
NAME OF ADULT AT RISK] 
safe? 


I am very happy with the end result 


I am quite happy with the end result 


I am not very happy with the end result 


I am not at all happy with the end result 


Not answered 


7a Do you feel that you are 
safer now because of the 
help from people dealing 
with your concern? 


I feel that I am a lot  safer now 


I feel that I am quite a bit safer now 


I feel that I am  not much safer now 


I feel that I am  not at all  safer now 


Not answered 


7b 


 


Do you feel that [INSERT 
NAME OF ADULT AT RISK] is 
safer now because of the 
help from people dealing 
with the concern? 


I feel that [the person in this case] is a lot  safer now 


I feel that [the person in this case] is quite a bit safer now 


I feel that [the person in this case] is not much safer now 


I feel that [the person in this case] is not at all  safer now 


Not answered 


7c 


 


Do you feel that [INSERT 
NAME OF ADULT AT RISK] 
was made safer because of 
the help from people dealing 
with the concern? 


I feel that [the person in this case] was a lot  safer 


I feel that [the person in this case] was quite a bit safer  


I feel that [the person in this case] was not much safer  


I feel that [the person in this case] was not at all safer  


Not answered 


 
 


Making Safeguarding Personal resources 


In addition to this practice toolkit there are a suite of resources to support Making 
Safeguarding Personal that are hosted on the LGA website  
https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-
personal/resources 


 
The resources include: 
 


 Support for Boards across the Safeguarding Adults Partnership 


 What might ‘good’ look like for health and social care commissioners and providers? 


 What might ‘good’ look like for the police? 


 What might ‘good’ look like for advocacy? 


 What might ‘good’ look like for those working in the Housing Sector? 


 Supporting involvement of service users 


 Briefing on working with risk for safeguarding adults boards. 



https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal/resources

https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal/resources
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Toolkit Section 1: information and support 
 


Providing information and support in safeguarding 
 
This section will focus on: 


 


 Providing personalised information, advice and support 


 Peer support, networks, and circles of support 


 Advocacy and buddying 


 
 


1.1 Providing personalised information, advice and 


support 
 


Overview  


One of the six principles of adult safeguarding is that it needs to be empowering. It is vital 


that people have as much control and choice as possible, and advocates when necessary to 


ensure their rights are protected, their preferred outcomes are addressed, and that the pace, 


meetings and protection plans are guided by their needs and circumstances. Accessible 


information, advice, support and good advocacy are essential components to this. 


 


Having access to information and advice assists those involved in making informed choices 


about care and support and helps them to weigh up the benefits and risks of different 


options. Information and advice can enable people to keep themselves safe in the first 


place. However should abuse occur people need support to understand safeguarding; to 


know what options are open to them, and to be offered longer term support. 


 


When might this be helpful? 


At all stages of safeguarding activity. People cannot make decisions about their lives unless 


they know what the options are, what the implications of those options may be and to have 


had the chance to really consider them. They can feel disempowered (and possibly harmed) 


by the safeguarding process unless they know what is happening and the choices they 


have. Those who lack capacity in relation to the specific situation also have the right to be 


supported in making their own decisions (Section 2). Professionals leading safeguarding 


enquiries should take time to consider what information needs to be made available to assist 


people at the right times, in what format, and allow time for information to be digested. 


 
 
 







Toolkit Section 1: information and support 


 


 


Making Safeguarding Personal toolkit                                                                                   13 


Useful resources 
 


Easy read information about safeguarding: 
 


Easy read guides from BILD about keeping safe  
www.bild.org.uk/resources/easy-read-information/keeping-safe-easy-read-information/ 
   


Involving people in safeguarding: 
 


RiPfA Leader’s Briefing (2016) Involving people in safeguarding adults  
https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/ripfa_leaders_briefing_involving_people_


in_safeguarding_adults_web_june2016.pdf 


 


LGA and ADASS (2017) Making Safeguarding Personal: Supporting increased 


involvement of service users  
https://www.local.gov.uk/making-safeguarding-personal-supporting-increased-involvement-services-users 


 


Practice tools  https://www.local.gov.uk/making-safeguarding-personal-toolkits 


 
Practice tool 1: Information and advice – Audit 
Practice tool 2: Information and advice – What’s working/not working 


 
 


1.2 Peer support, networks and circles of support 
 


Overview 


At its simplest level peer support is about reciprocal relationships – people being supported 
by, and supporting others in, a similar situation to their own. It can give people positive role 
models, a broader view of options and encourage people to address issues they are dealing 
with on a daily basis within a safe and supportive environment. It means people have an 
opportunity to also contribute to others’ wellbeing which can have a positive impact on their 
own self-esteem. 
 
Peer support takes many different forms and can emerge in a number of different contexts – 
activities such as survivors’ groups, online topic forums and social networking, buddying – 
and organisations that support specific groups of people such as those living with dementia. 
It can be formally or informally organised. 
 
‘Circles of Support’ involve a group of people who come together to give support and 
friendship in a variety of ways. These can include individual circles of support where the 
purpose is to: 


 
“enable the person at its centre to move toward a life that enables them to achieve 
their full potentials as a human being and to participate in their community as a 
contributing citizen and a valued friend.” (Neill and Sanderson, 2012) 
 


The Circle of Support helps them do the things they would like to do and plan for new things 
in their life. The Circle can be particularly helpful at a time of change, acting as a community 
around the 'focus person' who, for one reason or another, is unable to achieve what they 
want in life on their own and decides to ask others for help. The focus person is in charge, 
both in deciding who to invite to be in the Circle, and also in the direction that the Circle's 



http://www.bild.org.uk/resources/easy-read-information/keeping-safe-easy-read-information/

https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/ripfa_leaders_briefing_involving_people_in_safeguarding_adults_web_june2016.pdf

https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/ripfa_leaders_briefing_involving_people_in_safeguarding_adults_web_june2016.pdf

https://www.local.gov.uk/making-safeguarding-personal-supporting-increased-involvement-services-users

https://www.local.gov.uk/making-safeguarding-personal-toolkits
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energy is employed, although a facilitator is normally chosen from within the Circle to take 
care of the work required to keep it running. 


 


When might this be helpful? 


When people are in safeguarding situations it can be very difficult to regain a sense of rights 


and worth. People can feel ashamed of and guilty about being in the situation they are in, or 


may not understand that they are being harmed. Adults who are at risk of exploitation or 


have experienced harm may be dependent upon the person causing them harm for critical 


care and support. The support of peers may be helpful in encouraging disclosure, being 


supported during and after any safeguarding adults’ process, and providing longer term 


prevention of harm. This approach has also been used with offenders. 


 


Useful resources 
 


Max Neill and Helen Sanderson (2012) Circles of Support and Personalisation   
http://community-circles.co.uk/wp-content/uploads/2015/10/circlesofsupportandpersonalisation.pdf 


 


Practice Tools  https://www.local.gov.uk/making-safeguarding-personal-toolkits 


 


Practice Tool 3: Circles of support 
Practice Tool 4: Jargon buster 


 
 


 


1.3 Advocacy and buddying 
 


Overview  
 


“Advocacy is when someone works with you and speaks on your behalf to put your 


point of view across and help you access the care you need. He or she can gather 


information for you and act as go-between for you and the people providing care and 


support. Your advocate could be a friend or a family member (informal advocacy) 


or someone provided by an organisation (formal advocacy).”  


(McClure, 2014) 


 


The Care Act places an obligation on local authorities to provide an independent advocate 


to support a person if it is likely that they would have substantial difficulty being involved 


and there is no one appropriate to support them. This duty applies in a number of 


circumstances from first point of contact, when carrying out an assessment and, in 


particular safeguarding enquiries (Care Act 2014: S68).  


 


Advocacy is used when supporting people to make difficult decisions to ensure their rights 


and wishes are respected. What form of advocacy is used should be decided by the needs 


and circumstances of the individual. Self-advocacy or speaking up for yourself encourages 


the development of confidence and assertion. People First groups represent both self-


advocacy and collective advocacy (see Section 1.2 and Practice Tool 3: Circles of support) 



http://community-circles.co.uk/wp-content/uploads/2015/10/circlesofsupportandpersonalisation.pdf

https://www.local.gov.uk/making-safeguarding-personal-toolkits
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When might this be helpful? 


Self-advocacy, long term citizen advocacy, informal advocacy and support from family and 


friends, and peer advocacy are all useful in preventative safeguarding and responding to 


concerns by supporting the wellbeing and rights of people involved. 


 


Issue based advocacy enables people to participate in the safeguarding enquiry by 


supporting them to review options, decide upon outcomes, and participate in discussions 


and decision-making. They are also useful to support people employing others under direct 


payments, for example in supporting them during disciplinary meetings. 


 


Collective advocacy may have a place in settings where abuse has previously occurred and 


people who live there want to influence changes. 


 


Advocates and formal advocacy providers work in partnership with the people they support 


and take their side. Independent Mental Capacity Assessors (IMCAs) should always be 


considered and used in safeguarding where the individual concerned lacks capacity. 


Anyone who is detained in a secure mental health setting is entitled to support from an 


Independent Mental Health Assessor (IMHA). 


 


Forms of representational or “one to one” advocacy include: 


 


Long term volunteer advocacy (citizen advocacy model) - long term, one to 


one relationships with unpaid advocates who are matched to the advocacy 


partner. 


 


Peer advocacy or buddying - used to describe advocacy or buddying relationships 


where both parties share similar experiences. The relationship is based on mutual 


support. 


 


Issue based advocacy - used only for the time it takes to resolve a situation. Usually 


carried out by professional or specialist advocates employed by advocacy 


organisations. 


 


Non instructed advocacy - provides a means by which a particular group of people 


can have a voice, such as those subject to treatment under the Mental Health Act. The 


most commonly used in safeguarding are Independent Mental Capacity Advocates 


(IMCAs). 
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Useful resources 
 
McClure B (2014) Customer Guide: “What are …. Information, advice and   advocacy?” 


Dartington: Research in Practice for Adults 
https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/what_are_info-advice-


advocacy_brief_guide_web.pdf  


 


LGA and ADASS (2017) MSP: What might good look like for advocacy? 
https://www.local.gov.uk/making-safeguarding-personal-what-might-good-look-advocacy 
 


Commissioning independent advocacy 
https://www.scie.org.uk/care-act-2014/advocacy-services/commissioning-independent-advocacy/ 
 


Advocacy: get your voice heard 
https://www.disabilityrightsuk.org/advocacy-get-your-voice-heard 
 


OPAAL – Older People’s Action Alliance supporting independent advocacy services for 


older people  
http://opaal.org.uk/  


 


Practice tools  https://www.local.gov.uk/making-safeguarding-personal-toolkits 


 


Practice tool 5: Six core safeguarding principles – ‘I’ statements 


  


Case examples and reflection https://www.local.gov.uk/msp-toolkit-case-examples 


 


Case example 1: Information and support  


Case example 2: Preventative practice  


Case example 3: Circles of support 


Case example 4: Advocacy in safeguarding  


 
 



https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/what_are_info-advice-advocacy_brief_guide_web.pdf

https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/what_are_info-advice-advocacy_brief_guide_web.pdf

https://protect-eu.mimecast.com/s/rPrpCnZJ6s7NnL7fmz7sP

https://www.scie.org.uk/care-act-2014/advocacy-services/commissioning-independent-advocacy/

https://www.disabilityrightsuk.org/advocacy-get-your-voice-heard

http://opaal.org.uk/

https://www.local.gov.uk/making-safeguarding-personal-toolkits
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Toolkit Section 2: rights of people 
 
 


Upholding the rights of people involved in 
safeguarding 


 
This section will focus on: 
 


 Mental capacity and best interests 


 Risk enablement 


 Coercive control 
 
Each sub-section will conclude with tools to support the application of Making Safeguarding 
Personal into practice. 


 
 


2.1 Mental capacity and best interests 
 


Overview  


The Mental Capacity Act (MCA) 2005 is a legal framework to empower and protect 
individuals in two different ways: 
 


 promoting the person’s right to make their own decisions whilst recognising that 
they may require support to make decisions, and 


 where this is not possible due to the person lacking mental capacity, protecting 
their best interests and upholding their rights and freedoms – taking their past 
and present wishes into account and enabling them to participate in the decision in 
whatever way possible. 


 
The two rights must be carefully balanced – a person’s right to make their own decisions 
and their right to be protected where this is not possible (Baker, 2017). This section provides 
information and advice to support practitioners in managing these ethical dilemmas and 
promoting the rights of individuals consistent with Making Safeguarding Personal. 
 
The NICE guidance offers a useful overview and an interactive flowchart on ‘Decision-
making and mental capacity’ https://pathways.nice.org.uk/pathways/decision-making-and-mental-capacity  
 


Five key principles of the Mental Capacity Act 2005 


 Principle 1: The presumption of capacity - adults must be assumed to have 
capacity to do so unless it is proved otherwise. 
 


 Principle 2: Individuals must be supported to make their own decisions. 
 


 Principle 3: Right to make unwise decisions – people have the right to make 
decisions that others may consider unwise. 


 


 Principle 4: Best interests – anything done for or on behalf of a person who lacks 
mental capacity must be done in their best interests. 



https://pathways.nice.org.uk/pathways/decision-making-and-mental-capacity
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 Principle 5: Less restrictive option – the person making decisions on behalf of a 
person who lacks capacity must act in a way that would interfere least with the 
person’s rights and freedoms of action and consider whether there is a need to 
decide or act at all. 


(Mental Capacity Act, 2005 s.1) 
 
SCIE provides a succinct ‘guide at a glance’ on the key messages and principles of the 
MCA 2005 illustrated by a short video for each principle. 
https://www.scie.org.uk/mca/introduction/mental-capacity-act-2005-at-a-glance  


 
RiPfA and Women’s Aid resource “Mental capacity and coercion – what does the law say?” 
explains a number of legal judgements illustrated by specific cases. 
https://coercivecontrol.ripfa.org.uk/wp-content/uploads/Guidance_sheet_two_Mental_capacity_and_coercion.pdf  


 


The Human Rights Act 1998 


The principle of proportionality in safeguarding is also explicit in the Human Rights Act 1998 
which sets out your human rights in a series of ‘Articles’, each article dealing with a different 
right. All are taken from the European Convention on Human Rights and are commonly 
known as ‘the Convention Rights’.  
 
For instance, Article 8 of the European Convention on Human Rights, refers to the right to 
respect for family, home and private life. If a local authority (or other public body) is 
considering action in response to safeguarding concerns – such as saying where a person 
lacking capacity should live – it must first consider the less restrictive options when making a 
decision in the person’s best interests, their past wishes and feelings, and support their 
participation in the decision as far as possible.  
See Practice Tool 7: Promoting less restrictive practice: reducing restrictions tool 
https://www.local.gov.uk/making-safeguarding-personal-toolkits and also Section 2.2 Risk enablement which 
provides more information about applying rights-based approaches as a core part of 
practice. 


 


The Equality Act 2010 


The Equality Act (2010 s.149) requires public authorities to have due regard for the need to 
eliminate discrimination, advance equality of opportunity, and foster good relations between 
those who share a relevant protected characteristic and those who do not share it. It gives 
legal protection from discrimination based on nine specific characteristics: 
  
age    sex     religion or belief 
disability   pregnancy and maternity  sexual orientation 
gender reassignment race race     marital status 
 
People with one of these ‘protected characteristics’ may be described as belonging to a 
particular ‘equality group’. However, it is important not to assume that all members of an 
equality group have the same needs – there will be a wide diversity of people within any 
‘equality group’ (brap1, 2010). Differences such as gender, ethnicity, class and age shape 
people’s experiences of inequality, raising the complexities of addressing an intersection of 
several factors for people with care and support needs, and the experience of multiple 
oppression for many members of specific equality groups (Crenshaw, 2012) – for example 
Older LGBT people with dementia (National Care Forum, 2016).  
 


                                            
1 brap is a partnership that promotes evidence-based thinking on equalities issues. It used to be known as 


Birmingham Race Action Partnership http://www.brap.org.uk 



https://www.scie.org.uk/mca/introduction/mental-capacity-act-2005-at-a-glance

https://coercivecontrol.ripfa.org.uk/wp-content/uploads/Guidance_sheet_two_Mental_capacity_and_coercion.pdf

https://www.local.gov.uk/making-safeguarding-personal-toolkits

http://www.brap.org.uk/
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“Talents are everywhere but opportunity is not” 
(Sarah Churchman, 2017) 


 
The RiPfA Leaders’ Briefing on ‘Embedding human rights in adult social care’ 
http://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/ripfa_leaders-briefing_human_rights.pdf 


describes how the Human Rights Act 1998 supports the effective delivery of services under 
the Equality Act 2010 (Elliott, 2017). It provides a number of practice examples to support 
practitioners in applying rights-led practice to safeguard wellbeing. 
 
You can use supervision to talk about a situation in which you evidenced/supported 
someone in an anti-oppressive way, reflecting further on how you have recognised culture 
and addressed barriers within your recent safeguarding practice. 


 


Best interests decisions  


In the British Psychological Society’s Best Interests Guidance, Joyce (2008:12)  
describes three main models for making decisions, explaining that the Mental Capacity Act 
allows for elements of all of them in defining how decisions should be made:  
 


 Advance decisions about refusing treatment can be made and are legally binding 
providing they meet certain conditions. If these conditions are met, then they should 
be followed, even if they do not appear to be in the best interests of the person who 
now lacks capacity. A written statement about wishes and preferences does not 
have the same legal status. 


 Substituted judgement decisions are included in as much as the known views or 
wishes of the person when they had capacity have to be considered. 


 Best interests’ decisions weigh up a range of factors (including the wishes or 
preferences of the person, and the views of their families and carers) and decide 
what is, on balance, the best for the person both now and in the future. Less 
restrictive options must always be considered. 


 


Supported decision-making and freedom from undue influence 


The Mental Capacity Act (2005) and the UN Convention on the Rights of Persons with 
Disabilities (2006) Article 12 http://www.un.org/disabilities/documents/convention/convoptprot-e.pdf recognise 
that some people require assistance to make decisions about their lives. Support could be 
one trusted person or a network of people; it might be occasionally or all the time. 
 
The presumption of capacity is always in favour of the person who will be affected by the 
decision. The individual is the decision maker; the support person explains the issues, when 
necessary, and interprets the signs and preferences of the individual. Even when the person 
depends entirely on support, the support person should enable them to participate in 
decision- making to the greatest extent possible, reflecting their wishes, feelings, beliefs and 
values throughout the process. This distinguishes supported decision-making from 
substituted decision-making, as in the case of court appointed deputies. 
 


