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[bookmark: Intro]

Introduction
Since the introduction of The Adult Support and Protection (Scotland) Act 2007 during 2008, and publication by the Scottish Government of the Adult Support and Protection Code of Practice during 2014, there have been a number of policy, legislative and practice developments, both in the overall context of adult support and protection and in day-to-day activity. The revised version of the Code of Practice, July 2022, aimed to capture these changes and has been referred to, to inform the development of these revised localised Adult Support & Protection Inter -agency Procedures and Guidance document. 
Practice and policy expectations have also developed significantly over the past 12 years, with there now being a much greater appreciation of the breadth of work that can fall within the provisions of the Act, and of the implications this has for the work of Adult Protection Committees.
Adult Protection Committees, which are now firmly located within local public protection governance structures, duties and workings are outlined in Section 42 (1) of the 2007 Act: 
(a) to keep under review the procedures and practices of the public bodies and officeholders to which this section applies which relate to the safeguarding of adults at risk present in the council’s area (including, in particular, any such procedures and practices which involve co-operation between the council and other public bodies or officeholders to which this section applies), 
(b) to give information or advice, or make proposals, to any public body and office holder to which this section applies on the exercise of functions which relate to the safeguarding of adults at risk present in the council’s area, 
(c) to make, or assist in or encourage the making of, arrangements for improving the skills and knowledge of officers or employees of the public bodies and officeholders to which this section applies who have responsibilities relating to the safeguarding of adults at risk present in the council’s area, 
(d) any other function relating to the safeguarding of adults at risk as the Scottish Ministers may by order specify.

[bookmark: RoleofCOG]Role of the Chief Officers’ Group 
The guidance for Adult Protection Committees advises APCs will require to be given the authority by local agencies to be able to carry out their functions effectively; and will need lines of accountability to local councils, health boards and police. 
The main forum for this is the Chief Officers Group, which are generally held quarterly, with a standing item for report(s) on Adult Protection activity and issues. 

[bookmark: Structure]
Structure of this document:
Chapter 1 provides a legislative context; definitions and guiding principles to assist in identifying ‘harm’ and what is meant by an ‘adult at risk’.
Chapter 2 outlines what will happen once an incident has been passed to the investigating agency’ and lays out the roles and responsibilities of each partner agency for working co-operatively in preventing or responding to harm to adults at risk.
[bookmark: _Hlk148346627]Chapter 3 describes how partner agencies might be involved in ASP processes. 
Chapter 4 provides a protocol for dealing with areas of disagreement between partner agencies.

[bookmark: preface]

Preface
There is now a growing appreciation that Adult Support and Protection can have direct relevance to a broader range of people than originally anticipated, including some people who have substance dependency problems or who are homeless. It can also potentially apply to people who may be being placed at risk, and whose human rights may be infringed, through inappropriate arrangements for their care.
‘In 2021/22 there were an estimated 41,569 ASP referrals in Scotland where an adult is known or believed to be at risk, albeit an adult can be referred multiple times by different agencies. In 2021/22, the largest source of ASP referrals came from Police Scotland (28%), Social Work/Local authorities (17%) and from NHS/GP/Scottish Ambulance Service (15%). ASP referrals have been increasing: In 2019/20, there were 760 ASP referrals per 100,000 adults rising to 910 per 100,000 adults in 2021/22; an increase in estimated ASP referrals of around 20% over this two-year period’.[footnoteRef:1]  [1:  Adult Support and Protection: everyone's business | Iriss] 

Such figures indicate that Adult Support and Protection is everyone’s business (see Iriss document, May 2023) with multi-agency working at the heart of an effective approach, providing the opportunity to make an important and growing contribution to the lives of adults at risk of harm, offering support as well as protection; preventing or reducing current or future harm. 

