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1. Introduction
In recent years great progress has been made to develop and improve practice, through learnt experience, feedback and translating policy and procedures so that there is a shared approach to adult safeguarding. 

All staff who work with adults, particularly when those adults are at risk by reason of their circumstances (e.g., are reliant on care and support in hospital, care homes or the community) or due to characteristics (e.g., frailty or disability), have a duty to remain alert to potential abuse and to report any causes for concern.

This document consists of two sections. Part 1 (The Policy) and Part 2 (The Procedures). Both are directed at agencies working with adults and aim to take us further towards putting the adults at the centre of their own safeguarding experience. By developing practice that listens and learns, staff working with the adult at risk can share information, facilitating a one team approach to improve the chances of safeguarding adults in the way that they want to be safeguarded.  The introduction of an Islands Safeguarding Adults Partnership (ISAP) has enabled organisations to further reflect on safeguarding practice and aims to promote public awareness of safeguarding to prevent and report abuse and neglect.

This multi-agency document aims to encourage the continuous development of best practice in order to better safeguard adults throughout the Bailiwick, and covers:
· Core concepts such as “abuse”, “capacity” and “safeguarding”
· How to assess risk
· How to identify and report adult safeguarding concerns
· Who is responsible for handling and coordinating adult safeguarding concerns?
· How adult safeguarding concerns should be handled

This policy only applies to adults (persons over the age of 18). Any safeguarding concerns about children must be raised with the Multi Agency Support Hub (MASH) for Children & Families. More information is available on the Islands Safeguarding Children Partnership website: 
http://iscp.gg/. Any concerns about a child can be made via the MASH Enquiry Form.

2. Objectives
The purpose of this policy is to:
· Ensure that there is consistency across the States of Guernsey and Alderney in the way in which adults are safeguarded from neglect or abuse and in how information is shared for that purpose. 
· Recognise when an adult might be at risk, including:
· Types of abuse
· Indications that abuse may have happened
· Issues relating to capacity
· Ensure that staff working with adults understand their responsibility to safeguard those at risk
· To ensure that there are robust processes in place to report and investigate abuse and to protect actual or potential victims of abuse.

This policy applies to all States of Guernsey staff, whether working in a voluntary capacity or in paid employment and all ISAP agencies. It also includes those staff in services provided, funded, or inspected by the States of Guernsey. 

All organisations involved in safeguarding are asked to adopt this multi-agency policy and procedures in respect of their relevant roles and functions, but may wish to add their own practice guidance, protocols, and organisation operation manuals. These procedures should also be used in conjunction with the partnership and individual organisations’ procedures on related issues such as fraud, disciplinary procedures and health and safety.

Adult safeguarding regularly requires the cooperation of other services and partner agencies (within States Committees and non-States organisations), and this policy provides for multi-agency safeguarding partnership working and planning.
3. Background and Supporting Information
It is recognised that adults can suffer abuse, ill-treatment, and discrimination, and that this is an infringement of their human rights. This policy has been influenced by recognised best practice standards for adult safeguarding both locally and nationally.  Where there may be no specific Guernsey Law applicable, the States of Guernsey may refer within this document to United Kingdom legislation, approved codes of practice and guidance as the appropriate standard used to benchmark and improve local safeguarding practice.

UK legislation such as the Care Act (2014) England and the Social Services and Well-being (Wales) Act (2014) put adult safeguarding on a statutory footing for the first time, embracing the principle that the ‘person knows best’. It set out the statutory requirement for local authority social work teams, health, police, and other agencies to both develop and assess the effectiveness of their local safeguarding arrangements.

It placed an emphasis on working with adults at risk of abuse to ensure they have greater control in their lives, to both prevent abuse from happening, and to give meaningful options of dealing with it, should it occur.

The legislation requires each UK Local Authority to set up a Safeguarding Adults Board or Partnership, with core membership from the Local Authority (Social Care), the NHS (Health Care) and the Police (Law Enforcement).

As a local response, the ‘Islands Safeguarding Adults Partnership’ (ISAP) was established in the Bailiwick in December 2020 to oversee adult safeguarding arrangements within Guernsey and Alderney.

One of the key functions of the Partnership is to ensure that the policies and procedures governing adult safeguarding are fit for purpose and can be translated into effective safeguarding practice. 

This document provides both policy and procedures for States of Guernsey Committees and partner agencies who work to safeguard adults at risk. 
It gives clear guidance and supporting pathways to working in an integrated way, breaking down barriers between organisations, whilst putting the ‘adult at risk’ at the centre of the process.

A single agency, adult safeguarding policy for Guernsey & Alderney was initially introduced by the Committee for Health and Social Care in November 2013.

Since that time progress has been made to improve practice, through the development of an adult Multi-Agency Safeguarding Hub (MASH) and a Safeguarding Unit, which was established within the Committee for Health and Social Care. Together with the appointment of designated safeguarding lead professionals, learnt experience and multi-agency liaison, this has enabled a shared approach to adult safeguarding.

This revised multi-agency policy and procedures take us further towards putting the adults at the centre of their own safeguarding experience, by developing practice that listens and learns.

The goal is to ensure that staff working with the adult at risk can share information, whilst working towards a ‘one team approach’ to improve the chances of safeguarding adults in the way that they want to be safeguarded.

This policy aims to encourage the continuous development of best practice in order to better safeguard adults in Guernsey and Alderney.

4. Policy Statement
The definition of ‘vulnerable adult’ originated in the UK 1997 Consultation Document ‘Who Decides?’

‘No Secrets’ was then published as government guidance for developing and implementing multi-agency policies and procedures to protect adults from abuse. Consequently, the definition and use of the term ‘vulnerable adult’ will have been used in many older safeguarding policies and procedures.

The terminology ‘vulnerable adults’ has today been replaced with the definition, ‘adults at risk’ when referring to those meeting the threshold for protection via formal safeguarding procedures.

The Care Act 2014 makes it clear that abuse of adults links to circumstances rather than the characteristics of the people experiencing the harm, and that labelling groups of people as inherently ‘vulnerable’ may be  seen to be disempowering.

For organisations it is acknowledged that this shift in language can be confusing. All partner organisations have a duty to ensure that the welfare of all adults is ensured. As part of this it is important that they understand when to implement their safeguarding adults reporting procedures.

An adult at risk of abuse or neglect is defined in section 42 of the UK Care Act as someone who
· has needs for care and support (whether or not formal services are meeting any of those needs), and;
· who is experiencing, or at risk of, abuse or neglect, and;
· as a result of their care needs, is unable to protect themselves.

It has been agreed, for the purposes of formal safeguarding procedures locally that all partners should be using this definition when raising a concern about the abuse/neglect of an adult.

The Islands Safeguarding Adults Partnership (ISAP) aims to ensure that safeguarding procedures are followed by staff when an adult with care and support needs (whether or not they are ordinarily resident in Guernsey or Alderney) is experiencing or is at risk of abuse or neglect.

States of Guernsey partners, with the support of the Islands Safeguarding Adults Partnership, will work to ensure that all staff understand their responsibility to safeguard adults at risk, and know how to use processes for assessing risk and reporting concerns.

The Islands Safeguarding Adults Partnership (ISAP) recognises that despite the change in definitions to clarify the work around adult safeguarding , there are a number of agencies who may use differing definitions when referring to adults who may be deemed to be vulnerable. This may be because these are referenced within other pieces of legislation that are relevant to their working context.

This document therefore sets out to clarify what these definitions are and how they are used across ISAP partners. The aim is to reduce any confusion that may arise out of the different language used when adults may need to access universal support services to remain safe.

	Context/other legislation: 
	Detail/relevance to ISAP members:

	National Police Chief’s Council NPCC
National Vulnerability Action Plan revised 2020-22
	‘A person is vulnerable if, as a result of their situation or circumstances, they are unable to take care of or protect themselves or others from harm or exploitation’


	Safeguarding and Clergy Discipline Measure 2016
	Archbishop’s Council of the Church of England ‘In this Measure, “vulnerable adult” means a person aged 18 or over whose ability to protect himself or herself from violence, abuse, neglect, or exploitation is significantly impaired through physical or mental disability or illness, old age, emotional fragility, or distress, or otherwise; and for that purpose, the reference to being impaired is to being temporarily or indefinitely impaired.





4.1 [bookmark: _Toc470256603][bookmark: _Toc473894813][bookmark: _Toc143911156]The principles
All adults have a right:
· To live their lives free from violence abuse and neglect;
· To make informed decisions including risk taking;
· To have maximum control over their own lives;
· To personal privacy
· To freedom from discrimination
· To be informed of their rights and options to take action on their own behalf, or with professional support from the Police or a Social Worker as appropriate, when experiencing or at risk from abuse.

The policy and procedures are based on the following Six Principles of Safeguarding that underpin all adult safeguarding work.


	

Empowerment
	Adults are encouraged to make their own decisions and are provided with support and information.
	I am consulted about the outcomes I want from the safeguarding process and these directly inform what happens

	

Prevention
	Strategies are developed to prevent abuse and neglect that promotes resilience and self- determination.
	I am provided with easily understood information about what abuse is, how to recognise the signs and what I can do to seek help

	
Proportionate
	A proportionate and least intrusive response is made balanced with the level of risk.
	I am confident that the professionals will work in my interest and only get involved as much as needed

	

Protection
	Adults are offered ways to protect themselves, and there is a co-ordinated response to adult safeguarding.
	I am provided with help and support to report abuse. I am supported to take part in the safeguarding process to the extent to which I want and to which I am able

	


Partnerships
	

Local solutions through services working together within their communities.
	I am confident that information will be appropriately shared in a way that takes into account its personal and sensitive nature. I am confident that agencies will work together to find the most effective responses for my own situation

	
Accountable
	Accountability and transparency in delivering a safeguarding response.
	I am clear about the roles and responsibilities of all those involved in the solution to the problem



This policy directs that a good practice model of support is followed to ensure that safeguarding is:

· Person led
· Engages the person from the start, throughout and at the end to address their needs
· Is outcome focused
· Is based upon a community approach from all partners and providers 

The adult safeguarding policy and procedures seek to encourage and build on strong multi-agency partnerships in the Bailiwick of Guernsey, working together with adults to prevent abuse and neglect and provide a consistent approach when responding to safeguarding concerns.

This entails joint accountability for the management of risk, timely information sharing, co-operation and a collegiate approach that respects boundaries and confidentiality within existing legal frameworks.

4.2 [bookmark: _Toc470256605][bookmark: _Toc473894815][bookmark: _Toc143911157]Multi-agency working and Information Sharing 
Learning from recommendations made following Safeguarding Adult Reviews (SARS) demonstrates that the importance of effective multi-agency working is a common feature.

The Committee for Health & Social Care (HSC) has a responsibility as the lead, co-ordinating organisation to work jointly with partners, including the Committee of Employment and Social Security, Education, the Police and Probation Services who jointly have a responsibility in relation to the safeguarding of children and/or adults.

Organisations and other States of Guernsey Committees contributing to effective inter-service working can achieve this through creative joint working partnerships that focus on positive outcomes for the individual(s).

Co-operation between services that take a broad Island community approach to establishing safeguarding arrangements, working together on prevention strategies and awareness-raising, also supports the aim of safeguarding adults at risk.

The Islands Safeguarding Adults Partnership will continue to support partners to co-operate in order to deliver effective safeguarding, both at a strategic level and in individual cases, where they may need to ask one another to take specific action in that case.
Sharing the right information at the right time, with the right people is fundamental to good safeguarding practice. However, it has been highlighted as a difficult area of practice. Sharing information between organisations as part of day to day safeguarding practice is covered in the Data Protection (Bailiwick of Guernsey) Law 2017, and Human Rights (Bailiwick of Guernsey) Law 2000.

There are also locally developed information sharing protocols and guidance documents in place within the Bailiwick to support the aim of proportionate information sharing between partner agencies for the purpose of safeguarding.

As a general principle all individuals must assume it is their responsibility to raise a safeguarding concern if they believe an adult at risk is suffering or likely to suffer abuse or neglect, or where they are a risk to themselves or another, rather than assume someone else will do so.

Safeguarding concerns should be escalated (see procedures section) to the HSC Safeguarding Unit where they will be triaged. Concerns may be raised directly, by contacting the Adult Safeguarding Manager Tel: 01481 226923, or raised via your manager, the police, a safeguarding lead or named professional for safeguarding within your own organisation, who will advise you or escalate the safeguarding concern on your behalf. The police must be contacted where it is suspected that a crime has been committed or that the individual is at immediate risk of significant harm.

Helpful guidance with regard to information sharing is set out in the Caldicott Principles and within the Information Sharing Guidance for Practitioners working with adults.

4.3 [bookmark: _Toc143911158]Confidentiality
Customary law ‘duty of confidentiality’ arises when sensitive personal information is obtained and / or recorded in circumstances where it is reasonable for the subject of the information to expect that the information will be held in confidence.

Adults at risk often provide sensitive information and have a right to expect that the information that they directly provide, and information obtained from others, will be treated respectfully and that their privacy will be maintained.

However, the challenges of working within the boundaries of confidentiality should not impede taking appropriate safeguarding action. 
Consent to the escalation or sharing of safeguarding information does not need to be sought if it is considered to be in the adult’s ‘vital interest’ to do so.

For example:
· Emergency or life-threatening situations may warrant the sharing of relevant information with the relevant emergency services without consent.
· The law does not prevent the sharing of sensitive, personal information within organisations on a ‘need to know’ basis if the information is confidential and there is a safeguarding concern, where sharing it can be justified.
· The law does not prevent the sharing of sensitive, personal information between organisations where the public interest served outweighs the public interest served by protecting confidentiality – for example, where a serious crime or significant harm may be prevented.

Whether information is shared with or without the consent of the adult at risk, the information sharing process should always abide by the principles of the Data Protection (Bailiwick of Guernsey) Law 2017.

In those instances, where the person lacks the capacity to give informed consent, staff should always aim to determine whether sharing is in the person’s vital interest.

The Data Protection (Bailiwick of Guernsey) Law 2017 should not be a barrier to sharing information. It provides a framework to ensure that personal information about living persons is shared appropriately.

4.4 [bookmark: _Toc143911159]Wellbeing
States of Guernsey staff must ensure they promote wellbeing when carrying out any of their care and support functions in respect of a person.
This may sometimes be referred to as ‘the wellbeing principle’ because it is a guiding principle that puts wellbeing at the heart of care and support.

For safeguarding, this would include safeguarding activities in the widest community sense and is not confined to safeguarding enquiries within formal investigative procedures.

Wellbeing is a broad concept, and it is described as relating to the following areas:
· Personal dignity (including treatment of the individual with respect)
· Physical and mental health and emotional wellbeing
· Protection from abuse and neglect
· Control by the individual over day-to-day life (including over care and support provided and the way it is provided); 
· Participation in work, education, training, or recreation
· Social and economic wellbeing
· Domestic, family, and personal
· Suitability of accommodation
· The individual’s contribution to society

All organisations within the Bailiwick working with adults who are or may be at risk of abuse and neglect, must aim to ensure that they are supporting people to make their own informed and safe decisions as well as taking or prompting action to protect people who are not able to protect themselves.

This should underpin every activity through consistent adult safeguarding work. This includes any safeguarding activity that is outside the scope of formal adult safeguarding investigative procedures. 
The wellbeing principle should apply to all agencies involved in safeguarding adults.

4.5 [bookmark: _Toc143911160]Values
Safeguarding should take the highest priority across all organisations. The Islands Safeguarding Adults Partnership will work with members to ensure that there is a shared value of placing safeguarding within the highest of corporate priorities. Organisations will be judged on their values towards safeguarding adults who may be at risk of abuse or neglect. 

Values include:
· Adults at risk are able to access support and protection to live independently and have control over their lives 
· Appropriate safeguarding options should be discussed with the adult at risk according to their wishes and preferences taking proper account of any additional factors associated with the individual’s disability, age, gender, sexual orientation, ‘race’, religion, culture or lifestyle. 
· The adult at risk should be the primary focus of decision making, determining what safeguards they want in place and provided with options so that they maintain choice and control
· All action should begin with the assumption that the adult at risk is best placed to judge their own situation and knows best the outcomes, goals, and wellbeing they want to achieve 
· The individual’s views, wishes, feelings and beliefs should be paramount and are critical to a personalised way of working with them 
· There is a presumption that adults have mental capacity to make informed decisions about their lives. If someone has been assessed as not having capacity to make decisions about their safety, decision making will be made in their best interests as set out in the Capacity (Bailiwick of Guernsey) Law 2020.
· People will have access to supported decision making 
· The adult at risk should be the primary focus of decision making, determining what safeguards they want in place and have support to explore options so that they can take, exercise, and maintain choice and control over their own lives
· All decisions should be made with the adult at risk and promote their wellbeing and be reasonable, justified, proportionate and ethical.
· Timeliness should be determined by the personal circumstances of the adult at risk
· Every effort should be made to ensure that adults at risk are afforded appropriate protection under the law and have full access to the criminal justice system when a crime has been committed
5. [bookmark: _Toc470256606][bookmark: _Toc473894816][bookmark: _Toc143911161]Definitions
A full set of definitions and acronyms are provided in the glossary to this Policy.

5.1 [bookmark: _Toc470256607][bookmark: _Toc473894817][bookmark: _Toc143911162]What is safeguarding?
Adult Safeguarding can be defined as ‘protecting an adult’s right to live in safety, free from abuse and neglect’.

Multi-agency safeguarding procedures are about preventing and responding to concerns of abuse, harm, or neglect of adults.

Staff should work together in partnership with adults so that they are:
· Safe and able to protect themselves from abuse and neglect
· Treated fairly and with dignity and respect 
· Protected when they need to be 
· Able easily to get the support, protection, and services that they need.

5.2 [bookmark: _Toc470256608][bookmark: _Toc473894818][bookmark: _Toc143911163]The aims of Adult Safeguarding:
· To stop abuse or neglect wherever possible 
· Prevent harm and reduce the risk of abuse or neglect to adults with care and support needs
· Safeguard adults in a way that supports them in making choices and having control about how they want to live 
· Promote an approach that concentrates on improving life for the adults concerned 
· Raise public awareness so that communities as a whole, alongside professionals, play their part in preventing, identifying and responding to abuse and neglect 
· Provide information and support in accessible ways to help adults understand the different types of abuse, how to stay safe, and what to do to raise a concern about the safety or well-being of an adult; and address what has caused the abuse.

5.3 [bookmark: _Toc470256609][bookmark: _Toc473894819][bookmark: _Toc143911164]Who do adult safeguarding duties apply to?
The Committee for Health and Social Care (HSC) acts as the lead agency in the management and co-ordination of adult safeguarding concerns and enquiries in the Bailiwick of Guernsey and Alderney. 

These enquiries are channelled through the (HSC) Safeguarding Unit where they are triaged. The duty to make enquiries when a safeguarding concern is raised does not apply in the Bailiwick in the same way as the statutory section 42 duties that are placed on UK local authorities. However, the safeguarding thresholds and pathways shaped by local policy resemble the same models of good practice observed in our neighbouring jurisdictions. 

Statutory safeguarding powers may apply in cases where the Lasting Power of Attorney (LPA) Ordinance is relevant and are as set out here (section 9): Capacity (Lasting Powers of Attorney) (Bailiwick of Guernsey) Ordinance, 2022 (guernseylegalresources.gg) 

The HSC Safeguarding Unit actively engages with the adult and partner safeguarding agencies to consider a proportionate response to allegations of abuse, harm, and neglect of adults at risk within Guernsey and Alderney. The adult Multi-Agency Safeguarding Hub (MASH) is in place to enable partner agencies to support the co-ordination of these procedures.

Formal adult safeguarding procedures in Guernsey and Alderney apply to ‘adults at risk’, as they are defined in the UK Care Act. 

By definition this is any adult who:
· Has care and support needs, and 
· Is experiencing, or is at risk of, abuse or neglect, and 
· Is unable to protect themselves from either the risk of, or the experience of abuse or neglect, because of those needs.

Within the scope of this definition are:
· All adults who meet the above criteria regardless of their capacity to  make decisions about their own safety or other decisions relating to safeguarding processes and activities
· Adults who privately fund or informally arrange their own care and support
· Adults who receive care and support delivered or arranged via HSC provision 
· Children and young people in specific circumstances as detailed below.
Outside of scope of this policy and procedures:
· Adults in custodial settings, i.e., prisons and approved premises.

5.4 [bookmark: _Toc470256610][bookmark: _Toc473894820][bookmark: _Toc143911165]Children and Young People and Adult Safeguarding
The Children (Guernsey and Alderney) Law, 2008, provides the legislative framework for the Committee for HSC and partner safeguarding agencies to take decisions on behalf of children and to take action to protect them from abuse and neglect.

Young people 18+ who receive leaving or after care support from Children and Family Community services, are included in the scope of adult safeguarding.

Close liaison with Children and Family service providers is key to establishing who will be the best person to lead or support young people through adult safeguarding processes.

The Children (Guernsey and Alderney) Law, 2008, places duties on a range of SOG services and other providers to ensure their functions, having regard to the need to safeguard and promote the welfare of children.

In all adult safeguarding work, staff working with the person at risk should establish whether there are children in the family and whether checks should be made on children and young people who are part of the same household, irrespective of whether they are dependent on care either from the adult at risk, or the person alleged to have caused harm. 

Children and young people may be at greater risk of harm or may be in need of additional help in families where adults have mental health problems, misuse substances or alcohol, are in a violent relationship, have complex needs or have learning disabilities.

Abuse within families reflects a diverse range of relationships and power dynamics, which may affect the causes and impact of abuse. These can challenge professionals to work across multi-disciplinary boundaries in order to protect all those at risk.

In particular staff may be assisted by using Domestic Abuse risk management tools as well as Safeguarding risk management tools.

Staff providing services to adults, children and families should have appropriate training whereby they are able to identify risks and abuse to children and vulnerable adults.

5.5 [bookmark: _Toc470256611][bookmark: _Toc473894821][bookmark: _Toc143911166]Transition and Adult Safeguarding 
When a child turns 18 there is a need for all involved services and organisations to work together to ensure that Adult Safeguarding policy and procedures work in conjunction with those for children and young people.

· There should be robust joint working arrangements between children’s and adults’ services for young people who meet the criteria set out in Section 5.3 of this document. 
· The care needs of the young person should be at the forefront of any support planning and requires a co-ordinated multi-service approach. 
· Assessments of care needs should include issues of safeguarding and risk. 
· Care planning needs to ensure that the young adult’s safety is not put at risk through delays in providing the services they need to maintain their independence, wellbeing and choice. 
· Where there are on-going safeguarding issues for a young person and it is anticipated that on reaching 18 years of age, they are likely to require adult safeguarding, then safeguarding arrangements should be discussed in a timely fashion as part of transition support planning and protection. 
· Conference Chairs and Reviewing Officers, if involved, should seek assurance that there has been appropriate consultation with the young person by adult social care services and invite them to any relevant conference or review.

Clarification should be sought on:
· What information and advice the young person has received about adult safeguarding? 
· The need for advocacy and support 
· Whether a capacity assessment is needed and who will undertake it. 
· If Best Interest decisions need to be made 
· Whether any application needs to be made for Guardianship
· If the young person is not subject to a plan, whether it may be prudent to hold a professionals meeting.
· Clear agreement on which professional is co-ordinating arrangements
· A well-planned and managed handover of lead responsibility during the transition of service provision from children to adult services.

5.6 [bookmark: _Toc470256613][bookmark: _Toc473894823][bookmark: _Toc143911167]Carers and Adult Safeguarding
Circumstances in which a carer could be involved in a situation that may require a safeguarding response may include situations where:
· A carer may witness or speak up about abuse or neglect. 
· A carer is also a vulnerable person who may experience intentional or unintentional harm from the adult they are trying to support or from professionals and organisations they are in contact with; or, 
· A carer may unintentionally or intentionally harm or neglect the adult they support on their own or with others. 
· Where there is intentional abuse, formal adult safeguarding enquiry (investigative) procedures should always be considered.

6. [bookmark: _Toc470256614][bookmark: _Toc473894824][bookmark: _Toc143911168][bookmark: _Toc16147127]Types and indicators of abuse and neglect
[bookmark: _Toc143911169]Table of forms of abuse
The following table identifies some frequently recognised types of abuse. 
This also emphasises that organisations should not limit their view of what constitutes abuse or neglect.

The specific circumstances of an individual case should always be considered. All factors need to be considered for a safeguarding enquiry to be addressed in accordance with procedural guidance.

Abuse: Abuse is a violation of an individual’s human and civil rights by any other person(s). It may be a single act or repeated acts. Abuse may be a deliberate act; a failure to take appropriate action; or an act of neglect. The following are more common types of abuse, although this is not an exhaustive list:
	Type of abuse
	Forms of abuse
	Possible indications that this abuse may have taken place

	Physical
	Including assault, hitting, slapping, pushing, and misuse of medication, restraint or inappropriate physical sanctions. In extreme circumstances unlawful or inappropriate use of restraint may constitute a criminal offence. Restraint covers a wide range of actions. It includes the use of active or passive means to ensure that the person concerned complies. 
Female Genital Mutilation (FGM) is a very specific form of physical abuse, also known as ‘female circumcision’ or ‘cutting’
	Fractures, burns, bruising, pain, marks, recoiling from contact.












FGM is a procedure where the female genitals are deliberately cut, injured, or changed, but where there is no medical reason for this to be done.

	Sexual
	Non-consensual activity, harassment, non-contact abuse (e.g. voyeurism). Including rape, indecent exposure, sexual harassment, inappropriate looking or touching, sexual teasing or innuendo, sexual photography, subjection to pornography or witnessing sexual acts, indecent exposure, sexual assault and sexual acts to which the adult has not consented or was pressured into consenting.
	Genital irritation, STIs, offensive language, recoiling from contact, persistent sexually inappropriate behaviour.


	Psychological
	Including emotional abuse, threats of harm or abandonment, deprivation of contact, humiliation, blaming, controlling, intimidation, coercion, harassment, verbal abuse, cyber bullying, isolation, unreasonable and unjustified withdrawal of services or supportive networks.
	Withdrawn, overly compliant, compulsive behaviour, reduction in skills.


	Financial & Material
	Including theft, fraud, internet scamming, coercion in relation to an adult’s financial affairs or arrangements including in connection with wills, property, inheritance or financial transactions and the misuse or misappropriation of property, possessions or benefit. An adult at risk may be persuaded to part with large sums of money/life savings. Such concern should always be reported to the Police
	Insufficient funds, over-protection of money or possessions, unpaid bills or debts, lack of amenities.


	Neglect (or act of omission)
	This includes ignoring medical, emotional or physical care needs, failure to provide access to appropriate health, care and support or educational services and/or the withholding of the necessities of life, such as medication, adequate nutrition and heating. Neglect also includes a failure to intervene in situations that are dangerous to the person concerned or to others, particularly where the adult at risk lacks the mental capacity to assess risk for themselves.
	Pain or discomfort, overly hungry or thirsty, unkempt, deterioration in health, behaviour changes.