In situations involving coercive control (Section 2.3 Coercive control) a person might decline 


an intervention because of undue influence, in which case such a choice may not be taken 


at face value. Support may be required to help a person make a decision free of such 


influence. The courts might sometimes intervene by exercising their inherent jurisdiction and 


overruling a person’s apparent wishes, even if that person has mental capacity to take the 


decision. This is not to remove but to restore choice and control, enabling the person to 


make a free and informed decision.  


 



http://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/ripfa_leaders-briefing_human_rights.pdf

http://www.un.org/disabilities/documents/convention/convoptprot-e.pdf
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Section 2.3 offers information on making a safe enquiry in situations where the person may 


be subject to coercive control. 


 


Deprivation of Liberty Safeguards (DoLS)  


Some adults without mental capacity to protect themselves may need to have their freedom 


restricted to keep them safe. If this restriction amounts to constant supervision and control 


and prevents a person leaving and choosing to live elsewhere, the Supreme Court ruled that 


this amounts to a deprivation of the person’s liberty – Cheshire West ruling 


(http://www.mentalhealthlaw.co.uk/Cheshire_West_and_Chester_Council_v_P_(2014)_UKSC_19,_(2014)_MHLO_16). It is 


a breach of Article 5 (the right to liberty) of the Human Rights Act 1998.  


 
A typical example is where someone with dementia in a care home is prevented from 


leaving by the use of a key pad on the door which they are unable to operate. In these 


situations, a local authority must carry out an assessment, called a ‘deprivation of liberty 


safeguards’ assessment to decide if it is right to authorise the deprivation of liberty. If 


someone lives in their own home or another form of supported living they cannot be legally 


deprived of their liberty without authorisation from the Court of Protection. These 


arrangements are designed to keep people safe from abuse and avoid abusive regimes 


such as the Winterbourne View case in 2011.  


 


Age UK provide a range of factsheets to support safeguarding older people from abuse and 


information about DoLS. 
www.ageuk.org.uk/globalassets/age-uk/documents/factsheets/fs62_deprivation_of_liberty_safeguards_fcs.pdf  
 


The government has developed a new system to replace DoLS called the Liberty Protection 


Safeguards (LPS) which is likely to come into force around 2020.  


 


When might this be helpful? 


In all safeguarding activity due regard must be given to the time specific capacity of 


individuals to make their own decisions working on the presumption of capacity, balancing 


the right to make decisions with the right to be protected from harm or abuse. In situations 


where a person may be subject to coercive control, care professionals need to carefully 


consider the process of making a safe enquiry. In all cases where a person has been 


assessed to lack capacity to make a decision, a best interest’s decision must be made. 


Supported decision-making should focus on the outcomes the person wishes to achieve, 


what is working in their lives and what is not, building on their capacity and strengths to 


enable positive risk-taking. There should be a mechanism to clearly guide and record the 


‘conversation’ about choice and risk. A balance sheet approach may be helpful in looking at 


the risks and benefits of any decision. There may be areas of disagreement between 


people, their family carers and practitioners, needing negotiation and support. Attention 


needs to be given to the support needs of those with specific language and sensory needs 


and to promoting the rights of those who are marginalised or stigmatized, building 


awareness of unconscious bias in decision-making processes and taking action to counter 


this. 


 
 
 



http://www.mentalhealthlaw.co.uk/Cheshire_West_and_Chester_Council_v_P_(2014)_UKSC_19,_(2014)_MHLO_16

http://www.ageuk.org.uk/globalassets/age-uk/documents/factsheets/fs62_deprivation_of_liberty_safeguards_fcs.pdf
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Useful resources 
 


General resources: 
 


British Institute of Human Rights (2016) Mental Health, Mental Capacity and Human 


Rights: A practitioner’s guide. London: BIHR.  
ttps://www.bihr.org.uk/shop/mental-health-mental-capacity-and-human-rights-a-practitioners-guide  
 


MCA Rights Card: a short, pocket-sized “Z card” containing key information about the 


MCA is available on the SCIE Directory website  
www.scie.org.uk/files/mca/directory/2902597-DH-Z-Card-v1_0.pdf   
 


MIND website MCA 2005  
www.mind.org.uk/information-support/legal-rights/mental-capacity-act-2005/#.XENt7Vz7RPY  
 


SCIE Mental Capacity Act website  
www.scie.org.uk/mca   
 


SCIE Mental Capacity Act Directory has numerous tools and resources particularly 


around assessing capacity.  
www.scie.org.uk/mca-directory/  
 


Specific resources: 
 


ADASS Deprivation of liberty safeguards guidance  
www.adass.org.uk/deprivation-of-liberty-safeguards-guidance/   
 


Age UK 2018 Safeguarding older people from abuse 
www.ageuk.org.uk/globalassets/age-uk/documents/factsheets/fs78_safeguarding_older_people_from_abuse_fcs.pdf  
 


BASW (2016) Practice Guidance for Social Workers working with people with  
 


Acquired Brain Injury   
https://www.basw.co.uk/resources/practice-guidance-social-workers-working-people-acquired-brain-injury  
 


Bogg D and Chamberlain D (2015) Mental Capacity Act 2005 in Practice Learning: 


Materials for Adult Social Workers  
https://www.skillsforcare.org.uk/Documents/Learning-and-development/social-work/psw/Pt1-Mental-Capacity-Act-in-


Practice-Accessible.pdf  


 


British Institute of Human Rights (2013) The Difference It Makes: Putting Human Rights at 


the Heart of Health and Social Care. London: BIHR.  
https://www.bihr.org.uk/blog/the-difference-it-makes-putting-human-rights-at-the-heart-of-health-and-social-care  
 


British Medical Association Consent Toolkit 
www.bma.org.uk/advice/employment/ethics/consent/consent-tool-kit  


 


Equality and Human Rights Commission – Human Rights Act website 
https://www.equalityhumanrights.com/en/human-rights/human-rights-act  
 


Joyce T (2008) Best Interests Guidance  
https://www.scie.org.uk/files/mca/directory/BPS-best-interests.pdf 


 


LGA: Mental Capacity Act and Deprivation of Liberty Safeguards Improvement Tool  
https://www.local.gov.uk/adult-social-care/mental-capacity-act-including-dols  


 


Mental Welfare Commission for Scotland (2016) Good Practice Guide: Supported 


decision making – these principles are applicable to people in England and Wales 
https://www.researchgate.net/publication/315856195_Supported_Decision-Making_Good_Practice_Guide 



https://www.bihr.org.uk/shop/mental-health-mental-capacity-and-human-rights-a-practitioners-guide

https://www.bihr.org.uk/shop/mental-health-mental-capacity-and-human-rights-a-practitioners-guide

http://www.scie.org.uk/files/mca/directory/2902597-DH-Z-Card-v1_0.pdf

http://www.mind.org.uk/information-support/legal-rights/mental-capacity-act-2005/#.XENt7Vz7RPY

http://www.scie.org.uk/mca

http://www.scie.org.uk/mca-directory/

http://www.adass.org.uk/deprivation-of-liberty-safeguards-guidance/

http://www.ageuk.org.uk/globalassets/age-uk/documents/factsheets/fs78_safeguarding_older_people_from_abuse_fcs.pdf

https://www.basw.co.uk/resources/practice-guidance-social-workers-working-people-acquired-brain-injury

https://www.skillsforcare.org.uk/Documents/Learning-and-development/social-work/psw/Pt1-Mental-Capacity-Act-in-Practice-Accessible.pdf

https://www.skillsforcare.org.uk/Documents/Learning-and-development/social-work/psw/Pt1-Mental-Capacity-Act-in-Practice-Accessible.pdf

https://www.bihr.org.uk/blog/the-difference-it-makes-putting-human-rights-at-the-heart-of-health-and-social-care

http://www.bma.org.uk/advice/employment/ethics/consent/consent-tool-kit

https://www.equalityhumanrights.com/en/human-rights/human-rights-act

https://www.scie.org.uk/files/mca/directory/BPS-best-interests.pdf

https://www.local.gov.uk/adult-social-care/mental-capacity-act-including-dols

https://www.researchgate.net/publication/315856195_Supported_Decision-Making_Good_Practice_Guide





Toolkit Section 2: rights of people 


 


 


Making Safeguarding Personal toolkit                                                                                   22 


 


Useful resources (contd.) 
 
NICE guidance on ‘Decision-making and mental capacity’  
https://pathways.nice.org.uk/pathways/decision-making-and-mental-capacity  


 


RiPfA website: Coercive control  
www.coercivecontrol.ripfa.org.uk  
 


RiPfA website: Supporting confident social work practice with people living with dementia 
www.dementia.ripfa.org.uk  
 


Royal College of GPs Safeguarding adults at risk of harm toolkit  
https://www.rcgp.org.uk/clinical-and-research/resources/toolkits/adult-safeguarding-toolkit.aspx 


 


  


Practice tools  https://www.local.gov.uk/making-safeguarding-personal-toolkits 


 


Practice tool 6: When you can’t make your own decisions  


Practice tool 7: Promoting less restrictive practice: reducing restrictions tool  


Practice tool 8: Providing information about the Human Rights Act 


Practice tool 9: Anti-oppressive practice  


  
 


Case examples and reflection https://www.local.gov.uk/msp-toolkit-case-examples 


 


Case example 5: Working with LGBT+ older people  


Case example 6: Best Interests decisions 


 
 


2.2 Risk enablement 
 


Overview  
 


“Life without risk would be life without living. It is only through accepting a level of 
risk in our daily lives that we are able to do anything at all.” 


(Sorensen 2015) 
 
The RiPfA Briefing on ‘Risk enablement’ outlines the principles and objectives of positive 
risk-taking, emphasising that “the ‘positive’ in positive risk-taking refers to the outcome not 
the risk” (McNamara and Morgan, 2016: 2).  
http://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/ripfa_frontline_briefing_risk_enablement_web
_feb2016.pdf.   
 
In promoting wellbeing, it is important to understand the relationship between risk and 
enablement. Risk enablement should not be misinterpreted as working ‘to enable risk to 
happen’ but rather working ‘to enable individuals through carefully considered risk-taking. 
 
Positive risk-taking is a person-centred and strengths-based approach to risk which 
supports enablement. Understanding the individual, their support networks and socio-
economic circumstances has been found to be an effective way of understanding risk. The 
emphasis is on getting to know the person well enough to understand their family situation, 
their friends and social contacts as well as their community in order to assess the strength of 



https://pathways.nice.org.uk/pathways/decision-making-and-mental-capacity

http://www.coercivecontrol.ripfa.org.uk/

http://www.dementia.ripfa.org.uk/

https://www.rcgp.org.uk/clinical-and-research/resources/toolkits/adult-safeguarding-toolkit.aspx

https://www.local.gov.uk/making-safeguarding-personal-toolkits

https://www.local.gov.uk/msp-toolkit-case-examples

http://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/ripfa_frontline_briefing_risk_enablement_web_feb2016.pdf

http://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/ripfa_frontline_briefing_risk_enablement_web_feb2016.pdf
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wider support networks. Risk assessment models such as Signs of Safety section 3.2 
emphasise a focus on safety and strengths as well as risks, alongside building ‘Circles of 
Support’ section 1.2 around the person to prevent the need for safeguarding. 
 
Informed choice is seen as vital for empowering approaches to safeguarding, with people 
having access to information and support in weighing up the potential benefits and harms of 
exercising one choice over another (Morgan, 2013) and support to exercise their right to 
make unwise decisions if they choose Section 2.1. 


 
‘What good is it making someone safer if it merely makes them miserable?’ (Local Authority 
X v MM & Anor judgement).  
https://thesmallplaces.wordpress.com/2014/11/14/what-good-is-it-making-someone-safer-if-it-merely-makes-them-miserable/  


 


When might this be helpful? 


Making Safeguarding Personal supports the growing practice shift from risk averse cultures 
towards more collaborative, strengths-based and person-centred cultures, enabling positive 
risk-taking by individuals and supporting the rights of people to make their own decisions in 
relation to safeguarding.  
 
As Rachel Griffiths (2018: 38) points out: 
 


“it can be a significant challenge for practitioners to weigh up thresholds of risk, 
considerations of capacity and a human rights approach, all within the parameters of 
the MCA.”   
 


She identifies two factors that complicate how this works in practice:  
 


 organisational cultures that prioritise safety over ‘risky’ decision-making  


 the family may want the person to take the least risky option whereas the ethos of 


the MCA is to enable the least restrictive option. 


 


Griffiths also points to reflective supervision as central to unpacking these situations, 


strengthening practitioners’ ability to work in an enabling positive risk and promoting human 


rights. 


 


People may also be reluctant to disclose problems or abuse for fear of having their direct 


payment suspended and losing necessary support. Those receiving a personal budget or 


direct payment often use it to employ someone privately to care for them. Some people in 


these paid (or unpaid) roles may harm or abuse the person who they care for or there may 


be an element of coercive control in the relationship, sometimes requiring immediate 


intervention (Section 2.3). The person who is being harmed is in a difficult legal and/or 


emotional situation, dependent on their abuser for their personal care and/ or social and 


emotional support, and fearful of this person. The person causing harm may be the person 


at risk’s employer, expected to act in ways consistent with employment law who is coercing 


the person into domestic or other forms of servitude (Gangmasters and Labour Abuse 


Authority, undated). 



https://thesmallplaces.wordpress.com/2014/11/14/what-good-is-it-making-someone-safer-if-it-merely-makes-them-miserable/
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Useful resources 
 
Department of Health (2007) Independence, choice and risk: a guide to best practice in 


supported decision-making  
https://webarchive.nationalarchives.gov.uk/20130105035347/http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalasse


ts/@dh/@en/documents/digitalasset/dh_074775.pdf  


 


Faulkner A (2012) The right to take risks: service users’ views of risk in adult social care. 


Joseph Rowntree Foundation 
https://www.jrf.org.uk/report/right-take-risks-service-users-views-risk-adult-social-care 


 


Ford, D (Ed) (2018) Working with complexity Dartington: Research in Practice for Adults. 
 


Gilhooly M et al (2012) Risk, trust and relationships in an aging society. Joseph Rowntree 


Foundation  
https://www.jrf.org.uk/report/risk-trust-and-relationships-ageing-society 


 


Gangmasters and Labour Abuse Authority (undated) Labour Exploitation: Spot the signs. 


Nottingham: GLAA  
www.gla.gov.uk/media/3178/spot-the-signs-glaa.pdf  
 


McNamara R and Morgan S (2016) Risk enablement: Frontline Briefing. Dartington: 


Research in Practice for Adults 
https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/ripfa_frontline_briefing_risk_enablement


_web_feb2016.pdf  


 


Morgan S (2013) Risk decision-making: Working with risk and implementing positive risk-


taking. Brighton: Pavilion Publishing. 


 
Neill M, Allen J, Woodhead N, Reid S, Irwin L and Sanderson H (2008) A Positive 


Approach To Risk Requires Person Centred Thinking. TLAP. 
https://www.thinklocalactpersonal.org.uk/_assets/Resources/Personalisation/Personalisation_advice/A_Person_Centred_A


pproach_to_Risk.pdf 


 


SCIE video on Personal budgets: risk enablement and mental health 
https://www.scie.org.uk/socialcaretv/video-player.asp?v=riskenablement  


 


Skills for Care: Toolkit - Employing Personal Assistants  
http://www.employingpersonalassistants.co.uk/  


 


Skills for Care (2018) A guide to adult safeguarding for adult social care providers  
https://www.skillsforcare.org.uk/Documents/Topics/Safeguarding/A-guide-to-adult-safeguarding-for-social-care-


providers.pdf  
 


Think Local Act Personal (2015) Risks, safeguarding and personal budgets – a study  
https://www.thinklocalactpersonal.org.uk/News/Risks-safeguarding-and-personal-budgets-a-study/ 


 


 
 


Practice tools  https://www.local.gov.uk/making-safeguarding-personal-toolkits 


 
Practice tool 10: Risk enablement chart 


Practice tool 11: Supervision using the Ethical Dilemmas tool – Upholding the right to 


make an unwise decision 


 
 



https://webarchive.nationalarchives.gov.uk/20130105035347/http:/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_074775.pdf

https://webarchive.nationalarchives.gov.uk/20130105035347/http:/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_074775.pdf

https://www.jrf.org.uk/report/right-take-risks-service-users-views-risk-adult-social-care

https://www.jrf.org.uk/report/risk-trust-and-relationships-ageing-society

http://www.gla.gov.uk/media/3178/spot-the-signs-glaa.pdf

https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/ripfa_frontline_briefing_risk_enablement_web_feb2016.pdf

https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/ripfa_frontline_briefing_risk_enablement_web_feb2016.pdf

https://www.thinklocalactpersonal.org.uk/_assets/Resources/Personalisation/Personalisation_advice/A_Person_Centred_Approach_to_Risk.pdf

https://www.thinklocalactpersonal.org.uk/_assets/Resources/Personalisation/Personalisation_advice/A_Person_Centred_Approach_to_Risk.pdf

https://www.scie.org.uk/socialcaretv/video-player.asp?v=riskenablement

http://www.employingpersonalassistants.co.uk/

https://www.skillsforcare.org.uk/Documents/Topics/Safeguarding/A-guide-to-adult-safeguarding-for-social-care-providers.pdf

https://www.skillsforcare.org.uk/Documents/Topics/Safeguarding/A-guide-to-adult-safeguarding-for-social-care-providers.pdf

https://www.thinklocalactpersonal.org.uk/News/Risks-safeguarding-and-personal-budgets-a-study/

https://www.local.gov.uk/making-safeguarding-personal-toolkits
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2.3 Coercive control 
 


Overview 


Coercive control is a pattern of behaviour which seeks to take away the victim’s sense of 
self, minimising their freedom of action and violating their human rights. 
www.coercivecontrol.ripfa.org.uk  
 


“Controlling behaviour is a range of acts designed to make a person subordinate 
and/or dependent by isolating them from sources of support, exploiting their 
resources and capacities for personal gain, depriving them of the means needed for 
independence, resistance and escape and regulating their everyday behavior.”  


(Home Office 2015, p.3). 
 
Coercive behaviour is an act or a pattern of acts of assault, threats, humiliation and 
intimidation or other abuse that is used to harm, punish, or frighten their victim.”  


(Home Office 2015, p.3). 


 
Home Office (2015) Controlling or Coercive Behaviour in an Intimate or Family Relationship: 
Statutory Guidance Framework available at:  
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/482528/Controlling_or_coercive_behaviour_-
_statutory_guidance.pdf) 


 


Coercive control and the law: domestic abuse 


Coercive control is now recognised as the behaviour that underpins domestic abuse.  
The cross-government definition of domestic abuse in the statutory guidance on the Care 
Act (2014), is: 
 


“any incident or pattern of incidents of controlling, coercive threatening behaviour, 
violence or abuse between those aged 16 or over who are, or have been, intimate 
partners or family members regardless of gender or sexuality”  


(DH 2016, s.14.20).  
 