This document has been produced on behalf of Renfrewshire Adult Protection Committee and aims to prevent such harm, wherever possible, but also to have agreed processes in place for dealing effectively and consistently with incidents of harm, through having a joint understanding across each agency of:
· The terminology used in adult support and protection.
· The principles of good practice in adult protection.
· The roles and responsibilities of all agencies in protecting adults that may be at risk of harm.
· Responding to reports of criminality.
· The duty of Public Bodies to cooperate.
· The links between Child, Adult and Public Protection.
· The lead role of Social Work in Adult Support & Protection
· [bookmark: _Int_zcefkLGl]The role of each council where cross-boundary issues arise. 
· Standardise Procedural Forms (Appendix 1, 2, 3) which can be used by all agencies across Renfrewshire.
· The role of Chief Officers’ Group and Adult Protection Committee.
· An understanding of the legal basis for intervention.

While Social Work continues to take the lead role in Adult Support and Protection inquiries and use of investigatory powers, particularly through the responsibilities of the Council Officer, under the Renfrewshire Health & Social Care Partnership (RHSCP), all staff and managers are expected to play key roles in adult support & protection. This also applies to partners and agencies across the membership of Renfrewshire Adult Protection Committee.
There is a clear expectation that each of the ‘partner organisations’ within Renfrewshire produce and regularly review their own internal procedures to guide their staff in responding to incidents, and that these should be consistent with these multi-agency procedures.
Definition: By 'partner organisations’, we mean the group of partners who work together – operationally and strategically - to:

· receive all intimations of adult protect concerns.
· determine which concerns require investigative activity.
· determine actions required to make sure that adults at risk of harm are safe, protected, supported, involved, and consulted.
· and are responsible and accountable for the implementation of these actions.


[bookmark: Chapter1]

Chapter 1: Legislative Context for Partnership Working
[bookmark: principleshumanrights]Guiding Principles from Human Rights 
Human rights in Scotland are the subject of important legal safeguards, in particular as a result of the Human Rights Act 1998 and the Scotland Act 1998. These give domestic legal effect to internationally recognised rights and freedoms found in the European Convention on Human Rights (ECHR). For example, legislation passed by the Scottish Parliament is not law if it is incompatible with these “Convention rights.” More generally, it is unlawful for any public authority (including both central and local government) to act in a way that is incompatible with the Convention rights. It is therefore essential that all public bodies and practitioners ensure that they carry out their functions in a way that is ECHR-compatible. 	

Additionally, the Scottish Government has committed to incorporate four United Nations treaties into Scots law, as far as possible within devolved competence, including the United Nations Convention on the Rights of Persons with Disabilities (UNCRPD). This Convention promotes non-discriminatory, inclusive participation for all, with respect for the individual’s dignity and differences, reinforcing equal rights of people with disabilities. Incorporation of UNCRPD will place greater impetus on public bodies to remove barriers and support disabled people to fully participate in society.

These domestic and international legal requirements are further reflected in the Health and Social Care Standards, including in an overarching human rights outcome associated with the National Performance Framework. This establishes a shared vision for a Scotland in which “we respect, protect and fulfil human rights and live free from discrimination.”

The following principles and values should inform and guide the application of Adult Support and Protection procedures by the partner agencies: 
· Each adult has a right to be protected from all forms of deliberate harm, neglect, and exploitation. 
· The primary consideration at all stages will be the welfare and safety of the adult. 
· Every effort should be made to enable the individual to express their wishes and make their own decisions to the best of their ability, recognising that such self-determination may well involve risk. 
· Where it is necessary to override the wishes of the adult or make decisions on his/her behalf for their own safety (or the safety of others) this should be justifiable in terms of a proportionate and least disruptive response to clearly identified risks to the health and well-being of the person and in line with the existing legislative framework. 

[bookmark: Principlesanddefintions]Principles and Definitions of an “Adult at Risk” subject to the 2007 Act.
[bookmark: overviewofact]Image overview of sections of act-
[image: ]