	Discriminatory abuse
	This includes harassment, slurs or similar treatment because of race, gender and gender identity, age, disability, sexual orientation or religion. Examples of discriminatory abuse may include; denying access to communication aids, not allowing access to an interpreter, signer or lip reader. Harassment or deliberate exclusion on the grounds of a protected characteristic. Denying basic rights to healthcare, education, employment, and criminal justice relating to a protected characteristic. Substandard service provision relating to a protected characteristic (SCIE 2015)
	Seen to be uncooperative, rejecting services.


	Institutional / Organisational abuse
	This includes neglect and poor care practice within an institution or specific care setting such as a hospital or care home, for example, or in relation to care provided in one’s own home. This may range from one off incidents to on-going ill-treatment. It can be through neglect or poor professional practice as a result of the structure, policies, processes, and practices within an organisation
	Lack of personal clothing or possessions, no care plan, frequent hospital admissions.
Inflexible care routines which take no account of individual needs or preferences.

	Sexual exploitation
	Involves exploitative situations, contexts and relationships where adults at risk (or a third person or persons) receive something, e.g., food, accommodation, drugs, alcohol, cigarettes, affection, gifts or money, as a result of them performing and or another or others performing on them, sexual activities. It affects men as well as women.
	In all cases those exploiting adults have the power over them by virtue of their age, gender, intellect, physical strength and/or economic or other resources. There is a distinct inequality in the relationship. Signs to look out for are not being able to speak to the adult alone, observation of the adult seeking approval from the exploiter to respond and the person exploiting them answering for them and making decisions without consulting them.

	Modern slavery
	Slavery means servitude and forced compulsory labour. Adults who are enslaved are not always subject to human trafficking. 
	Someone is in slavery if they are: forced to work-through mental or physical threat; Owned or controlled by an employer, usually through mental or physical abuse or the threat of abuse; Dehumanised, treated as a commodity or bought and sold as property; Physically constrained or has restrictions placed on his/ her freedom of movement.

	Hate Crime
	Any criminal offence which is perceived by the victim or any other person, to be motivated by hostility or prejudice, based on a person's disability or perceived disability; race or perceived race; or religion or perceived religion; or sexual orientation or perceived sexual orientation or transgender identity or perceived transgender identity.
	As determined.

	Domestic Abuse
	Any incident or pattern of incidents of controlling, coercive or 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
	This can encompass but is not limited to the following types of abuse: psychological, physical, sexual, financial, emotional abuse and ‘honour’ based violence

	Self-Neglect
	This covers a wide range of behaviour neglecting to care for one’s personal hygiene, health or surroundings and includes behaviour such as hoarding. It should be noted that self-neglect may not always prompt an adult safeguarding enquiry (investigation). An assessment should be made on a case by case basis. A decision on whether a response is required under safeguarding will depend on the adult’s ability to protect themselves by controlling their own behaviour. There may come a point when they are no longer able to do this, without external support.
	Refusal of services, or intervention of support agencies in situations where there is a high risk of significant harm



6.1 What does abuse look like in practice? — Spotting potential issues
An adult safeguarding concern is any worry about an adult who has, or appears to have care and support needs, that they may be subject to or may be at risk of abuse and/or neglect and may be unable to protect themselves against this.

There are many different types of abuse, some of which are described in the “Definitions” section.

If a member of staff, volunteer, or other observer notes any of the following in a patient, resident or service user, there may be some cause for concern that abuse is taking place:
· If a person does not receive the social care, health care or support that she or he needs.
· If a person is hurt, bullied, frightened, or discriminated against.
· If a person is not permitted, or given the opportunity, to make her or his own choices and decisions.
· If a person is made to do something against her or his will.
· If a person is not treated in a dignified or respectful manner.
· If a person has unexplained injuries.
· If a person is not permitted (e.g., by a partner, friend, or caregiver) to see another adult on her or his own.
· An active disclosure of abuse made by the adult, where the adult tells a member of staff that they are experiencing abuse and/or neglect.
· An allegation of abuse by a third party, for example a family/friend or neighbour who have observed abuse or neglect or have been told of it by the adult.
· A passive disclosure of abuse where someone has noticed signs of abuse or neglect, for example clinical staff who notice unexplained injuries.
· A complaint or concern raised by an adult or a third party who doesn't perceive that it is abuse or neglect. Complaint officers should consider whether there are safeguarding matters.
· A concern raised by staff or volunteers, others using the service, a carer or a member of the public.
· An observation of the behaviour of another.
· Patterns of concerns or risks that emerge through reviews, audits and complaints or regulatory inspections or monitoring visits.
· An observation of the behaviour of the adult at risk.

6.2 [bookmark: _Toc471731137][bookmark: _Toc470256616][bookmark: _Toc473894825][bookmark: _Toc143911171]Who abuses and neglects adults?
Anyone can carry out abuse or neglect, including:
· Spouses/partners 
· Other family members 
· Neighbours  
· Friends  
· Acquaintances  
· Local residents
· People who deliberately exploit adults they perceive as vulnerable to abuse
· Paid staff or professionals
· Volunteers and strangers

Abuse can happen anywhere: for example, in someone’s own home, in a public place, in hospital, in a care home or in college. It can take place when an adult lives alone or with others.

6.3 [bookmark: _Toc473894834][bookmark: _Toc143911172]Adults at Risk who cause harm
Where the person alleged to have caused harm is also an adult at risk, the safety and well-being of both the subject to abuse and the person alleged to have caused harm needs to be addressed separately. In most cases, this can be considered through the adult safeguarding enquiry (investigation) process, as appropriate. The least intrusive action should be taken to support the adults using the service(s).

The service provider is responsible for ensuring that actions are taken that support the person alleged to have caused harm in consultation and collaboration with the safeguarding investigation and ensure the safety and wellbeing of other adults using the service is considered.

6.4 [bookmark: _Toc470256612][bookmark: _Toc473894822][bookmark: _Toc143911173]Children and Young People who abuse
If a child or children are causing harm to an adult covered by the adult safeguarding procedures, action should be taken under these procedures, and a referral and close liaison with Children and Family Services should take place.

Physical and sexual abuse towards parents and other relatives (for example, grandparents, aunts, uncles) some of whom, may be adults at risk, can be carried out by adults and by young people and children, some of which can cause serious harm or death.

A prevalence study of elder abuse in UK identified younger adults (rather than the person’s partner) as the main perpetrators of financial abuse.

6.5 [bookmark: _Toc470256617][bookmark: _Toc473894826][bookmark: _Toc143911174]Self-neglect and VARM (Vulnerable Adults Risk Management)
There is no single operational definition of self-neglect; however, the UK Department of Health (2016), defines it as, ‘a wide range of behaviour neglecting to care for one’s personal hygiene, health or surroundings and includes behaviour such as hoarding’.

Self-neglect does not naturally fall within adult safeguarding procedures as it does not relate to allegations of abuse by others; however, if the individual concerned has care and support needs and is unable to protect him or herself, a safeguarding protection plan may be considered appropriate.

Staff can also assist individuals to achieve positive outcomes through robust case management, risk assessment, partnership working and proportionate support.

There are three distinct areas that are characteristic of self-neglect:
· Lack of self-care — this includes neglect of one’s personal hygiene, nutrition and hydration, or health, to an extent that may endanger safety or well-being.
· Lack of care of one’s environment — this includes situations that may lead to domestic squalor or elevated levels of risk in the domestic environment (e.g., health or fire risks caused by hoarding). 
· Refusal of assistance that might alleviate these issues. This might include, for example, refusal of care services in either their home or a care environment or of health assessments or interventions, even if previously agreed, which could potentially improve self-care or care of one’s environment.

Self-neglect is a behavioural condition in which an individual neglects to attend to their basic needs such as personal hygiene, or tending appropriately to any medical conditions, or keeping their environment safe to carry out what is seen as usual activities of daily living. 

It can occur as a result of mental health issues, personality disorders, substance abuse, dementia, advancing age, social isolation, and cognitive impairment or through personal choice. It can be triggered by trauma and significant life events. Self-neglect is an issue that affects people from all backgrounds.

A Vulnerable Adults Risk Management VARM pathway may need to be considered in the following circumstances:
· Where a person does have the capacity to make decisions and choices regarding their life, 
· there is a risk of serious harm or death by self-neglect; fire; deteriorating health condition; and non-engagement with services
· where an adult is targeted by local community, is the victim of Hate Crime or Anti-Social Behaviour or the victim of Sexual Violence and they do not meet the criteria for Safeguarding
· There is a public safety interest
· There are high levels of concerns from partner agencies.

If the above thresholds are met a VARM can be initiated and chaired by the appropriate safeguarding lead from any partner agency. This will enable agencies to work in partnership to consider the risks and work with the adult at risk to consider protective measures.

6.6 [bookmark: _Toc470256618][bookmark: _Toc473894827][bookmark: _Toc143911175]Hoarding
Hoarding does not fall under formal adult safeguarding procedures but might be considered as safeguarding in the wider sense under the umbrella of prevention.

Most people associate hoarding with the acquisition of items with an associated inability to discard things that have little or no value (in the opinions of others) to the point where it interferes with use of living space or activities of daily living. 

Compulsive hoarding (more accurately described as ‘hoarding disorder’) is a pattern of behaviour characterised by the excessive acquisition of and inability or unwillingness to discard large quantities of objects that cover the living areas of the home and cause significant distress. Compulsive hoarders may be conscious of their irrational behaviour but the emotional attachment to the hoarded objects far exceeds the motivation to discard the items.

Hoarding can include new items that are purchased, e.g., food items, refuse and animals. Many hoarders may be well-presented to the outside world, appearing to cope with other aspects of their life quite well, giving no indication of what is going on behind closed doors. Compulsive hoarding behaviour has been associated with health risks, impaired functioning, economic burden, and adverse effects on friends and family members.

When clinically significant enough to impair functioning, hoarding can prevent typical uses of space, enough so that it can limit activities such as cooking, cleaning, moving through the house and sleeping. It could also potentially put the adult and others at risk of causing fires. In these cases it is important to work closely with partners such as the Guernsey Fire and Rescue Service, Community Fire Safety Officer, to identify a hoarding strategy.

The aim of such a strategy will be to reduce the fire risks associated with hoarding behaviour for people with hoarding disorder, their neighbours, the local community, and fire-fighters. This may be achieved by:
· Raising awareness of the fire risks associated with hoarding to people who exhibit hoarding behaviour, members of the public and staff.
· Working with partner agencies to identify people who hoard in our Island communities and support effective outcomes.
· Providing people who hoard with fire safety advice specific to the risks associated with hoarding via the Home Fire Safety Visit process.
· Familiarising staff and raising staff awareness of how to respond to and record instances of hoarding when visiting premises, whether attending an incident or during a Home Fire Safety Visit.

Partner agencies who may be engaged in cases of hoarding may include States Housing or Housing Associations; the Office of Environmental Health & Pollution Regulation, who may be able to intervene where a property is in a condition that is prejudicial to health, or where the premises is materially affecting neighbouring premises.

Where the individual is residing in conditions that pose a threat only to their own welfare the powers available to the Office of Environmental Health and Pollution Regulation may have limited or no effect. 

In cases involving persistent hoarders the powers may only temporarily address or contain the problem.

It must therefore be recognised that utilising powers under public health law in isolation may not be the most effective use of resources, particularly where a coordinated approach might provide immediate safeguards for the adult and others affected by the situation and promote a longer term solution.

6.7 [bookmark: _Toc143911176]Response to self-neglect and hoarding
Given the complex and diverse nature of self-neglect and hoarding, responses by a range of organisations are likely to be more effective than a single service response with particular reference to housing providers.
It is important to recognise that assessments of self-neglect and hoarding are grounded in and influenced by personal, social, and cultural values.

Staff working with the person at risk should reflect upon how their own values might affect their judgement.

Finding the right balance between respecting the adult’s autonomy and meeting the duty to protect their wellbeing may involve building up a rapport with the adult to come to a better understanding about whether self-neglect or hoarding are matters for adult safeguarding or any other kind of intervention. 

Crucial to all decision making is a robust risk assessment, preferably multi-agency, that includes the views of the adult and their personal network. The risk assessment might cover:
· Capacity and consent.
· Indications of mental health issues.
· The level of risk to the persons physical health.
· The level of risk to their overall wellbeing.
· Effects on other people’s health and wellbeing.
· Serious risk of fire.
· Serious environmental risk, (e.g., destruction or partial destruction of accommodation). 

A significant element of self-neglect and hoarding is the risk that these behaviours pose to others. This might include members of the public, family members or professionals. 
A Guernsey & Alderney multi-agency hoarding group was established in 2018, initiated by the Office of Environmental Health & Pollution Regulation. The group has invested in agreeing local procedures, supported by the multi-agency information sharing protocol for adults at risk, and sensitively discuss management strategies in high-risk cases where hoarding is a feature.

6.8 [bookmark: _Toc143911177]Pressure Ulcers
In the UK, in response to demand from clinical commissioning groups and providers, a multi-agency task group with representation from a safeguarding adult board chair, Local Authority, CCG, provider and NHS England developed an integrated pressure ulcer pathway which aimed to support frontline staff in their local decision making to determine if a pressure ulcer is a sign of neglect. This has been revised to take into account the guidance Safeguarding Adults Protocol: Pressure Ulcers and the Interface with a Safeguarding Enquiry, DOH&SC January 2018. The link can be found here https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/756243/safeguarding-adults-protocol-pressure-ulcers.pdf
If a pressure ulcer is believed to have been caused by neglect it must be reported as an adult safeguarding concern. The Serious Incident (SI) Framework below outlines how the health professionals within HSC investigate pressure ulcers.

The HSC Serious Incident (SI) framework also outlines how HSC investigates situations where an incident may also be an adult safeguarding concern. 
In the context of adults at risk of harm and pressure ulcer management, neglect refers to situations where the deliberate withholding or unintentional failure to provide appropriate care and support, has resulted in, or is highly likely to result in (when considering other adults at risk in the same situation) a preventable pressure ulcer.

Not all pressure ulcers in an adult at risk are the result of neglect. However, when a category grade 3 or 4 pressure ulcer has developed, consideration should be given to determine if the possible cause may be due to neglect. The advice of a tissue viability nurse should be sought as part of any investigation.

	Question 1
Is the adult at risk?

	Abuse is a violation of an individual’s human and civil rights by any other person or persons. It exists where the adult at risk suffers significant harm or is exposed to significant risk.


	Question 2
Is there evidence of neglect?

	Relevant factors to consider:
· the individual’s compliance/behaviour that might impact on appropriate care being given
· other co-morbidities such as chronic disease and palliative care
· capacity to consent or decline treatment
· health and social care involvement
· carer involvement
· determining whether the pressure ulcer is unavoidable


	Question 3
Are there concerns that all reasonable steps have not been taken to prevent the pressure ulcer?

	· review the information already gathered
· circumstances of neglect should be considered
· a judgement may be required about whether an act or an act of omission has caused significant harm
· second opinion may be considered, e.g., Tissue Viability Nurse or Safeguarding Adult Lead
· determining if pressure ulcer was avoidable

	Guidance note
The assessment should
include

	· patient history
· co-morbidity
· Indicators of neglect, e.g., is the person’s physical appearance poor?
· consider evidence of poor-quality care
· standard of assessment and use of relevant policy
· evidence of identification and management of risk factors
· evidence of implementation of care plan
· evidence that regular reassessment of care plan has been carried out and implemented
· evidence of a continence plan
· evidence of appropriate prevention and treatment plan



It is important to note that harm does not need to be deliberate. Some neglect is not deliberate.

It is not the intent that needs to be considered but the harm that has resulted from the act or omission which should trigger the adult safeguarding procedures.

6.9 [bookmark: _Toc473894832][bookmark: _Toc143911178]Safeguarding and Serious Incidents (SIs) in Health Care Settings
What is a Serious Incident?

There is no definitive list of events/incidents that constitute a serious incident (SI). However, a SI enquiry may be carried out on any HSC premises where an event has occurred which results in a serious injury or death of a patient, employee, visitor, contractor, or member of the public to whom HSC owes a duty of care.

Examples may include:
· Death which is sudden, unexpected, suspicious, or where suicide is the possible cause.
· Where policies or procedures were not followed by staff leading to a detriment of care.
· Serious damage to HSC property through accidental or deliberate means.
· A public health risk due to viral, biological, or chemical hazards.
· Large scale theft, fraud, or other criminal activity.

For HSC Staff the policy Management of Incidents and Serious Incidents G224 may be referred to in these instances.

The Serious Incident Framework is not a substitute for safeguarding. Where safeguarding is indicated, a safeguarding referral must be made to the Safeguarding Unit. However, a root cause analysis under the Serious Incident Framework may be considered an appropriate response to a safeguarding enquiry.

The two processes may run together or in parallel, in a managed way. The pathway and method of investigation will be agreed at the outset, by senior members of the HSC Quality and Safety team and the HSC Safeguarding Unit, ensuring that the safety of the adult at risk is a priority.

Broadly speaking there are three scenarios:
· HSC identifies a safeguarding concern, for example through staff at Emergency Department seeing signs of physical abuse. This may warrant a safeguarding referral to the safeguarding Unit for a multi-agency response but would not be routinely recorded as an SI. 
· If there are allegations against healthcare staff within the provider of an adult at risk, then a safeguarding referral and SI would need to be declared. Equally if there is patient against patient abuse. 
· Lastly, there are incidents that are reported on different organisation’s internal incident reporting systems (such as Ulysses within HSC) that are not safeguarding issues, for example a pressure ulcer that developed but was unavoidable. Investigations may still be undertaken but without referral for a formal safeguarding investigation. This will be dependent on the situation.

Whenever a member of staff is reporting an incident as a SI, they must also consider if an adult safeguarding alert should also be raised, taking into consideration factors such as:
· Does the event which occurred fall under any of the categories of abuse?
· Is the person harmed considered an adult at risk under the policy definitions?
· Is the person harmed unable to protect themselves from the harm, abuse, or exploitation?

If there is an uncertainty as to whether a SI should also be raised as an adult safeguarding alert within Health services, advice should be sought from a senior manager, or a safeguarding professional within your organisation by contacting the Safeguarding Unit.

Where an SI is also an adult safeguarding concern, a strategy discussion will take place between lead professionals to agree the most appropriate pathway and method of investigation. 

Serious incident investigations take a systematic approach that seek to improve the way services are being provided and to minimise the risk that incidents of concern will reoccur through sharing lessons learned.

Adult safeguarding Investigations are multi-agency in nature. 
The purpose of the safeguarding investigation is to establish whether abuse or neglect has occurred, and to inform the protection planning process.

As the focus of the investigations is different, the findings of one investigation may not in itself determine the conclusions of the other. The Safeguarding and Serious Incident processes must both assess the information obtained during the investigation and satisfy themselves that its decisions are appropriate.

Integrating the processes enables:
· effective communication and support to patients or service users involved
· a transparent, coordinated, and comprehensive investigation
· avoids duplication of effort from multiple investigations
· one investigation report could serve both purposes
· Brings together learning for continuous improvement

A root cause analysis under the Serious Incident Framework will often be considered an appropriate response to a safeguarding enquiry but must be completed within the agreed procedural timescales for adult safeguarding.

A safeguarding enquiry (Investigation) should normally be undertaken within 20 working days of the decision to investigate. However, there is scope for this to be extended to a maximum of 30 working days where the situation justifies it, for example, in order to complete a complex investigation.

This must be agreed with the Safeguarding Chair when setting the Terms of Reference for the enquiry at the Strategy Stage and the reason(s) for it must be recorded in the relevant Record.

7. [bookmark: _Toc143911179]Mechanisms to support adult safeguarding
7.1 [bookmark: _Toc143911180]Multi-Agency Safeguarding Hub (MASH)
The Guernsey & Alderney MASH for adults is a forum where concerns are risk assessed and safeguarding decisions made about how concerns are managed and taken forward. The MASH is a partnership of agencies that have a responsibility to safeguard and have agreed to share relevant information they hold on adults at risk. The shared vision for safeguarding is to work in a collaborative way to improve the outcomes for adults at risk.

7.2 [bookmark: _Toc143911181]Multi-Agency Risk Assessment Conference (MARAC)
The MARAC is the multi-agency forum of organisations that manage high risk cases of domestic abuse, stalking and ‘honour’-based violence. MARAC meetings take place fortnightly and are chaired by the Guernsey police, where statutory and voluntary partners work together. MARAC considers cases identified as ‘high risk’ by use of the Domestic Abuse, Stalking Harassment and Honour based Violence DASH, risk identification checklist (RIC), and develops a co-ordinated safety plan to help each victim. This might include the actions agreed for any children, adults and for perpetrators.

The four aims of a MARAC are as follows:
· To safeguard adult victims who are at high risk of future domestic violence 
· To make links with other public protection arrangements in relation to children, people causing harm and vulnerable adults
· To safeguard agency staff
· To work towards addressing and managing the behaviour of the person causing harm. 

At the heart of a MARAC is a working assumption that no single agency or individual can see the complete picture of the life of a person at risk, but all may have insights that are crucial to their safety, as part of the coordinated community response to domestic violence. Safeguarding staff can refer to the MARAC if the risk of domestic abuse is found to be high. The MARAC may also make a referral to safeguarding services if someone has care and support needs. Referrals should be made to specialist domestic violence services such as SAFER, regardless of the level of risk and thresholds for the MARAC. 

7.3 [bookmark: _Toc143911182]Multi-Agency Public Protection Arrangements (MAPPA)
The purpose of the MAPPA framework is to reduce the risks posed by sexual and violent offenders in order to protect the public, including previous victims, from serious harm. The responsible authorities in respect of MAPPA are the Guernsey Police, Prison and Probation Services who have a duty to undertake the risk assessment and management of all identified MAPPA offenders. Other organisations have a duty to co-operate with the above, including the sharing of information.

7.4 [bookmark: _Toc143911183]Safeguarding Adults Reviews (SARS) and Rapid Reviews
In England and Wales Section 44 of the Care Act 2014 stipulates that Safeguarding Adults Partnerships must arrange a SAR when there is concern that the Partnership or partner agencies could have worked more effectively to safeguard an adult in its area with care and support needs in the following situations:
· The adult dies as a result of abuse or neglect, whether known or suspected, and 
· The adult has not died, but the Safeguarding Adults Partnership knows or suspects that the adult has experienced serious abuse or neglect. 

The duty to arrange a SAR arises regardless of whether or not there has previously been an enquiry into the case by the UK Local Authority or by another agency, such as a Coroner, however, such an enquiry may identify that a SAR is required. 

In the context of SARs, something can be considered serious abuse or neglect where, for example the individual was likely to have died but for an intervention or suffered permanent harm or has reduced capacity or quality of life (whether because of physical or psychological effects) as a result of the abuse or neglect. The criteria for a mandatory review are met when: 
· An adult at risk dies (including death by suicide) and abuse or neglect is known or suspected to be a factor in their death; or 
· An adult has sustained a potentially life-threatening injury through abuse, neglect, serious sexual abuse or sustained serious and permanent impairment of health or development through abuse or neglect. And, in either case, there is reasonable cause for concern about how the Safeguarding Adults Partnership and partner agencies worked together to safeguard the adult, such as in the following circumstances: 
· Where procedures may have failed, and the case gives rise to serious concerns about the way in which local professionals and/or services worked together to safeguard adults at risk 
· Serious or apparently systematic abuse that takes place in an institution or when multiple abusers are involved. Such reviews are likely to be more complex, on a larger scale and may require more time 
· Where circumstances give rise to serious concern within the Island community or adverse media interest in relation to an adult/adults at risk. 

There is an expectation that individuals, agencies, organisations, cooperate with the review. The ISAP may also commission a SAR or rapid review of any other case involving an adult with needs for care and support (whether or not the States of Guernsey or Alderney has been meeting any of those needs) where it feels it would be useful, including learning from ‘near misses’ and situations where the arrangements worked especially well. The Islands Safeguarding Adults Partnership should decide when a SAR is necessary, arrange for its conduct and if it so decides, implement the findings. 

The Islands Safeguarding Adults Partnership (ISAP) is a newly formed body and consideration is being given to the detail with regard to local protocols for SARS and the pre-ceding rapid review processes. 

7.5 [bookmark: _Toc143911184]Criminal Investigations and Police involvement 
Where there is an ongoing criminal investigation or criminal proceedings, the ISAP will need to consider, in consultation with the Guernsey & Alderney police, whether continuing with the SAR might prejudice their outcome and whether the completion of the SAR should be postponed until after the criminal investigation or proceedings have been completed.

7.6 [bookmark: _Toc143911185]Outside of SAR criteria
Where the ISAP agrees that a situation does not meet the criteria, but agencies will benefit from a review of actions other methodologies can be considered. These include:
· Serious Incident Review: Organisations should use their own SI procedures if this is deemed suitable and special consideration should be given to the involvement of relevant partner organisations. 
· Management Review or SWARM Process: A review by an individual organisation in relation to their understanding and management of a particular safeguarding issue. 
· Reflective Practice Session: The original participants in the case may review identified aspects of the case as part a reflective practice session chaired by a safeguarding lead professional or other such suitable person, including an independent facilitator. 
· ‘Learning together’: A collaborative scrutiny approach to a case. 

7.7 [bookmark: _Toc143911186]Principles
SARs should reflect the six adult safeguarding principles and be conducted within a framework of openness and transparency. 

7.8 [bookmark: _Toc143911187]Purpose
The purpose of all SARs is to keep the focus on learning. The final SAR report and those responsible for disseminating the learning from it, should ensure that the recommendations can be translated into practice, not just for those involved but to a wider audience to support ‘prevention strategies’ and influence strategic plans. It is not for a SAR to investigate how a death or serious incident happened. Neither is it the responsibility of the SAR to apportion blame. Such matters will be dealt with by the Coroners’ or criminal courts, or other bodies.

7.9 [bookmark: _Toc143911188]The adult or representative
The views of the adult or their representative should be central to the decision-making process about the type of SAR to undertake. Communication should be established at the earliest opportunity and advocacy provided to support the adult or their representative. Information should be given about how the SAR will be conducted and how they can be involved or, in the event that the adult has died, how nominated people can be involved. Where there is a police-led investigation, close contact with any appointed police Family Liaison Officer should be made. Communication should be clear and consistent between all designated supporters including independent advocates.

7.10 [bookmark: _Toc143911189] The person alleged to have caused harm
The emphasis on learning should include the person alleged to have caused abuse or neglect so they can adjust their behaviour, act differently and reflect upon the impact that they might have had on others. This may involve liaison with other professionals, working with, or trained to work with people who abuse.