This can include, but is not limited to, abuse which is: 
 


 psychological 


 sexual 


 financial  


 emotional  
 
Coercive and controlling behaviour in intimate or familial relationships is recognised within 
the Serious Crime Act (2015) which created a new offence of controlling or coercive 
behavior (s.76).  
 
This includes offences in relation to: 
 


 Female Genital Mutilation (FGM) also referred to as Female Genital Cutting (FGC).  


 Forced marriage and so-called honour-based violence (‘so-called’ because violence 
is not ‘honourable’).  


 
Domestic abuse is a complex issue and may coexist with other care and support needs, for 
example, learning disability, drug and alcohol dependency, mental health issues, poverty. 


The microsite (www.coercivecontrol.ripfa.org.uk) produced by Women’s Aid and RiPfA offers a range 



http://www.coercivecontrol.ripfa.org.uk/

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/482528/Controlling_or_coercive_behaviour_-_statutory_guidance.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/482528/Controlling_or_coercive_behaviour_-_statutory_guidance.pdf

http://www.coercivecontrol.ripfa.org.uk/
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of resources and case studies to support practitioners to develop their knowledge and skills 
in working with situations of coercive control.  
 
Health and social care professionals must be trained to identify domestic abuse, undertake 
assessments using the Domestic Abuse, Stalking and Harassment (DASH) checklist, and 
understand the referral pathways for support from Independent Domestic Violence Advisers 
(IDVAs) and Multi Agency Risk Assessment Conferences (MARACs), as well as police 
powers to respond to domestic abuse.  


 
The Coordinated Community Response to domestic abuse acknowledges all agencies 
involved must work together in a coordinated way: 


 
 to achieve an increase in the safety of domestic abuse victims 


 to signpost victims to safety planning and risk management 


 to hold abusers accountable for their actions 


 to set up effective prevention strategies. 
 
The Domestic Violence Disclosure Scheme (DVDS), often called ‘Clare’s Law’ after the 
landmark case that led to it, gives any member of the public the right to ask the police if their 
partner may pose a risk to them. Under Clare’s Law, a member of the public can also make 
enquiries into the partner of a close friend or family member.  
https://www.met.police.uk/advice/advice-and-information/daa/domestic-abuse/af/clares-law/  
 


Female Genital Mutilation (FGM)/Female Genital Cutting (FGC) 


It is essential that safeguarding interventions remain person-centred rather than becoming 


issue-led. 


 


There is currently little evidence to inform safeguarding in relation to the practice of FGM in 


the UK, with one conviction (at the time of writing in February 2019) since its inclusion in the 


Serious Crime Act 2015. Concerns have been raised about interventions based on racial 


profiling and the stigmatisation of communities, as opposed to working to the six principles 


of Making Safeguarding Personal. A summary account of ongoing learning can be found on 


the Forum for Race Equality and Diversity Awareness website 


(https://www.plymouth.ac.uk/schools/school-of-health-professions/freda/fgm) which signposts to concerns raised 


by a local community organisation in Bristol – Somali Parents Against Stigmatisation 


(SPAS). SPAS advocate for more community involvement and consultation, with positive 


outcomes resulting from improved communication between local statutory services and the 


Somali community, building on a shared commitment to ending the practice of FGM. 


 


Eleanor Tomlinson, project manager of the Manor Gardens Health Advocacy Project has 


described how training on human rights has been useful to their work in tackling FGC, by 


exploring how to relate human rights to women’s own experiences of the issues they face 


(BIHR, 2013:17).  


 


Forced marriage and so-called honour-based violence 


Forced marriage can take place in the UK or in another country and usually involves girls or 
women (82%) being forced to marry someone by their parents or wider family (Forced 
Marriage Unit statistics, 2012). 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/141823/Stats_2012.pdf  
 
 



https://www.met.police.uk/advice/advice-and-information/daa/domestic-abuse/af/clares-law/

https://www.plymouth.ac.uk/schools/school-of-health-professions/freda/fgm

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/141823/Stats_2012.pdf





Toolkit Section 2: rights of people 


 


 


Making Safeguarding Personal toolkit                                                                                   27 


Forced marriage is different to arranged marriage (which is where families are involved in 
selecting a partner but the individuals decide whether or not to enter the marriage). 
 
Often forced marriage and honour-based violence or abuse are seen as synonymous, but 
there are differences. 
 


‘Honour’ based violence is a reaction to what is perceived as immoral behaviour that 
brings shame (izzat/namous/sharaf) on the family or community, and which may 
include emotional, psychological, sexual and physical abuse. ‘Honour’ based killings 
are murders “within the framework of collective family structures, in which 
predominantly women are mutilated, imprisoned, forced to commit suicide and killed 
for actual or perceived immoral behaviour, which is deemed to have breached the 
honour codes of a household or community, causing shame.”  


(Iranian and Kurdish Women's Rights Organisation) http://ikwro.org.uk/  


 


Forced marriage is frequently portrayed as an issue which only affects South Asian women 


and girls, however, this is not correct. Forced marriage affects a wide range of communities, 


including Irish Traveller, Turkish, Roma, Afghan, South Asian, Kurdish, Iranian, Arab and 


African communities. There are no religions which support or advocate the practice of forced 


marriage. Forced marriage can happen to anyone from any background, regardless of social 


class, financial status and sexuality; which include people who identify as lesbian, bisexual, 


gay and transgender, or are perceived as such. In a UK context, the needs and experiences 


of some affected groups are often less visible, and only specific groups are highlighted. 


(Rights of Women: helping women through the law)  
https://rightsofwomen.org.uk/get-information/family-law/forced-marriage-law/  
 


Children and adults with learning disabilities are particularly at risk of forced marriage 


although this can differ from the way in which forced marriage presents generally. See 


Government guidelines on ‘Multi-agency Practice: Forced marriage and Learning 


Disabilities, 2010’ https://arcuk.org.uk/safetynet/files/2012/08/Forced-Marriage-Guidelines.pdf   


 


The ‘One chance’ and ‘Clear the schedule’ principles: In the prevention of forced marriage, 


and similarly human trafficking and FGC, practitioners are advised to follow the ‘one chance 


rule’ (HM Government, 2014) meaning that they may only get one opportunity to help the 


potential victim. If the practitioner is not alert to what is occurring and is not aware of his or 


her options that opportunity can be lost. Workers will need the flexibility to ‘clear their 


schedules’ to enable them to dedicate that time to helping the potential victim (Botting, Elliott 


and Olivier, 2017: 234).  


 


Modern slavery and human trafficking 
 


“Modern slavery is a severe infringement of human rights where, through physical 
means or threat of penalty, the perpetrator secures compliance in order to hold the 
victim captive and benefit from the victim’s suffering. Slavery does not necessarily 
involve the forced movement of people, although many cases do involve some form 
of human trafficking.  


 
Human trafficking is generally described in terms of three stages: recruitment, 
transportation and exploitation. It may or may not mean the crossing of borders - a 
victim may be moved from one town to another or even from one street to the next.”  


(Botting, Elliott and Olivier, 2017:221)   
 



http://ikwro.org.uk/

https://rightsofwomen.org.uk/get-information/family-law/forced-marriage-law/

https://arcuk.org.uk/safetynet/files/2012/08/Forced-Marriage-Guidelines.pdf





Toolkit Section 2: rights of people 


 


 


Making Safeguarding Personal toolkit                                                                                   28 


 
The Modern Slavery Act (2015) consolidates previous offences relating to trafficking and 
slavery. It offers a statutory defence for victims of modern slavery to prevent their 
criminalisation and strengthen their protection. 
 


The Care Act (2014 s.42) places a responsibility on local authority social workers to enquire 


into allegations of abuse and neglect that now specifically include modern slavery. The Act 


allows this enquiry task to be delegated by the local authority to partner agencies who may 


act as ‘first responders’ and make decisions about the referral of victims into the National 


Referral Mechanism, which is a framework for identifying victims of human trafficking or 


modern slavery, and ensuring they receive the appropriate support. 
https://www.gov.uk/government/publications/human-trafficking-victims-referral-and-assessment-forms/guidance-on-the-


national-referral-mechanism-for-potential-adult-victims-of-modern-slavery-england-and-wales 
 
Practitioners may need to apply the ‘One chance’ and ‘Clear the schedule’ principles (as 
described with regard to forced marriage). Such cases will likely require intense work, and 
the National Referral Mechanism can take several days to produce a decision, therefore 
workers will need the flexibility to clear their schedules to enable them to dedicate that time 
to helping the person and to immediately taking action - there may only be one chance to 
intervene.  


 


Support for people who have caused harm 


There are a range of contexts where work with people who have caused harm is relevant to 
safeguarding, for example, it is important for safeguarding organisations to provide support 
where the person who causes harm to others has care and support needs themselves. 
 
There are models used within the criminal justice system to assist with the rehabilitation or 
transition of offenders. These include the Good Lives Model 
(https://www.goodlivesmodel.com/information.shtml#General) concerned with the enhancement of offenders’ 
wellbeing and reduction of the risk, assisting offenders to adopt more fulfilling and socially 
integrated lifestyles. Some councils through their Community Safety Partnerships have 
provided a focused programme of counselling and rehabilitation for perpetrators of domestic 
abuse and there are a number of national programmes.  
 


When might this be helpful? 


• the person is at risk of exploitation because of their care and support needs 


• the person wants the abuse to stop, though not the relationship 


• the person causing harm has care and support needs 


• the person who is causing harm is willing to address the impact of and change 
their behaviours 


• there has been a family history of intergenerational abuse 


• there are linked concerns about drug or alcohol dependency, mental 
health or mental capacity issues  


• carers are under stress 


• an institution identifies harmful behaviours that may be subject to change in 
their staff group (alongside supervision, appraisal, disciplinary action) 


• through the criminal justice system to prevent continued harmful or 
abusive behaviour. 


 
 



https://www.gov.uk/government/publications/human-trafficking-victims-referral-and-assessment-forms/guidance-on-the-national-referral-mechanism-for-potential-adult-victims-of-modern-slavery-england-and-wales

https://www.gov.uk/government/publications/human-trafficking-victims-referral-and-assessment-forms/guidance-on-the-national-referral-mechanism-for-potential-adult-victims-of-modern-slavery-england-and-wales

https://www.goodlivesmodel.com/information.shtml#General
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Useful resources 
 
Coercive Control website commissioned by the Chief Social Worker’s Office at the 
Department of Health and produced by Research in Practice for Adults & Women’s Aid  
https://coercivecontrol.ripfa.org.uk/ 


 
Domestic abuse 


Home Office (2015) Controlling or Coercive Behaviour in an Intimate or Family 
Relationship. Statutory Guidance Framework. 
https://www.gov.uk/government/publications/statutory-guidance-framework-controlling-or-coercive-behaviour-in-an-intimate-
or-family-relationship  
 


LGA and ADASS Guide (2015) Adult safeguarding and domestic abuse: a guide to 
support practitioners and managers. Second Edition. 
https://www.local.gov.uk/adult-safeguarding-and-domestic-abuse-guide-support-practitioners-and-managers-second-edition  
 


Pike L and Norman N (2017) ‘Domestic Abuse and Adult Safeguarding’ in Cooper A and 
White E (Eds) Safeguarding Adults under the Care Act 2014: Understanding Good 
Practice. London & Philadelphia: Jessica Kingsley 
 
Forced marriage and so called honour-based violence 


Forced Marriage Unit  
https://www.gov.uk/stop-forced-marriage  
 


Forced Marriage Unit Forced Marriage: A survivor’s handbook London. Foreign and 
Commonwealth Office  
https://www.gov.uk/government/publications/survivors-handbook  
 


HM Government (2010) Forced Marriage and Learning Disabilities: Multi-Agency Practice 
Guidelines. London. Cabinet Office  
 


HM Government (2014) The Right to Choose: Multi Agency Statutory Guidance for 
dealing with Forced Marriage. London. Cabinet Office 
https://arcuk.org.uk/safetynet/files/2012/08/Forced-Marriage-Guidelines.pdf  
 


Karma Nirvana: Supporting victims of honour-based abuse and forced marriage 
https://karmanirvana.org.uk/  
 


Rights of Women: helping women through the law  
https://rightsofwomen.org.uk/get-information/family-law/forced-marriage-law/  
  


Jasvinder Sanghera  
https://www.jasvindersanghera.com/videos/ 


 
Female genital cutting 


Forum for Race Equality and Diversity Awareness (FREDA) website: FGM 
https://www.plymouth.ac.uk/schools/school-of-health-professions/freda/fgm  
 


Government guidance on FGM  
https://www.gov.uk/female-genital-mutilation-help-advice  
 


King S and Parry-Crooke G (2018) Towards an understanding of the current debates on 
the Dahwoodi Bohra tradition of Female Genital Cutting: A synthesis of key issues. 
London. Tavistock Institute of Human Relations. http://www.tavinstitute.org/wp-


content/uploads/2018/08/TIHRsynthesisDB2018.pdf  
 
 


 



https://coercivecontrol.ripfa.org.uk/

https://www.gov.uk/government/publications/statutory-guidance-framework-controlling-or-coercive-behaviour-in-an-intimate-or-family-relationship

https://www.gov.uk/government/publications/statutory-guidance-framework-controlling-or-coercive-behaviour-in-an-intimate-or-family-relationship

https://www.local.gov.uk/adult-safeguarding-and-domestic-abuse-guide-support-practitioners-and-managers-second-edition

https://www.gov.uk/stop-forced-marriage

https://www.gov.uk/government/publications/survivors-handbook

https://arcuk.org.uk/safetynet/files/2012/08/Forced-Marriage-Guidelines.pdf

https://karmanirvana.org.uk/

https://rightsofwomen.org.uk/get-information/family-law/forced-marriage-law/

https://www.jasvindersanghera.com/videos/

https://www.plymouth.ac.uk/schools/school-of-health-professions/freda/fgm

https://www.gov.uk/female-genital-mutilation-help-advice

http://www.tavinstitute.org/wp-content/uploads/2018/08/TIHRsynthesisDB2018.pdf

http://www.tavinstitute.org/wp-content/uploads/2018/08/TIHRsynthesisDB2018.pdf
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Useful resources (contd.) 
 
Responding to Female Genital Mutilation 
https://www.forwarduk.org.uk/wp-content/uploads/2019/06/CHANGE-Responding-to-FGM-A-Guide-for-Key-
Professionals.pdf 
 


Modern slavery 


Botting A, Elliott T and Olivier S (2017) “Palermo to Croydon: Modern slavery and Human 
trafficking - Seeking best practice on a new frontier of safeguarding” in Cooper and White 
(Eds) Safeguarding Adults under the Care Act 2014: Understanding Good Practice. 
London & Philadelphia: Jessica Kingsley 
 


Gangmasters and Labour Abuse Authority  
http://www.gla.gov.uk/who-we-are/our-aims-and-objectives/the-gangmasters-and-labour-abuse-authority/  
 


Haughey C (2016) The Modern Slavery Act 2015 review: one year on. London. Home 
Office. 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/542047/2016_07_31_Haughey_Review_of_
Modern_Slavery_Act_-_final_1.0.pdf   
 


Home Office (2016) Duty to Notify the Home Office of Potential Victims of Modern Slavery 
Guidance for Specified Public Authorities. London. Home Office   
www.gov.uk/government/publications/duty-to-notify-the-home-office-of-potential-victims-of-modern-slavery 
 


National Referral Mechanism  
https://www.gov.uk/government/publications/human-trafficking-victims-referral-and-assessment-forms/guidance-on-the-
national-referral-mechanism-for-potential-adult-victims-of-modern-slavery-england-and-wales 
 


Criminal exploitation 


www.ripfa.org.uk/resources/webinar-recordings/criminal-exploitation-county-lines-and-the-impact-on-adults/ 


 


 
 


Practice tools  https://www.local.gov.uk/making-safeguarding-personal-toolkits 


 


Practice tool 12: What to do if you suspect domestic abuse or a pattern of coercive control  


Practice tool 13: Power and control wheel 


Practice tool 14: Responding to Female Genital Mutilation 


Practice tool 15: Anti-racist practice – critical self-reflection 
 


  
 


Case examples and reflection https://www.local.gov.uk/msp-toolkit-case-examples 


 


Case example 5: Working with LGBT+ older people  


Case example 6: Best Interests decisions 


Case example 7: Keeping me safe and well 


Case example 8: Making a safe enquiry 


Case example 9: Financial abuse 


Case example 10: Forced marriage and honour-based abuse 


Case example 11: Domestic abuse, trafficking and slavery 


 
 
 


 



https://protect-eu.mimecast.com/s/2D6cCk5MXUOzg0OiV_baT

https://protect-eu.mimecast.com/s/2D6cCk5MXUOzg0OiV_baT

http://www.gla.gov.uk/who-we-are/our-aims-and-objectives/the-gangmasters-and-labour-abuse-authority/

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/542047/2016_07_31_Haughey_Review_of_Modern_Slavery_Act_-_final_1.0.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/542047/2016_07_31_Haughey_Review_of_Modern_Slavery_Act_-_final_1.0.pdf

http://www.gov.uk/government/publications/duty-to-notify-the-home-office-of-potential-victims-of-modern-slavery

https://www.gov.uk/government/publications/human-trafficking-victims-referral-and-assessment-forms/guidance-on-the-national-referral-mechanism-for-potential-adult-victims-of-modern-slavery-england-and-wales

https://www.gov.uk/government/publications/human-trafficking-victims-referral-and-assessment-forms/guidance-on-the-national-referral-mechanism-for-potential-adult-victims-of-modern-slavery-england-and-wales

http://eip.adobeconnect.com/p2ddpbsy2f41

http://eip.adobeconnect.com/p2ddpbsy2f41

https://www.local.gov.uk/making-safeguarding-personal-toolkits

https://www.local.gov.uk/msp-toolkit-case-examples
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Toolkit Section 3: resolution and recovery 
 


Achieving resolution and recovery in safeguarding 


 
This section outlines practice frameworks, skills development tools, models and methods 


which can be used in different combinations to tailor support in achieving resolution and 


recovery in safeguarding. It includes: 


 


 Signs of Safety and wellbeing 


 Achieving best evidence skills 


 Attachment-based approaches 


 Brief interventions, motivational interviewing and solution-focused communication 


 Family group conferencing, mediation and restorative practice  


 Approaches to building resilience, self-esteem and confidence 


 


Each sub-section will conclude with Practice Tools to support practice. 