The 2007 Act provides measures to identify, and to provide support and protection for, those individuals who are at risk of harm or are being harmed, whether as a result of their own or someone else’s conduct. These measures include: 
· Sections 1 and 2 of the Act and outlines the definitions of ‘adults at risk’ and ‘harm’ (Sections 3 and 53 of the Act). 
· Section 2: a set of principles which must be taken into account when performing functions under the Act. 
· Section 4: placing a duty on Councils to make the necessary inquiries to establish whether or not an adult is at risk of harm and whether further action is required to protect the adult’s well-being, property, or financial affairs.
· Section 5: placing a duty on certain public bodies and office holders to cooperate in inquiries. 
· Section 6: a duty to consider the provision of advocacy or other services after a decision has been made to intervene. 
· Section 7 & 8: make visits, with right of entry, for the purpose of conducting interviews (section 8), as part of its inquiries, involving Council Officers who have certain powers under the Act.
· Section 9: permitting, in certain circumstances, the medical examination of a person known or believed to be at risk of harm. 
· Section 10: requiring access to records held by agencies in pursuance of an inquiry. 
· a range of Protection Orders which are defined in the Act, namely: 
▪ Assessment orders. 
▪ Removal orders. 
▪ Banning orders. 
· Section 18: protect property owned or controlled by an adult who is removed from a place under a removal order (Section 18).
· Section 42: requiring the establishment of multi-agency Adult Protection Committees.

[bookmark: Takingaccountprinciples]Taking account of the principles of the 2007 Act
Sections 1 and 2 sets out the general principles of the Act. These apply to any public body or office holder authorising any intervention in an adult’s affairs or carrying out a function under the Act in relation to an adult. For example, they apply to any Social Worker, Care Provider or Health Professional intervening or performing functions under the Act. 
This means that the following persons are not bound by these principles: the adult; the adults nearest relative; the adult's primary carer; an independent advocate; the adult's legal representative; and any guardian or attorney of the adult. (These latter groups will, however, be bound either by their own codes of conduct and principles, or the principles of the legislation that resulted in their appointment). 
The 2007 Act requires the principles to be applied when deciding which measure will be most suitable for meeting the needs of the individual. Any person or body taking a decision or action under the Act must be able to demonstrate that the principles in sections 1 and 2 have been applied.
The principles in section 1 require that any intervention in an adult’s affairs under the Act : 
· (a) will provide benefit to the adult which could not reasonably be provided without intervening in the adult’s affairs, and 

· (b) is, of the range of options likely to fulfil the object of the intervention, the least restrictive to the adult’s freedom.
The principles in section 2 require that any public body or office holder performing a function under the Act must have regard to the following:
The general principles in Section 1, and:
· The wishes of the adult - any public body or office holder performing a function or making a decision must have regard to the present and past wishes and feelings of the adult, where they are relevant to the exercise of the function, and as far as they can be ascertained. Efforts should be made to assist and facilitate communication using whatever method is appropriate to the needs of the individual. Where this communication support is not provided, reasons for this should be recorded clearly.

· The views of others – the views of the adult's nearest relative, primary carer, a guardian or attorney, and any other person who has an interest in the adult’s well-being or property, must be taken into account if such views are relevant. Cognisance, when weighing the merits of such views, must be taken of any possibility of ‘undue pressure’[footnoteRef:2], or increase of risk, if the views of others are sought. It is important that the adult has the option to maintain existing family and social contacts, should they wish to do so. [2:  Sec 35 (4) An adult at risk may be considered to have been unduly pressurised to refuse to consent to the granting of an order or the taking of an action if it appears— (a)that harm which the order or action is intended to prevent is being, or is likely to be, inflicted by a person in whom the adult at risk has confidence and trust, and (b)that the adult at risk would consent if the adult did not have confidence and trust in that person.
] 


· The Act seeks to provide support additional to that of existent networks. Thus, a person, who may be an adult at risk, might have neighbours, friends or other contacts who have an interest in their wellbeing and are willing to give support (noting the caveat that consideration should be given to whether ‘undue pressure’ from those contacts is a suspected or known risk factor). Every effort should be made to ensure that action taken under the Act does not have an adverse effect on the adult’s relationships.

· The importance of the adult participating as fully as possible – the adult should be enabled to participate as fully as possible in any decisions being made. It is therefore essential that the adult is also provided with support and information to aid that participation, and in a way that is most likely to be understood by the adult. Any needs the adult may have for help with communication (for example, translation services or signing) should be met. Any unmet need should be recorded. Wherever practicable the adult should be kept fully informed at every stage of the process. This includes information about their right to refuse to participate.

· The adult is not treated less favourably – there is a need to ensure that the adult is not treated, without justification, any less favourably than the way in which a person who is not an ‘adult at risk’ would be treated in a comparable situation.