7.11 [bookmark: _Toc143911190] Carers
The desired outcome, especially where a family is bereaved, needs to be approached with sensitivity. Consultation and involvement will need to be balanced with the overall wellbeing of the individuals involved. Throughout the process due diligence, compassion and appropriate support should be provided and team members from the relevant agency should be available to provide this or an alternative arranged if more appropriate

7.12  Staff
There will be occasions when allegations are made that staff have been guilty of abuse against adults at risk. If the staff member is subject to a disciplinary enquiry, it is likely that the SAR will work alongside the disciplinary enquiry. However, certain disciplinary enquiries may lead to a criminal investigation. The decision to run a SAR alongside any disciplinary enquiry will be made on a case-by-case basis. The final decision will be made by the Independent Chair of the Islands Safeguarding Adults Partnership.

7.13 [bookmark: _Toc143911191] Who should undertake a SAR?
The individual commissioned to undertake the SAR should be independent of the organisations involved. They must have the appropriate core skills including:
· Strong leadership and ability to motivate others 
· Expert facilitation skills and ability to handle multiple perspectives and potentially sensitive and complex group dynamics 
· Collaborative problem-solving experience and knowledge of participative approaches 
· Ability to find and evaluate best practice 
· Good analytic skills and ability to manage quantitative and qualitative data;
· Knowledge of safeguarding adults
· Ability to write for a wide audience and 
· An understanding of the complexity of the health and social care system

7.14 [bookmark: _Toc143911192] Requests
Any individual, agency or professional can request a Rapid review or a SAR. This should be made in writing to the ISAP Chair, or as agreed by the ISAP. The request should detail: 
· What happened with dates if known? 
· The views of the adult/family/carer 
· Where the incident/concerns took place
· Who was involved and their organisation and 
· Why the request is being made.
The request should be considered against the criteria in order for a SAR process to be consistently applied. Agreement to a SAR should be recorded on relevant systems across the partner agencies.

7.15 [bookmark: _Toc143911193] Commissioning a SAR
If the Bailiwick opts to remain in line with practice in England and Wales, as directed by the Care Act, the ISAP will be the only body authorised to commission a SAR and decide when a SAR is necessary; arrange for its conduct and if it so decides, to oversee implementation of the findings. Where the ISAP decides to reject a recommendation, it must state the reason for that decision. 

The ISAP may decide to convene a subgroup to act on its behalf to receive and manage requests and have delegated commissioning responsibilities. In commissioning a SAR there may be procurement or other commissioning protocols to consider, and it may be helpful to establish these as part of the governance arrangements. 

SAR options - A number of options may be considered by the ISAP or delegated subgroup. The ISAP model will be determined locally according to the specific individual circumstance and will weigh up the most appropriate and proportionate to the situation. No one model will be applicable for all cases. The focus must be on what needs to happen to achieve understanding, take remedial action and, very often, provide answers for families and friends of adults who have died or been seriously abused or neglected. 

Every effort should be made while the SAR is in progress to capture points from the case about improvements needed and to take corrective action. 

When commissioning a SAR, the following points should be agreed: 
· Scope of the terms of reference 
· Knowledge, skills, and experience of the reviewer 
· Timescales for completion 
· Who will secure any legal advice required? 
· How the interface between the SAR and any other investigations or reviews will be managed 
· How quality assurance will be managed 
· A communication strategy, including clarification about what information can be shared, when and where (conditions) 
· A media strategy 
· What the arrangements for administrative and professional support are 
· How it will be paid for

The timescale from the decision to conduct a SAR to completion is usually six months. In the event that the SAR is likely to take longer for example, because of potential prejudice to related court proceedings, the adult/advocate and others should be advised in writing the reasons for the delay and kept updated on progress.

8. [bookmark: _Toc143911194]Adult Safeguarding Practice
8.1 [bookmark: _Toc470256627][bookmark: _Toc473894841][bookmark: _Toc143911195]Consent and Capacity:
Capacity is about being able to make decisions about one’s own situation. The Capacity (Bailiwick of Guernsey) Law 2020 empowers people to make their own decisions wherever possible, to allow them to plan for the future and if they lack capacity, to ensure that decisions made on their behalf respect their basic rights and freedoms. A person lacks capacity to make a decision for him or herself if he or she cannot:

a) Understand the information relevant to the decision
b) Retain that information
c) Use or weigh that information as part of the process of making the decision
d) Communicate the decision (by any means)

It is important to remember that an individual’s capacity can vary in different circumstances – for example, a person may have the capacity to make decisions about their health but not about financial matters. An assessment of capacity should always be made in relation to the particular decision at hand.

The first priority in safeguarding should always be to ensure the safety and well-being of the adult at risk.

Where you consider that an adult, reliant on care and support, may be at risk of significant harm you should always escalate an adult safeguarding referral as per this guidance. 

The inability to obtain consent should not prevent you raising the concern with your manager or a designated safeguarding lead where you believe it to be in the adult’s vital interest to share this information. 

Once the referral is escalated to the safeguarding unit, further enquiries will be made about the issues on the instruction of the designated safeguarding lead, which will include consideration of whether the person consents or engages in the safeguarding planning process. 

Frontline workers and volunteers should always share safeguarding concerns in line with their organisation’s policy, usually with their line manager or safeguarding lead in the first instance, except in emergency situations where immediate help should be sought.
As long as it does not increase the risk to the individual, the member of staff should explain to the adult at risk that it is their duty to share their concern with their manager. 

The safeguarding principle of proportionality should underpin decisions about sharing information, and again, decisions should be on a case-by-case basis.

Individuals at risk may decide not to give their consent to the sharing of safeguarding information for a number of reasons. For example, they may be frightened of reprisals, or they may fear losing control. Some may feel that they cannot trust Health and Social Care professionals or other partners. They may also fear that their relationship with the abuser will be damaged.

Reassurance and appropriate support along with gentle guidance may help in these situations. Safeguarding staff must always work to place the adult at risk at the centre of the safeguarding process. If the adult at risk does not engage in the safeguarding safety planning process, members of the safeguarding unit may still initiate a strategy meeting, to include partner agencies, and will take any supportive steps they can. However, this action should be considered on a case-by-case basis following a risk assessment.

If an adult at risk refuses intervention via the safeguarding assessment or investigatory process or declines other support with a safeguarding concern, their wishes should be respected and documented. 

However, there are a number of circumstances where the practitioners involved can reasonably override such a decision, including:
· The person lacks the capacity to make that decision (this must be properly explored and recorded).
· other people are, or may be, at risk, including children, or sharing the information could prevent a crime 
· the alleged abuser has care and support needs and may also be at risk
· a serious crime has been committed
· staff are implicated 
· the person has the mental capacity to make that decision, but they may be under duress or being coerced 
· the risk is unreasonably high and meets the criteria for a multi-agency risk assessment conference referral 
· A legal authority has requested the information.

If none of the above apply and the decision is not to share safeguarding information with other safeguarding partners, or not to intervene to safeguard the person:
· Support the person to weigh up the risks and benefits of different options 
· Ensure they are aware of the level of risk and possible outcomes
· Offer to arrange for them to have an advocate or peer support
· Offer support for them to build confidence and self-esteem if necessary
· Agree on and record the level of risk the person is taking
· Record the reasons for not intervening or sharing information
· Regularly review the situation
· Try to build trust and use gentle persuasion to enable the person to better protect themselves.
· If it is necessary to share information outside the organisation: explore the reasons for the person’s objections 
· What are they worried about? 
· Explain the concern and why you think it is important to share the information 
· Tell the person who you would like to share the information with and why 
· Explain the benefits, to them or others, of sharing information 
· Could they access better help and support? 
· Discuss the consequences of not sharing the information 
· Could someone come to harm? 
· Reassure them that the information will not be shared with anyone who does not need to know
· Reassure them that they are not alone, and that support is available to them.

In order to consent, a person must have the mental capacity to do so. If there is any doubt about the alleged victim’s capacity, then an assessment should be carried out by a suitable person. The assessment should look at whether the individual understands:
· The full implications of his or her own circumstances (or enough information to give valid consent to those circumstances)
· The reason(s) why an investigation is thought to be necessary
· The possible implications of the investigation and of any recommendations for action which arise from it
· The possible implications if there is no investigation or intervention in the circumstances.

It is important to remember that an individual’s capacity can vary in different circumstances — for example, a person may have the capacity to make decisions about their health but not about financial matters.

An assessment of capacity should always be made in relation to the particular decision at hand. The capacity assessment tool appended to this policy may be used.

If the alleged victim does have capacity and does not consent to be involved in the investigation, this must be respected. However, the investigation should continue, and may focus on the wider issues and how to avoid similar risks in future. If the alleged victim has capacity and consents, or if the alleged victim lacks capacity and an investigation is deemed to be in his or her best interests, then the investigation should continue.
As a rule, it is usually good practice, unless there are clear reasons for not doing so, to work with the carers, family and friends of an individual to help them to get the care and support they need. However, sharing information with these people should always be with the consent of the individual. 
If the person lacks the capacity to make a decision about sharing information with key people, then the Capacity Law (2020) should be followed to ensure each decision to share information is in the person’s best interests. Decisions and reasoning should always be recorded.
From the point of view of the assigned Safeguarding Lead, this may mean involving a person or persons who knows the alleged victim well in the investigation. A Best Interests assessment tool is appended to this policy.

8.2 [bookmark: _Toc470256604][bookmark: _Toc473894814][bookmark: _Toc143911196]Risk Management
Safeguarding is fundamentally managing risk about the safety and wellbeing of an adult, in line with the six principles. The aim of risk management is:
· To promote, and thereby support, inclusive decision making as a collaborative and empowering process, which takes full account of the individual’s perspective and views of primary carers
· To enable and support the positive management of risks where this is fully endorsed by the multi-service partners as having positive outcomes 
· To promote the adoption by all staff of ‘defensible decisions’ rather than ‘defensive actions’

Effective risk management strategies identify risks and provide an action or means of mitigation against each identified risk and have a mechanism in place for early escalation if the mitigation is no longer viable. 

Contingency arrangements should always be part of risk management. Risk assessments and risk management should take a holistic approach and HSC and safeguarding partners should ensure that they have the systems in place that enable early identification and assessment of risk, through timely information sharing and targeted multi-agency, multi-service intervention. 

8.3 [bookmark: _Toc143911197]Risk Assessment
There are a range of risk assessment tools used within Health & Social Care safeguarding teams and partner agencies.

Assessment tools are made available to support staff to evidence professional judgement during their decision making. 
Issues around information sharing may be relevant in this context.

A specific Safeguarding Adults Risk Assessment (SARA) tool is appended to this policy and is intended for use by investigating offers, together with an initial safeguarding risk assessment tool to assist safeguarding leads to triage and RAG rate safeguarding referrals. 

Not every situation or activity will entail a risk that needs to be assessed or managed. The risk may be minimal and no greater for the adult than it would be for any other person.

· Risks can be real or potential
· Risks can be positive or negative
· Risks should take into account all aspects of an individual’s well-being and personal circumstances.

Sources of risk may fall into one of the following four categories below:
· Private and family life: The source of risk might be someone like an intimate partner or a family member.
· Community based risks: This includes issues like ‘mate crime’ anti-social behaviour and gang related issues.
· Risks associated with service provision: This might be concerns about poor care, which could be neglect or organisational abuse, or where a person in a position of trust because of the job they do financially or sexually exploits someone.
· Self-neglect: Where the source of the risk is the person themselves.

The focus must be on the management of the risks not just a description of risks. 

Partner agencies need to take responsibility for the management of risk within their own organisation and share information responsibility where others may be at risk from the same source.

It is the collective responsibility of all organisations to share relevant information, make decisions and plan intervention with the adult. A plan to manage the identified risk and put in place safeguarding measures includes:
· What immediate action must be taken to safeguard the adult and/ others
· Who else needs to contribute and support decisions and actions;
· What the adult sees as proportionate and acceptable
· What options there are to address risks
· When action needs to be taken and by whom
· What the strengths, resilience and resources of the adult are
· What needs to be put in place to meet the ongoing support needs of the adult
· What contingency arrangements are
· How will the plan be monitored?

8.4 [bookmark: _Toc143911198]Reviewing Risk
Individual need will determine how frequently risk assessments are reviewed and wherever possible there should be multi-agency input. These should always be in consultation with the adult at risk.

8.5 [bookmark: _Toc143911199]Involving the adult
Making Safeguarding Personal (MSP) is a term used regularly in the Care Act (England, Wales N. Ireland) 2014, with regard to adult safeguarding processes. MSP stresses the importance of keeping the adult at the centre of the safeguarding process. Under MSP the adult is best placed to identify risks, provide details  of  its  impact  and  whether  or  not  they  find  the  mitigation acceptable.

Working with the adult to lead and manage the level of risk that they identify as acceptable creates a culture where:
· Adults feel more in control
· Adults are empowered and have ownership of the risk
· There is improved effectiveness and resilience in dealing with a situation
· There are better relationships with professionals
· Good information sharing to manage risk, involving all stakeholders
· Key elements of the person’s quality of life and well-being can be safeguarded.

8.6 [bookmark: _Toc143911200][bookmark: _Hlk143911966]Informing and involving family members or informal carers
Safeguarding Information belongs to the adult to which it refers. 
Wherever possible the adult at risk should be told what information is to be shared, with whom and why. 

The adult may refuse to allow information to be shared with certain others, such as next of kin or other relatives. This should be respected. However,
it may also be necessary to offer the adult at risk counselling and support to enable them to tell their relatives about the safeguarding concerns in some circumstances.

Sometimes the person alleged, or suspected to have caused harm may be a family member or other person close to the adult at risk. Sharing information in this situation may compromise the adult’s safety or willingness to engage in the safeguarding process.

If the adult is unable to give informed consent and information needs to be shared in order to prevent or protect them from abuse, then the principle of “need to know” must be observed. The Capacity (Bailiwick of Guernsey) Law, 2020 should be followed to ensure that each decision to share information is made in the person’s best interests,  ensuring that the reasoning and decision-making process is accurately  recorded.
The professional strategy discussion should be the forum in which to consider if, how and when relatives, service providers and other interested parties should be informed of the allegations or decisions taken on how to investigate them. 

Confidentiality within meetings can be promoted by use of the proforma attendance sheet for a strategy meeting which confirms the confidential status of information discussed and contains a statement which commits attendees to the protocols on information sharing.

Should the adult at risk, or their relatives/advocates/friends be attending any safeguarding meeting, either with the adult’s  agreement or in their best interests, then third-party information cannot be discussed in their presence, and they will be asked to withdraw for that part of the meeting.
Any decision made about sharing the adult at risk’s information needs to be recorded, making the rationale for sharing, or not sharing, clear.

8.7 [bookmark: _Toc143911201]Recording actions under adult safeguarding
A record of all actions and decisions must be made. Good record keeping is a vital component of professional practice. 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 care providers, records of these should be available to the service commissioners, regulators and inspectors so they can take the necessary action.

Quality recording of adult safeguarding not only safeguards adults, but also protects workers by evidencing decision making based on the information available at the time.

If the victim of abuse is a service user, client or patient, it is appropriate to note, on his or her general record, that he or she has been involved in a Safeguarding Investigation. Only minimal information should be recorded, and only where this is needed to ensure that a safe and appropriate service can continue to be provided to the individual.

Other sensitive information relating to any disclosure made, safeguarding strategy or conference meetings held, MASH discussions or investigation reports should be recorded in the designated area of the relevant organisation’s electronic recording system, and must only be accessed by involved staff on a ‘need to know’ basis.

If the person alleged to have caused harm is a user of services, and the case conference concludes that he or she poses a threat to other service users, this should be included in his or her records and the appropriate alert icon added to their electronic record by the Safeguarding Manager, Lead or other authorised person within the relevant organisation.

Staff from all partner agencies must keep accurate records of safeguarding concerns (alerts) and other safeguarding activity. Good record keeping is essential for many reasons, but importantly, that if challenged, it can be demonstrated that decisions were not taken unlawfully or with maladministration.

Record keeping is an integral part of professional practice and should assist the process. It demonstrates accountable actions and helps focus work. It is essential to record evidence of actions and decision making through record keeping.

Simply stating the decision and action taken without giving the reasoning behind this is not acceptable. Evidence of analysis, hypothesis, risk assessment and decision making, even if the actions turn out to be problematic, will help to demonstrate intentions.

The Safeguarding Lead Professional in each case must ensure that comprehensive records are kept of any multi-agency processes and outcomes that they manage, and that this information is stored securely according to the agreed record keeping procedures for their service.
There is no one way to store safeguarding records,  but some organisations prefer to keep them secure and separate from any general records. 

Where sensitive safeguarding information is stored on an adult’s record, consideration should be given by the safeguarding lead or manager as to whether an alert or  icon needs to be placed on the system to alert staff.

Partner agencies will be required to record any sensitive adult safeguarding information shared within the multi-agency investigation process securely and, where necessary,  in a restricted way, within their own organisations.

8.8 [bookmark: _Toc143911202]What to record
· All entries must provide factual information, e.g. dates, times, names of people contacted and names of any witnesses. Date and circumstances of concerns and subsequent action
· Any contact with or feedback from the adult at risk or Person alleged to have caused harm must be recorded
· Record what was said (by the adult at risk or Person alleged to have caused harm) using the person’s own words.
· Use the ‘body map’ safeguarding template to illustrate any physical injuries or wounds.
· All communications with safeguarding manager, safeguarding lead, senior managers, legal advisors, the police, or other partners must be recorded.
· All telephone calls received and made in relation to the alleged abuse must be recorded, even if there was no reply to outgoing calls.
· Decision making process and rationale
· Risk assessments and risk management plans
· Advocacy and support arrangements
· Safeguarding plans
· Outcomes
· Differences of professional opinion
· Referrals to professional bodies

8.9 [bookmark: _Toc143911203]When should information be recorded?
Records should be kept from the time that the concern, allegation or disclosure is made.

Each entry must be dated, signed (or electronic authorisation) and timed with the name of the person recording the information recorded in full.
Records may need to be disclosed in Court in criminal or civil actions.

9. [bookmark: _Toc143911204]Organisational Learning
The HSC Safeguarding Unit will audit safeguarding concerns and outcomes as part of their quality assurance, safeguarding and governance framework.

The ISAP may carry out ,or request that multi agency audits are carried out, as part of the agreed safeguarding practice and review processes. 

It is essential that all aspects of safeguarding practice are monitored and scrutinised on a regular basis.

All staff have the responsibility to audit their work.

Supervisors should ensure that recording is addressed in supervision and that staff are clear of their responsibilities.

All agencies need to take responsibility for organisational learning and implement changes to their practice as a result of audits, complaints, and SARs.

Learning lessons from past mistakes and missed opportunities highlighted in Safeguarding Adult Reviews, Serious Case Reviews, Serious Incidents, and other reports emphasise the need for quality recording especially when managing abuse, neglect, and risk.
This includes providing rationales for actions and decisions, whether or not they were taken, and if not, the reasons for this.
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[bookmark: _Toc143911205]The Procedures










10. [bookmark: _Toc143911206]Objectives
The main objective of adult safeguarding procedures is to provide guidance to enable adults at risk to be kept safe from abuse or neglect and immediate action to be taken where required, in order to achieve this.
The procedures are a means for staff to combine principles of protection and prevention with individuals’ self-determination, respecting their views, wishes and preferences.They are a framework for managing safeguarding interventions through strong inter-agency partnerships that provide timely and effective prevention of and responses to abuse and neglect. 
All organisations who work with or support adults experiencing, or who are at risk of, abuse and neglect may be called upon to lead or contribute to a safeguarding concern and need to be prepared to take on this responsibility.

10.1 [bookmark: _Toc143911207]The four-stage process:
The first stage of the adult safeguarding process applies to all staff.
Everyone has a duty to remain alert to possible abuse of adults and to raise any concerns.
Stages two to four of the adult safeguarding process and procedures only relates to staff who have an active involvement in adult safeguarding investigation.
These roles and responsibilities are defined below together with indicative timescales for the safeguarding process:

	Indicative Timescales

	Stage one: Concerns
	Immediate action in cases of emergency

Within one working day in other cases

	Stage two: Enquiries

Initial conversation

Planning/strategy meetings

Enquiry actions/ investigation

Agreeing outcomes
	

Same day concern received if not already taken place
Within 5 working days


Target time within 20 working days

Within 5 working days of enquiry (investigation) report

	Stage three: Safeguarding Plan & Review

Safeguarding Plan

Review
	



Plan within 5 working days of enquiry report

Review 6 weeks to 3 months or earlier, dependent upon risk

	Stage four: Closing the Enquiry

Closing the enquiry (lead to authorise)
	


Actions immediately following decision to close where possible.  Other actions within 5 working days




11. [bookmark: _Toc143911208]Safeguarding Unit: roles and responsibilities for coordinating adult safeguarding investigations
[bookmark: _Toc120751822][bookmark: _Toc143911209]HSC Service Manager, Safeguarding & Quality Assurance
The Service Manager for Safeguarding & Quality Assurance is responsible for the HSC Safeguarding Unit, which includes an Adult Safeguarding Manager, a Children Safeguarding Manager, an Independent Reviewing Officer (IRO) and the Business Manager for the ‘Island Safeguarding Partnerships’ (ISAP/ ISCP).The Service Manager for Safeguarding and Quality Assurance is responsible to the Associate Director, Children & Family Community Services.

[bookmark: _Toc120751823][bookmark: _Toc143911210]HSC Adult Safeguarding Manager 
The HSC Adult Safeguarding lead advisor is the Adult Safeguarding Manager. The Adult Safeguarding Manager reports to the Service Manager for Safeguarding & Quality Assurance.
The HSC Adult Safeguarding Manager is responsible for receiving and coordinating all adult safeguarding referrals, screening referrals, listing cases for multi-agency discussion at the MASH and assigning each referral to the appropriate Safeguarding Lead (see below). The HSC Adult Safeguarding Manager will be called upon to chair safeguarding conferences and other safeguarding meetings where a senior and independent Chair is required. 

[bookmark: _Toc120751824][bookmark: _Toc143911211]Team Lead for Adult Safeguarding 
A Social Work Manager will be identified by the Associate Director responsible for Safeguarding to act as a ‘Safeguarding Team Lead’ in each of the following HSC service areas:
· Community Health & Wellbeing; 
· Mental health; 
· Adult Learning Disability services.
The Adult Safeguarding Manager will be supported by the adult safeguarding Team Leads who will act together as a ‘virtual’ team.
[bookmark: _Toc120751825][bookmark: _Toc143911212]‘Virtual’ Adult Safeguarding Team
At this time there is no specific Law within the Bailiwick of Guernsey & Alderney that places a statutory duty on HSC to investigate allegations of adult abuse.
Consequently, the ‘virtual adult safeguarding team’ has adopted a similar safeguarding duty to that of Local Authorities in England, who have the statutory responsibility to investigate adult safeguarding concerns under the Care Act 2014.
The allocated safeguarding lead will ensure that single or multi-agency enquiries (investigations) are carried out in a proportionate way, working closely with the adult at risk and partner agencies in order to protect and prevent harm.
The allocated lead is responsible for coordinating all adult safeguarding referrals which are assigned to his or her area by the Adult Safeguarding Manager. They will be responsible for nominating an Investigation Officer where appropriate, and for overseeing all safeguarding investigations and plans in their area.
Contact details for all the safeguarding Team Leads will be held by the HSC Adult Safeguarding Manager, who must be made aware of all adult safeguarding issues brought to the attention of the organisation.

[bookmark: _Toc120751826][bookmark: _Toc143911213]Children & Adult Safeguarding Named Nurse
The Safeguarding Named Nurse acts as the HSC Nursing/Midwifery strategic lead. Reporting to the HSC Head of Quality and Safety, the Safeguarding Named Nurse works closely with members of the safeguarding unit and MASH teams and carries out a training, development and investigatory function to support the nursing and midwifery safeguarding roles.

[bookmark: _Toc120751827][bookmark: _Toc143911214]Enquiry (Investigation) Lead
The HSC Adult Safeguarding Manager (or Safeguarding Team Lead appointed by the HSC Adult Safeguarding Manager) is responsible for chairing a multi-agency strategy meeting, allocating an investigating officer, and overseeing the investigation once it has been decided to investigate a referral.

[bookmark: _Toc120751828][bookmark: _Toc143911215]Enquiry (Investigation) Officer
An enquiry officer is an experienced social worker or specialist nurse responsible for undertaking actions under adult safeguarding. In some instances, there is a lead enquiry officer supported by other staff also acting as enquiry officers, where there are complex issues or additional skills expertise is required. 

The lead Enquiry officer will retain responsibility for undertaking and co-ordinating actions such as risk assessment and preparing the investigation report.

[bookmark: _Toc120751829][bookmark: _Toc143911216]SOG Director with overall responsibility for Safeguarding
The SOG Director for Quality, Safety, Improvement and Safeguarding has overall executive leadership for adult and children’s safeguarding for the Bailiwick.

[bookmark: _Toc120751830][bookmark: _Toc143911217]All SOG staff
All SOG staff may encounter adults who are being abused, or who are at risk of abuse or harm. It is the responsibility of all managers and their deputies to ensure that their staff know this policy exists and how to follow the procedures. It is also the responsibility of the above to ensure that their staff access adult safeguarding training at a level that reflects their particular responsibilities; and to ensure that they themselves have appropriate training.

All SOG staff who work with adults, particularly when those adults are vulnerable by reason of their circumstances (e.g., reliant on care and support within hospital or community settings or characteristics (e.g., frailty or disability), have a duty to remain alert to potential abuse and to report and escalate any concerns.

12. [bookmark: _Toc143911218]Safeguarding Partner Agencies and Adult Safeguarding Referral Points
Each safeguarding partner organisation must have its own operational policy on how it manages adult safeguarding concerns, including a list of referral points with up-to-date contact details, so that staff and the public know how to report abuse and neglect.

The HSC Referral point for the public or staff to raise an adult safeguarding concern may be accessed Monday to Friday 08:45 to 17:00 via the Safeguarding Unit (direct 01481 226923). 

The ‘Raising a concern’ Alert form  is appended to this policy and can also be found on the Gov.gg livewire site.

The disclosure may instead be passed to a duty social work service or another involved health or social care professional, Bailiwick Law Enforcement or via JESSC if an emergency, out of hours.

All multi-agency safeguarding referrals will be escalated to the adult safeguarding manager for discussion and may be discussed at the adult MASH. Staff to whom disclosures are made or who may have witnessed, or suspect abuse must always escalate their safeguarding concerns as soon as possible to the HSC Safeguarding Unit via the adult safeguarding manager, a Safeguarding Team Lead, named nurse for safeguarding or the police. They will also be asked to complete a ‘Raising a Concern’ alert form. 

13. [bookmark: _Toc143911219]Feedback
All adult safeguarding concerns referred are assessed to decide if the thresholds for adult safeguarding are met.