 
 


3.1 Signs of Safety and wellbeing  
 


Overview 


The development of Signs of Safety practice began in the 1990’s as an evidence-informed 


approach built on practitioners’ expertise and knowledge of what works in practice. 


Originating in child and family social work, it is a strengths and asset-based approach which 


is safety-focused. It seeks to form partnerships with people to work together in safeguarding 


situations, whilst still dealing rigorously with protection issues.  


 


The model was developed by Andrew Turnell and Steve Edwards, who worked with over 


150 front-line statutory practitioners and based it on those practitioners’ knowledge of what 


works well in complex child protection situations in Western Australia (Turnell and Edwards, 


1999, cited in Stanley, 2017). Stanley (2017) describes how it was adapted for use in adult 


safeguarding with an emphasis on professional judgements about wellbeing; he provides a 


useful summary of the approach as a way of working more reflexively with risk which 


includes two case studies to illustrate application to practice. 


 


The framework encourages a person-centred approach by fully involving the person and 


their networks (social and professional) in developing intervention plans to improve and 


promote wellbeing. The situation is mapped out in the framework and practice tools guide 


questioning and analysis toward forming a professional judgment about what needs to 


happen next. Once identified, Signs of Safety can be built on to stabilise and strengthen the 


person’s situation. 


 


In this way the goals of empowerment and improvement to wellbeing are promoted through 


a rigorous analysis process which is supported by ‘appreciative inquiry’. 
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Appreciative Inquiry 


Appreciative inquiry is a participative action research process that focuses on ‘what works’. It 
involves three stages: 
 


 Exploring essential features of people’s experience of existing best practice 


 Collectively developing a shared vision of most desirable practice for the future 


 Working together to develop, design and create this, with changes occurring from the 
very first question asked.   


(Rose and Barnes, 2008) 


 
The process welcomes and promotes people’s own experience, strengths and wisdom. 
Using appreciative inquiry questioning and working collaboratively with a ‘Signs of Safety 
and Wellbeing’ approach helps develop a shared understanding of where the person wants 
to be, grounded in their own lived experience and strengths in overcoming adversity. 
Keeping the focus on ‘what works’, protective factors are identified that might offset danger 
or harm and these strengths are built upon, based on the belief that what we focus on 
becomes our reality (Hammond, 1996). 


 
The RiPfA Practice Tool: Appreciative Inquiry in Safeguarding Adults 
(https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/ripfa_practice_tool_AI_web10


y.pdf) provides a summary of appreciative inquiry along with five tools to support the 
application of these ideas as a strengths-based approach in safeguarding practice. 


 
You may also find this audio podcast of an appreciative inquiry conversation in supervision 
helpful. It includes critical reflection at the end of the 13 minute conversation: 
https://www.ripfa.org.uk/assets/_userfiles/videos/downloads/resources/supervision_podcast_1-Appreciative-inquiry-final.mp3 


 


Solution-focused communication 


Skills in solution-focused communication (Section 3.4) are helpful when identifying what a 


successful outcome might look like from the person’s point of view. In conversations using 


Appreciative inquiry as an approach, solution-focused communication facilitates what is 


called the ‘dreaming’ stage or ‘imagining what things would look like if they were the best 


they could be’. Scaling questions then help the person to identify their next steps or goals 


towards this success. 


 


When might this be helpful? 


In safeguarding assessment, outcomes-focused intervention planning, and in safeguarding 


reviews. By mapping out the situation, the social worker and service user can see how 


wellbeing is defined and identify what will promote wellbeing. Next steps are decided upon 


based on what has worked previously. Signs of improvement are identified in a range of 


informal and formalised ways so these can be built upon. 


 


 



https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/ripfa_practice_tool_AI_web10y.pdf

https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/ripfa_practice_tool_AI_web10y.pdf

https://protect-eu.mimecast.com/s/lnwIClO6Ef2NLK2iy-_F2
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Useful resources 
 
Signs of Safety website 
www.signsofsafety.net  


 


Elliott T. (2015) Appreciative Inquiry in Safeguarding Adults: Practice Tool. Dartington: 


Research in Practice for Adults 
https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/ripfa_practice_tool_AI_web10y.pdf  
 


Hammond S.A (1998) The Thin Book of Appreciative Inquiry, 2nd Edition. Bend. Thin Book 


Publishing Company 
 


Romeo L (2017) Strengths-based social work practice with adults. Roundtable report. 


London: Department of Health 
 


Saleebey, D. (ed) (2006) The strengths perspective in social work practice. (4e) Boston: 


Allyn and Bacon. 
 


SCIE (2015) Key messages on a strengths-based approach for assessment and eligibility 


under the Care Act 2014. London. SCIE 
www.scie.org.uk/care-act-2014/assessment-and-eligibility/strengths-based-approach/keymessages.asp 


 


Stanley T (2017) ‘Working more reflexively with risk: Holding ‘Signs of Safety and 


Wellbeing’ in Mind’ in Cooper A and White E (eds) (2017) Safeguarding Adults under the 


Care Act 2014: Understanding Good Practice. London & Philadelphia: Jessica Kingsley 


 


Practice tools  https://www.local.gov.uk/making-safeguarding-personal-toolkits 


 


Practice tool 16: Signs of Safety and Wellbeing Practice Framework 


Practice tool 17: Supervision using Appreciative Inquiry as a tool – audio podcast 


      


 


3.2 Achieving best evidence skills 
  


Overview 


The Crown Prosecution Service document “Achieving Best Evidence in Criminal 


Proceedings” (CPS, 2011) describes good practice in interviewing victims and witnesses, 


and in preparing them to give them best evidence in court: 
https://www.cps.gov.uk/sites/default/files/documents/legal_guidance/best_evidence_in_criminal_proceedings.pdf 


 
It is a useful resource for consideration in all cases where the police are leading the 


safeguarding enquiry. 


 


As well as considering the Achieving Best Evidence document, this section will look at good 


recording skills and legal literacy as key areas of skills and knowledge to ensure that 


evidence is gathered and recorded effectively. This will enable those practitioners who are 


required to write for court to feel confident, and also for supervisors supporting those writing 


for court to understand how they can support practitioners. 


 



http://www.signsofsafety.net/

https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/ripfa_practice_tool_AI_web10y.pdf

http://www.scie.org.uk/care-act-2014/assessment-and-eligibility/strengths-based-approach/keymessages.asp

https://www.local.gov.uk/making-safeguarding-personal-toolkits

https://www.cps.gov.uk/sites/default/files/documents/legal_guidance/best_evidence_in_criminal_proceedings.pdf
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When might this be helpful? 


In all cases where the police are leading the safeguarding enquiry because a crime has 


been alleged. Practitioners may be asked to support the police in a formal Achieving Best 


Evidence (ABE) interview. An understanding of this process will help practitioners advocate 


for the right approach and treatment of the person they are supporting through safeguarding. 


Sometimes practitioners begin a safeguarding enquiry before the police become involved. 


An understanding of criminal investigatory processes will help in ensuring potential criminal 


investigations are not jeopardised. 


 


In cases where there is not a criminal investigation, the principles within the guidance 


described above are invaluable in working with a person who may have been abused. They 


can be used in all safeguarding situations to help the person describe what has happened to 


them. Good quality information directly from the person concerned will improve supported 


decision making and help in defining what outcomes the person wants from the safeguarding 


work. 


 


Gathering good quality information from the person supports decision making, and 


understanding outcomes is important. Recording that conversation so that it reflects the 


wishes and aspirations of the individual is also critical. 


 


A clear understanding of relevant legislation would also assist practitioners in this area. 


 


Useful resources 
 
“Achieving Best Evidence in Criminal Proceedings” (CPS, 2011) 
https://www.cps.gov.uk/sites/default/files/documents/legal_guidance/best_evidence_in_criminal_proceedings.pdf 


 


The Advocate’s Gateway – Responding to communication needs in the Justice system 
https://www.theadvocatesgateway.org/  


 


LGA MSP resource. MSP: What good might look like for the police (2017) 
https://www.local.gov.uk/making-safeguarding-personal-what-might-good-look-police  


 


Example of a short film explains what to expect with animations (MoJ) 
https://www.youtube.com/watch?v=aUOc0Sa1WMM&feature=youtu.be  


 


Supporting outcomes-focused practice 
https://outcomes.ripfa.org.uk/ 


 


Legal literacy in adult social care: strategic briefing 2016  
https://www.ripfa.org.uk/resources/publications/strategic-briefings/legal-literacy-in-adult-social-care-strategic-briefing-2016/ 


 


Practice tools  https://www.local.gov.uk/making-safeguarding-personal-toolkits 


 
Practice tool 18: Characteristics of good recording 


Practice tool 19: Legal literacy 


  
 
 
 



https://www.cps.gov.uk/sites/default/files/documents/legal_guidance/best_evidence_in_criminal_proceedings.pdf

https://www.theadvocatesgateway.org/

https://www.local.gov.uk/making-safeguarding-personal-what-might-good-look-police

https://www.youtube.com/watch?v=aUOc0Sa1WMM&feature=youtu.be

https://outcomes.ripfa.org.uk/

https://www.ripfa.org.uk/resources/publications/strategic-briefings/legal-literacy-in-adult-social-care-strategic-briefing-2016/

https://www.local.gov.uk/making-safeguarding-personal-toolkits
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3.3 Attachment based approaches 
 


Overview 


John Bowlby first outlined his theory of attachment and its central role in child development 
more than 50 years ago. Attachment theory is a theory of how people behave based on their 
development in the context of close relationships. It explains how children develop particular 
strategies to help them survive which can have an impact on how they behave throughout 
their life. Bowlby identified four needs that humans have in order to survive and develop: 
 


 Safety – when in danger 


 Comfort – when distressed 


 Proximity – when isolated 


 Predictability – when in chaos 
 


Brennan et al (1998) identified two important dimensions in adult attachment styles: how 
anxious someone is about attachment: and how far someone avoids reliance on others. 


                        
 


Source: RiPfA Frontline Briefing (2015)  
Adult attachment: Implications for adult social care practice 


 
Crittenden and Landini (2011) identify three adult survival strategies that, at their extreme, 
undermine trust and wellbeing and may lead to harmful behaviour. These relate to the 
person’s experiences of predictability, safety and responsiveness from early attachment 
figures. Predictable but frightening parenting on the one hand, or that which is inconsistent 
or unreliable on the other, can result in adult strategies that are, respectively, very guarded 
and undemonstrative, or conversely, excessively expressive and focused on a sense of 
personal hurt, abandonment and betrayal. The way people tell their personal history offers a 
rich insight into how self-image and world view are constructed and rooted in early 
experiences of safety. 
 
Social care practitioners can use careful observation and active listening to identify patterns 
of attachment behaviour, however as Nosowska (2015) cautions, it is important not to make 
assumptions about your own and others’ attachment history: 
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“Attachment-based therapy requires a high level of skill and ethics, as well as 
sufficient time, space and support to work well. Social care practitioners may be in a 
position where their work sheds light on someone’s experience. They need to be 
sensitive to this and know when to seek additional support.”  


(Nosowska, 2015: 12) 
 


Blood and Guthrie (2018) emphasise using attachment theory and strengths-based 
approaches to support older people with useful chapters on working with people in care 
homes and on positive risk-taking. 


 


When might this be helpful? 


Used sensitively and with caution, attachment-based practice can result in a more thorough 


assessment and assist the practitioner in understanding the motivations and behaviours of a 


person within an abusive relationship. This in turn can lead to more comprehensive 


assessments and support plans. Specific expertise in adult attachment may need to be 


sought. 


 


Useful resources 
 


Blood I and Guthrie L (2018) Supporting Older People using Attachment-informed and 


Strengths-based Approaches. London and Philadelphia: Jessica Kingsley 


Crittenden P and Landini A, (2011) Assessing Adult Attachment: A Dynamic-Maturational 


Approach to Discourse Analysis. London: W W Norton & Company Ltd. 
 


RiPfA blog Why attachment matters in adult social care 
https://www.ripfa.org.uk/blog/blog-why-attachment-matters-in-adult-social-care/ 


 


Nosowska G (2015) Adult attachment: Implications for adult social care practice 


Dartington: Research in Practice for Adults  
https://www.ripfa.org.uk/resources/publications/frontline-resources/adult-attachment--implications-for-adult-social-care-


practice-frontline-briefing-2015-/  


 


Research articles and summaries  
https://gallery.mailchimp.com/88dc07a14d45a57ba3140ab9a/files/RPU_RIPFA_October_108.pdf  
 


Larson, F V, Alim, N and Tsakanikos E (2011) Attachment style and m 


ental health in adults with intellectual disability: self-reports and reports by carers. 


Advances in Mental Health and Intellectual Disabilities 5(3): 15-23. 
 


Ansbro, M (2008), Using Attachment theory with offenders The Journal of Community and 


Criminal Justice Vol 55 (3):231-244 
 


Maxwell, J., Spielmann, S., Joel, S. and MacDonald, G. (2013) Attachment Theory as a 


Framework for Understanding Responses to Social Exclusion.  
http://dx.doi.org/10.1111/spc3.12037 


 


Bucci, Sandra, Nicola H. Roberts, Adam N. Danquah, and Katherine Berry. "Using 


attachment theory to inform the design and delivery of mental health services: A 


systematic review of the literature." Psychology and Psychotherapy: Theory, Research 


and Practice  
http://dx.doi.org/10.1111/papt.12029 
 


  



https://www.ripfa.org.uk/blog/blog-why-attachment-matters-in-adult-social-care/

https://www.ripfa.org.uk/resources/publications/frontline-resources/adult-attachment--implications-for-adult-social-care-practice-frontline-briefing-2015-/

https://www.ripfa.org.uk/resources/publications/frontline-resources/adult-attachment--implications-for-adult-social-care-practice-frontline-briefing-2015-/

https://gallery.mailchimp.com/88dc07a14d45a57ba3140ab9a/files/RPU_RIPFA_October_108.pdf

http://dx.doi.org/10.1111/spc3.12037

http://dx.doi.org/10.1111/papt.12029
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Practice tools  https://www.local.gov.uk/making-safeguarding-personal-toolkits 


 
Practice tool 20: Support to change attachment behaviour 


 


Case examples and reflection https://www.local.gov.uk/msp-toolkit-case-examples 


 
Case example 12: Supporting Michael to change attachment behaviour 


 


 


3.4 Brief interventions, motivational interviewing and 
solution-focused communication 
 


Overview 


Behavioural change interventions in social work have traditionally focused on increasing 


skills and reducing ‘the problem’. More recent interventions tend to encourage practitioners 


to build skills in assessing ‘readiness for change’. These skills include asking open 


questions, seeking permission, emphasising the person’s control and choice, reflecting on 


what has been said and seeking to highlight potential ambiguity regarding the possibility of 


change.  


 


Prochaska and DiClementi’s ‘cycle of change’ model (1983) indicates the stages a person is 


in at any given time during the process of change. It is a way of thinking about how someone 


goes about changing his or her behaviour. The model assumes that change takes time, that 


there are common tasks in each stage, and that by tailoring an intervention to match the 


stage of change, practitioners will be more successful in helping a person to make lasting 


change. http://socialworktech.com/2012/01/09/stages-of-change-prochaska-diclemente/. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Motivational interviewing was introduced as a more directive approach to creating changes 
in behaviour than former therapeutic models. It is commonly used in working with people 



https://www.local.gov.uk/making-safeguarding-personal-toolkits

https://www.local.gov.uk/msp-toolkit-case-examples

http://socialworktech.com/2012/01/09/stages-of-change-prochaska-diclemente/
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who have drug or alcohol dependency support needs. Whilst being directive it is still 
congruent with the principles of Making Safeguarding Personal – it recognises people as the 
experts in their own lives and focuses on strengths, what resources people have, the 
changes that they have been able to make, their value base and their identity. In this way it 
embeds the Making Safeguarding Personal principles of empowerment, prevention and 
partnership.  
 
Lydia Guthrie gives a succinct guide to motivational interviewing in social work in Community 
Care (https://www.communitycare.co.uk/2018/06/27/motivational-interviewing-can-use-social-work/) which signposts 


to a podcast of scenarios showing Motivational Interviewing in action. https://soundcloud.com/user-


583610833-79340369 
 
Brief interventions such as Solution-Focused Brief Therapy aim to equip people with tools to 
change attitudes and behaviour by keeping the focus on solutions rather than problems. It 
was developed in America in the 1980s by Steve de Shazer and Insoo Kim Berg. The 
approach is again congruent with a strengths-based rather than ‘deficit’ model. Brief 
interventions have been used in the field of drug and alcohol dependency as well as in 
coping with trauma and bereavement. 
 
The Centre for Solution Focused Practice (BRIEF, 2018) describes Solution-Focused Brief 
Therapy (SFBT) as “a simple idea but not easy to put into practice’. https://www.brief.org.uk/therapy-


and-coaching/what-happens-in-solution-focused-counselling  
 
It outlines three basic questions (and possibly a fourth) underpinning SFBT as:   


 


 What are your best hopes from SFBT? 


 What would your day to day life look like if these hopes were realised? 


 What are you already doing or have done in the past that might contribute to these 


hopes being realised? 


 


The practitioner aims to ask the questions in a way that the person themselves finds the 


answer. 


 


Questions that help this process of self-discovery include: 
 


 Exception questions  


 Miracle questions 


 Scaling questions 


 


These solution-focused questions help to construct a clear picture of the ‘solution state’ – 


what would be happening if a miracle happened and the person had achieved their desired 


outcomes - and then the steps to achieving these goals through the use of scaling questions. 


 


BRIEF (2018) describe how “every session, including the first, is seen as potentially the last, 


the average number of sessions is between four and five, the most common number of 


sessions is one and 80% of [their] clients report lasting improvement”.  


 


Hence solution-focused approaches are referred to as brief interventions. They refer to a 


possible follow up question as the fourth question to be asked when (if) the person returns 


for subsequent sessions: 
 


 What’s better? 



https://www.communitycare.co.uk/2018/06/27/motivational-interviewing-can-use-social-work/

https://soundcloud.com/user-583610833-79340369

https://soundcloud.com/user-583610833-79340369

https://www.brief.org.uk/therapy-and-coaching/what-happens-in-solution-focused-counselling

https://www.brief.org.uk/therapy-and-coaching/what-happens-in-solution-focused-counselling
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This question then leads on to a conversation noting all the improvements, what the person 


did to achieve them, what difference these improvements are making in other areas of their 


life and how they will know that things are continuing to improve.  