· The adult’s abilities, background, and characteristics – including the adult’s age, sex, sexual orientation, religious persuasion, racial origin, ethnic group, and cultural and linguistic heritage. 

[bookmark: _Int_6z61V2n5]So as to more fully assess the abilities, background and characteristics of the adult, users of this document may find it helpful to consider the wider protected characteristics list and definitions set out in the Equality Act 2010 for the purposes of that Act
These principles should always be considered when decisions are required about action that may be taken to protect an adult. 
However, there will be situations where their consideration produces potential conflicts, such as occasions when the adult at risk expresses a preference not to engage with any form of intervention, but the professionals involved believe that adult protection interventions would provide a benefit to them. In such circumstances, the expectation is that decision-making should take place on a multi-agency basis to enable full and complete discussion of potential protective actions, and the application of the principles set out above.
For the purpose of these principles, making a decision not to act is still considered as making a decision. The reasons for taking this course of action should be recorded as a matter of good practice.
Undue Pressure:
Where the adult has decisional capacity and refuses consent/ engage, this should not automatically be a ‘no further action’ outcome. Further consideration must be given to the circumstances of the case, in discussion with relevant others, in order to ensure that issues of ‘undue pressure’ have been considered.

[bookmark: whoisadultatrisk]Who is an ‘adult at risk’?
The 2007 Act refers throughout to an ‘adult’. 
Section 3(1) defines an ‘adult at risk’ as someone who meets all of the following three-point criteria:
· they are unable to safeguard their own well-being, property, rights, or other interests. 
· they are at risk of harm; and 
· because they are affected by disability, mental disorder, illness or physical or mental infirmity they are more vulnerable to being harmed than adults who are not so affected.
Note: ‘It should be noted and strongly emphasised that the three-point criteria above make no reference to capacity. For the purposes of the Act, capacity should be considered on a contextual basis around a specific decision, and not restricted to an overall clinical judgement. It is recognised that, due to many factors in an individual’s life, capacity to make an authentic decision is a fluctuating concept. Thus, even if deemed to possess general capacity, attention must be paid to whether a person has clear decisional and executional ability (i.e., to both make and action decisions) to safeguard themselves in the specific context arising’[footnoteRef:3]. [3:  https://www.gov.scot/binaries/content/documents/govscot/publications/advice-and-guidance/2022/07/adult-support-protection-scotland-act-2007-code-practice-3/documents/adult-support-protection-scotland-act-2007-code-practice/adult-support-protection-scotland-act-2007-code-practice/govscot%3Adocument/adult-support-protection-scotland-act-2007-code-practice.pdf p.15
] 

Note: the presence of a particular condition does not automatically mean an adult is an "adult at risk".
[bookmark: unableunwilling]Unable to safeguard or unwilling to safeguard? 
The first point of the three-point criteria set out in section 3(1) of the Act relates to whether the adult is unable to safeguard their own well-being, property, rights, or other interests. 
As a result, a distinction may have to be made between an adult who lacks the skills and is therefore unable to safeguard themselves, and one who is deemed to have the power, ability, or authority to safeguard themselves, but who is apparently unwilling to do so.
· ‘Unable’ is not further defined in the Act but is defined in the Collins English Dictionary as “lacking the necessary power, ability, or authority (to do something); not able.” 
· ‘Unwilling’ is defined in the Collins English Dictionary as “unfavourably inclined; reluctant.”
The latter may describe someone who is aware of the potential consequences but still makes a deliberate choice. Unwilling to safeguard themselves, rather than unable to safeguard themselves, may not be considered an adult at risk.
This distinction requires careful consideration. All adults who have capacity have the right to make their own choices about their lives and these choices should be respected if they are made freely. 
However, for many people the effects of trauma and/or adverse adult & childhood experiences may impact upon both their ability to make and action decisions, and the type of choices they appear to make. In this context it is reasonable to envisage situations in which these experiences, and the cumulative impact of them through life, may very well have rendered some people effectively unable, through reliable decision making or action, to safeguard themselves. Similar considerations apply to ‘coercive control’ or ‘undue pressure’. In such situations the control exercised over a vulnerable person may also effectively render them unable to take or action decisions that would protect them from harm.
It is therefore important to understand the person’s decision-making processes. This should include an understanding of any factors which may have impacted upon them with the effect of impinging on, or detracting from, their ability to make, and action, free and informed decisions to safeguard themselves. This could therefore mean that in these circumstances they should be regarded as unable to safeguard themselves.
[bookmark: _Int_nwIDwkP3]It is also important to bear in mind that an inability to safeguard oneself is not the same as an adult lacking mental capacity. For example, a person may have relevant mental capacity, but also have physical limitations that restrict their ability to implement actions to safeguard themselves. Capacity applies to both decisions making and the implementation of decisions. A person can have the capacity to make a particular decision but through illness or infirmity may not have the physical capacity to implement that decision.
Where an individual is deemed not to meet the three-point criteria or there exist factors or complexities that may be relevant to legislation other than the Act, thought should be given to other legislation which may provide alternative or additional pathways, e.g. the Adults with Incapacity (Scotland) Act 2000 or the Mental Health (Care and Treatment) (Scotland) Act 2003.