Keeping the person who raised the concern informed is an essential requirement under these policies and procedures.

Feedback provides assurance that action has been taken whether under adult safeguarding or not.

Organisations raising concerns may want to challenge or discuss decisions and need to be updated on what action has been taken.
Feedback to the wider community needs to take account of confidentiality and the Data Protection (Bailiwick of Guernsey) Law 2017.					
13.1 [bookmark: _Toc143911220]Feedback to people alleged to have caused harm
The principles of natural justice must be applied, consistently with the overriding aim of safety and the requirements of the Data Protection 
(Bailiwick of Guernsey) Law 2017.

Providing information on the nature and outcomes of concerns to people alleged to have caused  harm  also  needs  to  be  seen  in  the  wider  context  of  prevention;  for example, information can be used to support people to change or modify their behaviour. 

The person/organisation that is alleged to be responsible for abuse and/or neglect should be provided with sufficient information to enable them to understand what it is that they are alleged to have done or threatened to do that is wrong and to allow their view to be heard and considered. 

Whilst the safety of the adult remains paramount, the right of reply should be offered where it is safe to do so. Decision making should take into consideration:
· The possibility that the referral may be malicious
· The right to challenge and natural justice
· Whether there are underlying issues, for example, employment disputes or family conflict
· Relationship dynamics
· Whether it is safe to disclose particularly where there is domestic abuse
· Consideration of any capacity issues




14. Raising concerns about an adult at risk
If you think you have encountered a situation where an adult is being abused, or is at risk of abuse, you must raise this as a concern as soon as possible. 
If you are a SOG staff member or voluntary worker you should:
· Inform your line manager (unless your line manager is or appears to be involved);
· Discuss with your own organisation’s Safeguarding  Lead or Safeguarding named professional if you require advice and then formally raise a concern (alert) by alerting the HSC Safeguarding Unit, Adult Safeguarding Manager or if an emergency, contact the police.  
· You will be asked to follow up by completing the appropriate safeguarding Inter agency alert form.  
· If there are injuries or wounds a body map must also be completed. 
· The form/s must be sent securely to the HSC Safeguarding Unit for the attention of the Adult Safeguarding Manager, to the email address, as detailed on the form.

It is the responsibility of the HSC Adult Safeguarding Manager to co-ordinate adult safeguarding referrals, to engage with safeguarding lead professionals, partner agencies and/or the MASH to decide how and whether the concerns should be investigated.
If you are satisfied that the adult at risk is not at immediate risk of harm and you have notified the HSC Adult Safeguarding Manager and/ or the police if a crime has been committed, , you should take no further action with regard to the investigation, unless you are specifically directed to do so. 
Another staff member, or a member of the public, may tell you that an adult is being abused or is at risk of abuse. If you hear such allegations, you should report them, using this process.

14.1 [bookmark: _Toc473894831][bookmark: _Toc143911222]Workers who raise concerns within their organisations:
Each organisation will be expected to have its own whistleblowing policy and provide staff with protection from victimisation or detriment when genuine concerns have been raised about malpractice.

	Immediate Action by the Person Raising the Concern


	The person who raises the concern has a responsibility to first and foremost safeguard the adult at risk.
· Make an evaluation of the risk and take steps to ensure that the adult is in no immediate danger
· Arrange any medical treatment. (Note that offences of a sexual nature will require expert advice from the police);
· If a crime is in progress or life is at risk, dial emergency services – 999
· Encourage and support the adult to report the matter to the police if a crime is suspected and not an emergency situation
· Take steps to preserve any physical evidence if a crime may have been committed, and preserve evidence through recording
· Ensure that other people are not in danger
· If you are a paid employee, inform your manager. Report the matter internally through your internal agency reporting procedures (e.g. staff may also need to report under clinical governance or serious incident processes, report to HR department if an employee is the source of risk);
· Record the information received, risk evaluation and all actions




15. [bookmark: _Toc143911223]Police Engagement
If there is any suspicion that a crime has been committed, or may have been committed, the assigned Safeguarding Lead should contact the Public Protection Unit (Police) immediately on 725111 for an initial discussion about the safeguarding strategy.
All crimes must be reported to the Police. If there is any doubt as to whether or not a crime has been committed, the assigned Safeguarding Lead must report it. 
A criminal investigation will always take priority over a safeguarding investigation, although it may be possible (with Police agreement) for the two to take place at the same time.
Once a crime or potential crime has been reported, the assigned Safeguarding Lead should remain in contact with the Police and should only progress a safeguarding investigation once the Police have agreed that this can take place.
In a case of serious physical assault or sexual abuse, the emergency services should be called.
Staff contact with the police will fall mainly into four main areas:

A. Reporting a crime — if an individual witnesses a crime, they have a duty to report it to the police

B. Third party reporting of a crime — if an individual is made aware of a crime, they should support the adult at risk to report to the police or make a best interest decision to do so. In domestic abuse situations practitioners should be aware of the principles of ‘Safe Enquires’ (see HSC MARAC policy, domestic abuse and adult safeguarding)

C. Consultation with the police — seeking advice

D. Sharing intelligence and managing risk — where there is a multi-agency forum such as MASH or a strategy meeting, this will be the channel for information sharing, in addition to agreed information sharing protocols.
Where the safeguarding concerns arise from abuse or neglect deliberately intended to cause harm, then it will not only be necessary to immediately consider what steps are needed to protect the adult but also how best to report as a possible crime. Early engagement with the police is vital to support the criminal investigation.

16. [bookmark: _Toc471731149][bookmark: _Toc470256623][bookmark: _Toc473894837][bookmark: _Toc143911224]Receiving and recording concerns about an adult at risk
All referrals received by the Safeguarding team will be recorded sensitively and securely in the adult’s record used by the involved professionals.
Safeguarding data must always include the following information:
· Referral: Date and time received, source, name and contact details if possible; unit number (to link with case records).
· Alleged victim: Any details available – Name, age, address, next of kin / support network / caregivers, gender; any known communication difficulties or preferences.
· Substance of allegation: Any details available – dates and times of incident(s), witnesses, injuries, or other indicators of abuse.
· Crime and police involvement: Whether the incident is or may be a crime; whether and when it has been referred to the Police; any further details available.
· Person alleged to have caused harm: Any details available – name, age, relation / connection to alleged victim.
· Use of care services: If alleged victim is known as a patient, service user or resident – details of care services in contact with alleged victim.
· Responsibility: Name of Safeguarding Manager or Safeguarding Lead who will be responsible for the referral, date assigned.

Adult safeguarding data received by the Safeguarding Unit and those involved in investigatory activity will be stored securely on the designated recording system for safeguarding activity and information will be recorded carefully in accordance with HSC Policies G106 (Data Protection), G102 (Retention and Destruction of Information) and G304 (Care Records) and the Data Protection (Bailiwick of Guernsey) Law, 2017.
Any paper copies of the Adult Safeguarding records that need to be retained as per file retention policy, will be held in a secure, central location and maintained by the HSC Adult Safeguarding manager. 
Staff with appropriate access will have the opportunity to scan, upload and view details of  the alert and related adult safeguarding documentation within their organisations designated record keeping system for sensitive safeguarding data on a need-to-know basis. 
All safeguarding partner organisations must have an agreed secure record keeping systems in place with regard to sensitive data in line with policy.

	Safeguarding Manager or Designated Lead

	will Review Action Taken and:

	· Clarify that the adult at risk is safe, that their views have been clearly sought and recorded and that they are aware what action will be taken
· Address any gaps
· Check that issues of consent and capacity have been addressed
· In the event that a person’s wishes are being overridden, check that this is appropriate and that the adult understands why
· Contact the children’s MASH if a child or young person is also at risk
· If the person allegedly causing the harm is also an adult at risk, arrange appropriate care and support
· Make sure action is taken to safeguard other people
· Take any action in line with disciplinary procedures; including whether it is appropriate to suspend staff or move them to alternative duties
· If the service provider is a private care home, and the incident constitutes a notifiable event, they should send a notification to the HSC registration and Inspection Officer
· In addition, if a criminal offence has occurred or may occur, contact the Guernsey or Alderney Police where the crime has / may occur
· Preserve forensic evidence and consider a referral to specialist service
· Consider if the case should be put forward for a SAR   
· Record the information received and all actions and decisions



The HSC Adult Safeguarding Manager will allocate the accepted referral either to themselves, or to another Safeguarding Lead within the virtual safeguarding team.

This allocated lead will be responsible for the referral from that point on, although the adult safeguarding manager must continue to maintain an overview of all ongoing adult safeguarding activity.

The rationale for any decision-making regarding actions taken at this point must be documented on the adult’s safeguarding record as a response to the alert. 

17. [bookmark: _Toc470256625][bookmark: _Toc473894839][bookmark: _Toc143911225]Assessing the situation and decision making
Once the HSC Adult Safeguarding Manager or the Team Lead for Adult Safeguarding (the “assigned Safeguarding Lead”, in both cases) has been allocated responsibility for an alert, he or she will evaluate the concern raised. 
At this point they will determine whether the concern is to progress via formal safeguarding procedures and determine how it is to be handled.

In all cases, the assigned Safeguarding Lead should:

· Clarify the basic facts. This may involve a further conversation with the person raising the concern (alerter) 
· Arrange for a suitable person to speak with the adult at risk, but not with the Person alleged to have caused harm at this time. 
· Ensure those involved in fact finding conversations are aware that this is not currently an investigation. 
· Establish which other agencies are involved with the individual, and what actions may have already been taken to protect the individual. 
· An initial strategy discussion may be held to inform the decision-making process and a safeguarding social worker may be allocated at this point.
· Decide whether there is a need to assess the individual’s capacity.
· Good safeguarding practice begins by talking to the adult about whom there is a concern, unless there are exceptional circumstances that would increase the risk of abuse. 
hat conversation will not only help to establish facts but, importantly, identify what the person wants to happen next.
· Assess the risk to the adult (and to anyone else) and decide what steps to take next. The initial risk assessment should be completed by the allocated Safeguarding Manager or Lead and must take place within four hours of receiving the alert unless the Police are involved. 

· In such cases, assessment should not commence until the Police agree it can happen.

All the information gathered at this stage should be recorded along with the response to the alert.

The adult safeguarding manager will additionally consider listing the referral for multi-agency discussion or update at the next scheduled adult MASH meeting.

However, safeguarding decisions should never be delayed whilst awaiting a scheduled MASH meeting or cause the response to fall outside of the recommended safeguarding timeframe. 

[bookmark: _Toc470256626][bookmark: _Toc473894840]This is particularly relevant where risk assessment indicates that a formal enquiry or other protective actions are urgently required.





18. [bookmark: _Toc143911226]Deciding whether to proceed to a formal enquiry (Investigate)
Once a preliminary risk assessment has been carried out, the assigned Safeguarding Lead will decide whether or not to proceed by progressing to a formal strategy meeting and/or a formal (or other) enquiry (investigation). 

If any of the following factors exist, they indicate that an investigation should be carried out:

1. If the alleged victim has experienced, or there is the risk that they may experience, significant harm. (I.E. ill-treatment or the avoidable impairment or deterioration of physical or mental health, or emotional, social or behavioural development).

2. If the Person alleged to have caused harm is a staff member or volunteer, or a person who has contact with the alleged victim because both require support services; or if the alleged abuse has taken place on SOG premises.

3. If other people are also at risk from the same source.

4. If the alleged victim does not have, or appears not to have, the capacity to make decisions about his or her own safety 

If a staff member is alleged to be involved with the abuse, then a disciplinary investigation is also likely to be necessary. The disciplinary investigation should run parallel to the safeguarding investigation, and HR personnel, line manager(s) and colleagues may be required to give evidence to both investigations.

19. [bookmark: _Toc143911227]Repeat concerns
If an adult at risk has previously made an allegation of abuse which has been investigated and found to be unfounded, any further allegations of abuse from that adult should be treated without prejudice. 
All allegations of abuse must be recorded and responded to according to this Policy.

However, where an adult has made repeated allegations of abuse which have each been thoroughly investigated and found to be unsubstantiated, the adult and their social worker or lead professional involved may agree that making repeated allegations is part of the person’s normal behaviour and may be due to their illness or health condition. 

If this situation arises, a robust multi-disciplinary risk management plan must be developed in recognition that similar future allegations may be made. 

This must consider measures to protect those who are at risk of being falsely accused, which could include staff that need to continue to provide care, treatment and support for the person using services, within their own home, a hospital or residential setting.

If a new allegation is subsequently made, and following review presents the same issues as before, then the allegation should be managed and recorded as agreed in the risk management plan.
 
However, all new allegations must still be taken seriously and reviewed and if the allegation presents different issues than those specified in the risk management plan, the concern must be reported as a new Adult Safeguarding Concern (Alert).

Once all presenting information has been considered, and if the assigned Safeguarding Lead decides on the basis of the evidence, MASH discussion, and/ or liaison with key worker, that there is no need to carry out an investigation, then the referral should be recorded as “Closed” in the Adult Safeguarding record, and documented as a response to the alert

This will ensure that the rationale for the decision making made has been documented, indicating other actions or no further actions to be taken: EG: such as a decision to monitor via complex case management, or to close the safeguarding episode. 

All multi-agency safeguarding discussion and activity should be recorded and shared at the MASH. The MASH data base will be updated by the MASH administrator and a closing summary provided by the Safeguarding Manager at the end of the safeguarding episode.

If the assigned Safeguarding Lead decides that an enquiry (investigation) should be carried out, then the formal enquiry procedures must be followed.

A strategy meeting will be convened (to include relevant partner agencies involved with the adult) to consider the details of the allegations made and to consider any interim protection needs and other actions. 

This may include a request for a focused safeguarding assessment, including a risk assessment relating to safety and protection needs, or may require fuller need and risk assessment by the appropriate professionals.

This will entail joint discussions, decision and planning with the adult at risk for their future safety and well-being. This applies if it is concluded that the allegation is true or otherwise, as many enquiries may be inconclusive.

An assessment is likely to include:
· Meeting with the adult in order to gain their consent or to make best interest decision, to ascertain their wishes, views and the outcome that they want the safeguarding response to achieve. (See capacity and consent 8.1)
· An assessment of the adult’s needs and or carers needs as appropriate, including their well being
· A risk assessment and protection plan
· Consultation with and information gathering from the relevant partner agencies and relevant others involved with the adult.

In assessing a person’s needs there is a duty to promote well-being. The following areas must be considered:
· Personal dignity (including treatment of the individual with respect
· Physical and mental health and emotional wellbeing
· Protection from abuse and neglect
· Control by the individual over day-to-day life (including over care and support or support provided to the individual and the way it is provided)
· Participation in training, work, education, or recreation
· Social and economic well being
· Domestic, family, and personal relationships
· Suitability of living accommodation
· The individual’s contribution to society

Other areas that should be considered within the safeguarding assessment:
· Does the adult have a formal or informal carer?
· Is the carer implicated within the concern raised?
· Has the informal carer had a carer’s assessment and if so, what was the outcome?
· The setting and geographical location of where the abuse took place
· Is there a need for advocacy?
· Are there any communication needs?
· The involvement of any witnesses
· What action has already been taken to safeguard the adult at risk
· The health and social care support needs of the person at risk and whether the support is provided by the person alleged to have caused harm
· Are there any children at risk who should be referred to Children’s safeguarding services?
· What other information has been gathered from other agencies?
· Has a member of staff been suspended?

20. [bookmark: _Toc470256628][bookmark: _Toc473894842][bookmark: _Toc143911228]Involving other agencies
Adult safeguarding requires partner agencies to work together. Once the assigned Safeguarding Lead has determined that a formal enquiry (investigation) should take place, he or she should seek to establish what other agencies or service providers are involved in providing services to the alleged victim.

This may include:
· Service providers with routine contact with the adult at risk.
· Providers of health or social care services, such as private domiciliary care agencies.
· Providers of accommodation, such as the States of Guernsey, Guernsey Housing Association, or private care homes.
· Public protection services, such as the Police.

States Committees, private sector organisations and voluntary organisations may all be involved in day-to-day contact with the alleged victim. 
Where possible, the adult safeguarding investigation should involve all the organisations with which the alleged victim is in routine contact. 

Multi-agency information sharing guidance for adults has been agreed within the Bailiwick to support proportionate, confidential information sharing between partner agencies for the purpose of safeguarding. 

Where a safeguarding investigation concerns an adult who is resident in a private care home, the HSC Registration and Inspection Officer acts a regulator and should always be informed and involved in the case. The HSC lead nurse for Safeguarding should also be notified where a safeguarding concern is raised within a nursing care home setting. 

It should be made clear to everyone who becomes involved with an adult safeguarding case, that safeguarding work is a top priority, and every effort must be made to attend safeguarding meetings and meet the indicative timeframes.

20.1 [bookmark: _Toc143911229]Working in partnership with providers
A shared goal between all parties is that adults can expect to receive a safe, quality person-centred service. 
Integral to the effectiveness of partnerships is the need to work in a transparent and open way. 

It is not the intention of this policy and procedures to be punitive in its dealings with providers but to implement quality and safeguarding principles by supporting and giving a helpful steer when concerns arise, to assist providers in getting back on track. 

Open dialogue can only be achieved where there is trust and a willingness on all parties to work together. 

Providers should be encouraged to underpin their own policies and procedures under the six safeguarding principles. They should empower adults to fully participate in how services are run by creating a culture of dignity and respect.
[bookmark: _Toc471731157]
21. [bookmark: _Toc143911230]Carrying out an investigation and making a plan
An initial assessment and strategy discussion (with the Public Protection Unit where appropriate) must always take place within 24 hours of the referral being received. After this, the Adult Safeguarding enquiry (investigation) has five steps:
· Safeguarding Strategy Discussion/ Meeting 
· Safeguarding Enquiry (Assessment & investigation and interim protection plan)
· Safeguarding Case Conference 
· Safeguarding Plan
· Review of Safeguarding Plan

21.1 [bookmark: _Hlk157422538] Professional  Strategy Discussion/ Meeting
This must take place within five working days of the decision to investigate. 
The discussion / meeting will be convened and chaired by the assigned HSC Safeguarding Lead. 

The assigned Safeguarding Lead (Chair) will decide who is invited to the discussion or meeting, to include representatives of relevant agencies involved with the alleged victim. 
All Safeguarding Strategy Discussions must be recorded, and the minutes uploaded to the adult’s  safeguarding records along with any case notes.

[bookmark: _Hlk157423122]The main functions of the professional strategy meeting are to ensure proper co-ordination of adult protection, criminal and employment procedures. The chair will share information with relevant partner agencies, assess the risks to the alleged victim, and the meeting will agree what further assessment and investigation should take place and by whom.

Issues considered may include:
· Who should be the Investigation Lead in this case?
· Who should be interviewed, by whom, and in what order?
· What further information is required, and from which agencies?
· Any related investigations that should be carried out (e.g., HR disciplinary investigations, if the Person alleged to have caused harm is a member of staff)
· What the timeframe for the investigation should be, and whether further interim meetings are required?
· Whether arrangements should be made for medical examination, advice, or psychological support, subject to the consent of the adult at risk
· How the adult at risk and the person alleged to have caused harm should be informed that an investigation is taking place and involved in the process.

The adult at risk should be central to the safeguarding process and they should be informed of the outcome of any meetings, including who the Investigation Lead will be. Their views and desired outcomes must be sought and considered as part of the investigation. 

Opportunities must always be given to allow the view of the person alleged to have caused harm to be included in the investigation, assessment(s), and case conference, although the person alleged to have caused harm would not usually attend the conference meeting in person.

Where the person alleged to have caused harm is a staff member, their employing organisation must ensure that they are given the appropriate support and that their views are represented to the case conference.

21.2 [bookmark: _Toc143911232]Safeguarding Enquiry 
This is the “investigatory” part of the work. 

Following the Safeguarding Strategy Discussion or meeting, information must be collected, interviews must be carried out, and any other necessary arrangements must be made, according to what was agreed in the Discussion. 

It is the responsibility of the Investigation Lead to coordinate all this and to ensure that the timeframes for the investigation are met. 

21.3 [bookmark: _Toc143911233]Suspension of staff pending enquiry outcomes
In the event that staff who are subject to safeguarding processes are suspended due to parallel HR disciplinary decisions, adult safeguarding lead professionals should consider how the different strands of the investigation may be able to dovetail.

It should be borne in mind that the adult safeguarding process in itself cannot determine outcomes for staff under employment laws.

	Initial Action and Decision Making as part of the Enquiry (Investigation)

	Action
	· Establish the adult is safe
· Establish consent and capacity to make relevant decisions  
· Is the adult aware of the safeguarding concern? 
· Do they perceive it as a concern and want action/support?
· Is there suspicion that a crime may have been committed and a report to the police needed?
· The adult at risk’s desired outcome established
· Provide feedback to the person making the referral
· Record all actions and conversations
	Enquiry (Investigation) Officer

	Decisions
	· Who is best placed to speak with the adult at risk
· Are there any reasons to delay speaking with the adult at risk?
· What the safeguarding enquiry might consist of (parameters)
· Whether to proceed without consent
· What follow-up action may be needed
· Whether actions so far have completed the enquiry
	Decisions made by the Adult Safeguarding lead




Any information collected during the Safeguarding Assessment, including records of interviews, should be documented with the case notes for the relevant safeguarding referral. 

Safeguarding templates and guidance for investigating officers are attached as appendices and for HSC staff can also be located on the HSC intranet home page.

21.4  Types of safeguarding enquiries

	Good Practice Guide

	Types of enquiries
	Who might Lead / Co-work Enquiry

	Criminal (including assault, theft, fraud, hate crime, domestic violence and abuse or wilful neglect.
	Police

	Domestic violence (serious risk of harm)
	Police coordinate the MARAC process

	Anti-social behaviour (e.g. harassment, nuisance by neighbours)
	Community safety /local Policing (e.g. Safer Neighbourhood Teams).

	Breach of tenancy agreement (e.g. harassment, nuisance by neighbours)
	Landlord/registered social landlord/housing association/community safety services

	Bogus callers or rogue traders
	Trading Standards/Police

	Complaint regarding failure of service provision
(including neglect of provision of care and failure to protect one service user from the actions of another)- Provider Concerns
	Manager/proprietor of service/complaints department/ Regulator/ Inspector of Homes


	Breach of contract to provide care and support
	Service commissioner 

	Fitness of registered service provider
	Regulator/ Inspector

	Serious Incident (SI) in HSC settings
	Root cause analysis investigation by designated professional

	Breach of terms of employment/disciplinary procedures
	Employer/HR Advisor

	Breach of professional code of conduct
	Professional regulatory body

	Breach of health and safety policy, legislation and regulations
	Organisational Health & Safety Team / Health & Safety Executive


	· Misuse of Guardianship or Lasting Power of Attorney. 
· Inappropriate person making decisions about the care and wellbeing of an adult who does not have mental capacity to make decisions about their safety and which are not in their best interests
	HM Greffier; Police ; Law Officers; Advocates;  Capacity Law - Best Interest Process 

	Misuse of Appointee-ship
	Committee for Employment & Social Security



Enquiries can range from non-complex single agency interventions to multi-agency complex enquiries. The key questions in choosing the right type of enquiry, is dependent on:
· What outcome does the adult at risk want?
· How can enquiries be assessed as successful in achieving outcomes?
· What prevention measures need to be in place?
· How can risk be reduced?

Identifying the primary source of risk may assist in deciding what the most appropriate and proportionate response to the individual enquiry might be. There are no hard and fast rules and judgement will need to be made about what type of enquiry and actions are right for each particular situation.

21.5 [bookmark: _Toc143911234]Linking different types of enquiries
There are a number of different types of enquiries (safeguarding investigations). It is important to ensure that where there is more than one enquiry that information is dovetailed to avoid delays, interviewing staff more than once, making people repeat their story.
Other processes, including police investigations, can continue alongside the Adult Safeguarding enquiry, although any criminal investigation must take primacy. Where there are HR processes to consider, it is important to ensure an open and transparent approach with staff, and that they are provided with the appropriate support, including union representation. The remit and authority of organisations need to be clear when considering how different types of investigations might support Safeguarding enquiries.

22. [bookmark: _Toc470256629][bookmark: _Toc473894843][bookmark: _Toc143911235]Confidentiality
Where information, or a referral, comes from a third party who wishes to remain anonymous, or wishes for their identity to remain confidential, that wish is to be respected so far as possible. 

However, it may not always be possible to keep the person raising the concern (the alerter) details confidential. This should be explained when the information or referral is first received, or disclosure made.

Every effort should be made to encourage alerters to identify themselves so that they can be contacted, as necessary, as the investigation progresses. This is particularly important if the alerter is providing evidence relating to a possible, or alleged, crime.

The confidentiality of the alleged victim and the Person alleged to have caused harm must be respected at all stages during the Adult Safeguarding investigation.

22.1 [bookmark: _Toc143911236]Safeguarding Case Conference:
A case conference must always take place at the end of a safeguarding assessment. The purpose of the conference is:
· To share information gathered in the course of the assessment
· To determine if abuse or neglect has occurred
· To analyse and evaluate the level of risk to the alleged victim (or others)
· To suggest possible courses of action to manage the risk
· To agree a Safeguarding Plan.

Guidance relating to preparation for the case conference can be found by HSC staff on the HSC Intranet home page.

The case conference will be convened by the assigned Safeguarding Lead with the support of the Enquiry (Investigation) Officer. 

The Enquiry (Investigation) Officer must provide a written report summarising the information collected during the assessment phase. 

All case conferences must be minuted and the minutes kept with the case notes for the relevant referral.

The adult at risk (alleged victim) should be invited to attend the case conference and should have the option of bringing a trusted family member or friend or independent advocate (non-legal) to support them. 

It is important that the alleged victim consents to the actions in the proposed Safeguarding Protection Plan.

23. [bookmark: _Toc143911237]Recording of adult safeguarding meetings 
Meetings are recorded by a minute taker employed to record the key matters discussed and any recommendations. These are circulated to all parties present at the meeting. 

If anyone identifies an inaccuracy in the draft minutes, they should inform the chair. If the chair agrees with their comments, he or she will arrange for an amended version to be circulated. 

Anyone accompanying an individual in a safeguarding meeting should not take a record of that meeting either in writing, or via electronic audio or video recording equipment as there should be only one record of the meeting. 

Any requests to tape the meeting or video record will usually be refused as this could potentially intimidate or otherwise inhibit other parties attending the meeting and require willing consent.
The written record undertaken by the designated minute taker and checked by the chair should always be sufficient unless there are exceptional reasons, and the chair is in agreement.

24. [bookmark: _Toc143911238]Appeals 
Adult Safeguarding relies a great deal on other processes to ensure the safety and wellbeing of individuals who have been abused or harmed.

These processes normally include the right to be heard and the right to appeal in respect of decisions made.