 
Extended brief interventions 


NICE refers to motivational interviewing as an ‘extended brief intervention’ where: 
 


“the aim is to motivate people to change their behaviour by exploring with them why 
they behave the way they do and identifying positive reasons for making change.” 
https://www.nice.org.uk/guidance/ph24/chapter/8-glossary#frames 


 
They describe the FRAMES method for working with people who are alcohol dependent, 


which is an acronym for the components of brief intervention based on: 


 


Feedback to the person on the risks involved in alcohol dependency 


Responsibility for change lying with the person 


Advice being offered clearly when requested 


Menu of options for change 


Empathy conveying understanding, warmth and reflection 


Self-efficacy focused on optimism about behaviour change and the person’s 


strengths in achieving this. 


 


The use of micro-skills in safeguarding provides the foundation for engaging with the person 


concerned and helping them tell their story. Conscious awareness of micro-skills and their 


purposeful application will improve the quality of the brief intervention in relationship with the 


person: 


 


 Attending behaviour 


 Open and closed questions 


 Observation 


 Encouraging, paraphrasing, and summarisation 


 Reflection of feeling 


 


When might this be helpful? 


Motivational interviewing can be a useful approach when a person’s behaviour repeatedly 


leads them into safeguarding situations, particularly where the person appears to want 


support but struggles to engage with practitioners. It encourages positive engagement, 


acknowledging and working with resistance, and may encourage taking action such as 


leaving an abusive relationship. It may be of help with individuals who are making high risk 


choices at various stages of safeguarding or who appear to be reluctant at a particular point 


in time to engage in processes that may help them to change their circumstances. Brief 


interventions keep the focus on the future and possibilities for change, supporting the person 


to be in control of change and make choices. Provision of advice can help to ensure the 


person knows where to go when they do decide to seek support or wish to change their 


circumstances. 


 



https://www.nice.org.uk/guidance/ph24/chapter/8-glossary#frames
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Useful resources 
 
BRIEF: The Centre for Solution Focused Practice (2018) Solution-Focused Counselling  
https://www.brief.org.uk/therapy-and-coaching/what-happens-in-solution-focused-counselling  
 


Forrester D (2016) Motivational interviewing: how to use it in social work practice. The 
Guardian online 
https://www.theguardian.com/social-care-network/2016/mar/08/motivational-interviewing-quick-guide-social-work 
 


Guthrie L (2018) in Hardy R Motivational interviewing: what it is and how you can use it in 
social work  
https://www.communitycare.co.uk/2018/06/27/motivational-interviewing-can-use-social-work/  
 


National Institute for Health and Care Excellence (NICE, 2010) Alcohol-use disorders: 
Prevention  
https://www.nice.org.uk/guidance/ph24/chapter/8-glossary#frames 
 


Prochaska & Diclementi’s cycle of change model 
http://socialworktech.com/2012/01/09/stages-of-change-prochaska-diclemente/ 


 
 


Practice tools  https://www.local.gov.uk/making-safeguarding-personal-toolkits 


 


Practice tool 21: Motivational interviewing 


Practice tool 22: Solution-focused communication 


 
 


Case examples and reflection https://www.local.gov.uk/msp-toolkit-case-examples 


 


Case example 13: Motivational interviewing 
 


 
 


3.5 Family group conferencing, mediation and 


restorative practice 
 


Overview 


This section explores family group conferencing, mediation and restorative practice as 
approaches for families, and social support networks to come together to reach a 
consensus. The consensus may be about a shared decision-making process about what 
might support the person who has care and support needs to move forward. It may be about 
achieving resolution and agreement where there has been, or remains, conflict. 
 
The family group conference or network meeting model is based on empowering the network 
of extended family members and friends to participate in support for individuals. The 
principles include the belief that any plan made by those chosen by the person concerned is 
more likely to be successful than one been imposed by outsiders or professionals. 
 
The conference or meeting puts the person at the centre of decision making and they 
choose who attends. It can bring in people other than the immediate family or carers to 
share the problem and offer solutions. These can include the extended family network and 
the local community. It builds on the strengths of families and communities rather than 
leaving individual family members to struggle on their own. For some people the immediate 
family may not exist, may not have the capacity to be supportive or may be caught up in a 



https://www.brief.org.uk/therapy-and-coaching/what-happens-in-solution-focused-counselling

https://www.theguardian.com/social-care-network/2016/mar/08/motivational-interviewing-quick-guide-social-work

https://www.communitycare.co.uk/2018/06/27/motivational-interviewing-can-use-social-work/

https://www.nice.org.uk/guidance/ph24/chapter/8-glossary#frames

http://socialworktech.com/2012/01/09/stages-of-change-prochaska-diclemente/

https://www.local.gov.uk/making-safeguarding-personal-toolkits

https://www.local.gov.uk/msp-toolkit-case-examples
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cycle of abusive relationships. For others, a circle of supportive friends or a church group 
may be more appropriate than family. 
 
The purpose of the conference or meeting is to identify how the network will support the 
person in an ongoing way, and/or to decide what form of support they want from others. 
 
Mediation is more usually used where there is disagreement between people, and where 
trust may need to be rebuilt. John Gunner (writing in Cooper and White 2018) advocates for 
using mediation before using other more formal processes, he highlights how this is in line 
with the safeguarding principles in the Care Act (2014), in particular that of proportionality 
and also of empowerment.  
 
Restorative practice has its roots in restorative justice. Where family group conferencing 
explores a problem that we are seeking to solve, Restorative practice recognises that there 
is a harm and seeks to repair that harm (Pereira and Quin RiPfA 2019). Restorative practice 
recognises that those who have ‘the problem’ have the solution, and it considers the needs 
of all involved. 
 


When might this be helpful? 


Family group conferencing works best when everyone involved genuinely wants to find a 


way to solve the problem. It has been found to be beneficial in community settings where 


there are neighbourhood problems and concerns about anti-social behaviour. It is 


sometimes also useful to address family disputes, particularly during times of difficulty and 


stress. It may be a means of supporting individuals in institutional environments. 


 


SCIE has published a report looking at mediation and family conferencing. The two 


approaches have some differences, for example mediation helps participants to settle a 


dispute whereas family conferences are concerned with planning ahead. 


 


Mediation and family conferencing are not mutually exclusive, and may be used separately 


or together to achieve the most effective outcomes. For example, where the specific aim is 


to reduce conflict, rebuild trust or improve communication between family members, 


mediation may be more suitable. A family conference could then be used to develop a long-


term care plan that reduces demands on the family by making full use of all appropriate 


support services. 


 


Restorative practice is helpful where there has been a harm, and people are seeking to 


resolve that harm, because all parties would like to do so. It is very linked to the 


Empowerment principal of the Care Act. It enables people to make decisions about their 


situations. There are a core set of questions that support restorative practice which are in 


practice tool 25. 


 


Useful resources 
 
What is a family group conference for adults? Brief Guide (2017) 
https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/what_is_a_family_group_conference_brief_g


uide_web.pdf  


 


Safeguarding adults: mediation and family group conferences 
https://www.scie.org.uk/publications/mediation/ 


 



https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/what_is_a_family_group_conference_brief_guide_web.pdf

https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/what_is_a_family_group_conference_brief_guide_web.pdf

https://www.scie.org.uk/publications/mediation/





Toolkit Section 3: resolution and recovery 


 


 


Making Safeguarding Personal toolkit                                                                                   42 


Useful resources (contd.) 
 


Ch 3 “Participative Practice and Family Group Conferencing” in Cooper A and White E 


(2017) Safeguarding Adults under the Care Act 2014: Understanding Good Practice.  
 


References and further reading: Social Care Institute for Excellence 
https://www.scie.org.uk/publications/mediation/files/bibliography.pdf?res=true 


 


Restorative Practice FAQs  
https://www.gloucestershire.gov.uk/media/13884/restorative-practice-faqs-v1.pdf 


 


Practice tools  https://www.local.gov.uk/making-safeguarding-personal-toolkits 


 


Practice tool 23: Family group conferencing 


Practice tool 24: Mediation stages 


Practice tool 25: The restorative questions 


   
 


 


3.6 Approaches to building resilience, self-esteem and 


confidence  
 


Overview 


Underpinning safeguarding practice is the provision of support to help build the person’s self-


esteem and sense of self-worth, enabling them to have confidence to make decisions and 


take control of their situation.  


 


Taking a strengths approach in safeguarding identifies the person’s skills and capacity to 


manage stress, building on their existing coping skills and, with support, to build resilience in 


moving their situation towards where they want to be. 


 


Saleebey (2006), in explaining a strengths perspective, refers to the ‘CPR approach’ – with 


CPR you breathe for someone until they can breathe for themselves, with the strengths 


approach you believe in someone until they can believe in themselves: 


 


CPR helps us to explore the person’s strengths: 
 


 C – capacities, competencies, courage, and character 


 P – promise, positive expectations, purpose, and potential 


 R – resources, resilience, relationships, resolve, and reserves.                                                                                              


 
All three elements must be attended to in promoting strengths and resilience. 


The strengths perspective also involves identifying the strengths and assets for local groups 


and communities and supporting people to access these. 


 


Resilience has been described as the ability to bounce back from adversity. It comes from 


using our capabilities to respond in constructive ways, and then learning from this for the 


next adverse situation (Fox, Leech and Roberts, 2014). Emotional resilience is sometimes 


described as ‘inner strength’ – the ability to withstand and rebound from disruptive life 


challenges, emerging strengthened and more resourceful (Walsh, 2008).  



https://www.scie.org.uk/publications/mediation/files/bibliography.pdf?res=true

https://www.gloucestershire.gov.uk/media/13884/restorative-practice-faqs-v1.pdf

https://www.local.gov.uk/making-safeguarding-personal-toolkits
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Fox et al (2015) emphasise that resilience is not a trait that people either have or do not 


have. It involves behaviours, thoughts and actions that can be learned and developed in 


anyone. They refer to various factors which contribute to resilience, most significantly the 


person having strong and supportive links with others who offer reassurance and 


encouragement to enable a person to build their resilience.  


 


The Social Care Institute for Excellence (SCIE) offers a range of resources including some 


short videos to help people to protect themselves and look out for each other. 
https://www.scie.org.uk/safeguarding/adults/preventing-abuse-neglect  
 


The Institute for Research and Innovation in Social Services (IRISS) website offers some 


useful resources for social work and social care workers. 
https://www.iriss.org.uk/resources/reports/resilience-resources  
 


Practice development tools refer to practitioners building their own emotional resilience in 


order to develop and maintain their ability support others: 


RiPfA Practice Tool (2015) Supporting emotional resilience within social care practitioners  
https://www.ripfa.org.uk/resources/publications/practice-tools-and-guides/supporting-emotional-resilience-within-the-social-


care-workforce-practice-tool-2015 


 


RiP/RiPfA Strategic Briefing (2018) “Transitional safeguarding – adolescence to adulthood” 


provides a useful resource that bridges binary notions of childhood and adulthood 
https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/JOINT_sb_transitional_safeguarding_aug18


_web3.pdf  
 


Counselling and group therapy to help build self-esteem and 


resilience 


The safeguarding process itself can be traumatic. An important part of recovery from trauma 


requires making sense of what has happened in order to move towards some sense of 


resolution or healing. Tailored counselling and therapeutic approaches can be used with 


people including those with cognitive support needs – people living with dementia, brain 


injury, and learning disability. 


 


The consequences of experiencing abuse or neglect vary from person to person. 


Counselling or other forms of person-centred therapy can offer emotional support and a 


route to recovery for people. Strong emphasis is placed on personal empowerment and 


supporting the person to take control of their lives by building self-belief, confidence and 


resilience.   


 


A safe therapeutic relationship can promote self-determination and positive thinking, 


providing help with depression, anxiety, Post-Traumatic Stress Disorder, and trauma 


bonding that can result from abuse. Individual or group therapy can help people to come to 


terms with their experiences and understand the emotional impact, re-building self-esteem, 


confidence and resilience. 


 


Group therapy can enable people to build confidence from sharing similar experiences with 


others, giving and receiving emotional and practical support. These can include 


assertiveness training, drama, art and music therapies.  


 


Some people prefer individual sessions before risking a group setting, others may want to 


only be with peers and find individual counselling uncomfortable. 


 



https://www.scie.org.uk/safeguarding/adults/preventing-abuse-neglect

https://www.iriss.org.uk/resources/reports/resilience-resources

https://www.ripfa.org.uk/resources/publications/practice-tools-and-guides/supporting-emotional-resilience-within-the-social-care-workforce-practice-tool-2015

https://www.ripfa.org.uk/resources/publications/practice-tools-and-guides/supporting-emotional-resilience-within-the-social-care-workforce-practice-tool-2015

https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/JOINT_sb_transitional_safeguarding_aug18_web3.pdf

https://www.ripfa.org.uk/assets/_userfiles/files/Publications_resources/msp_toolkit/JOINT_sb_transitional_safeguarding_aug18_web3.pdf
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When might this be helpful? 


There is an argument that anyone who has experienced abuse should be offered the option 


of counselling to assist with the process of recovery. Whilst some may choose to take this 


up, others may not wish to do so, or not straight away, though should be offered the chance 


again in the months, even years, ahead. It is important to provide information about 


therapeutic services and signpost to such sources of help should the person wish to access 


this in future.  


 


Useful resources 
 


British Association for Counselling and Psychotherapy gives information on therapy and 


details of therapists  
www.bacp.co.uk 


 


Fox J, Leech J, Roberts E and Nosowska (2015) 


Supporting emotional resilience within social care practitioners: Practice Tool. Dartington: 


Research in Practice for Adults  
https://www.ripfa.org.uk/resources/publications/practice-tools-and-guides/supporting-emotional-resilience-within-the-social-


care-workforce-practice-tool-2015  
 


Holmes D and Smale E (2018)  


Strategic Briefing: Transitional safeguarding: adolescence to adulthood 


Dartington: Research in Practice. Research in Practice for Adults 
https://www.ripfa.org.uk/resources/publications/strategic-briefings/transitional-safeguarding--adolescence-to-adulthood-


strategic-briefing-2018  


 


Institute for Research and Innovation in Social Services (IRISS) website 
https://www.iriss.org.uk/resources/reports/resilience-resources 
 


Intergenerational practice: a toolkit for community associations, a toolkit from Hampshire 


outlining the benefits of adopting an intergenerational approach.  
http://www.hants.gov.uk/rh/comm/intergenerational-toolkit.pdf  
 


Respond works with children and adults with learning disabilities who have 


experienced abuse or trauma, as well as those who have abused others, through 


psychotherapy, advocacy, campaigning and other support. 
www.respond.org.uk 


 


SupportLine a preventative service providing a confidential telephone helpline offering 


emotional support to any individual on any issue. It is particularly aimed at those who are 


socially isolated, vulnerable, at risk groups and victims of any form of abuse.  
www.supportline.org.uk 


 


Practice tools  https://www.local.gov.uk/making-safeguarding-personal-toolkits 
 


Practice tool 25: Building confidence to say no 


  


Case examples and reflection https://www.local.gov.uk/msp-toolkit-case-examples 


 


Case example 14: Achieving resolution in safeguarding: assessing and responding to risk 


Case example 15: Transitional safeguarding – adolescence to adulthood 



https://protect-eu.mimecast.com/s/9oV6CxGjLh1oXWJFYN5nS

https://www.ripfa.org.uk/resources/publications/practice-tools-and-guides/supporting-emotional-resilience-within-the-social-care-workforce-practice-tool-2015

https://www.ripfa.org.uk/resources/publications/practice-tools-and-guides/supporting-emotional-resilience-within-the-social-care-workforce-practice-tool-2015

https://www.ripfa.org.uk/resources/publications/strategic-briefings/transitional-safeguarding--adolescence-to-adulthood-strategic-briefing-2018

https://www.ripfa.org.uk/resources/publications/strategic-briefings/transitional-safeguarding--adolescence-to-adulthood-strategic-briefing-2018

https://www.iriss.org.uk/resources/reports/resilience-resources

http://www.hants.gov.uk/rh/comm/intergenerational-toolkit.pdf

http://www.respond.org.uk/

http://www.supportline.org.uk/

https://www.local.gov.uk/making-safeguarding-personal-toolkits

https://www.local.gov.uk/msp-toolkit-case-examples
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[bookmark: _Toc71791757]1.1 Introduction 

The main objective of a Safeguarding Adults Board (SAB) is to assure itself that local safeguarding arrangements and partners act to help and protect adults who meet the criteria set out in Section 1 of the Care Act 2014 (implemented April 2015). Safeguarding Adults Boards are a statutory requirement under the Care Act.

Halton Safeguarding Adults Board (HSAB) oversees and leads adult safeguarding across the locality and has a range of statutory duties that contribute to the prevention of abuse and neglect. This includes the duty to conduct any Safeguarding Adults Reviews (SARs) in accordance with Section 44 of the Care Act. SARs are reviews that examine the way agencies and individuals have acted when they have been involved with an ‘adult at risk’.  

[bookmark: _Toc71791758]1.2 When should a SAR take place?

There are three broad circumstances under which the Care Act statutory guidance considers a SAR can take place (paragraphs 14.162-14.163). The guidance makes a distinction between those circumstances where the SAB must and may arrange a SAR.





[bookmark: _Toc71791759]1.3 Principles of a SAR

		The SAR process is underpinned by the following principles:



		There should be a culture of continuous learning and improvement across the organisations that work together to safeguard and promote the wellbeing and empowerment of adults, identifying opportunities to draw on what works and promote good practice.



		The approach taken to reviews should be proportionate according to the scale and level of complexity of the issues being examined.



		Reviews of serious cases should be led by individuals who are independent of the case under review and of the organisations whose actions are being reviewed.



		Professionals should be involved fully in reviews and invited to contribute their perspectives without fear of being blamed for actions they took in good faith.



		Families should be invited to contribute to reviews. They should understand how they are going to be involved and their expectations should be managed appropriately and sensitively.





[bookmark: _Toc71791760]1.4 Purpose of a SAR

The purpose of conducting a SAR is to establish whether there are any lessons to be learned from the circumstances of the case about the way in which local professionals and agencies work together to safeguard adults at risk. 



The purpose of a SAR is not to hold any individual or organisation to account. Other processes exist for that, including criminal proceedings, disciplinary procedures, employment law and systems of service and professional regulation, such as the Care Quality Commission (CQC) and the Nursing and Midwifery Council (NMC), the Health and Care Professions Council (HCPC), Social Work England and the General Medical Council (GMC).

The learning as a result of a SAR needs to be shared and the statutory Duty of Candour places a requirement on providers of health and adult social care to be open with people and their families when there are failings or things go wrong. Providers should establish the duty throughout their organisations, ensuring that honesty and transparency are the norm in every organisation registered by the CQC.