[bookmark: whatisharm]What is “harm” and who may be considered “at risk”?[bookmark: coercivecontrol]Definition: Coercive Control - A pattern of acts of assault, threats, humiliation and intimidation or other abuse that is used to harm, punish, or frighten their victim.

To meet the second point of the three-point criteria the adult must be assessed as being at risk of harm. Section 3(2) of the 2007 Act defines an adult as being at risk of harm if: 
· another person’s conduct is causing (or is likely to cause) the adult harm; or 
· the adult is engaging (or is likely to engage) in conduct which causes (or is likely to cause) self-harm. 

Adults can be at risk of harm in any setting, be it in their own home, in the wider community, or in a hospital setting. It must not be assumed that while a person is a patient in hospital that they are safe from harm from alleged perpetrators. A person also may be placed at risk through inappropriate arrangements for their care in a range of residential social or hospital care settings. 
People who cause harm can include the adult themselves; members of their family; friends; neighbours; informal/ formal carers; fellow users of residential/ day services; fraudsters and members of the public; and strangers.
Section 53 of the 2007 Act states that “harm” includes all harmful conduct and gives the following examples: 
· conduct which causes physical harm. 
· conduct which causes psychological harm (for example by causing fear, alarm, or distress). 
· unlawful conduct which appropriates or adversely affects property, rights, or interests (for example theft, fraud, embezzlement, or extortion). 
· conduct which causes self-harm. 

[bookmark: seriousharm]Serious Harm
[bookmark: _Int_JYnQWcHr]There is no definition of ‘serious harm’ provided in the 2007 Act. Serious harm is the threshold that justifies compulsory intervention in an adult’s life by the state. This can be a single traumatic incident or event, but it could also be a number of single events or a build-up of concerns over a period of time. What constitutes serious harm will be different for different adults (See West of Scotland Inter-agency AS& P procedures, 2019, p.12). 
When assessing harm, areas that require to be taken into consideration are: 
· Impact of harm on the adult’s physical or mental health- including cumulative impact. 
· Injuries which are severe and/or life threatening. 
· The adult’s perception. 
· Level of risk. 
· The need for urgent action- imminence. 
· The number, frequency, consistency, and severity of harm- escalation. 
· The intent of the person causing the harm. 
· History of harm- likelihood of recurrence & context. 
· The probable consequences of non-intervention.