Cases taken through the criminal justice system or into disciplinary hearings by employers both have in-built procedures to hear the account of the person accused in respect of any allegation being investigated and permit a right of appeal.

24.1 [bookmark: _Toc143911239]Challenging the outcome of a safeguarding meeting
There is no formal appeals process in respect of a decision made substantiating abuse in an adult safeguarding meeting, although the adult at risk must be in agreement with the protection plan. 

Anyone having concerns for the outcome of an adult safeguarding meeting may make representation to the Chair (The safeguarding enquiry lead) of the particular process to clarify points of fact or to provide information that may not have been available to the meeting.

The Chair can decide to recall the meeting and in the light of further information either re-open the investigation or alter the outcome decision. 

It must be remembered that the outcome is related to whether the safeguarding meeting believes that the evidence they have been presented with leads them to an outcome considered in the balance of probabilities. 
The allegation that someone has been abused is defined according to the following possibilities:
· Substantiated 
· Not substantiated 
· Inconclusive/ not determined.

A ‘substantiated’ outcome is not the same as a statement of ‘guilty’ in respect of the person alleged to have caused harm of the abuse.

There is a significant difference between the burden of proof required in criminal court proceedings and civil court proceedings related to adult abuse and neglect.

Criminal charges must be proven "beyond a reasonable doubt."

In most adult safeguarding procedures that the person alleged to have caused harm is party to, the standard is a less stringent "preponderance of the evidence," which is generally understood to mean a minimum 51% confidence that alleged conduct occurred.

For this reason, a criminal matter can be dismissed for lack of evidence or inadmissible evidence, lack of suitable testimony, or for other reasons. 
However, that same individual, exonerated from all criminal charges, could be found responsible for the alleged act within the adult Safeguarding Enquiry process.
 
If still unresolved after further discussion with the chair, the matter can be referred to the HSC Service Manager, Safeguarding and Quality Assurance who will review the case from the point of view of adherence to procedure, the facts of the case and any new information. 

The HSC Service Manager for Safeguarding will make a written response to the person making representation.

The Service Manager for Safeguarding may seek joint support from the named Nurse for Safeguarding and guidance from the Associate Director responsible for Safeguarding or if the matter remains unresolved may refer the matter to the independent chair of the Islands Safeguarding Adults Partnership.

If the person making representation believes that the adult safeguarding procedure has not been applied correctly or has provided a poor standard of service, then a formal complaints procedure is available.
The complaints process is not appropriate where the person is appealing against a decision which has been properly formed but may not be the outcome they wanted.

25. [bookmark: _Toc143911240]Representation in Safeguarding Interviews 
Interviews carried out by the police as part of an investigation will be carried out under the code of practice. 
Staff interviewed under their local disciplinary codes will be given the usual right of representation that the local code allows. 

Individuals interviewed by investigation officers of the office of the Committee for Health and Social Care and / or partner agencies do so voluntarily and decisions about representation or support will be made by the interviewing officers and the chair of the relevant safeguarding meeting. 
Representatives, when present, are there to support people being interviewed and should not speak for that person.

26. [bookmark: _Toc143911241]Supporting the victim 
Adult Safeguarding meetings are established to ensure the safety of victims of abuse. 
The Office of the Committee for Health and Social Care and Partner agencies must remain committed to involving the adult at risk as fully as possible in the processes so that they feel in control and gain an understanding of what the options are, and what can be done to make their lives safer.

This can be achieved by direct involvement in the safeguarding meeting or separately via their social worker or lead professional. 
The worker can explain to the adult what the processes are and keep them informed throughout the process including providing feedback about any meetings.

This will ensure the views; wishes and feelings of the adult are kept at the forefront. The adult at risk and, where agreed, their carers, should be kept fully informed and consulted with as throughout the safeguarding process.

Where the adult would like to attend the conference meeting they may need support from other people, friends or relatives, staff who know them well. The task in such cases is to maximise the involvement of the adult at risk.
To assist in deciding how involvement takes place, the Safeguarding Lead (chair) of the safeguarding meeting will consult with the police to ensure any statements they may take are not compromised.

They will also consult with anyone who knows the individual well in respect of their capacity to participate in meetings.
If there is no concern about the individual's capacity to be involved then they should be asked how they would like to be involved.

Where there are concerns about an individual's capacity to contribute to a meeting this should be recorded in the minutes of that meeting along with information as to how their views are or have been sought and incorporated into the safeguarding process.
The decision about involvement should be recorded in the minutes of the meeting.
As highlighted in section 16 of this policy, anyone accompanying an individual in a safeguarding meeting should not be permitted to take a record of that meeting either in writing, or via electronic audio or video recording equipment.
The Investigation report should be shared and where possible discussed with the adult at risk or their nominated representative in advance of the conference so that they are prepared with regard to any questions they may wish to ask or to be asked on their behalf.

It should be noted that the safeguarding process is not a 'legal' process such as a court hearing.  It is not ordinarily considered appropriate to allow legally qualified representatives, such as legal Advocates, to represent individuals at safeguarding meetings, as this may inhibit or intimidate other parties attending the meetings.
The focus of the meetings and any interviews are to establish what may or may not have happened to an adult at risk and identify what protective steps may be needed to safeguard the individual from harm in the future, not to apportion blame or seek to acquire evidence for other potential legal action.

26.1 [bookmark: _Toc143911242]The role of the supporter (for the adult at risk)
· To talk to the chair of the meeting before it takes place. 
· Try to make sure that the chair is aware of the person's support needs.
· To establish how the meeting will be run and the areas it will cover and those it will not. 
· To help the person to prepare for the meeting beforehand.

With the consent of the adult at risk and chairperson's agreement, the supporter may be provided with relevant reports and paperwork. 
The supporter will discuss the content of the meeting and support the person to prepare anything they might want to say in the meeting or present to the meeting in a written or recorded format. 

NB: It is important that the supporter understands their role:
· The supporter should not attempt to influence the adult at risk or ‘put words in their mouth’. The supporter should only point out and explain the options when helping someone to make a decision. 
· The supporter is not at the meeting in their own right and is not in attendance to  speak on their own behalf. 
· The supporter should not contribute to the discussions other than to support the adult at risk in what they want to say. 
· The supporter should agree to comply with the confidentiality statement and sign their agreement to this effect.

There is no right of accompaniment to adult safeguarding meetings. All attendees are there at the discretion of the chair of the adult safeguarding meeting. 
Where there is no agreement to confidentiality, any individual not in agreement may not be permitted to remain at the meeting and may be asked to leave.
If necessary, the meeting should be abandoned and re-convened without their presence at the earliest opportunity.

As Adult Safeguarding is not a formal legal process, people permitted to attend meetings should not be in attendance in the capacity of offering legal representation for the alleged perpetrator.
Minutes will only be sent to the persons originally invited to the meeting.
Chairs should always be mindful that those attending meetings may have differing views and opinions.
Allowances should be made for this, whilst aiming to ensure meetings proceed in an orderly and timely fashion.

27. [bookmark: _Toc143911243]Enquiry (Investigation) Reports
Once all actions have been completed a report should be collated and drawn up by the Enquiry (Investigation) Officer overseen by the Enquiry Lead. 

In some more complex enquiries, there may be a number of actions taken by other staff that support the enquiry. 

Where there are contributions from other agencies/staff, where possible these should be forwarded within agreed formats and timeframes, so that there is one comprehensive report that includes all sources of information.

Reports need to be concise, factual, and accurate. Reports should be drafted and discussed with the adult at risk. Reports need to address general and specific personalised issues. They should cover:
· Views of the adult at risk
· Whether outcomes were achieved
· Whether any further action is required and if so by whom
· Who supported the adult and if this is an on-going requirement?

In some enquiries, there will be a parallel investigation, for example, a disciplinary investigation; these might be appended to the Enquiry Report with any necessary third-party redactions. In drawing up the report, the risk assessment should be reviewed, and any safeguarding plan adjusted accordingly.

Although copies of the reports may be shared at conference they will not be distributed or removed from the meeting by attendees.
The adult at risk will, however, be entitled to retain a copy of the report which forms part of their record and will usually have been shared with them prior to the conference meeting.  However, third party information will first need to be redacted or anonymised to comply with Data Protection (Bailiwick of Guernsey) Law 2017.





28. [bookmark: _Toc143911244]Safeguarding Protection Plan: 
The Safeguarding Plan is the list of agreed actions from the Adult Safeguarding Case Conference, which will help to manage the risk to the alleged victim and/or support his or her recovery from harm or abuse. 

Every action will have a named person responsible for it, and the Enquiry (Investigation) Officer will have overall responsibility for seeing that the Plan is followed.

In most cases there will be a natural transition between deciding what actions are needed and the end of the enquiry, into formalising what these actions are and who needs to be responsible for each action- this is the adult safeguarding plan.

An adult safeguarding plan is not a care and support plan, and it will focus on care provision only in relation to the aspects that safeguard against abuse or neglect, or which offer a therapeutic or recovery-based resolution.

In many cases the provision of care and support may be important in addressing the risk of abuse or neglect, but where this is the intention the adult safeguarding plan must be specific as to how this intervention will achieve this outcome.

The Safeguarding Plan should set out:
· What steps are to be taken to assure the future safety of the adult at risk.
· The provision of any support, treatment or therapy, including ongoing advocacy.
· Any modifications needed in the way services are provided (e.g., same gender care or placement)
· How best to support the adult through any action they may want to take to seek justice or redress.
· Any on-going risk management strategy as appropriate.

The plan should outline the roles and responsibilities of all individuals and agencies involved and should identify the lead professional who will monitor and review the plan, and when this will happen.

Adult safeguarding plans should be person-centred, and outcome focused.

Safeguarding plans should be made with the full participation of the adult at risk.

In some circumstances it may be appropriate for safeguarding plans to be monitored through ongoing care management responsibilities. In other situations, a specific safeguarding review may be required.

28.1 [bookmark: _Toc143911245]Review of Safeguarding Plan
The first review of the Plan will usually take place within six weeks, (unless required sooner), but no later than three months after the initial case conference.

A review date will be fixed at the time of the conference. Further reviews will take place at a frequency as determined by the conference chair and as agreed by the MASH. 

The purpose of the review is to:
· Note and assess any new developments.
· Review the progress of the plan and the work undertaken with the individual.
· Agree any changes to the plan or the people involved in carrying it out.
· Ensure the individual’s ongoing consent to the plan (which may require a reassessment of capacity in some cases).
· Agree to close the plan, if appropriate.

Reviews of adult safeguarding plans, and decisions about plans should be communicated and agreed with the adult at risk.

Following the review process, it may be determined that
· The adult safeguarding plan is no longer required; or
· The adult safeguarding plan needs to continue.

Any changes or revisions to the plan should be made, new review timescales set (if needed) and agreement reached regarding the lead professional who will continue monitoring and reviewing; or, it may also be agreed, if needed, to instigate a new Adult Safeguarding Enquiry.

New adult safeguarding enquiries will only be needed when the HSC Safeguarding manager or designated safeguarding lead determines it is necessary.

If the decision is that further enquiries would be a disproportionate response to new or changed risks, further review and monitoring may continue.




29. [bookmark: _Toc143911246]Case Closure
Safeguarding processes can be closed down by the Safeguarding Lead at any stage.

Involved staff should liaise with the Safeguarding Lead and be clear who to contact with agreement on how matters will be followed up with the adult at risk, if there are further concerns.

It is good practice where a case management assessment, Care Programme Approach (CPA), reassessment of care and support, health review, placement review or any other pre-booked review is due to take place following the safeguarding enquiry, for a standard check to be made that there has been no reoccurrence of concerns.

Closure records should note the reason for this decision and the views of the adult at risk to the proposed closure. The adult safeguarding manager or safeguarding team lead responsible for the safeguarding enquiry or processes should ensure that all agreed actions have been taken, building in any personalised actions:
· Agreements with the adult at risk to closure.
· Referral for assessment and support.
· Advice and Information provided.
· All organisations involved in the enquiry updated and informed.
· Feedback has been provided to the referrer
· Action taken with the person alleged to have caused harm.
· Action taken to support other service users
· Referral to children and young people made (if necessary).
· Outcomes noted, recorded, and evaluated by adult at risk.
· Consideration for a SAR.
· Any lessons to be learned.

It is good practice for all the key safeguarding decisions made outside the MASH forum (Including case closure) to be verified at the adult MASH. 
The Adult Safeguarding Manager (MASH Chair) will ask for details of the rationale for closure from the safeguarding lead (if not him or herself) and provide a ‘closing summary’ at that forum. 

All information will be added to the case record and the safeguarding outcomes for both the adult at risk and the Person alleged to have caused harm must be documented and added to the adult MASH database.

29.1 [bookmark: _Toc143911247]Closing enquiries down when other processes continue
The adult safeguarding process may be closed but other processes may continue, for example, a disciplinary or professional body investigation. 

These processes may take some time. Consideration may need to be given to the impact of these on the adult and how this will be monitored. 

Where there are outstanding criminal investigations and pending court actions, the adult safeguarding process can also be closed providing that the adult is safeguarded.

All closures, no matter at what stage, must be subject to an evaluation of outcomes to include the view of adult at risk. If the adult at risk disagrees with the decision to close safeguarding down their reasons should be fully explored and alternatives offered.

At the close of each enquiry there should be evidence of:
· Enhanced safeguarding practice ensuring that people had an opportunity to discuss the outcomes they want at the start of safeguarding activity
· Follow-up discussions with the adult at risk at the end of safeguarding activity to see to what extent their desired outcomes have been met
· The level of risk of harm, reduced, removed or other
· Recording the results in a way that can be used to inform practice

30. [bookmark: _Toc470256631][bookmark: _Toc473894845][bookmark: _Toc143911248]Emergencies and Out of Hours
The HSC safeguarding unit operates between 08:45- 17:00 Monday to Friday and does not provide an out of hours or emergency response service.

An emergency situation (where an adult at risk has experienced or is at risk of serious physical or sexual harm, for example) will usually require the Police to be involved, and to lead the investigation.

There may be circumstances where an urgent Safeguarding Strategy Discussion is required, in order to get a Safeguarding Protection Plan in place as soon as possible for the safety of the alleged victim. 

If the concern is raised within working hours, the assigned Safeguarding Lead will judge the need for an urgent response, in consultation with the Police (if they are or need to become involved) and other involved partners and take appropriate action.

The strategy discussion may be carried out by telephone and should take place within 24 hours of the referral being received.

If an adult safeguarding issue arises out of hours within SOG premises or service provision and is brought to the attention of SOG staff on duty, a safeguarding concern (alert form) should be raised and sent to the HSC Adult Safeguarding Manager who should be contacted and notified of the concern as early as possible on the next working day.

A telephone call should be made, or a secure email should be sent to notify the Safeguarding Manager of the concern raised and to detail any protective action taken out of hours, if any.

If staff determine that urgent protective action is required (EG: Place of safety or other admission) which cannot wait until the next working day, the advice of the senior manager, officer or clinician on duty should be sought, with consideration of the need to alert or discuss with the Police, refer to the HSC on-call psychiatrist or the on-call senior manager from HSC Adult Community Services, dependent upon the nature of the concern raised and level of risk identified.

In the case of suspected domestic abuse where the victim may be assessed at immediate risk of significant harm, staff should consider seeking advice from the Guernsey Police and/ or the SAFER refuge helpline: 01481 721999 and a DASH RIC assessment should be completed. (The RIC is a risk identification checklist tool used to help front –line practitioners identify high-risk cases of domestic abuse, stalking and ‘honour’-based violence).

If the adult is in immediate danger or in need of medical attention or if a crime has been committed, contact the emergency services immediately, as appropriate.

Normal process in respect of capacity, best interest and sharing information in the ‘vital interest’ of the adult at risk should always be followed.

31. [bookmark: _Toc470256632][bookmark: _Toc473894846][bookmark: _Toc143911249]Preventing Future Harm
It will never be possible to fully protect people from harm, and risk-taking is a normal part of life. However, there are some opportunities to minimise the risk of harm and abuse:
· By ensuring that all staff are aware of the risks of abuse to adults and know their responsibility to report it
· By identifying any learning points from adult safeguarding cases which can be applied to the wider context and be escalated via learning events.
· By ensuring that staff who work with adults who may lack capacity, or require community care services for other reasons, understand how to support positive risk-taking.

32. [bookmark: _Toc470256635][bookmark: _Toc473894849][bookmark: _Toc143911250]Staff training
All staff working with adults within partner agencies should receive periodic training on Adult Safeguarding at a level which reflects their responsibilities. 
For Healthcare professionals the Intercollegiate documents on safeguarding (revised 2019) provide guidance on roles and competencies for all Healthcare staff.
Please refer to your organisation’s training programme with regard to the different levels of safeguarding training available.

33. [bookmark: _Toc470256636][bookmark: _Toc473894850][bookmark: _Toc143911251]Accountability
The Committee for Health & Social Care (HSC) has a responsibility as the lead, co-ordinating safeguarding organisation to work jointly with partners. The Chief Secretary is accountable to the Committee for Health and Social Care for ensuring that this policy is implemented and followed across HSC’s services.

The Associate Director responsible for community and mental health services is accountable to the Senior Operating Officer for ensuring that there are sufficient suitably qualified and competent staff in place to receive, handle and respond to adult safeguarding referrals, and for ensuring that their role is known and understood across HSC.

All Senior Officers, Associate Directors, Heads of Service, Senior Managers within partner organisations are responsible for ensuring that this Policy is implemented across their services and that staff are aware of it and receive appropriate training.

34. Compliance Monitoring
Adult Safeguarding activity will be monitored through monthly Governance meetings. Governance reports will be provided to the ISAP as required.

The Associate Director responsible for Safeguarding will be accountable for ensuring that Adult Safeguarding processes are in place within HSC (as lead safeguarding agency), and that the Adult Safeguarding policy is implemented effectively.

The Associate Director together with the HSC Adult Safeguarding Manager, will provide a data report on a monthly basis which assures the Committee  that the policy is being complied with. The report will include:
· Number of safeguarding referrals received
· Number of safeguarding referrals investigated
· Number of referrals involving the police
· Number of referrals involving an alleged victim who lacks capacity
· Outcome(s) of investigations
· Learning points for the organisation
· Organisational Learning

It is essential that all aspects of Safeguarding practice is monitored and scrutinised on a regular basis.

All partner organisations need to take responsibility for organisational learning and implement changes to their practice as a result of audits, complaints, SARS and most importantly feedback from adults at risk about what works well and what needs to improve.

35. Distribution
This policy will be distributed by the Islands Safeguarding Adults Partnership to all partner agencies and will be made available on the ISAP web site. All core members of the partnership will ensure that staff and volunteers within their organisations are aware of and have access to this policy.

36. Review
The policy will be reviewed by the Islands Safeguarding Adults Partnership at least once every three years, to ensure that it continues to comply with best practice in adult safeguarding. The Independent Chair of the partnership will be accountable for ensuring that reviews take place and that an updated policy is recommended to the Partners as necessary.

37. Policy Removal
This policy should be retained in the indexed policy folder until such time as its replacement has been approved by the Islands Safeguarding Adults Partnership. A copy of the superseded policy will be held on the Partnerships archives after it has been replaced.

38. Effective Date
This policy was revised and approved by the Islands Safeguarding Adults Partnership in August 2022 and will come into effect on the issue date shown on the title page.

[bookmark: _Toc143911257][bookmark: _Toc473894856][bookmark: _Toc470256642]Glossary of Terms
The following list of terms and abbreviations lists key words you may have come across in this policy, and other related terms which might come up in the process of investigating an adult safeguarding incident.

Abuse includes physical, sexual, emotional, psychological, financial, material, neglect, acts of omission, discriminatory and institutional abuse.

Adults at risk are people over 18 years of age who are or may be in need of community care services by reason of mental health, age, or illness, and who are or may be unable to take care of themselves, or protect themselves against significant harm or exploitation. The term replaces ‘vulnerable adult’.

Adult safeguarding means protecting a person’s right to live in safety, free from abuse and neglect. 

Adult safeguarding lead is the title given to the member of staff in an organisation who is given the lead for Safeguarding Adults.

Advocacy worker is a paid worker or volunteer who has been trained in order to enable the person with who they are working with to say what they want, secure their rights, represent their interests and obtain services they need.

Alerting is passing on concerns of suspected or alleged abuse to a person who is identified as responsible for reporting such incidents.

Alleged Perpetrator (or Alleged Abuser) is a person who is alleged to have caused abuse or harm.

Appropriate Adult is a suitable person who safeguards the interests of a vulnerable adult who is being interviewed by the police either as a suspect or as a witness.

Best Interest - the Capacity Law 2020 states that if a person lacks mental capacity to make a particular decision then whoever is making that decision or taking any action on that person’s behalf must do so in the person’s best interest. This is one of the principles of the Capacity law.

Capacity is the ability to make a decision about a particular matter at the time the decision needs to be made.

Care setting is where a person receives care and support from health and social care organisations. This includes hospitals, hospices, respite units, nursing homes, residential care homes, and day opportunities arrangements.

Carer throughout these policy and procedures refers to a Family/Friend Carer as distinct from a paid carer, who is referred to throughout as Support Worker. The Association of Directors of Adult Social Services (ADASS) define a carer as someone who ‘spends a significant proportion of their time providing unpaid support to a family member, partner or friend who is ill, frail, disabled or has mental health or substance misuse problems’.

Case Conference is a multi-agency meeting held to discuss the outcome of the investigation and to put in place a risk management plan and any subsequent actions.

Disclosure and Barring Service (DBS) helps employers make safer recruitment decisions and prevent unsuitable people from working with vulnerable groups. It replaces the Criminal Records Bureau (CRB) and Independent Safeguarding Authority (ISA). 

Enquiry establishes whether any action needs to be taken to stop or prevent abuse or neglect, and if so, what action and by whom the action is taken. Previously this may have been referred to as a ‘referral’ 

Enquiry Lead is the agency who leads the enquiry described above. 

Enquiry Officer is the member of staff who undertakes and co-ordinates the actions

HSC (The Committee for Health and Social Care) is a Committee of the States of Guernsey with responsibility for social care and health care and safeguarding in Guernsey and Alderney.

HSC Adult Safeguarding Manager is a specialist social work professional who is part of the HSC safeguarding unit. He or she acts as the HSC Adult Safeguarding Lead and coordinates overall adult safeguarding activity.  The manager reports to the HSC Head of Safeguarding and they are accountable to the Head of Service, Children and Family Community Services.

IDVAs (Independent Domestic Violence Advisors) are trained to provide support to address safety of victims at very high risk of harm from intimate partners, ex-partners or family members to secure their safety and the safety of their children.

Investigation is a process of gathering information, also known as an ‘enquiry’ which will inform decisions on what action is necessary to protect and support the adult at risk who is being abused and others involved.

Investigation Lead is a worker involved in a safeguarding case, who is nominated by the assigned Safeguarding Lead to coordinate the Safeguarding Assessment and prepare the Safeguarding Case Conference.

ISAP Islands Safeguarding Adults Partnership

MAPPA (Multi Agency Public Protection Arrangements) are statutory arrangements for managing sexual and violent offenders.

MARAC (Multi Agency Risk Assessment Conference) is the multi-agency forum of organisations that manage high-risk cases of domestic abuse, stalking and ‘honour’ based violence.

MASH (Multi-Agency safeguarding Hub) is the multi-agency forum usually chaired by the HSC Adult safeguarding manager which verifies and discusses multi-agency safeguarding alerts and ongoing adult safeguarding activity.

Monitoring is the activity of collecting information about cases of abuse and alleged abuse, including content and outcome of investigations.

Multi-Agency Case Conference is a meeting of all those involved in the safeguarding enquiry, including the adult at risk and their (non-legal) advocate or representative, to receive the investigation report and plan action to be taken.

Named Nurse Safeguarding is the HSC named nurse with a role that includes supporting the acute hospital, nursing and midwifery staff to recognise and escalate child protection and adult safeguarding concerns.
Positive Risk Taking is an approach that seeks to give choice and control back to service users by facilitating them to balance protection and risk.

Public Protection Unit (PPU) is a section of the Police dealing with adults at risk of harm, domestic abuse, sex offenders and child protection.

Reporting is a process of referring on information of suspected or alleged abuse to a person with responsibility for investigating abuse.

RIC (Risk Identification Checklist) is a risk identification checklist tool used to help front –line practitioners identify high-risk cases of domestic abuse, stalking and ‘honour’-based violence.

Risk Management is the process of developing a clear plan which takes into account the types and level of risk and attempts to reduce the risks by means of a range of interventions.

Safeguarding (Adults) is used to describe all work to help adults at risk stay safe from significant harm. The term replaces ‘adult protection’.

Strategy meeting / discussion is a multi-agency professional discussion between relevant organisations involved with the adult at risk to agree how to proceed with the referral. It can be face to face, or by telephone or by email.

Serious Case Review (or Safeguarding Adults Review) is a multi-agency review when a serious case of adult abuse takes place. The aim is for agencies and individuals to learn lessons to improve the way in which they work.

Sexual Offences Investigative Trained Officers (SOITs) are specially trained police officers who offer both victim care and carry out investigations into sexual offences.

Significant harm is not only ill treatment (including sexual abuse and forms of ill treatment which are not physical), but also the impairment of, or an avoidable deterioration in, physical or mental health and the impairment of physical, intellectual, emotional, social or behavioural development.

SI (Serious Incidents) are defined as incidents occurring in an HSC setting which result in serious harm or unexpected or avoidable death of one or more patients, staff, visitors or members of the public.

Team Lead for Adult Safeguarding is a social work manager from each of HSC’s adult social work teams, who has been nominated by the Associate Director  responsible for safeguarding. He or she will form part of a ‘virtual team’ and receive referrals from the HSC Adult Safeguarding Manager. The lead will be responsible for engaging partner agencies and making decisions on whether and how to investigate allegations of abuse.

Vital interest a term used in the Data Protection (Bailiwick of Guernsey) Law 2017 to permit sharing of information where it is critical to prevent serious harm or distress, or in life-threatening situations.
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	[bookmark: _Toc131029559][bookmark: _Toc143911258]Inter-agency Safeguarding Adults ‘Raising a Concern’ Form (ALERT) 
STRICTLY CONFIDENTIAL


[image: ]      
            
This form may be used to notify the Office of the Committee for Health and Social Care of a concern, disclosure, or incident where safeguarding duties apply. This may include concerns of alleged financial abuse, such as where an adult at risk has a Lasting Power of Attorney in place and you suspect that decisions made by an Attorney are not being made in the best interests of the grantor: 
_________________________________________________________
· Safeguarding duties apply to an adult who has needs for care and support: AND
· is experiencing, or at risk of, abuse or neglect: AND
· as a result of those care and support needs is unable to protect themselves from either the risk of, or the experience of abuse or neglect.
Please contact the HSC Safeguarding Unit  01481 226923 and ask for the Adult Safeguarding Manager, or in their absence, an Adult Safeguarding Team Lead to discuss. This form should be completed in as much detail as possible. Lack of access to the necessary information should NOT delay reporting your concern.
	REMEMBER: If you suspect that someone is being abused and they are in immediate danger you should contact the Police without delay. Guernsey Police 01481 725111 (OR 999 in an emergency)



This Inter-Agency form should be used to report an adult safeguarding concern where safeguarding duties apply; even where you have already reported the matter to the police; reported this concern as a disciplinary or regulatory matter; or escalated this concern within your own organisation.