A SAR should highlight any lessons that can be learned from the case through a clear set of recommendations and ensure that relevant actions are taken in order to help prevent future deaths or serious harm. This helps to improve both single and inter-agency working and better safeguard and promote the wellbeing of adults at risk.

2.0 [bookmark: _Toc71791761]Procedure

[bookmark: _Toc71791762]2.1 Making a referral for a SAR

		The following should be considered when deciding whether to make a referral for a SAR:



		The concerns must relate to a person with needs of care and support, whether or not in receipt of services.



		Abuse, neglect or acts of omission is known or strongly suspected to have contributed to the harm caused.



		There are concerns about systematic failings relating to multiple organisations and so there is potential to identify to improve multi-agency practice and partnership working.



		The family should be informed of the concerns and that a Safeguarding Adult Review referral is planned and so providing an opportunity for them to give their views about the referral and to discuss how they might want to be involved.





Only Halton Safeguarding Adults Board (HSAB) can commission a SAR in Halton. However, any agency or individual can refer a case for consideration of whether it meets the criteria for a SAR.  All agencies should have their own internal or statutory procedures to investigate serious incidents and to promote reflective practice or learning and this policy is not intended to duplicate or replace these.

Where any individual or agency believes or suspects there may have been circumstances where the threshold for holding a SAR has been met, they should refer the case to the Chair of HSAB to consider if a SAR is required. Prior to making a referral, professionals working with adults at risk should consider the relevant guidance and discuss with their organisation’s line manager or SAB representative.

By virtue of the criteria, in cases where a SAR may be initiated, a safeguarding concern and/or enquiry may already have been made. Consideration of whether a SAR is required should never delay the raising of a safeguarding concern and the adherence to the Inter-Agency Safeguarding Adults Policy, Procedure and Good Practice Guidance, which considers any immediate protection required. However, there may be circumstances where safeguarding concerns are not obvious or evident, for example, where the individual may have committed suicide and there are concerns that partner agencies could have worked more effectively to protect the adult.

A referral is made by completing a referral form. Referrals should be made as soon as it is apparent to the agency/organisation that they believe the SAR criteria has been met. An unreasonable delay in raising any issue can impact on the process and the key purpose in a number of ways.See appendix 1 for the SAR Referral Form.



The SAB will not review cases that are more than 12 months old, unless there is significant information that has recently emerged, or there are good reasons why the SAR was not appropriate at an earlier stage. The decision to take on cases that go outside the time limit, would need to be referred to the Chair of HSAB for a final decision.

[bookmark: _Toc71791763]2.2 Decision making

On receipt of a SAR referral form, the Chair of HSAB will consider the information provided on the completed referral form. The Chair may seek further information including clarity about any parallel investigations that may be taking place.  

The Chair of HSAB will make the final decision about whether a SAR should take place. On making the decision, the HSAB will write to the referrer and advise them of the outcome. In circumstances where the Chair of HSAB decides not to progress further with a referral at this stage, the reasons for this will be recorded and a response and explanation will be provided to the referrer.See appendix 2 for the SAR Decision Process Flow Chart.



If the Chair of HSAB decides that a SAR should take place, there are two levels of SAR which can be utilised:

		Level 1: Statutory SAR

		Situations in which the SAB must conduct a SAR.



		Level 2: Discretionary SAR

		Situations in which the SAB may conduct a SAR.





The review methodology to be used will not be pre-determined by the level of SAR utilised but rather after consideration of the particular circumstances of each case. In any SAR, the approach should be proportionate to the scale and complexity of the issues and the potential for learning. See appendix 3 for information on different SAR Methodologies.



In any instance where the Chair of HSAB has decided a SAR should not take place, the reasons must be recorded and shared with the referrer and HSAB. However, it may be decided that there is still learning from the incident and, in this case, an Individual Management Review may be requested (please see appendix 3 for more information). Learning from this review should still be disseminated and shared across HSAB agencies and any other relevant regional or national networks.

[bookmark: _Toc71791764]2.3 Commissioning a SAR

The Care Act guidance states that SABs should aim for completion of a review within a reasonable period of time and in any event within six months of initiating it, unless there are good reasons for a longer period being required.

On confirmation of the Chair of HSAB’s decision to undertake a SAR, the Chair, Director of Adult Social Services and HSAB co-ordination staff will liaise in order to make the necessary arrangements. This will include:

· Notifying the referring agency, SAB members and other interested parties (including CQC and the Coroner);

· Setting up a Safeguarding Adults Review Panel;

· Identifying appropriately qualified and experienced leads (Chair, facilitator, author as required) identifying and securing the necessary support and budgetary requirements;

· Notifying the adult and/or their family as appropriate;

· Considering an initial scope and timescales;

· Initiating any information requests that are required;

· Considering media and communication strategies;

Once the decision has been communicated, each agency will be responsible for taking appropriate actions that may be necessary in relation to the security of their records. No member agency should comment publicly upon the case without express agreement of both their senior management team and the Chair of HSAB.

[bookmark: _Toc71791765]2.4 SAR process

The SAR is overseen by HSAB, which is a multi-agency partnership with senior management representation from all of the key agencies who work with adults at risk in the borough. The HSAB is responsible for ensuring that effective systems are in place for the effective completion of SARs, for decision making in respect of commissioning reviews, formally accepting reports and agreeing sign off of the report for publication. In most cases, a SAR Panel will be required to undertake and oversee the review and report to the SAB on a regular basis. The SAR Panel should be selected on the basis that they had no immediate line management of the case under review, and should normally include representatives of the three SAB statutory agencies (Local Authority, Police and Clinical Commissioning Group). The panel and associated arrangements should be proportionate to the circumstances of the case and the review methodology.

The SAR Panel will set their own meeting schedule and timings appropriate to the case and the methodology; and report this to HSAB. Whilst the frequency and number of meetings may vary, the SAR Panel will in most instances progress through the following three stage process, in order to establish, monitor and finalise the review:

		Stage

		Processes / actions



		Stage 1

		The Panel will have responsibilities from the outset to:

· Specify the Terms of Reference (see appendix 4 for an example/template);

· Set timescales, if not already determined;

· Confirm the lead roles such as Chair, Facilitator, Author and the planned methodology to be used;

· Links to other interested parties such as the Crown Prosecution Service or Coroner;

· Co-ordinate and compile the available information including chronologies (see appendix 5 for a chronology template) and reports of investigations that may have taken place;

· Confirm the agencies and the people involved and affected;

· Identify, inform and establish links to any other processes ongoing or planned;

· Where required, request that Independent Management Reviews are completed;

· Identify any additional reports, information or evidence required;

· Agree the nature and extent of expert or legal advice required.



		Stage 2

		During this phase the following functions are likely to be required of the Panel (with flexibility according to the methodology used and proportionate to the circumstances):

· Maintain links with interested parties and parallel investigations;

· Produce a comprehensive chronology that covers that critical period collated from all agencies;

· Receive and scrutinise additional reports including IMRs and safeguarding/serious incident investigations;

· Cross reference information within the reports, identify any omissions or discrepancies;

· Conduct/commission any further enquiries;

· Examine and identify relevant action points;

· Form a view on practice and procedural issues;

· Identify critical points and actions with any key lines of enquiry;

· If the methodology requires a workshop or learning event, then this will be planned and delivered;

· Develop a framework for the report and consider drafts;

· Review progress and timescales and report to the SAB.



		Stage 3

		During this stage, the members of the SAR Panel will discuss and agree the key learning points of the review, the recommendations and actions required; and finalise the report. Some of this work may be able to be undertaken outside of meetings, in which case panel members must commit to prioritise input and feedback to reports that are circulated within timescales.

On completion, the SAR report will be presented to the HSAB which will:

· Ensure contributing agencies have the opportunity to confirm the accuracy of facts and interpretation of their involvement in the report;

· Confirm the recommendations from the report;

· Confirm action plans, which should be endorsed at senior level by each organisation and agree accountability;

· Confirm to whom the review or parts of the review are to be made available (decisions on publishing will have been taken before completion of the review);

· Commissioning the dissemination of the review of key findings to interested parties including feedback and debriefing to staff, family members and media;

· Confirm the arrangements to ensure that the actions are monitored and updates requested from agencies;

· Sign off the action plan when complete.





The HSAB will normally exercise its function of oversight of the actions via the SAR Panel. The SAR Panel should ensure that identified actions are completed and any barriers or slippage in achieving outcomes are responded to.

If HSAB requests information from an organisation or individual who is likely to have information which is relevant to the functions of the SAB they must share what they know with the SAB in accordance with the Care Act 2014.

The SAR will be undertaken by people who are independent of the case under review and of the organisation whose actions are being followed. The core skills and experience expected of a reviewer/author are as follows:

· Appropriate level of seniority;

· Strong leadership and ability to motivate others;

· Inclined towards promoting an open, reflective learning culture;

· Expert facilitation skills;

· Experience of more than one review methodology;

· Good analytical skills and experience of collaboration problem solving;

· Ability to manage potentially sensitive and complex group dynamics;

· Excellent interpersonal skills;

· Safeguarding experience and understanding of vulnerability and its impact.

When undertaking the SAR, records will be anonymised. Involved organisations will be provided with copies of reports for comments on factual accuracy prior to final draft. Where a SAR Panel is established it will be the role of the panel to ensure the report is factually accurate and based on the evidence gathered during the process.

The SARs must be completed in a timely manner. Once the decision to commission a review has been made, the review should be completed within six months or if otherwise, this would need to be agreed by the Chair of HSAB. Any urgent issues which emerge from the review and need to be considered earlier should be brought to the attention of the Chair of HSAB. It is acknowledged that where a safeguarding adult review relates to serious organisational abuse or where multiple perpetrators are involved, such reviews are likely to be more complex and therefore may require a longer time period to complete.See appendix 6 for an overview of the SAR process described above.



[bookmark: _Toc71791766]2.5 Joint reviews

Where there are possible grounds for a Safeguarding Adults Review and a Domestic Homicide Review or Children’s Serious Case Review, Multi-Agency Public Protection Review, Mental Health Service Review and/or other such formal review processes to be undertaken jointly, then a decision should be made at the outset by the decision makers involved as to which process is to lead, who is to take which role and who is to Chair with a final joint report being taken to the necessary commissioning bodies. Whether some aspects of the reviews can be commissioned jointly may be considered so as to reduce duplication of work for organisations involved.

Similarly, health services carry out Serious Incidents Requiring Investigation (SIRI) and any relevant investigation should be shared with the SAR Panel so that resources and information are made best use of. Serious incidents in the NHS include:

· Acts and/or omissions occurring as part of the NHS funded healthcare (including in the community) that result in unexpected or avoidable death of one or more people. This includes suicide/self-inflicted death and homicide by a person in receipt of mental health care within the recent past;

· Unexpected or avoidable injury to one or more people that has resulted in serious harm;

· Unexpected or avoidable injury to one or more people that requires further treatment by a healthcare professional in order to prevent the death of the service user, or serious harm.

In setting up a SAR, HSAB should also consider how the process could dovetail with any other relevant investigations that are running parallel, such as a Child Safeguarding Review or Domestic Homicide Review, a criminal investigation or an inquest.

Any SAR will need to take account of a Coroner’s Inquiry and/or any criminal investigation related to the case, including disclosure issues, to ensure that relevant information can be shared without impacting on timescales. It will be the responsibility of the Chair of the SAR Panel to ensure the necessary contacts are maintained with appropriate people.

[bookmark: _Toc71791767]2.6 Learning from a SAR

In a SAR there is a need to achieve an understanding of:

· What happened;

· Any errors or problematic practice and/or what could have been done differently;

· Why those errors or problematic practice occurred and/or why things weren’t done differently;

· Which of those explanations are unique to this case and context and what can be extrapolated for future cases to become recommendations for learning;

· Any remedial action that needs to be taken in relation to the findings to help prevent similar harm in future cases.

A quality assurance process should aim to build on rather than duplicate the work already completed in the course of a review and should understand the analytic techniques and tools that form part of the particular model being used and the content of any supervision provided as part of that model.

3.0 [bookmark: _Toc71791768]Good Practice Guidance

[bookmark: _Toc71791769]3.1 Independent advocacy

The Care Act states that an independent advocate must be arranged (where necessary) to support and represent an adult who is the subject of a SAR, if it is judged they would experience substantial difficulty in participating in the review process. Where an independent advocate has already been arranged under the Care Act or under the Mental Capacity Act 2005 then, unless inappropriate to do so, the same advocate should be used.

A person assessed as having capacity to make decisions about their care and support may be offered the support of an independent advocate if they would experience ‘substantial difficulty’ in being involved in the process and where there is no other suitable person to represent them and support them. It will be the responsibility of the local authority to arrange and fund advocacy support in these circumstances.

[bookmark: _Toc71791770]3.2 Responsibilities to the familySee appendix 7 for SAR Guidance for Families.



It is vital that families are made aware that the review is taking place and offered the opportunity of contributing to the review process. The Chair of HSAB will contact the family and carers of the adult at risk, as they think is reasonable, to invite them to participate in the review process. However, their consent is not required for the review to go ahead. They should be kept updated at key stages of the review and notified of the publication of the report.

Reflecting the principles of openness, transparency and candour, the SAB must ensure there is appropriate involvement in the review process of people affected by the case including where possible the victims of abuse and their families/significant others. In accordance with the Care Act 2014, where an adult has ‘substantial difficulty’ in participating, this should involve representation and support from an independent advocate (please see previous section).

The SAR Panel needs to consider the degree to which the adult, advocate and/or their families will be involved in the review. They should understand how they are going to be involved and their expectations should be managed appropriately and sensitively. Consideration should also be given to if and how the known abuser might have some input to the review process.

Normally, individuals should be notified that the SAR is taking place. Involvement may be by formal notification only or by inviting them to share their views in a way that suits them. The timing of such notification is crucial and particularly where there is criminal justice processes running parallel and decisions will need to be taken in consultation with relevant parties.

If a decision is taken to not involve the adult at risk or their family, the reasons should be informed by legal advice and recorded.

[bookmark: _Toc71791771]3.3 Responsibilities to staff

The staff directly involved in the care and support of individuals subject to a SAR should be notified, by the agency they are employed by, of the decision to undertake the SAR and support should be provided to them. The process and their involvement should be fully explained and for those unfamiliar with the process, they should be signposted to guidance as required.

At the end of the process, HSAB should consider whether staff should be invited to a feedback session, involving representation from the agency/agencies concerned.

Particularly with the systems and methodologies it is key that all agencies ensure there is internal support for those involved. This methodology is highly reflective, very interactive and while the benefits of collaborative analysis is positive, staff can feel challenged by this approach.

[bookmark: _Toc71791772]3.4 Reporting arrangements

The SAR Panel will provide regular updates to HSAB on the progress of the review. The SAR should be completed within six months of the review being established. Once completed, the report and recommendations will be presented to the HSAB for consideration.

Once the report is approved, the SAR Panel will produce a multi-agency action plan responding to any recommendations made. Monitoring of the implementation of this action plan will be undertaken by HSAB. The norm will be to publish an anonymised version of the full report Halton Borough Council Safeguarding Adults webpage and the Halton Safeguarding Adults Board Portal. However, in exceptional circumstances and only with agreement of HSAB, this practice may vary.

All SARs conducted within the year must be referenced within HSAB’s Annual Report, together with relevant service improvements planned, with timescales and achievements. HSAB must include the findings from any SARs in its Annual Report and what actions it has taken, or intends to take in relation to those findings. Where HSAB decides not to implement an action then it must state the reason for that decision in the Annual Report.

SAR reports should:

· Provide a sound analysis of what has happened, why and what action needs to be taken to prevent a reoccurrence, if possible;

· Be written in plain English;

· Contain findings and recommendations of practical value to organisations and professionals;

· Be suitable for publication (if agreed by the family);

· Be translated into a SMART action plan that can be effectively monitored with clear outcomes.

[bookmark: _Toc71791773]3.5 Complaints

The Local Government Ombudsman (LGO) has jurisdiction to investigate complaints about safeguarding investigations for which Councils have co-ordinating responsibility. Although safeguarding investigations are multi-agency in nature this does not preclude the Local Government Ombudsman from investigating matters that relate to the actions of professionals employed by organisations that do not fall within the Local Government Ombudsman jurisdiction.

Depending on the nature of the complaint, the current LGO practice when receiving a complaint is to consider whether:

· The safeguarding investigation is proportionate;

· The Council has taken appropriate action in response to the findings of the safeguarding investigation;

· The Council continues to monitor the situation;

· The Council can provide evidence why the safeguarding allegations did not meet the safeguarding threshold;

· There were any delays or other failures in the process;

· Whether the conclusions are consistent with the evidence;

· The Council considered all relevant and available evidence.

[bookmark: _Toc71791774]3.6 Information sharing

[bookmark: _Toc71791775]3.6.1 Record Keeping

Good record keeping is a vital component of professional practice. Whenever a complaint or allegation of abuse is made, all agencies should keep clear and accurate records and each agency should identify procedures for incorporating, on receipt of a complaint or allegation, all relevant records into a file to record all action taken. When abuse or neglect is raised managers need to look for past incidents, concerns, risks and patterns. We know that in many situations, abuse and neglect arise from a range of incidents over a period of time. In the case of providers registered with CQC, records of these should be available to service commissioners and the CQC so they can take the necessary action.

Staff should be given clear direction as to what information should be recorded and in what format. The following questions are a guide:

· What information do staff need to know in order to provide a high quality response to the adult concerned?

· What information do staff need to know in order to keep adults safe under the service’s duty to protect people from harm?

· What information is not necessary?

· What is the basis for any decision to share (or not) information with a third party?

Records should be kept in such a way that the information can easily be collated for local use and national data collections.

All agencies should identify arrangements, consistent with principles and rules of fairness, confidentiality and data protection for making records available to those adults affected by, and subject to, an enquiry. If the alleged abuser is using care and support themselves, then information about their involvement in an adult safeguarding enquiry, including the outcome, should be included in their case record.  If it is assessed that the individual continues to pose a threat to other people then this should be included in any information that is passed on to service providers or other people who need to know.

In order to carry out its functions, SABs will need access to information that a wide number of people or other organisations may hold. Some of these may be SAB members, such as the NHS and the Police. Others will not be, such as private health and care providers or housing/support providers or education providers.

In the past, there have been instances where the withholding of information has prevented organisations being fully able to understand what ‘went wrong’ and so has hindered them identifying, to the best of their ability, the lessons to be applied to prevent or reduce the risks of such cases reoccurring. If someone knows that abuse or neglect is happening they must act upon that knowledge; not wait to be asked for information.