[bookmark: typesofharm]Types and Forms of harm
In general terms, behaviours that constitute harm to a person can be physical, sexual, psychological, financial, or a combination of these. 
[bookmark: _Int_VUbW9QzS]The harm can be accidental or intentional, as a result of self-neglect, neglect by a carer or caused by self-harm and/or suicidal behaviours. Other forms of harm can include domestic abuse, Gender-Based violence, forced marriage, female genital mutilation (FGM), human trafficking, stalking, scam trading and hate crime. 
Some such cases will result in adults being identified as at risk of harm under the terms of the Act, but this will not always be the case.
The Act Against Harm website provides further explanations of  and possible signs of harm.
Note: The following list is not exhaustive, and no category of harm is excluded simply because it is not explicitly listed:
Physical Harm – including hitting, slapping, pushing, kicking, misuse of medication, restraint, or inappropriate sanctions, deliberate fire-starting. 
Sexual Harm – including rape and sexual assault or sexual acts to which the vulnerable adult has not consented, could not consent, or was pressurised into consenting. Also, adults who may be at higher risk of sexual exploitation due to mental health problems, physical impairment or learning disabilities. Sexual harm includes:
· ‘contact’ harm – touch e.g., of breast, genitals, arms, mouth etc.; masturbation of either or both persons; penetration or attempted penetration of vagina, anus, mouth by penis, fingers or by other objects.
· ‘non-contact’ harm – looking, photography, indecent exposure, harassment, serious teasing, or innuendo. 
Psychological Harm – including emotional abuse, threats of harm or abandonment, deprivation of contact, humiliation, blaming, controlling, intimidation, coercion, harassment, verbal abuse, isolation or withdrawal from services or supportive networks. 
[bookmark: _Int_9v5wb77T]Financial or material harm – Financial harm takes many forms including theft, fraud (e.g., doorstep scammers, scamming by post, over the phone, online or through a combination of these methods), pressure to hand or sign over property or money, misuse of property or welfare benefits, stopping someone getting their money or possessions, etc. 

When considering whether financial harm is occurring, it is helpful to consider a person’s past behaviours and views, as this may offer insight to their current behaviours and highlight changes. 

Note: Not all people subject to financial harm will be regarded as adults at risk, but the Act can be used to protect those people who are so regarded. In such cases, the potential for coercive control or ‘undue pressure’ should be considered. (See role of Public Guardian)

Neglect and acts of omission -including ignoring medical or physical care needs, failure to provide access to appropriate health, social care or educational services, the withholding of the necessities of life such as medication, adequate nutrition, and heating. 
[bookmark: _Int_VHwRUlFT][bookmark: _Int_Dlxrha10]Multiple forms of harm– may occur in an ongoing relationship, a service setting or to more than one person at a time. This makes it important to look beyond single incidents or breaches in standards, to underlying dynamics and patterns of harm. Any or all of these types of harm may be perpetrated either as a result of deliberate targeting of adults at risk or through negligence or ignorance. In some cases, it may result from an extreme level of stress on an informal carer – which may include aggressive or violent behaviour by the vulnerable adult towards the carer. In such cases a sensitive approach in supporting the carer has to be combined with a determination to deal with the harmful behaviour and prevent it recurring and placing the protection of the adult at risk at the forefront of intervention. 
Self-harm – the adult at risk is engaging in behaviour which is causing (or likely to cause) self-harm. This is a broad term but will include people:
· injuring or poisoning themselves by scratching, cutting, or burning skin, by hitting themselves against objects, fire-setting or taking a drug overdose, or swallowing or putting other things inside themselves; suicidal ideation.
· less obvious forms, including unnecessary risks, developing an eating disorder (such as anorexia or bulimia), substance dependency (alcohol or drugs), or someone simply not looking after their own emotional or physical needs. 
[bookmark: _Int_l42O8TW1]The category of self-harm could also include instances where the conduct of others is considered to be a cause of an adult at risk self-harming though there would be a clear link with Emotional Abuse.
If Domestic Abuse is a factor, consideration may also be given to the relevance of a Multi-agency Risk Assessment Conference (‘MARAC’), under Renfrewshire’s MARAC Operating Protocol (2021), in which information about domestic abuse victims at risk of the most serious levels of harm is shared on a multi-agency basis to inform a coordinated action plan.
· Note: ASP Legislation and Procedure takes precedence.