	  Alert (Part A)                                                             Person ID                                            

	1	Tell us about the adult that you are concerned about: 
	(please complete as much of this as is known – if not known put N/K)

	Name:  

	Date of Birth:                     Gender: 

	Current address:     

                                                                                                                                                                                                                                                                                                  

	Telephone: 

	Ethnicity: 
	  Choose an item.

	Primary support needs of the adult at risk:
	Choose an item.

	Does the adult have any identified Communication Needs?
	

	If yes, please give details:

Click or tap here to enter text.


	Does the adult have any health conditions?
	

	If yes, please give details:

Click or tap here to enter text.

	Does the adult have an activated Lasting Power of Attorney or Guardianship order in place? 

	

Name of Attorney or Guardian 
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	2	Tell us about the main contact for the adult at risk (if known)

	Name: 

	Relationship to adult at risk: 

	Are they the relative/carer?                                  

	Are they aware that this concern has been raised?  

	Contact address:

	Telephone No: 

Mobile No: 

	Postcode 
	Email: 

	Are they willing to be contacted?                             

	3a	Details of concern:

	Current situation: Brief factual details of the concern you wish to raise:

	










	What is the nature/ location of the concern you wish to report?

	Source of  risk

	Type of concern/ abuse
(If more than one category please list)

	Location of concern/ abuse
	
Details of other
location


	
  

	Choose an item.

Choose an item.

Choose an item.

	
	

	Is this also Domestic Abuse (this includes Forced Marriage, Sexual Exploitation, Female Genital Mutilation and Honour Based Violence) by a third party?  


	    


	Does the concern involve sexual exploitation?                          


	  


	And do you consider this abuse is also Hate Crime?   


	              

	If there is a Guardianship Order or a Lasting Power of Attorney in place,  are you concerned that decisions made by an attorney or  legal guardian are not in the best interests of the adult/ grantor (the person who made the Lasting Power of Attorney)?   

	        
NB: This could include: 
1. concerns about misuse of money 
2. the attorney is not acting in the best interests of the grantor, 
3. the grantor has regained capacity, but the attorney is continuing to use the LPA 
4. the attorney is no longer eligible to act (for example if they have lost capacity to make decisions for the grantor)  

	Do you wish to remain anonymous if possible?                                                                                                

	                               

	If you wish to remain anonymous, please give reason:

	
Click or tap here to enter text.

	NB: It is possible that the case may be referred to the Royal Court, in which case your name may be disclosed

	3b. Physical and sexual concerns: 

	Are there any injuries present? 

	   
If yes, please also complete body map 

3c	Actions taken to reduce the risk of harm or abuse to the adult at risk.  c	Actions taken to reduce the risk of harm or abuse to the adult at risk. 

	In your view, does the adult continue to be at risk of harm?

	   

	3C. Actions


	Have any actions been taken to date to safeguard the adult?

	   

	If yes, summarise what actions (if any) have been taken to ensure the immediate safety of the adult at risk.

	








	3d.   Are there other people who may be at risk of harm?


	   

	If ‘Yes’ please describe the risk that remains and give name(s) of others potentially at risk (including details of dependant adults).
Please advise the Children’s Multi-Agency Support Hub (MASH) on 01481 223182 if there are concerns regarding the welfare of any children present. If a child is at risk of immediate harm, call Police on 999.

	

3c	Actions taken to reduce the risk of harm or abuse to the adult at r

	Is this a repeat incident? 

	   



	4.MAKING SAFEGUARDING PERSONAL (MSP)


	See guidance at the end of this form


	Has the adult at risk given their consent for this information to be shared?

	

	Is the adult at risk aware that the concern has been raised? 

	   


	NB: You should explain that you are raising this concern, unless there is good reason for you not to do so IE: by doing this, it may put the adult or others at further risk. However, please do not commence an investigation or interview the adult at risk with regard to the safeguarding concerns unless advised to do so by the HSC safeguarding lead or the police. If you have NOT spoken to the adult at risk to inform them that you are raising a concern, please explain why in the space below. 


	
Click or tap here to enter text.



	Where is the adult at risk now? (Include where they are  in relation to the person alleged to have caused harm)

	
Click or tap here to enter text.


	In your opinion, does the adult at risk have the mental capacity to understand the risks within this safeguarding concern? 
  

	    

	 Are there any difficulties in gaining access to the adult at risk?  Or In your view, is there any potential risk to anyone visiting the adult?

	   

	If you think that a crime has been committed, have you contacted the police?   
              

	   




	Who else has been informed / made aware of this concern?


	
Click or tap here to enter text.

	Date and time of incident (approximate if actual not known) or disclosure made

	 




	Source of concern (if not person completing this form):
Name 
Organisation 
Contact details 
 


	

5	Details of person(s) alleged to have caused harm (or name of Attorney where you have LPA financial concerns):
(please complete as much of this as is known and continue on a separate sheet if more than one is involved)

	Name: 


	Address: 



	Occupation/Position/Title/:  Organisation:


	Date of Birth: 
	Gender: 


	What is the relationship of the person alleged to have caused harm to the adult at risk? 
Choose an item.

	Does the adult at risk know the person alleged to have caused harm?  




	Is the person alleged to have caused harm also a person with care and support needs?  
           

      

	Is the person alleged to have caused harm the main family carer?     





	Is the person alleged to have caused harm aware of this concern being raised?      
 

	    

	If yes, what is their response, and are there any risks to be aware of?

	
Click or tap here to enter text.









	6:	Details of person completing this form 

	Name:
	Job title 

	[bookmark: OLE_LINK1][bookmark: OLE_LINK2]Organisation (if applicable): 


	Type of organisation: Choose an item.

	Contact address: 

	Telephone No: 

Mobile No: 


	Email: 
	Postcode: 

	Relationship to the adult at risk:  





Please send the completed form as a confidential document to:
Adult Safeguarding Manager, Safeguarding Unit, Perruque House, Rue de la Perruque, Castel, Guernsey, GY5 7NT
The form can also be e-mailed securely to HSC PerruqueHouseAdmin@gov.gg with ‘Safeguarding adults concern’ as the subject.

	Where physical injury / wounds / bruising are evident in relation to the concerns raised, please use and attach  (appendix 1) BODY MAP which should be completed by hand and signed.





	Guidance Notes for completing this form


(a) ON COMPLETING THE WRITTEN DETAILS OF CONCERNS 
The written details will need to include:
· The date and time when the disclosure was made, or when you were told about/witnessed the incident
· Who was involved, any other witnesses, (including service users and other staff if within a service)
· Exactly what happened or what you were told, in the persons own words, keeping it factual and not interpreting what you saw or were told
· The views and wishes of the adult (see further guidance below)
· The appearance and behaviour of the adult and/or the person making the disclosure
· Any injuries observed (attach body map)
· Any actions and decisions taken at this point
· Any other relevant information e.g. previous incidents that have caused you concern
REMEMBER TO:
· Include as much detail as possible 
· Make sure the written report is legible and is of a quality that can be photocopied
· Make sure you have printed your name on the report and that it is signed and dated
· Keep the report factual as far as possible. However, if it contains your opinion or assessment, it should be clearly stated as such and be supported by factual evidence. Information from another person should be clearly attributed to them and they should be informed that the information they provide is to be used in this manner.
· Keep the report confidential, storing in a safe and secure place until needed

(b) ON OBTAINING CONSENT OF THE ADULT

· ‘MAKING SAFEGUARDING PERSONAL’ means that the adult is placed at the centre of the process by considering their wishes, views, and feelings. 
· Gaining consent of the adult involved is good practice, but the provisions of the Guernsey Data Protection Law do not present a barrier to the sharing of such personal information. 
· This means that if you are seriously concerned about the risks and the adult does not wish for this to be pursued within the safeguarding process you should still give consideration to raising your concerns in line with HSC safeguarding procedures. 
· You should clearly document the adult’s views on this form and evidence why you are still raising these concerns. (Please consider public interest and duty of care – this may also mean reporting your concerns to the Police if you believe a crime may have been committed). 
· Remember the adult’s consent is not required in all situations.  Where the allegations are against a Person in a Position of Trust, whether or not consent is given by the adult with care and support needs, consideration should be given to the possible risks to others.  These risks could outweigh respecting the wishes and feelings of the adult with care and support needs and so an AAR (A) Safeguarding Alert ‘Raising a Concern’ form should be completed.

How to respond if you receive an allegation:
· Reassure the person concerned
· Listen to what they are saying
· Record what you have been told/witnessed as soon as possible
· Remain calm and do not show shock or disbelief
· Tell them that the information will be treated seriously
· Don’t start to investigate or ask detailed or probing questions
· Don’t promise to keep it a secret

If you witness abuse or abuse has just taken place the priorities will be:
· To call an ambulance if required
· To call the police if a crime has been committed
· To preserve evidence
· To keep yourself, staff, volunteers, and service users safe
· To inform your manager (unless they are implicated in the alleged abuse) or the designated adult safeguarding lead in your organisation as soon as you can
· To contact the HSC adult safeguarding manager to escalate your concern and forward this completed alert form. 
· To record what happened and store this information as per your organisation’s policy for recording and storing sensitive adult safeguarding information

Please be aware that the information you provide may be shared sensitively and proportionately with other organisations involved in the safeguarding process as per the ISAP Adult Information Sharing Guidance 2022

Appendix 2		G310DRAFT
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Guernsey & Alderney Adult Safeguarding Body Map
Doncaster Adult safeguarding Body Map
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Name:      	Date:        
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Notes:      

Professionals Name:      
Professionals Designation:      
Appendix 3		G310DRAFT
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Adult Safeguarding:
Best Interests decision making and Best Interests Meeting Guidance

The primary purpose of this guidance is to provide chairs, decision-makers and adult safeguarding practitioners working to support and protect adults at risk, with additional guidance on the process, content, and structures of Best Interests meetings.
This Best Interests guidance builds on an assumption of a general understanding of The Capacity (Bailiwick of Guernsey) Law 2020, which, at the time of producing this guidance, has been implemented in part, with the remainder of the Law to be implemented in phases. 

It should be noted that, although there are many similarities, the procedure differs from that in England and Wales. The safeguards which have been set out in the Law have been included and intended to protect those wishing to make Lasting Power of Attorney (LPAs) in the Bailiwick context (as well as those acting under LPAs) and to ensure that the relevant checks are carried out in the most appropriate way at the most appropriate time using the required expertise locally. 

A Lasting Power of Attorney is a legal document by which a person (‘the Grantor’) gives power to one or more persons (the Attorney/s) to make decisions on their behalf. 
There are two types of LPA. 1. Property and Finances and 2. Health & Welfare.
Unlike an ‘ordinary’ Power of Attorney, a lasting Power of Attorney will not cease to be valid due to the Grantor losing capacity in the future, as it is made specifically for that purpose. 
To support these procedures a Code of Practice and accompanying forms has also been drafted to promote ease of understanding for all those involved in this process.  


1.     Context – why Best Interests decision making is required

1.1.  This guidance forms an appendix to the Islands Safeguarding Adults Multi-Agency Policy and Procedures. However, it should also be read in the context of the Capacity (Bailiwick of Guernsey) Law (2020) which should be referred to as necessary. The purpose of the Law is to empower people to make their own decisions wherever possible, to allow them to plan for the future and, if they lack capacity, to ensure that decisions made on their behalf respect their basic rights and freedoms. 


1.2.   A failure to engage correctly and effectively with people who do not have the capacity to make specific decisions for themselves, may have serious implications for safeguarding teams and partner agencies, such as Health, Social Care and Law Enforcement. 


1.3.  A Best Interests meeting may be needed where an adult (16+) lacks capacity to make significant decisions for themselves and needs others to make those decisions on their behalf. 
It is particularly important where there are several agencies working with the adult at risk, or where there are unresolved issues regarding either the person's capacity or what is in their Best Interests and a consensus has not been reached. Issues around a person's capacity should however ordinarily be resolved before a Best Interests meeting is convened.
Any unresolved issues regarding a person’s capacity will need to be referred to the Mental Health and Capacity Review Tribunal.


1.4. A Best Interests decision cannot be made for an adult if they have been assessed as having capacity to make the decision or (where there is doubt about capacity) a capacity assessment has not been undertaken to confirm that they lack capacity.


1.5.  It is important to note that Capacity Law clearly sets out the specific decisions which can never be made or actions which can never be carried out in a services user's Best Interests under the Law, whether by family members, carers, professionals, or advocates. 

1.6.  Although the Law does not allow anyone to make a decision about those matters on behalf of someone who lacks capacity to make such a decision for themselves (for example, consenting to have sexual relations), this does not prevent action being taken to protect a vulnerable person from abuse or exploitation.


1.7.  The statutory principles laid out in Capacity Law must be applied:

· A person must be assumed to have capacity unless it is proved otherwise.
· Until all practical steps have been taken to help someone make a decision without success they cannot be treated as lacking capacity.
· An unwise decision does not in itself indicate a lack of capacity.
· Any act or decision made must be in the person’s Best Interests.
· Any act or decision should aim to be the least restrictive option to the person in terms of their rights and freedom of action.


1.8.  Establishing a positive relationship with the adult at risk is crucial in gaining their trust. A person with capacity can disagree with the views of the professionals involved in their care. 
Adults at risk may take a contrary view to professional opinion and this should be respected if they have capacity to make the decision. 
Adults at risk have the right to make lifestyle choices and to refuse services provided they are doing so from an informed and capacitated position. 

Where there are concerns that the adult may be acting under duress, or where there are concerns that the associated risks are significant, it is important to remember that there continues to be a duty of care and it may be appropriate for practitioners to seek legal or other advice to consider whether the Inherent Jurisdiction of the Royal Court of Guernsey or the Mental Health and Capacity Tribunal should be utilised. (NB: The Tribunal will have an extended remit when the rest of the Law is implemented).  

1.9.   A failure to make decisions that are in the Best Interests of the person may have serious implications and could lead to legal challenge. Protection from liability is afforded under the Capacity Law where it can be evidenced that due process has been followed by the decision-maker.


2. What is a Best Interests meeting?

2.1.  A best interests meeting or process is needed to make the relevant decision. The purpose is to consider the options and views of others. As consultation is key, a meeting should be the default. A formal Best Interests meeting is likely to be required where the decisions facing the adult are complex and cannot be easily made by the decision-maker and immediate colleagues. 
There may be a range of options and issues that require the considered input of different staff as well as those with a personal and/or legal interests in the needs of the person lacking capacity. A best interests meeting will be needed if there are different opinions about what is in the adult’s Best Interests and a consensus cannot be reached. Differing opinions may exist between professionals or other interested parties such as relatives. Making sense of these issues and options can only be properly covered and addressed through holding such a meeting, and clearly recording the discussions.


2.2.  A Best Interests meeting should mean that the decision-making process is transparent, clearly recorded, and can stand up to subsequent scrutiny. 
In addition, a Best Interests meeting should ensure that adults at risk are empowered and protected from random or unsound decision-making. 
If the law is followed regarding best interests decisions, then it has the legal authority to make that decision.  So, the decision maker can make the decision for the person.

2.3.  Making decisions in a person’s best interests requires that:
· The person has been assessed as lacking capacity to make the decision under scrutiny.
· The decision under scrutiny is not one that is excluded by the Law.
· The Law’s statutory principles and Best Interests' checklist are properly considered.
· The adult, even though lacking capacity, remains central to the decision or decisions needing to be made and should be involved in the decision-making process whenever possible.
· Relevant professional and informal networks are properly consulted.
· There is a clear structure to the meeting, promoting partnership working, the sharing of relevant information and the positive expression of different views.
· A clear analysis of the risks and benefits attached to different options is undertaken and recorded.
· All relevant circumstances are taken into consideration including 
                    the person’s beliefs and values, past and present wishes, and any 
written statements the person made when he/she had capacity. This may include an Advance Decision to Refuse Treatment (ADRT) or a living will.
· Consideration is given to whether the decision can be delayed until the person regains capacity to make the decision for him/herself if this is a possibility.
· Consideration is given to other factors which might have influenced the person’s decision such as altruistic intentions, consideration for others and duties and obligations towards future beneficiaries and/or dependents.
· Consultation is carried out with others such as partners, carers, family members, and other relevant people where it is practicable and appropriate to do so.
· The decision is not motivated by a desire to bring about the person’s death when the decision relates to life-sustaining treatment.
· It is essential that clear and accurate minutes are recorded of the meeting.


2.4.  Where a decision cannot be made, for whatever reason, the Best Interests meeting will also have to decide what further actions may be required to expedite future decision- making, by whom and in what timescale. 


3.     Urgent situations

3.1.   If the situation is very urgent however, a meeting may not be possible, and decisions will have to be made based on the information available - including the availability of people for consultation. The ‘doctrine of necessity’ may be invoked in emergency situations. Actions in the person’s Best Interests can be made providing the professional ‘reasonably believes’ a person lacks capacity and that the proposed treatment/action is necessary to save their life or to prevent a significant deterioration in their condition without formal documentation of the capacity assessment and best interests decision.

.   	Clearly in an emergency, urgent decisions will have to be made and immediate action taken in the person’s Best Interests. 
In these situations, it may not be practical or appropriate to delay the decision to consult with any known attorneys (LPA) who cannot be immediately contacted. 
It is important to record any attempts to contact known attorneys that have been unsuccessful.


3.3.  The Capacity law does not give any clear indication as to how long it would be acceptable for decisions to be made under the doctrine of necessity. It is sensible to assume that as soon as someone’s capacity can be formally assessed and their Best Interests decided, then this is what should happen.

4. When is a Best Interests meeting required?

4.1.   Where assessments of capacity relate to day-to-day decisions and caring actions, they can be recorded on the appropriate care plan and supporting documentation. The Law provides protection from liability for actions taken as long as those actions can be understood to have been in a person’s Best Interests. Evidence of the assessments of capacity and of the Best Interests process should be recorded to provide robust and clear documentation that records the action that has been taken. As the seriousness of the decision and/or the action increases then the need for a clear, documented record increases.


4.2.   A Best Interests meeting may be needed following a formal recorded assessment of capacity in relation to the following sorts of decisions:
· where to live, if a significant change is envisaged.
· what care services and support to receive at home.
· what care services and or support should the person receive away from the home (i.e., in a particular placement).
· whether to report a criminal or abusive act or other safeguarding actions. 
· who the person should have contact with.
NB - any decision on refusing contact with another person that Person wants to have contact with need to go to the Tribunal or even the Court.  Chapter 11 of the COP includes the following: 

11.109 What matters are not covered by a protective authorisation?

“The protective authorisation cannot be used to authorise arrangements, which breach Article 8 of the European Convention on Human Rights for example restricting contact with family or friends see section 49(2) of the Law. Such matters will need to be referred to the Mental Health and Capacity Review Tribunal, which has the authority to make such decisions (s19)(1) (b) and (c) of the Law).  See chapter 7 Code of Practice for more information on the role of the Tribunal.”


4.3.   These examples are not exhaustive, and each situation needs to be judged on its merits, using professional judgment. 

4.4.  If a Lasting Power of Attorney has been made and registered, the attorney/s will be the decision-maker for decisions within the scope of their authority. 
There may be situations where the Committee for Health & Social Care or partner agencies consider that it is appropriate to arrange and support a Best Interests meeting where there is lack of consensus with the decision-maker or third parties to attempt to reach an amicable resolution.


4.5.   Where there is, or is likely to be, a dispute as to how to serve the Best Interests of the person who lacks capacity, there is recourse in law to the Court. The Court will however expect to see evidence of professional decision-making and Best Interests recording having already taken place, and this is another reason why holding a Best Interests meeting is important in ensuring that the decisions needing to be made are clearly understood.
It is important to remember that the minutes of the Best Interests meeting may be required by and submitted to the Court. It is important to ensure that they accurately record proceedings and are fit for purpose and scrutiny.



5.     The Best Interests meeting – who  chairs?

5.1.  It is best practice that the person who chairs or co-ordinates the Best Interests' meeting is not the person who is the decision-maker. This avoids any possible conflict of interests. The decision-maker will need to attend the meeting.


5.2.   When dealing with safeguarding concerns or parallel processes within, it would usually be expected that a Senior Practitioner or Manager will chair the Best Interests meeting or at very least a registered and experienced health or social care professional. 
The chairperson needs to be a professional who has the ability to chair a meeting at which competing views and opinions may be expressed. The chair of the meeting may be required to provide some mediation and negotiation so that the Best Interests of the adult lacking capacity are not overlooked. The chair will also need to be able to summarise the discussion and confirm the way forward and actions to be taken.

5.3.  To support the adult at risk, their family members and/or their representatives in feeling as comfortable as possible on the day of the meeting, it is good practice for the chair to arrange to meet, (with those identified above) at the venue approximately 20 minutes before the meeting is due to commence. 
This allows attendees to have an opportunity to meet face to face and express any concerns or fears they may have about the process. 
It also allows time for the chair to orientate the attendees to the environment, e.g., where the toilets are situated etc., explain the Best Interests decision making process, outline the meeting agenda, identify who will be attending and allow people to settle in the room before the other attendees arrive.


5.4.   The Chair may also consider the value of staggering or holding the meeting in sections, with some people invited to attend at a specific time. This is a useful strategy to implement in situations where family members do not get on with one another but wish to attend. 
	Family members or ‘next of kin’ do not have a legal right to make decisions on the adult’s behalf – unless they have been granted this right specifically as a health and welfare attorney. They must, however, be consulted as part of the decision-making process. 
(NB: When future stages of Capacity Law are implemented as planned, an Independent Capacity Representative (ICR) will need to be appointed where there is no one who fits into any of the above categories).
If the adult is attending the meeting the Chair should also consider whether it would be too distressing for the adult at risk if certain people attend. If this is the case, arrangements should be made for their views and opinions to be identified and recorded prior to the meeting and for these to be tabled as part of the process.


5.5.  A person’s needs and situation may fall within different legislative structures or other processes, such as under Mental Health Law or formal Adult Safeguarding Arrangements. It may be necessary and appropriate to include reference to these elements within the Best Interests meeting. This is a matter on which the chair for the meeting needs to give some consideration.
A Capacity Law Best Interests meeting is not a substitute for an adult safeguarding strategy meeting, or other care planning framework. The person chairing the Best Interests meeting should confirm at the start of the meeting the relationship of the meeting to any of these other elements, and whether they may need also to be addressed separately within a different formal or statutory process.



6.     The Best Interests meeting – who should be the decision-maker?

6.1.   Under the Law many different people may be required to make decisions or act on behalf of someone who lacks capacity to make decisions for themselves. The person making the decision is referred to as the ‘decision- maker’, and it is the decision-maker’s responsibility to work out what would be in the Best Interests of the person who lacks capacity.


6.2.  For most day-to-day actions or decisions, the decision-maker will be the carer most directly involved with the person at the time. Where the decision involves the provision of medical treatment, the doctor or other member of healthcare staff responsible for carrying out the particular treatment or procedure is the decision-maker. Where nursing or paid care is provided, the nurse or paid carer will be the decision-maker.

6.3.  For decisions that involve social care it will be an adult social care staff member who is the decision-maker, however if there is a lack of consensus between interested parties with the view it is advisable to ensure that the decision-maker is independent and holds neutral views. This will ensure transparency and equity in the decision-making process, and it will ensure that there is no real or perceived conflict of Interests.


6.4.  The decision-maker must be satisfied that the assessment of the person's capacity that relates to the decision is sufficiently robust to demonstrate that they lack capacity to make the decision under scrutiny, and which the intention is that they make on the person's behalf.


6.5.  The decision-maker must be clearly identified and responsible for deciding what is in the Best Interests of the person who lacks capacity. It is desirable to aim for consensus, but ultimately there is only one decision-maker. If a Lasting Power of Attorney has been made and registered, the attorney will 
be the decision-maker, for decisions within the scope of their authority. There may be situations where the Committee for Health & Social care or partner agencies consider that it is appropriate to arrange and support a Best Interests meeting where there is lack of consensus with the decision-maker or third parties to attempt to reach an amicable resolution.
No matter who is making the decision, the most important thing is that the decision- maker tries to work out what would be in the Best Interests of the person who lacks capacity.






7.     The Best Interests meeting – who should attend?

7.1.   The decision-maker needs to ensure that they consult others who are close to the adult who lacks capacity, where practical and appropriate, on decisions affecting the adult and what might be in their Best Interests. Careful consideration should be given so as not to exclude people who may have an interests. It is likely that it will be the key worker/main assessor worker who is responsible for this process and for ensuring that interested parties are invited to attend, or their views are made available to the decision-maker. The decision-maker must take into account the views of the following people, where it is practical and appropriate to do so:


•   The person assessed as lacking capacity.
•   Family members, parents, carers and other people interested in the welfare of the person, if this is practical and appropriate.
•   Any person who holds a Guardianship order or a Lasting Power of
     Attorney made by the Grantor (the person now lacking capacity).
•	Any professional person who can contribute to the outcome of the Best Interests meeting.

7.2.   It will be the responsibility of the chairperson and the decision-maker to ensure that the consultation process has been undertaken thoroughly and that the best interests meeting can proceed. In the event that there is concern that the meeting will not represent the views of all those who should be consulted it may be necessary to adjourn the meeting until this is rectified.

7.3.   Anyone who attends a Best Interests meeting must be clear about their role and the contribution they can make in the meeting. They should also come prepared with relevant information and be prepared to contribute this to the discussion. Agreement should be reached about how to include the contribution of any person who is unable to attend, so that the meeting can still serve its purpose, rather than be unduly delayed.


8. The Best Interests meeting – preparing for the meeting and supporting attendees

8.1.  For some, being invited to a Best Interests meeting can lead to that person experiencing feelings of increased anxiety and uncertainty about what may be expected of them during it.

8.2.  It is important that the person who is convening the meeting communicates clearly with those who have been invited at the earliest possible opportunity. This is particularly relevant when the person deemed to lack capacity is attending and for any family members, people appointed as power of attorney, and carers etc.