SAB may request a person to supply information to it or to another person. The person who receives the request must provide the information to the SAB if:

· The request is made in order to enable or assist the SAB to do its job;

· The request is made of a person who is likely to have relevant information and then either;

· The information requested relates to the person to whom the request is made and their functions or activities; or

· The information requested has already been supplied to another person subject to a SAB request for information.

[bookmark: _Toc71791776]3.6.2 Confidentiality

Agencies should draw up a common agreement relating to confidentiality and setting out the principles governing the sharing of information, based on the welfare of the adult or of other potentially affected adults. Any agreement should be consistent with the principles set out in the Caldicott Review published in 2013:

· Information will only be shared on a ‘need to know’ basis when it is in the interests of the adult;

· Confidentiality must not be confused with secrecy;

· Informed consent should be obtained but, if this is not possible and other adults are at risk of abuse or neglect, it may be necessary to override the requirement;

· It is inappropriate for agencies to give assurances of absolute confidentiality in cases where there are concerns about abuse, particularly in those situations when other adults may be at risk.

Where an adult has refused to consent to information being disclosed for these purposes, then practitioners must consider whether there is an overriding public interest that would justify information sharing (e.g. because there is a risk that others are at risk of serious harm) and wherever possible, the appropriate Caldicott Guardian and/or Data Protection Officer should be involved.

Decisions about who needs to know and what needs to be known should be taken on case by case basis, within agency policies and the constraints of the legal framework.

Principles of confidentiality designed to safeguard and promote the interests of any adult should not be confused with those designed to protect the management interests of an organisation. These have a legitimate role but must never be allowed to conflict with the welfare of an adult. If it appears to an employee or person in a similar role that such confidentiality rules may be operating against the interests of the adult then a duty arises to make full disclosure in the public interest.

In certain circumstances, it will be necessary to exchange or disclose personal information which will need to be in accordance with the law on confidentiality and the Data Protection Act 2018 and the General Data Protection Regulation (GDPR) where applicable.

Information in a range of media should be produced in different user-friendly formats for people with care and support needs and their carers. These should explain clearly what abuse is and also how to express a concern to make a complaint. Adults with care and support needs and carers should be informed that their concern or complaint will be taken seriously, be dealt with independently and that they will be kept involved in the process to the degree that they wish to be. They should be reassured that they will receive help and support in taking action on their own behalf. They should also be advised that they can nominate an advocate or representative to speak and act on their behalf if they wish.

If an adult has no appropriate person to support them and has substantial difficulty in being involved in the local authority processes, they must be informed of their right to an independent advocate. Where appropriate, local authorities should provide information in access to appropriate services such as how to obtain legal advice or counselling services, for example. The involvement of adults at risk in developing such communication is sensible.

1. 


[bookmark: _Toc71791777]Table of separate appendices

A range of documents are included as separate, embedded files in the table below. They can be opened and saved separate to this main policy document. For example, to make a referral; open the referral form below, save as, complete sections as appropriate, save and return as indicated on the form. 

		Appendix number/name:

		Document purpose:

		Embedded file:



		1. [bookmark: _Toc71791778]SAR Referral Form 

		Any agency or individual can refer a case for consideration by the Halton Safeguarding Adults Board. This form can be used to refer a case that may meet the criteria for a Safeguarding Adult Review or a case where there are significant and unresolved concerns and the decision making framework for a SAR may be appropriate.

		





		2. [bookmark: _Toc71791779]SAR Decision Process Flow Chart

		Flow chart depicting the processes for determining whether or not a SAR should take place.

		





		3. [bookmark: _Toc71791780]SAR Methodologies

		Provides further information on a range of different SAR methodologies. 

		





		4. [bookmark: _Toc71791781]Example Terms of Reference for a SAR Panel

		Example / template Terms of Reference that can be used for SAR Panels. 

		





		5. [bookmark: _Toc71791782]Chronology Template

		Table for recording a chronology of significant events during the time period under review. 

		





		6. [bookmark: _Toc71791783]Overview of the SAR Process

		Summarises the key elements of the SAR process. 

		





		7. [bookmark: _Toc71791784]SAR Guidance for Families

		A brief question sheet to provide information and guidance to families regarding SARs. 

		











1. SABs MUST arrange a SAR when:





2. SABs MUST arrange a SAR when:





3. SABs MAY arrange a SAR:





An adult in its area dies as a result of abuse or neglect, whether known or suspected, and there is concern that partner agencies could have worked more effectively to protect the adult.





An adult in its area has not died, but the SAB knows or suspects that the adult has experienced serious abuse or neglect (e.g. the individual would have been likely to have died if not for intervention or has suffered permanent harm or has reduced capacity or quality of life either due to physical or psychological effects as a result of the abuse/neglect).





In any other siutation involving an adults in its area with care and support needs (whether or not the local authority has been involved in meeting those needs);





To explore examples of good practice where this is likely to identify lessons that can be applied to future cases. In cases where there is learning but the case does not meet the thresholds for a full SAR, the Independent Chair may recommend a step down review in the form of an Individual Management Review.



























Purpose of a SAR





Determine what might have been done differently to prevent the harm/death





Identify lessons and apply them to future cases to prevent similar harm/death





Review the effectiveness of multi-agency safeguarding arrangements/ procedures





Inform and improve future practice and partnership working





Highlight any identified good practice





Improve practice by acting on learning (develop best practice)
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			[bookmark: _Toc480877261]Safeguarding Adults Review (SAR)


Referral Form


			[image: ]








Any agency or individual can refer a case for consideration by the Halton Safeguarding Adults Board (HSAB).


This form can be used to refer a case that may meet the criteria for a Safeguarding Adult Review (SAR) or a case where there are significant and unresolved concerns and the decision making framework for a SAR may be appropriate.


Any referral made or information supplied should be done so in accordance with the relevant legislation, policy and procedure guidance and, wherever possible, reference to the Inter Agency Safeguarding Adults Policy, Procedure & Good Practice Guidance and Safeguarding Adults Review Policy, Procedure & Good Practice Guidance.


*Please type in the white boxes and note that they will expand as needed. 


***


			Details of Referrer





			Name:


			





			Job Title (if professional referral):


			





			Organisation (if professional referral):


			





			Address:


			





			Telephone number:


			





			Email address:


			





			Relationship to the adult at risk:


			





			Date referral submitted:


			

















			Details of Adult at Risk





			Name:


			





			Address:


			





			Date of Birth:


			





			Date of death (if applicable):


			





			Cause of death (if applicable/known):


			





			Ethnicity (if known):


			





			Name and address of GP:


			





			Details of significant others (include legally recognised next of kin where this is known, family members, carers, advocate, representative):


			





			Please list any agencies that the person is or has been involved with to your knowledge (for example adult social care, housing, police, voluntary bodies and so on):


			











			Please provide the details of who you have discussed this referral with:





			Name:


			





			Position:


			





			Organisation:


			





			Relationship to you:


			





			Date of Discussion:


			





			Outcome:


			





			Please include any discussion you may have had with the person subject to this referral (if applicable) or with their significant other(s):


			




















			In addition please provide the following details:





			Brief summary of any evidence/concerns you have about the adult being at risk of abuse and neglect:





			





			Please provide a summary of why you are referring this case for consideration by the Safeguarding Adults Board (please include a brief description of the incident(s) and the impact on the adult at risk, as well as any concerns about the way agencies have worked together):





			





			Please provide details of any other investigations you are aware of concerning the case (for example serious incidents, criminal, health and safety and safety):





			





			Name and contact details of the Safeguarding Manager or lead person in any other investigation:





			











			If the adult at risk is subject to an ongoing safeguarding investigation, please provide additional details (if known) as follows:





			Details of the initial referral:


			





			Subsequent developments including risk management plans:


			








			Please provide any details that may be useful for this referral:


			








***


Please forward this form to the following address: hsab@halton.gov.uk


You may also post this form to:


FAO Halton Safeguarding Adults Board


Integrated Adult Safeguarding Unit


Halton Borough Council


PO Box 317


RUNCORN


WA7 9BZ


Please mark it Private and Confidential for the addressee only. Please note that this form contains personal information and should be submitted by secure means.


			For completion by HSAB:





			Date referral received:


			





			Date discussed with the HSAB Chair:


			





			Details of outcome to referrer:


			





			Date of outcome to referrer:
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Decision Process Flow Chart


			[image: ]








A referral should be made to HSAB if one of the following criteria is met:


An adult in Halton has died as a result of abuse or neglect (known or suspected) and there is concern that partner agencies could have worked more effectively to protect the adult.


An adult in Halton has not died but it is known/suspected that the adult has experienced serious abuse or neglect (e.g. the individual would have been likely to have died if not for intervention or has suffered permanent harm or has reduced capacity or quality of life either due to physical or psychological effects as a result of the abuse/neglect).








If the HSAB Chair agrees that a SAR should take place:









If the HSAB Chair does not agree that a SAR should take place:








Referrer and other relevant parties to be notified that a SAR will take place








HSAB Chair to convene a suitable SAR Panel; Terms of Reference, lead roles to be agreed and consideration as to whether an independent report author is required








SAR methodology, timescales, outputs etc. to be agreed








Communication with the adult/their family as appropriate








SAR Panel to undertake the review process (see section 2.4 of the SAR Policy)








SAR to be completed in a timely manner (within six months maximum)






























































Referrer to be notified that a SAR will not take place along with the reasons why








If the referrer wishes to appeal the Chair's decision, they should do so in writing








Appeals will be reviewed by the HSAB Chair and the referrer wil be notified of the outcome in writing








If the appeal is upheld, the above process will begin (if the Chair agrees a SAR should take place)








If the referrer does not wish to appeal, they may decide to review the case internally or take no further action 








In some cases when a SAR is not required, an Individual Management Review may still be requested and learning from this should be shared across HSAB






























































Safeguarding lead from agency/organisation believes that one of the SAR criteria (above) is met








SAR Referral Form completed by agency/organisation safeguarding lead and submitted to HSAB Chair








HSAB Chair reviews informaton with relevant stakeholders and requests further details as necessary in order to make a decision
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The process for undertaking SARs should be determined locally according to the specific circumstances of individual cases. Halton Safeguarding Adults Board (HSAB) will give consideration to the most appropriate methodology to use as no one model will be appropriate for all cases. The most appropriate methodology will normally be that which provides the best opportunity to learn; however, it will be determined by, and be proportionate to, the specific circumstances and the scale of the situation. The focus must be on what needs to happen to achieve understanding, remedial action and very often answers for families and friends of adults who have died or been seriously abused or neglected. The recommendations and action plans from a SAR need to be followed up and monitored by HSAB.


Methodologies that would usually be considered for the most serious cases include traditional Serious Case Review/Domestic Homicide Review, action learning and peer review approaches. Other methodologies include but are not confined to a multi-agency practice learning review, a root cause analysis, or a significant event analysis. There is flexibility in determining the precise process including variations and combinations of methodology elements on a case by case basis.  


Examples of different types of methodologies are listed below and further information is provided in following sections:


· Traditional Model;


· Individual Management Reviews;


· Multi-Agency Chronology;


· Action Learning Approach;


· Peer Review Approach;


· Multi-Agency Practice Learning Review;


· Root Cause Analysis;


· Significant Event Analysis.


It will be for the Chair of the SAR to decide which methodology suits the case best. 


Traditional Model


This methodology, a traditional model, forms the basis of Domestic Homicide Reviews (DHRs) and Serious Case Reviews (SCRs) in similar fields and historically in adult safeguarding. Typical features include:


· Appointment of a panel, including a Chair (usually independent) and core membership which determines Terms of Reference and oversees processes;


· Independent report author;


· Combined chronology of events;


· Involved agencies produce Individual Management Reports, outlining involvement and key issues;


· Overview report with analysis, lessons learnt and recommendations;


· Relevant agencies produce action plans in response to the lessons learned;


· Formal reporting to the commissioning board and monitoring implementation across partnerships.


Individual Management Reviews


Individual Management Reviews (IMRs) are a means of enabling organisations to reflect and critically analyse their involvement, to identify good practice and areas where systems, processes or individual and organisational practice could be enhanced. They are key learning tools used in several of the SAR methodologies and other similar reviews such as DHRs and SCRs. They can be used in a multi or single agency environment.


It is important that individuals who are asked to undertake IMRs have the relevant skills and sufficient independence from the case being reviewed.


Where it is decided that IMRs are required:


· The SAR Panel should write to the Chief Officer of the organisations involved, providing a template for an IMR;


· Organisational reports should be prepared by a senior officer and should provide a critical analysis of the organisation’s management of the case and identify the lessons learnt and actions taken or to be taken;


· In the case of NHS organisations already completing a Serious Incident Investigation the information produced such as a report, chronology, findings and an action plan should be transferred to the IMR document, within the scope of the terms of reference agreed;


· Individual Management Reviews must be signed off by the Chief Officer of each organisation.


Multi-Agency Chronology


Chronologies are important tools particularly when combined across organisations. This enables a group of organisations to identify gaps in specific areas such as communication, decision making and risk assessment.


Many of the methodologies outlined utilise chronologies within them, however, they can be used in isolation to achieve an overview of a case fairly simply, which can assist in assuring or developing multi-agency working.


In this approach each agency produces a single chronology of involvement, over the period that has been agreed as relevant to the investigation or review. They may also be asked to provide chronologies relating to more than one person of interest in the case.


The chronologies are then combined in a desk top exercise. This enables review by an individual, for example, in determining whether there appears to be grounds for further investigation or potential for learning; or, where this is the case, more detailed examination and discussion in a multi-agency workshop. The latter process would usually benefit from a facilitator.


Any identified learning points should be noted and translated into actions which are shared with the SAB and implemented.


Action Learning Approach


This option is characterised by reflective/action learning approaches, which identify both areas of good practice and those for improvement and do not apportion blame.  This is achieved via close collaboration partnership working, including those involved at the time, in the joint identification and deconstruction of the serious incident(s), its context and recommend developments.


The broad methodology is:


· Scoping of review/terms of reference – identification of key agencies/personnel, roles, timeframes, specific areas of focus/exploration;


· Appointment of facilitator and overview report author;


· Production/review of relevant evidence, the presiding procedural guidance via chronology, summary of events and key issues from designated agencies;


· Material circulated to attendees of learning event; anticipated attendees to include members of SAB; frontline staff/line managers; agency report authors; other co-opted experts (where identified); facilitator and/or overview report author;


· Learning event(s) to consider what happened and why; areas of good practice; areas for improvement and lessons learned;


· Consolidation into an overview report with analysis of key issues; lessons and recommendations;


· Event to consider first draft of the overview report and action plan;


· Final overview report presented to SAB; agree dissemination of learning; monitoring of implementation;


· Ongoing monitoring via the SAB.


There is integral flexibility within this option as to the scale and therefore costs.  Further, the exact nature can be adapted, dependent upon the individual circumstances, case complexity and requirements and preferences of the commissioning agency. For instance, the involvement of an external agency/consultancy can vary from not at all to a full role in documents review, staff interviews and report production. The final decision will be determined by the SAB in consideration of the best fit and individual preferences in the light of the case in question.


Peer Review Approach


Peer led reviews provide an opportunity for an objective overview of practice, with potential for alternative approaches and/or recommendations for improved practice.


Although peer reviews tend to be wholly undertaken by one external team, there can be flexibility within this SAR option regarding the balance of peer team to maximise identified expertise and increase viability. 


They can be developed as part of regional reciprocal arrangements which identify and utilise skills and enhance reflective practice. Such reviews can be cost effective and spread learning. Likewise, there can be flexibility regarding the exact methodology to be adopted in order to achieve the desired outcomes of the SAR.


The appointed peer team/panel should agree the Terms of Reference and specific methodology with the SAB.


Multi-Agency Practice Learning Review


This approach is suitable where several organisations have been involved in a case and it has been determined that there is the potential for learning and/or need to refine or introduce policies and procedures to improve how they can work together in the future, to maximise a repeat of the incident concerned.


The methodology should be proportionate to the incident, however, would normally involve the compilation of a multi-agency chronology, which is used to highlight critical areas for further examination within a facilitated workshop. 


The review should make best use of all available evidence including any single agency investigation reports and/or safeguarding investigations in order to maximise learning and reduce administrative burden. Normally a suitably qualified Chair from one of the SAB member organisations would lead and facilitate the review and a report author commissioned from within the SAB partners, who is suitably independent to the case to produce a summary report and action plan.


Key priorities are ensuring the participation of all organisations in the co-ordination of information, participation in the workshop and in implementing the action plan.


Root Cause Analysis


Root Cause Analysis (RCA) is a technique which can be used to uncover the underlying causes of an incident. It looks beyond the individuals concerned and seeks to understand the underlying causes and environmental context in which the incident happened.


It is designed to identify the sequence of events working back from the incident itself and identifies a range of factors which contributed to the incident.  


This allows the real causes and contributory factors to be identified so that the relevant organisations can learn and put remedial actions in place.


Significant Event Analysis


Significant Event Analysis (SEA) brings together managers and/or practitioners to consider significant events within a case and analyse what went well and what could have been done differently. Its focus is on learning which can lead to future improvements and it results in an action plan with recommendations for learning and development. Staff are brought together in a facilitated team approach.


This methodology has been used for many years in General Practice and in other areas of the NHS. The adult at risk is not involved in SEAs, however, the findings may instigate further review or investigation which should involve them.


Further resources:


Research in Practice for Adults (RiPfA) – Developing effective Safeguarding Adult Review learning events: Practice Tool 2021


Safeguarding Adult Review (SAR) learning events are valuable opportunities for organisations and people who are part of a local safeguarding system to develop and implement learning from SARs.


This Practice Tool uses data collected from the Research in Practice Partnership to explore and inform what makes an effective SAR learning event. It is a practical tool providing support to all people involved in learning from SARs and setting up learning events.  


https://www.researchinpractice.org.uk/adults/publications/2021/february/developing-effective-safeguarding-adult-review-learning-events-practice-tool-2021/


[bookmark: _GoBack]You will need to login to your RiPfA account to access this resource. Anyone with a HBC email address can sign-up and it may also be possible to arrange access for partner organisations. Please contact Nicola Hallmark, Link Officer for HBC RiPfA membership (nicola.hallmark@halton.gov.uk) for more information about accessing this resource. 
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The Safeguarding Adults Review Panel is accountable to the Halton Safeguarding Adults Board.


1. Purpose


To carry out a Safeguarding Adults Review on behalf of the Safeguarding Adults Board and in accordance with Section 44 of the Care Act 2014.


2. Objectives


· To use the chosen methodology and conduct a Safeguarding Adults Review in the timescale given (within 6 months of initiating it unless good reason for a longer period being required).


· To promote an open, reflective learning culture.


· The purpose is NOT to hold organisations (for actions they took in good faith) to account but to learn lessons to prevent similar harm occurring again.