8.3.  The person who convened the meeting should also ensure that the following information is sent out to attendees prior to the meeting taking place:
•	The contact details of a person who will be able to answer any questions relating to the meeting.
•     An Agenda -provide an agenda template.
•     A list of people who have been invited and their roles.
•	Special consideration should be given to the venue chosen for the meeting for, e.g., wheelchair access/lifts/accessible parking, easy access to toilets, provision of refreshments etc. 
	It may be appropriate for the meeting to take place at the relevant person’s home or day care setting to maximise their ability to attend for some, or all of the meeting, if it has been assessed as appropriate for the person to attend and the person wants to.

9.     The Best Interests meeting – how is it recorded?

9.1.   It will be the responsibility of the chairperson to ensure that the meeting is going to be accurately recorded. The minute taker should ensure that the minutes are an accurate record of the meeting and be aware that the minutes may need to be submitted to the Court if there is legal challenge. It is the responsibility of the chairperson to ensure that the minutes recorded by the minute taker are factually correct and clearly represent the meeting.

9.2.   The outcome of the Best Interests meeting and associated viewpoints should be recorded on the Best Interests Meeting template, an example of which can be found at the end of this document This provides a framework which incorporates the balance sheet approach. The Best Interests meeting needs to be structured and recorded in such a way that it is clear who attended (and those who were unable to attend) what discussions took place, and what outcomes were agreed. Whilst the minutes should record the issues and the discussion that took place, the emphasis needs to be on an analysis of the risks and benefits attached to the different options and the identification of those responsible for undertaking the agreed actions as well as the timescale in which those agreed actions will be taken.
In line with widely accepted best practice a ‘balance sheet’ approach should be adopted to reach a Best Interests decision. Medical, emotional, social and welfare Interests may be relevant and should be entered onto the ‘balance sheet’. At the end of the process, it should be possible to ‘strike a balance’ between the sum of the certain and possible gains against the sum of the certain and possible losses. This approach includes:
•     Identifying all the options,
•	Entering all the actions and potential benefits, risks, advantages, and disadvantages of each option including the likelihood or certainty they will happen,
•     Underlining factors that are particularly important,
•     Highlighting any one factor that has over-riding importance,
•     Assessing which option is in the person’s Best Interests.


9.4.   The minutes should clearly identify the name of the person who has prepared the record together with the name of the organisation on whose behalf the minutes have been prepared.

9.5.   The minutes should clearly identify who attended the meeting and what their relationship, whether person or professional is to the adult at risk.


9.6.  In order to ensure that appropriate communication is forwarded to the person concerned, the minutes of the meeting must be presented in a way that is accessible to all. It should be apparent on the face of the minutes how the decision about the person's Best Interests was reached; what the reasons for reaching the decision were; who was consulted to help work out those Best Interests and what factors were taken into account.


10.   Dispute resolution

10.1. All efforts should be made to resolve differences of opinion about what is in the adult’s Best Interests through the Best interests meeting process. In some instances, this will not be possible. It may be that the Best Interests decision-making process has either become ‘stuck’ or has revealed an area of uncertainty, or there is dispute or difference of opinion between key agencies or a third party such as a family member, or attorney. In these circumstances consideration should be given to whether legal advice should be sought.


10.2. In some situations where it becomes clear that a consensus cannot be reached
It is imperative that legal advice is sought without delay to ensure that the 
adult is not further disadvantaged, the views of third parties are represented and that the reputation of the chairing Committee is not potentially compromised. These situations may include situations where:
•     No consensus could be reached about what is in the person’s Best Interests
•     The decision-maker cannot decide
•     Parties cannot or refuse to abide by the decision reached by the meeting
•     Legal action is threatened
•     The decision is contentious
•     The person is at risk of significant harm if the Best Interests decision is not      followed.


10.3. If the dispute needs to be resolved urgently – because for example the adult lacking capacity is at risk of harm, consider legal advice to determine whether an urgent referral to the Court is needed. If this is the case, it is imperative that staff contact their own organisation’s legal advisors for advice as soon as possible. 

10.4. Adults at risk, carers and any person holding a relevant lasting power of attorney authority, are not bound to follow this guidance. However, it is useful for the person to attend so that they can hear the views of all other interested parties. They may feel they want to bypass attending a best interests meeting, or they may not be happy with the outcome of a best Interests decision meeting. In such cases the holder of a relevant lasting power of attorney may simply decide to proceed with their decision and/or take legal advice. If they decide to proceed with their decision, where there is some concern for the adult around the consequences of that decision the practitioner should take immediate legal advice from the Law Officers. In some instances, an application to the court may be required.

10.5. In the event that adult safeguarding practitioners do not consider that the attorney is acting in the adult’s Best Interests more generally (and not in relation to a particular incident) and are not discharging the duty of care, they are required by the Law to demonstrate this must be addressed if it is considered that it will have an adverse impact on the adult.

11. Confidentiality
Attendance and the subsequent sharing of information relating to the person lacking capacity must always happen in line with the data Protection (Bailiwick of Guernsey) Law 2017 requirements and should be provided on a need-to-know basis. It may be appropriate for some contributors to only attend part of the meeting or provide information through earlier discussion or in writing. 







Checklist for Workers to be Completed Prior to Setting up a Best Interest Meeting


Before proceeding with this form, please consider whether the decision
in question relates to a health-related matter or a matter involving life
sustaining treatment. If either of these scenarios apply you should not proceed with the Best Interest meeting and further legal advice should be sought.


Please ensure this form is completed fully, elaborating on your answers with further comments were appropriate or where indicated to do so.

1. Are you clear about the decision that needs to be made, and are you satisfied that it is not an excluded decision under the Capacity (Bailiwick of Guernsey) Law 2020?




Comments: 
	[bookmark: _Hlk120236110]
[bookmark: Text1]     













2. Have you got a thorough and complete assessment of needs?



Comments
	
     









3.	Have you explored fully the options that may be available to the adult, making sure that the options available to the person are not being limited by their age, disability, behaviour, etc.?



Comments
	
     












4.	Have all efforts been made to enhance the person’s capacity and to gain a view as to whether or not the person is likely to gain capacity in the future (for example would therapy or other input assist in the person regaining capacity?)



Comments
	
     















5.    Is there a capacity assessment in relation to each decision that we want to make?


Comments
	
     













6.    Have you any evidence (of the person’s):
•     Past wishes and feelings.
•     Present wishes and feelings.
•     Any written statement made by the person when they had capacity.
•     Beliefs and values.
•     Any other factors that the person would be likely to consider if they were able to do so.

  
 (Please provide details in the comments section below)

	
     












	

 (Please provide a brief explanation in the comments section).
Failure to consider these issues may result in a flawed best interest decision.
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7.	Have you considered whose views you should seek and whether or not they should be invited to the Best Interest Meeting? Have you considered if (where available) advocacy services are necessary or desirable in this case?


Those who may need to be invited are as follows:
•     The person themselves.
•     Family members.
•     Anyone engaged in the care of the person or interested in the person’s welfare.
•     Views from anyone named to be consulted.
•     Any LPA or Guardian
•     Any relevant professional involved with the person.
•     Advocacy worker



Please give details below:

Comments
	
     


















8.	Where there is conflict between the family members should you consider whether the meeting should be split?


Comments
	
     















9.	Where a person cannot attend the meeting have you gained their views either orally or in writing? Please ensure that all such information is made available to the Chair before and at the meeting.



Comments
	

     
















10.  Have you got all relevant information from any proposed providers of care including any proposed care plans?


Comments
	
     














11.  Have you conducted a risk assessment where appropriate?


Comments
	
     













12.  Have you sent all necessary information to be considered at the meeting to the participants in advance to allow sufficient time to consider it, and if necessary to seek their own professional/legal advice?



Comments

	

     

















[bookmark: _Hlk120236509]Signed      
Name       
Job Title   
Date         





Best Interest Meeting Agenda


	1.
	Introductions and Apologies
•   Housekeeping
•   Outline format of meeting – provide clarity that each person will have the opportunity to contribute
•   Information sharing and confidentiality
•   Statement of the legal framework

	
	

	
	

	2.
	Purpose of the Best Interest Meeting
•   Outline background facts
•   Clarification of decision(s) required
•   Outline capacity assessment. If there is no capacity assessment specific to the Best Interest decision(s), THE MEETING MUST STOP
•   Consider whether the person may regain capacity at a future date, i.e., should the decision be delayed? Is there therapeutic or any other input that may impact on the person's capacity and ability to make the decision?

	
	

	3.
	View of the Relevant Person
What is known about the adult’s:
•   Past wishes, feelings
•   Present wishes and feelings
•   Any relevant written statement made by the person when they had capacity
•   Beliefs and values and beliefs
•   Any other factors that the adult would be likely to consider if they were able to do so

	
	

	4.
	Information from Relevant Parties
•   Views from anyone named to be consulted, any LPA, or Guardian 
•   Family members opinion
•   Professional opinion
•   Advocacy worker
•   Anyone engaged or caring for the person or interested in their welfare

	
	

	5.
	Discussion of Viewpoints
•   Identify and be clear about the options
•   Discuss benefits and advantages of each option
•   Assess likelihood of each option

	
	

	6.
	Summary and Evaluation of Options
•   Summary of the information gathered and discussion (consider having this available visually)
•   Recommendations highlighting and dealing with any counterbalancing factors












	7.
	Decision of the meeting about the person’s Best Interest
•   Allow the opportunity for reaction and expression of feelings
•   Please note that the decision maker is not obliged to follow the decision of the meeting, but would need to give clear reasons why they did not do so
•   It may be that the decision-maker in particularly complex cases will need additional time away from the meeting to properly consider their decision. If this is the case the decision-maker should advise the meeting when the decision will be made available

	
	

	8.
	Action plan
•   If the meeting cannot agree, decisions will need to be made about how to proceed, e.g., second opinion, involvement of an advocacy worker (where available), mediation, legal advice
•   Make sure the priority remains the welfare and safety of the person whose Best Interest are being assessed

	
	

	9.
	Communication Strategy
•   Adult at risk and Carer Involvement and Feedback

	
	

	10.
	Any Other Business

















Best interest Meeting Minutes
Strictly Confidential

Information Sharing and Confidentiality

This Best Interest Meeting was convened under Capacity (Bailiwick of Guernsey) Law 2020. 
These minutes are strictly confidential; they must not be photocopied and should be transferred and stored securely. Partner agencies will store electronic copies on a secure database.

Access should only be on a legitimate need to know basis. 

Additional requests to show these minutes to other people will only be considered by the Chair of the meeting and permission given if there is a legitimate reason to disclose the information. 

Minutes of the meeting will be circulated to all attendees and those who have given apologies.

Copies of these minutes may be requested and disclosed in the event of a Data Protection access to records request, subject to exemptions.

Amendments

Please Note: Requests for amendments to these minutes should be forwarded in writing to the Chair of the meeting, within seven days of the circulation date; otherwise, they will be taken as an accurate record.

Capacity (Bailiwick of Guernsey) Law 2020

If a person has been assessed as lacking capacity, then any action taken, or any decision made for, or on behalf of that person, must be made in his/her Best Interest.






	Date:
	Venue:

	Name of the adult:
	Personal identifier:

	Address:

	Chair:
	Decision Maker:
	Minute Taker:

	Name
	Relationship to the adult
	Invited
	Present
	Apologies

	
	
	Yes/No
	Yes/No
	Yes/No

	
	
	Yes/No
	Yes/No
	Yes/No

	
	
	Yes/No
	Yes/No
	Yes/No

	
	
	Yes/No
	Yes/No
	Yes/No

	
	
	Yes/No
	Yes/No
	Yes/No

	Purpose of the Best Interest Meeting:

	Confirmation of Capacity Assessment:

	View of the relevant person:

	Information from relevant parties:

	Best Interest decision – Balance sheet approach. Specify the different options that are being considered.

In deciding Best Interest, you must explore if there is a less restrictive way to achieve what is in the person’s Best Interest, but you do not automatically have to take whatever is the least restrictive option overall. This is because the least restrictive option might not be the one that is in the person’s Best Interest.

	Option One. Describe:

	Benefits for the person:

	Risks for the person:

	Can this be achieved in a less restrictive way?

	Option Two. Describe:

	Benefits for the person:




-                                                                                               

	Risks for the person:

	Can this be achieved in a less restrictive way?

	Option Three. Describe:

	Benefits for the person:

	Risks for the person:

	Can this be achieved in a less restrictive way?

	Option Four. Describe:

	Benefits for the person:

	Risks for the person:

	Can this be achieved in a less restrictive way?

	Discussion of viewpoints:

	Additional information considered by the decision maker in making the Best Interest decision specified.

Details:

	

	Final Decision. Give the reasons why this option has been selected and why other options have been rejected. If a final decision is not being made on the day the Chair should inform the meeting as to when and how the decision will be communicated.

Details:

	

	Objections.

Record here if anyone disagrees with the decision that has been made and how you intend to proceed.






	

	

	Details:












	ACTION PLAN
	
	
	

	        Action
	
	   Responsible Person
	         By when

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Communication Strategy. Record here how interested parties will be advised of the decision.

	Where the Court is not involved, carers, relatives and others can only be expected to have reasonable grounds for believing that what they are doing or deciding is in the Best Interest of the person concerned. They must be able to point to objective reasons to demonstrate why they believe they are acting in the person’s Best Interest. They must consider all relevant circumstances.

The Chair has read and approved these minutes and confirms that they are an accurate record of the meeting.

	

	
Name:
	
Designation: Signature:
Signature:

	
Designation:
	

	
Signature:
	












Best Interest Meeting Guidance for The Chair

Preparation
•	The Chair should request to see all previous Best Interest meeting minutes and case notes relevant to the case.


•	Is the Chair satisfied that all appropriate documentation has been sent to the invitees in advance of the meeting to allow the participants to prepare for the meeting and to seek any necessary advice and guidance?


•	Understand any disputes or known challenges, which will help in making decisions about how to best organise and facilitate the case conference.


•     Consider whether to request a legal adviser to be present.


•	Understand who the essential attendees are and why any other people are considered relevant to consult in the decision.

•	Consider how to manage any issues relating to confidentiality and Data protection within the meeting.


•     Understand what information and guidance has already been provided to the attendees.


The day of the meeting

•	The chair should meet in a quiet area with the person and any family members, Guardian, LPA prior to the meeting commencing to explain the purpose of the meeting, the legislation to be used, who will be attending the meeting and why, and finally to offer the opportunity for any questions/concerns to be explored.


•	As with Best Interest meetings, the Chair should consider whether this should take place immediately before the meeting, or to consider whether it would be more appropriate to offer the opportunity to meet with the person/family at an earlier stage. Where there are known tensions, open and timely communication between the Chair and the person/family etc. can help to reduce any building tensions and help both parties to plan how to achieve
a more relaxed meeting process. This process is especially important in situations where there is dispute.


•	The Chair must remain mindful that at this stage they should not engage in any level of discussion about the decision to be made, but to remain solely focused on supporting attendees to understand the process and be as comfortable as possible throughout.

Opening the Best interest meeting

•	Open the meeting by reminding the attendees that the best interest meeting is being held under the principles and provisions as set out in the Capacity (Bailiwick of Guernsey) Law. The meeting will be paying particular regard to the Best Interest checklist, and lastly remind all present of the need to pay regard to confidentiality. Ask each person to say who they are and why they are attending the case conference.

•	The minute taker may find it useful to use the questions set out below as mini headings to capture and clearly record the content of the meeting.

•	Inform everyone that the meeting will focus on the decision(s) that is required to be made and no other.

•	The following questions should be covered in the meeting and generally in this chronological order:


1.	What is the specific decision(s) to be made? (The meeting must agree as this will be the focus of the meeting from this point onwards).


2.    Why is it being proposed?


3.	What steps have been taken to help the person attend the conference today and be involved in the decision-making process?

4.	What steps have been taken to support the person in making the decision themselves? Why have these attempts failed?


5.	Is there an up-to-date Capacity Assessment to evidence the person lacks the capacity to make the decision required? (If not, the meeting must stop).


6.	Is it possible to delay the decision until the person regains capacity and will be able to make the decision themselves. Are there any risks to the person in delaying the decision?


7.    Who is the decision maker? Is a court appointed LPA in place who has the   relevant authority to make the required decision?


8.	Is there a valid and applicable advance decision, or advance statement that is relevant to the decision?


9.   What do we already know about the person’s values, wants, and wishes?

10.  What are the available/possible options to be considered? What are the positive and negative aspects of each, keeping the person’s views and opinions central and taking into consideration all assessed and known risk?


11.  How will the options impact on:
· Any medical aspects
· Any welfare aspects (how they live their lives)
· Any social aspects (relationships)
· Any emotional aspects (how they may feel or react).

12.  What health and social care staff and/ or professionals have been consulted? What are their views and opinions?

13.  Is there a report from an independent Capacity Representative (ICR)? *

14.  If the person has reached the qualifying criteria and an Independent Capacity Representative (ICR) has not been instructed why is this case? *

15.  Is there any feedback from another Independent Advocate?


16.  Are there any other reports to be tabled?


17.  Now that the family, Guardian LPA have heard all the relevant information, what are their views?


18.  Outcome of decision. The identified decision maker to make the final decision once all reports etc. have been tabled. If in complex case management the decision-maker may decide that he or she requires additional time to reach his or her decision, this should be communicated to the Chair and the Chair should advise the meeting when the decision will be made and how it will be communicated.


19.  Has the decision maker chosen the least restrictive option? If not, what is the rationale for the decision made?


20.  Identify any actions, who has responsibility for each action and the timescale within which each must be completed.


21.  If there is continued dispute or challenge at this stage, Chair to provide information on how to progress the matter. It may include an attempt at medication. In the absence of agreement, the matter will need to be referred to the Law officers for advice and potential application to the court

















*Independent Capacity Representatives (ICR’s) to be introduced during phased introduction of Capacity Law 2020



Arranging a Best Interest Meeting when Adult Safeguarding Procedures are ongoing

· A decision has been made to convene a Best Interest meeting.
· The key worker is to liaise with their Team Manager or Supervisor to start the process. The Safeguarding Team Lead / Safeguarding Manager will be notified. 
· The nominated chairperson will work with the key worker to agree a date, venue, available minute taker etc. and confirm who will act as decision maker
· The chairperson will ask the key worker to provide the invitees through an invite list. 
· The chair will then send through an Outlook calendar appointment for all internal staff involved.
· The minute taker is responsible, for: 
 	(a) recording apologies
(b)  copying reports for all attendees
(c)  the set-up of the meeting room
(d)  informing the relevant reception areas
(e)  records the outcome of the meeting
· The chair will notify the Adult safeguarding Lead/ Manager of the planned meeting and the outcome, best interest decision. 


· Indicative timescales:


	Event
	Timescale

	
To convene the meeting
	
7 working days

	Reports/documents to be submitted to attendees.
	At least 1 working day before the meeting but if possible 2 working days

	Minute taker to produce the final set of minutes
	
Within 7 working days

	
The chair to authorise the minutes
	Within 3 working days after receiving the minutes

	Final approved set to be sent out to relevant people
	
Within 11 working days
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	Capacity Assessment Form
This assessment should be used for any health, social care or financial interventions where a person’s mental capacity to consent is in question. The person must be aged 16+ and have an impairment of, or a disturbance in the functioning of, the mind or brain. 
Name: 
DOB:

Assessed by           Name
                                 Role



	Capacity Assessment
What is the specific decision to be taken?








	What practicable steps were taken to involve the person in the decision-making process? 
Can the decision be delayed?










	Step 1: Functional test 
If the answer to any of the following questions is no, the person lacks capacity at this time to make the specific decision.


	a. Is the person able to understand the relevant information?
Record how you have tested whether the person can understand the information relevant to the decision, the questions used, how you presented the information and your findings.  







	b. Is the person able to retain the relevant information? 
Record how you tested whether the person could retain the information and your findings.  Note that a person’s ability to retain the information for only a short period does not prevent them from being able to make the decision.






	c. Is the person able to use or weigh the relevant information? 
Record how you tested whether the person could use and weigh the information and your findings.






	d. Is the person able to communicate their decision whether by talking, using sign language or any other means?
Record your findings about whether the person can communicate their decision.







	Step 2: The diagnostic test
Is there an impairment of, or disturbance in, the functioning of the mind or brain? 
If a person cannot do any one of the above, this must be because of an impairment of, or a disturbance in the functioning of, the mind or brain.

Details









	Link between functional and diagnostic tests 
Explain why the person is unable to make the specific decision because of the impairment of, or disturbance in the functioning of, the mind or brain.   






	Is there a registered Lasting Power of Attorney which includes authority to make this decision? 
Details 
Attach copies to this document (if relevant)





	Is there a guardian who has authority to make this decision?
Details






	Is there a relevant Advanced Decision to Refuse Treatment?
Details

Attach copies to this document (if relevant)











Capacity Assessment Guidance Notes

Capacity Assessment

If there is reason to believe that the person lacks capacity to make a specific decision, at the time that this decision needs to be made, a capacity assessment should be completed. The Code of Practice for the Capacity (Bailiwick of Guernsey) Law 2020 states “A capacity assessment should only be undertaken if there is evidence to suggest that the presumption of capacity might be rebutted. This is why a capacity assessment should only be undertaken if the person is unable to make the relevant decision.”  A key principle of the Capacity Law is the presumption of capacity, however this is not a licence not to assess.  If there is a reason to investigate, a capacity assessment should be completed.

A capacity assessment should show, on the balance of probabilities, that the person lacks, or has, capacity to make the specific decision. The person, completing the capacity assessment, should demonstrate that they have a ‘reasonable belief’ that an individual lacks, or has, capacity to make the relevant decision.

For the purposes of the Capacity Law, a person (P) lacks capacity in relation to a matter, if at the material time:
(a) P is unable to make a decision in relation to the matter, and
(b) P’s inability is due to an impairment of, or disturbance in the functioning of, the mind or brain, whether the impairment or disturbance is permanent or temporary.

The impairment of, or disturbance in the functioning of, the mind or brain does not have to be permanent.

A person assessing capacity must never base the outcome on unjustified assumptions about the person’s age, gender, sexuality, disability, race or appearance, or the person’s condition or their behaviour.

Who should assess capacity?

The decision maker should complete the capacity assessment. This is the person who is involved in that decision, for example the doctor proposing treatment or the social worker proposing a care package.  If the person is resident in a care home, the member of staff writing the care plans should assess the person’s capacity to consent to each plan.

What steps were taken to involve the person in the decision-making process?

To comply with s3(b)(i) of the Capacity Law, the assessor must take all practicable steps to help P before concluding that they are unable to make their own decision. This should include consideration of the following:

· Can the decision be delayed, for example if it is likely that P may regain capacity? This might apply if the person has an infection, for which they are receiving treatment. 

· Communication needs. Does P need an interpreter (including signing) or do they use communication aids? Is P able to hear? Can the questions be provided in a written form to encourage participation?

· What help does P need to learn about and to understand the information relevant to the decision?  Have you explained all the information that is relevant to the decision?

· Is P more alert at certain times of the day? If so, the assessment should be completed at such a time.

· Is there a person who P trusts and who can support the assessment? 

· Can you complete the assessment in one meeting or would it help P to see them on more than one occasion?

· Is there anything else you can do to help P to make their own decision, such as delaying this or to working with P to help them to understand the relevant information?

The assessor should explain how the person was supported to participate in the assessment. 
Is it always necessary to complete a written capacity assessment?

People make many decisions throughout the day. It is not necessary to complete a written assessment for each simple day to day decision, such as choosing between tea and coffee or what to eat, however if such decisions are being taken by others as part of a care plan, a formal assessment should be completed. For complex decisions a capacity assessment should always be documented. A written capacity assessment provides evidence as to how the assessor reached the conclusion about the person’s capacity to make their own decision.

What is the decision to be made?

It is important to be specific: Can P make their own decision about the proposed treatment? Can P make their own decision about where they live? Can P make their own decision about a proposed care package? 

Relevant information

The Code of Practice gives examples of the relevant information for different decisions.  

Functional test

To have capacity P must be able to understand the relevant information, retain this information long enough to be able to make their own decision, use or weigh the relevant information to make their own decision and to be able to communicate their decision.  To be assessed to have capacity P must be able to do all of these.  If P is unable to do one or more of these, P lacks capacity to make the specific decision.

a) Is P able to understand relevant information?

P does not need to understand every element of what is being explained but they do need to understand the information relevant to the decision.  It is therefore important to identify what is the relevant information for the specific decision.  The assessor should document the information provided to P on the assessment form.
P must be provided with the relevant information in a way that helps them to understand this. You should provide the person with detailed options.  For example, to decide between a care home placement and staying at home you should provide information about what living in the care home would be like and what support the person would have in their own home, as well as the benefits and risks of each option.  The important issue is that the person has sufficient information to support their decision making. P should be able to understand the relevant information, even if they do not agree with this.

b) Is P able to retain the relevant information?

The person must be able to hold enough information long enough to be able to make the decision. People who can only retain information for a short period should not automatically be assumed to lack the capacity to decide. Items such as notebooks, photographs, technology can support people to record and retain information.  If information can be retained long enough for P to make the decision at the material time, that is sufficient.  This is not a memory test.

c) Is P able to use or weigh the relevant information?

It is not necessary for P to be able to use and weigh every detail of the different options however P must be able to use or weigh sufficient information to be able to make the decision. This means that the person has accepted the information provided and has taken account of this. For example, a person with dementia may not understand the effect that their condition has on their ability to manage their activities of daily living.  As a consequence, they may not be able to weigh up the information to decide how best to meet their care needs. To be able to use information refers to the ability to apply it in practice. 

d) Is P able to communicate their decision?

This element of the test applies only to a very limited group of people, for example those with locked-in syndrome.  This element presupposes that the person has been able to understand, retain and use and weigh the relevant information but they cannot communicate the decision that they have made.   

If the person is unable to do any one of the above four elements, proceed to the diagnostic test.


The diagnostic test

Record whether the person has an impairment of, or disturbance in the functioning of the mind or brain. This can be permanent or temporary.  If this is temporary, you should explain why the decision cannot wait until the person’s condition improves.

Link between the functional and diagnostic tests

If you have assessed the person to lack capacity to make the specific decision, is the person’s inability to make the decision because of the identified impairment or disturbance in the functioning of the brain? Why does the diagnosis cause the person to be unable to make their own decision?  If this is not the case then the Capacity Law does not apply.
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	 Poor practice which requires actions by
a provider agency e.g. care homes, hospital ward or domiciliary / day care manager
	
Possible  abuse  which  requires  reporting,   and   the   instigation   of   Safeguarding procedures

	1
	Person does not receive necessary help to have a drink/meal. If this happens once and a reasonable explanation is given e.g., unexpected staffing problem, emergency occurring elsewhere in the home, dealt with under staff disciplinary procedures; would not be referred under adult safeguarding procedures

	Person does not receive necessary help to have drink/meal, and this is a recurring event, or is happening to more than one person. This constitutes neglectful practice, may be evidence of institutional abuse and would prompt a safeguarding investigation

	2
	Person does not receive necessary help to get to toilet to maintain continence or have appropriate assistance such as changed incontinence pads
If this happens once and a reasonable explanation is given e.g., unplanned staffing problem, emergency occurring elsewhere in the home, dealt with under staff disciplinary procedures; would not be referred under safeguarding adults’ procedures
	Person does not receive necessary help to get to toilet to maintain continence and this is a recurring event, or is happening to more than one person – neglectful practice, may be evidence of institutional abuse and would prompt a safeguarding investigation

	3
	Person has not been formally assessed with respect to pressure area management, but no discernible harm has arisen.
This may need to be dealt with under disciplinary procedures
	Person is frail and has been admitted without formal assessment with respect to pressure area management.
Care provided with no reference to specialist advice re diet, care, or equipment. Pressure damage occurs. Neglectful practice, breach of regulations and contract, possible institutional abuse. Safeguarding procedures should be instigated.

	4
	Person does not receive medication as prescribed on one occasion, but no harm occurs
Internal investigation should be undertaken,
possible disciplinary action depending on severity of situation including type of medication
	Person does not receive medication as a recurring event, or it is happening to more than one person.
Neglectful practice, regulatory breach, breach of professional code of conduct if nursing care provided. Dependant on degree of harm, possible criminal offence.
Safeguarding procedures should be implemented.


	5
	Appropriate moving and handling procedures not followed but person does not experience harm
Provider/ Manager acknowledges departure from procedures and inappropriate practice and deals with this appropriately under disciplinary procedures, to the satisfaction of person involved.
	One or more people experience harm through failure to follow correct moving and handling procedures, or common flouting of moving & handling procedures make this likely to happen.
Neglectful practice – safeguarding procedures should be instigated

	6
	Person is spoken to in a rude, insulting, belittling or other inappropriate way by a member of staff. They are not distressed by the incidence, and this is an isolated incident. Appropriate action is taken by the manager, to the satisfaction of the person involved.
	Person  is  frequently  spoken  to  in  a  rude,  insulting, belittling or other inappropriate way or it is happening to more than  one  person.  Regime in the home or other care setting doesn’t respect people’s   dignity and staff frequently use derogatory terms and are abusive to residents.
Regulatory breach: Refer under adult safeguarding procedures

	7
	Person does not receive a scheduled domiciliary care visit and no other contact is made to check on their well-being, but no harm occurs.
Provider deals with this appropriately through internal investigation, to the satisfaction of person involved.
	Person does not receive scheduled domiciliary care visit(s) and no other contact is made to check on their well-being resulting in harm or potentially serious risk to the person.
Safeguarding procedures should be instigated



(NB: Other Pathways such as organisational Incident Reporting Procedures, reporting of a crime to police or regulator should additionally be considered where relevant.

This guidance should not replace professional judgement and decisions should be considered on a case-by-case basis. 
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Vulnerable Adult Risk Management (VARM) Guidance

Introduction
This guidance seeks to provide front line professionals with a framework to facilitate effective working with adults who are at risk due to self-neglect, where that risk may lead to serious harm or death and the risks are not effectively managed via other processes or interventions.
Serious harm means death or injury, whether physical or psychological, which is life threatening and / or traumatic and which is viewed to be imminent or likely to occur in the future. 
To consider a person for a VARM meeting the following criteria should apply: 
· A person must have capacity to make the specific decisions and choices regarding their life; AND
· There is a risk of serious harm or death by self-neglect, fire, deteriorating health condition, non-engagement with services or
where the vulnerable adult is targeted within the island community.
Examples of a capacious person meeting the VARM threshold may include the following scenarios: 
· a person is subjected to Hate Crime, Anti-Social behaviour, or sexual violence - and they do not meet the criteria for formal Safeguarding procedures.
· where there is a potential risk to the health and safety of others in the Island community. This could be due to fire risk, cuckooing, drug dealing, hate crime and other crimes committed which could make others feel unsafe in the area.
· environmental health concerns such as vermin, excess rubbish and unsanitary conditions and any other issue which could impact on the health and safety of neighbours, visitors, the wider community, or professionals who need to enter the property to provide a service. 
· Where there is a high level of concern from partner agencies.
· Where the Adult Safeguarding thresholds are met, however taking the route of formal safeguarding would be against the 


Making Safeguarding Personal principles and likely to reduce engagement and reduce positive outcomes.

The HSC Safeguarding & Quality Assurance Unit should be informed of all VARMs, initiated via email – C&FCSInformationrequests@gov.gg with ‘notification of VARM’ in the header. 

The VARM, ’What to Expect’ Leaflet should be completed with the Adult or their representative, and the VARM Meeting Record used by the lead agency to inform and invite partner agencies to a VARM Meeting. It will also be used to record risks, actions, outcomes, and reviews for the whole process.

The agency identifying a risk(s) to the Adult will be the agency that leads and coordinates the VARM. There may be cases where it is appropriate for the lead agency/chair to change during the process in order to promote the best outcomes for the individual. 

All relevant agencies involved in the VARM must be notified of any changes to the lead agency/chairing arrangements as soon as they occur. 
Consent for holding a VARM should be obtained from the Adult whenever possible, and they should be encouraged to participate in the VARM process. However, a lack of consent does not necessarily prevent a VARM from taking place. 
Under customary law a duty of confidentiality arises when sensitive personal information is obtained and / or recorded in circumstances where it is reasonable for the subject of the information to expect that the information will be held in confidence.
However, a person or persons may act to prevent serious harm from occurring if there is a necessity to do so. 

The VARM guidance may be used when a capacious adult refuses to engage with services and yet the risk is significant. It is essential to note that to initiate the VARM process in cases of self-neglect the adult must be considered to have a potential need for care and /or support as well as self-neglect. 
If the risk from self- neglect is not at the level which may lead to significant harm or death, then the VARM process would not usually be followed.
This guidance is only to be used where the adult has the capacity to understand the risks but continues to place themselves at risk of serious harm or death. 
Where it has been established that the adult lacks capacity, consideration should be given to the Capacity (Bailiwick of Guernsey) Law (2020), where action may be taken under Best Interests.
The definition of vulnerability and self-neglect can vary considerably across professions. 
For the purposes of this VARM guidance, self-neglect can be any of the following:
· the inability to care for oneself and/or one’s environment, including hoarding
· a refusal of essential services
· a failure to protect oneself from abuse by a third party (where “normal” adult safeguarding processes are not applicable or sufficient

An example of this may be where the adult at risk refuses to engage with the Safeguarding Processes but evidence suggests that the friendships they are keeping are putting them at risk.


The VARM guidance sets out a coordinated, multi-agency response designed to protect adults deemed most at risk and ensure that any significant issues raised are appropriately addressed.

The guidance should be used flexibly and in a way that achieves best outcomes for adults at risk. It does not, for example, specify which professionals need to be involved in the process, or prescribe any specific actions that may need to be taken as this will be decided on a case-by-case basis
Scoping the VARM Support Planning Meeting

Where an adult at risk meets the criteria for this guidance, the VARM 
lead coordinator (i.e., the practitioner or professional initiating the VARM process) should scope which practitioners need to be involved in planning meetings. It is important to note that any agency can lead on the VARM process and this does not need to be staff from the HSC Safeguarding Unit or Adult Health & Social Care Safeguarding Lead professionals.

Depending on the urgency of the case, it may be necessary for professionals to prioritise the VARM planning meeting. Invitees will be determined on a case-by-case basis but would ordinarily involve
representatives from all key agencies who are, or should be, linked to the case.

When scoping invitees, consideration should be given as to which person might be best to engage the adult at risk
*note that this person may not necessarily be a professional from one of the key agencies. For example, this could be someone from a voluntary agency, such as an outreach worker.

Where appropriate and whenever possible, the adult at risk should be invited to attend the meeting, with an advocate or interpreter as appropriate.

Establishing Capacity

Capacity or lack of capacity is a vital element in support planning with, or on behalf of, adults who are at risk of self-neglect. Therefore, the adult at risk’s capacity in respect of the specific concerns associated with the case should be discussed at the beginning of each VARM meeting.

Once a person’s capacity has been formally established, planning can follow one of two routes, either:

1. In the case of lack of capacity, a decision to work in the
individual’s ‘best interests’, or
2. In the case of capacity, to follow the Vulnerable Adults Risk
Management Process.

There is strong professional commitment to autonomy in decision making and to the importance of supporting the individual’s right to choose their own way of life, although other value positions, such as the promotion of dignity, or a duty of care, are sometimes
also advanced as a rationale for interventions that are not explicitly sought by the individual*
*(SCIE Report 46 (2001)


VARM Support Planning Meeting


Capacity must be assumed unless evidenced otherwise. Once it is identified that the adult concerned has capacity to understand the consequences of refusing services, the Support Planning meeting in
developing a VARM Support Plan should do the following:

1.   Record when, where and by whom the capacity assessment was carried out.
2.   Document evidenced based risk factors of significant harm and threat to life.
3.   Record service users desired outcomes.
4.   Record what needs to change to support safety and reduce risk.
5.   Consider all options for encouraging engagement with the
Adult at Risk.
IE: Consider which professional is best placed to engage. The Support Plan should consider if the adult at risk is likely to respond more positively to a health, social care, voluntary agency professional (or other)? *
6.   Professionals should also consider, where appropriate, the support that carers or others might require and again consider who is best placed to engage and support them.
7.   Develop a support plan with clear actions and timescales.
8.   Consider contingency arrangements if the support plan is unsuccessful.
9.   Set clear review dates and times.
10. Ensure notes from the meeting are accurately recorded and circulated within 10 working days of the meeting.

Test Resistance
Having established a Support Plan, the adult at risks’ resistance to engagement should be tested by the introduction of the Support Plan by the person or the agency most likely to succeed (this would have been decided at the Support Planning Meeting – see above).
Review

If the plan is still rejected, the Support Planning meeting should reconvene to discuss and review the plan. The case should not be closed simply because the adult at risk is refusing to accept the plan.


Appropriate advice must be taken as to a reasonable review plan, including consideration of the timescales to be applied (for example from a Line Manager/Associate Director/Safeguarding Lead).
Closure of VARM

When working with an adult at risk under the VARM guidance, there must be agreement by all professionals involved in the case that this is no longer required before this process is closed. The main reasons for closure would be:

1.   The adult at risk is now engaging with professionals to reduce the risks
2.   The risk is reduced to a level that there is no longer a risk of significant harm or death
3.   The adult at risk is deceased
The Chair should record the following when it has been agreed that the VARM process can be closed. 
Date of closure: This identifies the date that the VARM process concludes. This does not prohibit the re-opening of a VARM should it be necessary at a later point. 
Reason for closure / update from Chair / Evaluation of Meeting: This gives the Chair the opportunity to summarise and conclude discussions and actions agreed, as well as any law applied, in reaching the conclusion of the VARM. 
VARM meetings are often complex by nature and any conflicting views, lack of engagement by the Adult, or other relevant factors should be detailed by the Chair. 

The Chair can also comment on shortfalls and triggers for re-referral into the process. Where an Adult chooses to remain in a situation that places them at risk from identified harms this should be noted. The views of each agency in respect of the VARM closure and details of the risks which remain should be documented. It is recognised that it may not be possible to address all concerns/risks identified, but the role of VARM is to ensure that each agency has taken all reasonable steps to support the Adult to recognise and reduce risks of death and serious harm




*The Serious Case Review written following the murder of ‘F’ revealed a lifelong history of negative involvement from both the Mental Health services and from the Social Services Children and Families department. She had been held under Section on several occasions and all her children had been removed from her care. In planning an approach towards ‘F’, this information would have been vital as she would have been unlikely to engage positively with either the Mental Health Services or Social Services in the first instance
4 STEP SUMMARY

• Establish capacity
• Develop/Review the Support Plan
• Test Resistance
• Review


Important Considerations

Timescales

It is important to agree timescales for each part of the process (to prevent the case “drifting”). This will be different for each case dependent on individual circumstances.

It is also important to ensure that any decisions made are accurately recorded. This could be via a separate risk assessment or within the minutes of the Support Planning Meetings.

Within the Support Plan, it should be clear what the agreed actions are, who is responsible for carrying out the actions and the timescales involved. Differing opinions should also be clearly documented.


Professional Differences

It is recognised that at times there will be disagreements over the handling of concerns. These disagreements typically occur when:

•	The adult at risk is not considered to meet eligibility criteria for assessment or services and is therefore deemed not to have care and support needs.
•	There is disagreement as to whether adult safeguarding procedures should be invoked
•	There is dispute about the adult at risk’s capacity to make specific decisions about managing risks.
•	The adult at risk is deemed to have capacity to make specific decisions and is considered to be making unwise decisions
•	Professionals lace different interpretations on the need for single/joint agency responses
•	Professionals feel that meeting the needs of the adult at risk sits outside of their work remit
• Information sharing and confidentiality

Professionals involved in this process should always try to work out their differences. Where there are irreconcilable and significant differences between professionals however, consideration should be given to including an agreed neutral third party
It may also be necessary to consider escalating the case to more senior decision makers within organisations.

Protection v Self Determination

The dilemma of managing the balance between protecting adults at risk from self-neglect against their right to self-determination is a serious challenge for all services.

This process does not and should not affect an individual’s human rights but seeks to ensure that the relevant agencies exercise their duty of care in a robust manner and as far as is reasonable and proportionate.

Applying this robust process should ensure all reasonable steps are taken to ensure safety, by a multi-agency group of professionals.

This model will be critical for the reasons outlined above, but in addition will anticipate the possible extension of the definition of adults who may be in need of safeguarding (to include those at risk of harm as a result of self-harm/self-neglect).

Where possible, the adult at risk’s views and wishes/desired outcomes should be included and if they are not present, there should be detailed reasons for this.

Adults who have capacity to make decisions which may result in them placing themselves at risk of significant harm or death may require you to obtain legal advice to ensure their safety. This is most likely to occur if the adult continually fails to engage with professionals and all other options have been exhausted.


The purpose is not to overrule the wishes of an adult with capacity, but to ensure that the adult is making decisions freely.





VARM Guidance Flowchart






Adult at risk






1. Establish Capacity. Record when, where and by whom








No Capacity                                                Capacity
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‘Best Interest’ Process, Not appropriate for VARM

Multi-Agency VARM Meeting:

1.   Support planning
2.   Test Resistance
3.   Review


Case Scenarios where the VARM process may be appropriate


Scenario 1


Raj has a diagnosis of Motor Neurone Disease; he lives with his
son (age 20) and his twin sons (age 11). Raj has a history of alcohol misuse and continues to drink alcohol daily, in varying amounts.

Raj has a Community Drug and Alcohol Team (CDAT) worker who has contacted the HSC Adult Safeguarding lead (ASL) as she has concerns regarding Raj’s eldest son, his violent behaviour and his drug taking. The CDAT worker contacted the HSC Safeguarding Unit a year ago regarding the same concerns and following Raj having a broken arm, although there was no evidence that this was caused by the son at the time, it was thought that the son was involved. This was investigated by the Adult Safeguarding Lead, however Raj refused to engage, and the case was closed. CDAT worker also has concerns regarding the estate that Raj lives on and the son’s involvement with other people on the estate and risks as he owes money and one of the windows has been boarded over due to it being smashed.

Raj has capacity to make decisions and has not made any allegation regarding his son, however the CDAT worker is concerned about the significant risk of harm to Raj from his son and the risk to Raj of being a target from the local community.

Raj has not agreed to this Adult Safeguarding referral.
In this situation the Adult Safeguarding threshold is clearly met, however Raj is not engaging with team.
Raj refuses an assessment and has the capacity to do so. It would be appropriate in this situation for the CDAT worker or ASL to call a VARM meeting with all agencies involved to discuss how to move this forward.
Likely agencies would include CDAT, Psychiatrist, GP, Housing, ASL, Police, Children’s Services and Raj would be asked to attend. If Raj refuses, he would be advised that the meeting is happening, and the outcome of the meeting would be relayed to him.


Scenario 2



Alice lives in a States owned flat. She is known to be a woman who hoards but has not previously neglected her own hygiene and health needs. Housing officers have intervened in the past, following concerns raised by neighbours. They have advised Alice that she needs to keep her hoarding under control so that it does not become a fire or health and safety risk.

An immediate neighbour calls the housing officer to complain about the smell coming from Alice’s flat. She says that Alice seems increasingly unable to cope and is looking dirty and dishevelled. She is also not seen going out as much as before. The States Housing officer, Don, visits. Alice answers the door  wearing dirty clothing and looks unwell. There are unpleasant odours coming from the flat. Alice will not allow Don entry to the property.

Don asks Alice why she thinks things might be getting more difficult for her. Alice says that her mother recently died. She was close to her mother, who also used to help her and encourage her to keep the hoarding under control. Don looks at the entrance of the flat and notices that the property is looking worse than his previous visits and that Alice has lost weight and does not appear well. He also noted that Alice appears to be smoking in the property, something that she did not do previously.

Alice refuses a referral to HSC Adult Community Services or her GP. Don believes that the risk to Alice’s health and well-being is increasing and there is evidence of significant fire risk.  Don has no concerns about Alice’s capacity.
Don contacts HSC Adult Community Services, the GP, the Guernsey Fire Service and States Environmental Health officer. 
States Housing will arrange a VARM meeting. Don also ensures that Alice is invited and that the reasons for the VARM are explained.



Scenario 3



Simon lives in his own house, a former Guernsey Housing Association
Property that he purchased many years ago.
Simon has a history of stroke and requires support with his mobility, personal care and accessing the community. HSC Adult Community Services have been involved for some time and there is a care package in place, however several different carers have pulled out of Simon’s care and refused to go back. Carers are reluctant to go into Simon’s property for the following reasons:

•	Local known drug dealers frequent the property and are a risk to visiting care staff, also a risk to Simon
•	Simon is known to be verbally abusive and racist with the care staff
•	Simon spends his money on a local sex worker who is vulnerable in her own right and often presents at the local hospital with bruising, the police believe this is from her “violent boyfriends”
•	Simon contacts the police claiming that his wallet/money has been taken from his house but then retracts his statement.
•	When the carers visit, he will often make accusations of them interfering. The carers are unable to do any shopping due to no money being in the property






•	Simon is at high risk of pressure ulcers and has had these before, the inability for the care agency to provide personal care is increasing this risk and Simon has diabetes that is adding to this risk. He will often ring the police stating he has no money and demanding a food parcel. Guernsey Housing Association are not happy with the antisocial behaviour and complaints from the neighbours.

•	It is clear that the adult safeguarding threshold has been met here, however Simon refuses to engage and agencies are unsure what can be done. As a result, the HSC Safeguarding Manager arranges a VARM meeting and follows the VARM process. Agencies involved: Guernsey Housing Association, Community Nurse, Police, GP, a representative from the hospital, adult social worker, and the senior carer service. Simon is asked to all the meetings but refuses to attend and refuses an advocacy worker.
































Section 1 – invite to Vulnerable Adult Risk Management Meeting

	Lead/co-ordinating agency contact details

	VARM Case Reference Number (to be requested via the Information Officer/ VARM Administrator)
C&FCSInformationRequests@gov.gg

	
[bookmark: Text35]     

	Lead agency / coordinating agency
	
     

	Name of chair
	     

	Name of agency
	     

	Contact details
	     

	Telephone
	     

	email
	     



	VARM Risk Management Meeting details

	Date of meeting:
	     
	Time of meeting:
	     

	Venue name
	     

	Address
	     

	Venue tel. number
	     




	Person at risk

	Name
	     
	
	
	
	

	DOB
	     
	Age
	     
	ID
	     

	
	
	
	
	Number
	

	Address:
	     
	
	
	Post code
	     

	Telephone
	     
	
	Mobile /
	     
	

	number
	
	
	other tel
	
	

	GP details
	     
	
	
	
	

	Does the
	     
	
	
	
	

	person at
	
	
	
	
	

	risk have
	
	
	
	
	

	any
	
	
	
	
	

	confirmed
	
	
	
	
	

	diagnosis
	
	
	
	
	

	which
	
	
	
	
	

	would be
	
	
	
	
	

	relevant to
	
	
	
	
	

	VARM
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	Are there any people living at the address/sharing the accommodation ?

	Name
	DOB
	Relationship to person at risk

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Are there any children living at the address, and are any of them
subject to a Child Protection
Plan?
	
	

	Name
	DOB
	Relationship to person at risk

	     
	     
	     

	     
	     
	     

	     
	     
	     





	Risks

	1.  What is the risk of serious harm or death?
	     

	2.  What are the public safety issues?
	     

	3.  What other agencies are concerned?
	     

	Does the person have the capacity to understand the identified risk? 

	Please select

     

	VARM criteria met?
	Please select
      


What are the views of the person and what do they want? (if known). Please also record here what attempts have been taken to involve the person in this process.

     




Please tick to confirm that the ‘What to Expect’ leaflet has been shared with the Service User (if possible, please return completed leaflets to the VARM Administrator via email).




	Does the person at risk want someone else to support or represent them at the meeting? If so, please give details

	Name
	

	Relationship
	

	Contact details
	




	Agency required

	Adult Social Care ☐
	Fire ☐
	Police ☐
	MSG ☐

	Environmental
	Community
	CDAT / Drug and Alcohol
Service ☐
	Children’s Social

	Health/Housing ☐
	Safety
	
	Care ☐

	
	Services ☐
	
	

	HSC Health Service ☐
	Domestic Abuse
	Mental Health ☐
	Probation ☐

	
	Services ☐
	
	

	GP ☐
	Faith
	Other   ☐
	

	
	Organisation ☐
	Please specify:
	



Further information about required agencies (if necessary)

        




Section 2 – Management Meeting

VARM Confidentiality Statement must be read out at the beginning of the meeting
(please see staff guidance for further information).



	Date of Risk Management Meeting
	     

	Venue of meeting
	     

	Details of people attending the meeting





	Name & position/role
	     

	Organisation and address
	     

	email
	     

	Status
	     
	Report submitted
	     



	Name & position/role
	     

	Organisation and address
	     

	email
	     

	Status
	     
	Report submitted
	     



	Name & position/role
	     

	Organisation and address
	     

	email
	     

	Status
	     
	Report submitted
	     



	Name & position/role
	     

	Organisation and address
	     

	email
	     

	Status
	     
	Report submitted
	     



	Name & position/role
	     

	Organisation and address
	     

	email
	     

	Status
	     
	Report submitted
	     





	Name & position/role
	     

	Organisation and address
	     

	email
	     

	Status
	     
	Report submitted
	     




	Name & position/role
	     

	Organisation and address
	     

	email
	     





	Status
	     
	Report submitted
	     



	Is the person at risk present?
Does the person understand the purpose of the meeting?
	

     


     
	Are they represented   ☐ or accompanied ☐ by someone?
Name &          
Relationship                

	
	
	

	If no, what steps have already been taken?
	

	
     

	What is important TO the person at risk? (What does the person want from this process?)
     

	

	What is important FOR the person at risk? (what others want from the process)
     

	

	Any other relevant information / minutes from the meeting to be added here

     

	





	ACTION PLAN

	Descriptions of risks
	Actions agreed to reduce the risk, by whom and when (if known)
	Risk rating

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     





	Description of any conflict identified?
	Name of person/agency with conflicting view

	     
	     



	Desired outcomes of the person following the protection action plan:

	     

	Outcome of the meeting:

	     





	     

	Review meeting required?
	     
	If yes, date of next meeting
	     



Section 3 – Review

	Date of Risk Management Review Meeting
	     

	Details of people attending the review meeting

	Name & position/role
	     

	Organisation and address
	     

	email
	     

	Status
	     
	Report submitted
	     



	Name & position/role
	     

	Organisation and address
	     

	email
	     

	Status
	     
	Report submitted
	     



	Name & position/role
	     

	Organisation and address
	     

	email
	     

	Status
	     
	Report submitted
	     



	Name & position/role
	     

	Organisation and address
	     

	email
	     

	Status
	     
	Report submitted
	     



Name & position/role     


	Organisation and address
	     

	email
	     

	Status
	     
	Report submitted
	     




Any other relevant information / minutes from the meeting to be added here


         




	ACTION PLAN
Update and actions

	Agency update and any outstanding actions
	Action by whom
	Date

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     




	Additional actions
	Action by whom
	Date (if known)

	     
	     
	     

	     
	     
	     





	
	
	

	     
	     
	     

	     
	     
	     

	     
	     
	     




Section 4 – Closure of VARM

	Date of closure
	     

	Reason for closure / update from chair / evaluation of meeting

	     

	The actions that have been identified are considered to be legal, necessary and proportionate to the circumstances based on the information shared in this meeting. This
is a true and accurate record of the VARM meeting.
The insertion of the VARM Chair’s name in this box replaces the normal hand written signature to denote compliance with the above statement.

	Name
	     
	Date
	     

	Service user signature (if agreed)
	     




Concern
(Alert)


Enquiry
(Investigation)


Safeguarding Plan & Review


Closing the Enquiry
(Investigation)
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Guernsey & Alderney Adult Safeguarding Body Map

Guidance on completion

IMPORTANT: to be completed by the person that has witnessed the injuries themselves to avoid
discrepancies. This should not be completed over the telephone. Where physical abuse has been
alleged the Body Map should be used to document and illustrate visible signs of harm and physical
injuries.

1. Clearly indicate on the body map (overleaf) using the red marker:

2. Provide a description within the ‘Notes’ box such as:

Type of physical harm or injury;

eg. Pressure ulcers; Red areas; Bruises; Cuts, lacerations and wounds; Scalds and burns; Swellings
and

Size, Colour, Grade of pressure ulcer — if known

3. Always record:

The Adult at Risk’s name

The date of the record

The name and designation of the person making the record.

NB. As the wound or mark changes a new record should be made.
A copy of all body charts must be kept in the individuals records.

It is important to note that should a crime be committed these forms may be used as evidence
in a criminal investigation. Please take care in recording details as this will be used as
evidence.

Procedure for completing body map electronically:

1. Click on the red marker and drag into require position on the body map

2. Where there are multiple injuries in one area, the red circle can be enlarged to accommodate
and a detailed description can be given in the ‘Notes’ section

3. To enlarge the circle, click and drag when the double headed arrow appears

4. Always remember to save your document when closing

5. Forward to Safeguarding Unit, PerruqueHouseAdmin@gov.gg

NB : Please note all safeguarding adults documents are subject to confidentiality and should be
sent by secure e-mail via encryption.

or alternatively

Procedure for completing body map manually

1. Print body map

2. Clearly mark the site of harm or injury using a circle

3. Where there are multiple injuries in one area, the circle can be enlarged to accommodate and a
detailed description can be given in the ‘Notes’ section

Adult Safeguarding Raising a Concern (Alert)
AAR (A) appendix 1. Body Map





Guernsey & Alderney Adult Safeguarding Body Map

Name:
DOB:

Y IR R K]

Date:
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