· Establish whether there are lessons to be learned from the case under review or that could be under review, about the way in which local professionals and agencies work together to safeguard adults in vulnerable situations.


· To establish what those lessons are, how they will be acted upon and what is expected to change as a result.


· To enable effective communication with all stakeholders to ensure the learning is widely disseminated and family members are informed and involved in the way they wish to be.


3. Specific Remit/Duties


· Promote a culture of continuous learning across all the organisations taking part in the Review.


· Secure compliance with Halton Safeguarding Adults Board.


· Focus on what needs to happen to achieve understanding, remedial action and answers for family/friends of adults who have died or been seriously abused/neglected.


· Ensure the approach taken to reviews is proportionate according to the scale and level of complexity of issues being examined.


· Conduct the review in a manner that achieves the aim that reviews are trusted and safe experiences that encourage honesty, transparency and sharing information.


· Ensure confidentiality is maintained in relation to information for Safeguarding Adults Reviews.


· Identify learning points from Safeguarding Adults Reviews and report on outcomes to the Safeguarding Adults Review Sub-Group.


· Put together a draft action plan for the Safeguarding Adults Review Sub-Group.


4. Chair, Members, Secretary, Deputies


Chair to be nominated by the Safeguarding Adults Review Sub-Group.


Deputy to be nominated.


Members to be nominated by the Safeguarding Adults Review Sub-Group


Meetings to be administered by support officers from the Safeguarding Adults Board


5. Quorum/Voting


The Panel acts as a working group to Halton Safeguarding Adults Board and therefore no voting is required. Any items not resolvable will be discussed by the Independent Chair of Halton Safeguarding Adult Board and the Independent Chair of the Safeguarding Adults Review Panel.


6. Organisation, Frequency of Meetings, Administration


Meetings to be arranged to fit the work programme of the Safeguarding Adults Review Panel.


Meetings to be administered by support officers from Halton Safeguarding Adults Board.


7. Standing Agenda Items


· Welcome and Apologies;


· Minutes and Matters Arising;


· Agenda items specific to chosen methodology;


· Any other business.
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			Anonymised name:


			





			Relationship to subject (if applicable):


			





			Date of birth:


			





			Date of death or serious incident:


			





			Address:


			





			Ethnicity or diversity needs:


			








Chronology of significant events (dates to be agreed)


Using the table overleaf, please insert your chronology of significant events during the time period under review, this should include any assessment, referrals and reviews, and should also include decisions made that affected the outcomes for the subject of the review. 


[bookmark: _GoBack]Each event should be described in as much detail as possible and should be linked to the terms of reference, where this is relevant. If you consider an event outside of the timescale given for the review to be significant you should include this in the chronology and highlight your reasons for inclusion.
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			Date


			Agency


			Source of evidence


			Name of professional and role


			Type of intervention


			Action taken/decision made


			Comment





			


			


			


			


			


			


			





			


			


			


			


			


			


			











			Agency/organisation name:


			Identify any lessons learned by your agency/organisation:
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Referral for Safeguarding Adult Review








Commissioning a Safeguarding Adult Review








Undertaking a Safeguarding Adult Review








SAR Referral Form submitted to HSAB








Chair of HSAB undertakes initial screening of the referral, requesting further information as necessary








Chair of HSAB makes final decision whether to commission a SAR








HSAB contacts referrer to advise them of outcome of the referral








Chair of HSAB, Director of Adult Social Services and HSAB co-ordination staff liaise in order to contact relevant agencies








Safeguarding Adult Review Panel set up








Chair of the SAR Panel, reviewer/author identified and appointed as required








Notify adult and/or family as appropriate








Consider methodology, scope and timescales of the review








Consider media and communication strategies








SAR Panel seeks members and confirms involved lead representative








Initial SAR Panel meeting held








Chair of HSAB approves Terms of Reference drawn up by the SAR Panel








Further SAR Panel meetings held to consider information provided by involved agencies








Overview Report produced by author and recommendations presented to the SAR Panel








Overview Report and Executive Summary presented to HSAB by the Chair of the SAR Panel








Communication








Feedback sessions with staff and family facilitated by HSAB








Final Report published








Review and Monitoring








Action plans to be monitored by HSAB to ensure the learning supports the development of frontline practice
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What is the Halton Safeguarding Adults Board?


The Halton Safeguarding Adults Board brings together the main organisations that work with vulnerable adults and their families across Halton including the Local Authority, Police, Health Trusts, Probation and Adult Services with the aim of making sure they work in partnership to keep vulnerable adults safe.


What is a Safeguarding Adults Review?


The Halton Safeguarding Adults Board may carry out a Safeguarding Adults Review (SAR) when a vulnerable adult (i.e. an adult who has care/support needs) has been harmed or has died and abuse or neglect is suspected to have played a part in this. The SAR takes place to see if there are any lessons to be learned about how organisations have worked together in order to help prevent similar deaths or harm happening in the future.


SARs look at how local organisations have worked together to provide services to the vulnerable adult(s) who is/are subject to review. These reviews are not about laying blame; rather, the point is to help public bodies (e.g. councils, health services, the police etc.) to understand what happened and where responses could have been better. A SAR is completely separate from any investigation being undertaken by the Police or Coroner.


SARs are a legislative requirement and must take place as described in the Care Act 2014. 


Who undertakes Safeguarding Adult Reviews?


SARs are undertaken using different methods, involving people from the various organisations who were involved with the vulnerable adult. There will be a Chair who is independent and someone responsible for writing the final report. 


The professionals involved understand that the process is likely to be very difficult for families but are grateful for their involvement as it helps to learn how to do things better in future. 


At the end of the process the final report is produced which is agreed by Halton Safeguarding Adults Board. There will usually be some recommendations and actions for improvement as part of the report. The report is anonymised (real names are not used). 


What happens in the review?


There are different ways to conduct a SAR but generally they involve collecting information from all agencies involved with the adult to build a picture of what happened to identify what resulted in harm occurring. 


How long will the review take?


The review should be completed within 6 months of the decision being taken to start the SAR. Sometimes this timescale needs to be extended.


How are families involved?


Families and, where relevant and appropriate, close friends and carers, will be given the opportunity to share their views and comment on the services they, and the adult at risk received. They will be contacted to offer to arrange a meeting by those undertaking the SAR. 


Families, friends and carers are the best people to help us understand the adult at the centre of the review and, as such, we are grateful for your valuable input. We understand it can be distressing and support is always available. Any information you share will be confidential and we won’t include anything you say in the report without your permission. 


When the SAR is complete there will be a follow on meeting offered to outline the findings and recommendations.


The final report will be made available on the Halton Borough Council Safeguarding Adults webpage and Halton Safeguarding Adults Board Portal.


You do not have to take part in the review if you do not want to. We will still notify you when the review is complete and the report is available.


 For more information, please contact: 


Halton Safeguarding Adults Board by email hsab@halton.gov.uk 
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Any agency or individual can refer a case for consideration by the Halton Safeguarding Adults Board (HSAB).

This form can be used to refer a case that may meet the criteria for a Safeguarding Adult Review (SAR) or a case where there are significant and unresolved concerns and the decision making framework for a SAR may be appropriate.

Any referral made or information supplied should be done so in accordance with the relevant legislation, policy and procedure guidance and, wherever possible, reference to the Inter Agency Safeguarding Adults Policy, Procedure & Good Practice Guidance and Safeguarding Adults Review Policy, Procedure & Good Practice Guidance.

*Please type in the white boxes and note that they will expand as needed. 

***

		Details of Referrer



		Name:

		



		Job Title (if professional referral):

		



		Organisation (if professional referral):

		



		Address:

		



		Telephone number:

		



		Email address:

		



		Relationship to the adult at risk:

		



		Date referral submitted:

		











		Details of Adult at Risk



		Name:

		



		Address:

		



		Date of Birth:

		



		Date of death (if applicable):

		



		Cause of death (if applicable/known):

		



		Ethnicity (if known):

		



		Name and address of GP:

		



		Details of significant others (include legally recognised next of kin where this is known, family members, carers, advocate, representative):

		



		Please list any agencies that the person is or has been involved with to your knowledge (for example adult social care, housing, police, voluntary bodies and so on):

		







		Please provide the details of who you have discussed this referral with:



		Name:

		



		Position:

		



		Organisation:

		



		Relationship to you:

		



		Date of Discussion:

		



		Outcome:

		



		Please include any discussion you may have had with the person subject to this referral (if applicable) or with their significant other(s):

		













		In addition please provide the following details:



		Brief summary of any evidence/concerns you have about the adult being at risk of abuse and neglect:



		



		Please provide a summary of why you are referring this case for consideration by the Safeguarding Adults Board (please include a brief description of the incident(s) and the impact on the adult at risk, as well as any concerns about the way agencies have worked together):



		



		Please provide details of any other investigations you are aware of concerning the case (for example serious incidents, criminal, health and safety and safety):



		



		Name and contact details of the Safeguarding Manager or lead person in any other investigation:



		







		If the adult at risk is subject to an ongoing safeguarding investigation, please provide additional details (if known) as follows:



		Details of the initial referral:

		



		Subsequent developments including risk management plans:

		





		Please provide any details that may be useful for this referral:

		





***

Please forward this form to the following address: hsab@halton.gov.uk

You may also post this form to:

FAO Halton Safeguarding Adults Board

Integrated Adult Safeguarding Unit

Halton Borough Council

PO Box 317

RUNCORN

WA7 9BZ

Please mark it Private and Confidential for the addressee only. Please note that this form contains personal information and should be submitted by secure means.

		For completion by HSAB:



		Date referral received:

		



		Date discussed with the HSAB Chair:

		



		Details of outcome to referrer:

		



		Date of outcome to referrer:
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[image: ][image: ]              Provider-Led Concern Form Guidance 

This is a guidance document is designed to assist with completion of Provider-Led Concern. Integrated Adult Safeguarding Unit has designed this form with prompts for the information we require as part of our screening process. The information you provide helps us to determine whether this is a Provider-Led Concern which will then require a Provider Led Enquiry, not a Concern at all and therefore an accident, or whether a Safeguarding investigation will need to be undertaken by Integrated Adult Safeguarding Unit; because of this we ask for as much relevant information regarding the adult and the concern as possible.

		Domain on thresholds document  (1-12)

		

[bookmark: _MON_1648472213]Please refer to threshold guidance document




		Has the Adult at Risk consented to this information being shared?

		Please inform of any information around capacity



		What does the person, or their representative, want to happen? (If Known)

		Please seek to obtain views and desired outcomes of the enquiry of the adult or their representative

Some example statements:

I don’t want this to happen again

I want to assurance my needs will be met

I want to feel safe

I want more consistency in my staff team





		Other people involved in the adults care e.g. relatives?

		Inform of family, social worker, any other care providers etc.





		Description of incident









		Please provide thorough details of incident. Things to consider:


· Did harm occur? 

· Is this a one of incident or has there been previous similar incidents?

· Was there measures in place to reduce the risk of this incident happening?

· Were the measures in place relating to the incident in the persons care plan/risk assessments and were these followed? 

· Could these documents be shared to help us gather a better picture?

· Has this person been seen by the falls team?

· If a care visit has been missed – what tasks should have been undertaken on the missed visit? How long was the adult without a care call for? Was medication missed?

· If this is abuse of a service user by another service user – do those involved have capacity? Is this a one of occurrence? Was there any intent behind the incident?

· If medication was missed was this a controlled drug and therefor was the CDAO informed?







		Interim Measures 

		Please outline what measures have been taken to ensure the person is safe and reduce risk of this occurring again.



Things to consider:
Was medical advice sought? What was the outcome of this?

Is appropriate equipment/ resources now in situ?

Have risk assessments/care plans been updated?

Have relevant referrals been made such as requests for a review or a referral to the falls team? 







Once the form has been completed and sent to IASU, a Provider-Led Enquiry should commence.  This should be recorded by the provider on a Provider-Led Enquiry Form and returned via email within 14 days.

The form should be completed electronically and emailed to careconcerns@halton.gov.uk 

Should you require any advice or guidance please contact the Integrated Adult Safeguarding Unit on 0151 511 8555
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[bookmark: _Toc34232895]Appendix 10 Guidance for initiating Provider-Led Concerns (Formerly Care Concerns)


Easy Guidance


· Financial, physical or sexual abuse are always Safeguarding Concerns and must be reported to the Integrated Adult Safeguarding Unit (IASU).  The Provider must not commence an enquiry as a Police enquiry may be required.





· Where a service user has been a victim of abuse by another service user, and there are sufficient concerns to take action but there is no evidence that harm has occurred, please consult the guidance on responding to incidents between service users at Section 10 of this guidance. Low level incidents between service users (incidents which have not resulted in any harm can be managed by the Provider, without the need to report as a Provider-Led Concern to Integrated Adult Safeguarding Unit. More serious incidents between service users which result in a service user being harmed, and/or the person or their representative is not satisfied with the way the incident has been managed, must be reported as Safeguarding Concerns. (Repeat low level incidents of abuse of a service user by another must be reported as Safeguarding Concerns).





· Report through the Provider-Led Concern process when you identify an incident in which the care provided by your service has been compromised but the incident has not caused harm to the person.  (Complete a Provider-Led Concern Form and forward to the Integrated Adult Safeguarding Unit.  Complete a Provider Enquiry Report within 14 days and forward to careconcerns@halton.gov.uk  A repeat incident of compromised care should be reported as a Safeguarding Concern.





· You cannot report an issue about/on behalf of another Agency through the Provider-Led Concern process; the key issue is that the agency themselves has recognised poor practice and is taking action





· Not every incident involving a service user requires a Provider-Led Concern or a Safeguarding Concern to be reported.  You do not need to report accidents, illness or any natural events through the Provider-Led process.





· You do not need to raise a Provider-Led Concern or a Safeguarding Concern when a person’s own behaviour has caused harm to him/herself and risk assessments have been followed





This document is intended to offer guidance to managers in making decisions but it is acknowledged that at times there may be incidents where decision-making is not straightforward and professional judgement is required.  In all cases ensure that the reasons for the decision are recorded.





If in doubt contact the Integrated Adult Safeguarding Unit Tel: 0151 511 8555 who will advise on how to proceed.










































































[bookmark: _Toc34232896]Appendix 11: Guidance for initiating Provider-Led Concerns – Examples





The following guidance may be used to assist in distinguishing between poor practice i.e. failure to meet a service user’s care needs, which should be managed by a provider agency and addressed as a Provider-Led Concern and abuse which should trigger the reporting of a Safeguarding Concern.


The following table illustrates examples of circumstances which can be managed by reporting a Provider-Led Concern and those which should be reported as a Safeguarding Concern; please note this is not an exhaustive list.


			Area of concern


			Provider-led Concern Examples of poor practice which requires action by a provider organisation e.g. care home or domiciliary care manager


			Safeguarding Concern Examples of possible abuse which requires reporting as such, and the instigation of Safeguarding procedures





			1. Failure to provide assistance with food/drink


			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 reported as a Safeguarding Concern


			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 enquiry.





Harm: malnutrition; dehydration; constipation; tissue viability problems





			2.  Failure to provide assistance to maintain continence


			Person does not receive 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 reported as a Safeguarding Concern





Safeguarding


			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 reporting of a Safeguarding Concern.





Harm: pain; constipation; loss of dignity; humiliation; skin problems





			3. Failure to seek assessment re: pressure area management


			Person known to be susceptible to pressure ulcers has not been formerly assessed with respect to pressure area management but not discernible harm has arisen.  Complete Provider-Led Concern Form.  This may need to be dealt with under disciplinary procedures.


			Person is frail and has been admitted without appropriate risk assessment in respect of pressure area management (or plan not followed).  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 Concern should be reported.





Harm:  avoidable tissue viability problems





			4. Medication not administered


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


Internal enquiry should be undertaken, possible disciplinary action depending on severity of situation including type of medication


			Person does not receive medication as a ‘one off’ but the medicine is a Controlled Drug and/or time critical, or it is a recurring event, or it is happening to more than one person. 


Neglectful practice; breach of professional code of conduct if nursing care provided.  Dependent on degree of harm, possible criminal offence.  Report as a Safeguarding Concern.








			5. Moving and Handling procedures not followed


			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 frequent failure to follow moving & handling procedures make this likely to happen.  Neglectful practice – reported as a Safeguarding Concern.





Harm: injuries such as falls and fractures; skin damage; lack of dignity; loss of confidence for the person





			6. Failure to provide support to maintain mobility


			Person not given recommended assistance to maintain mobility on one occasion


			Recurring event, or is happening to more than one person, resulting in reduced mobility.





Harm: loss of mobility; confidence and independence





			7. Failure to provide medical care


			An adult at risk is in pain or otherwise in need of medical care such as dental; optical; audiology assessment; foot care or therapy, does not on one occasion receive required medical attention is a timely manner


			An adult at risk is provided with an evidently inferior medical service or no service.





Harm: pain; distress; deterioration in health





			8. Inappropriate comments from staff


			Person is spoken to in a rude; insulting; humiliating or other inappropriate way by a member of staff.  They are not distressed 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; humiliating or other inappropriate way or it happens 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 – report as a Safeguarding Concern





Harm: demoralisation; psychological distress; loss of self esteem





			9. Significant need to addressed in Care Plan


			Person does not have within their Care Plan/Service Delivery Plan/Treatment Plan a section which addressed a significant assessed need, for example:


· Management of behaviour to protect self or others


· Liquid diet because of swallowing difficulty


· Cot sides to prevent falls and injuries


but no harm occurs


			Failure to specify in a patient/client’s plan how a significant need must be met.  Inappropriate action or inaction related to this results in harm such as injury, choking etc. Report as a Safeguarding Concern.





			10. Care Plan not followed


			Person’s needs are specified in Treatment or Care Plan not followed, need not met as specified but no harm occurs


			Failure to address a need specified in a person’s plan results in harm.  This is especially serious if it is a recurring event or is happening to more than person.


Report as a Safeguarding Concern





			11. Domiciliary Care Visit missed


			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 enquiry, 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 serious risk to the person.  Report as a Safeguarding Concern.





			12. A person who lacks capacity to make decisions regarding their personal safety is missing from a Care Home


			Staff become aware immediately that the person is missing and locate the person before they have left the grounds of the Home


			The person leaves the grounds of the Home and is found in the community.  Report as a Safeguarding Concern.





Potential for very serious harm: road accident; physical injury; distress











What should I do if I am unsure?


If after considering this guidance you are still unsure as to whether you need to initiate the safeguarding process then you can discuss it with your Manager or Safeguarding Lead for your organisation; or contact the Integrated Adult Safeguarding Unit Tel: 0151 511 8555.