[bookmark: beingmoreatrisk]Being more at risk of harm
The third point of the criteria requires that because the adult is affected by disability, mental disorder, illness, or physical or mental infirmity they are more at risk to being harmed than adults who are not so affected.
Physical or mental infirmity are distinct from disability and mental disorder and are not defined in the Act. Infirmity is defined as a “physical or mental weakness.” Infirmity does not, therefore, necessarily rely upon a clinical diagnosis in the way that mental disorder or illness do. 
Note: It is recognised that “infirmity” is a term that is no longer favoured when describing disability. Having a particular condition or being a disabled person does not automatically mean someone is unable to safeguard their own wellbeing. “Illness” can apply to physical or mental health. The impact of illness on an individual’s ability to safeguard themselves, and the extent to which it makes them more vulnerable to harm, must be considered. Depending upon the nature and trajectory of an illness, the assessment of this criterion of the three-point criteria may change over time.
[bookmark: particularcircumstances]Note: Each of the three criteria must be met to enable intervention subject to the Act.
Impact of Personal Circumstances / Trauma Based Practice:
[bookmark: traumaaces]Many people affected by trauma and adverse childhood experiences remain able to safeguard their own wellbeing. However, for some, the complexity, severity, and persistence of post traumatic reactions may impact to the extent that these individuals repeatedly take decisions that place them at risk of harm.
[bookmark: _Int_I6uuCmqv]Examples of such adaptations can include: maintaining contact with an alleged harmer; use of drugs or alcohol; self-harm; hoarding behaviour, and avoidance of places and people, including professional relationships and services, which may trigger reminders of prior traumatic experiences. In such circumstances, some people’s ability to take and action decisions about safeguarding themselves may effectively be compromised.

Professionals involved in the identification, support, and protection of adults at risk of harm may wish to make use of the resources provided by the National Trauma Training Programme. 

It is essential to move from a position of looking at presenting issues in isolation and, instead, to see it in terms of relational causation and connection, i.e., a shift from the view that dependency causes self-neglect, to one that understands such dependency as an outward symptom or sign of deeper challenges and of self-neglect itself. As above, considerations of the impact of trauma on the individual’s ability to safeguard should be a thread throughout ASP activity.

It should be highlighted however,

· While Trauma informed practice is exclusively referenced within the Code of Practice, practitioners may wish to supplement reference to Trauma based Practice in their assessment work with reference to other academic Social Work Theories e.g., Psychosocial Development Theory, Systems Theory, Rational Choice Theory.

· It is essential that whatever approach is taken that there is a recognition that a welfare approach to social work/ social care does not always achieve the primary object of ASP which is Care and Protection. The requirement to protect may require an authoritarian, directive and or legislative approach to casework in the short to medium term or on occasion indefinitely.




Transitions between Child Protection and Adult Support /Protection  
[bookmark: _Int_X4IgU74b]A short-term working group has been established and led by the Lead Officers of the Child and Adult Support and Protection Committees in order to progress this matter and report recommendations to the committees during 2024.Princpiples already established are as follows:

· The matter will be progressed in the best interests of the young adult aged 16 & 17.
· Continuity should be provided by Children’s services and the Child Protection procedures for those young adults presently subject to statutory childcare provision.
· Future procedures should be consistent with the proposed updates to Child Care legislation, specifically extending the remit of the statutory children’s services to include 16- & 17-year-olds which focuses on a welfare approach to intervention and support. Children (Care and Justice) (Scotland) Bill (SP Bill 22).

Where there are concerns that 16- and 17-year-olds may be at risk of harm, part of the Council’s inquiry process will involve a consideration of which legislative framework is best placed to support and protect the young adult. 











[bookmark: chapter2]
















Chapter 2: Role of Partner Agencies.

Duty to refer and co-operate.

[bookmark: Informationsharing]Information Sharing

Supporting individuals at risk of harm is best achieved through collaboration and with a sense of community responsibility. This cuts across all aspects of private life and professional business.
Information sharing to support the operational processes of Adult Support and Protection, when an adult is known or believed to be at risk of harm, is justified and can be shared lawfully within the parameters of the Data Protection Act 2018 and the General Data Protection Regulation (GDPR), in keeping with the following principles:

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

[bookmark: whydoweneeedtoshare][bookmark: _Int_gvTS0XNQ]Why do we need to share adult protection information?  
Organisations need to share adult protection concerns with the right people at the right time to: 
· prevent death or serious harm. 
· coordinate effective and efficient responses. 
· enable early interventions to prevent the escalation of risk. 
· prevent abuse and harm that may increase the need for care and support. 
· maintain and improve good practice in protecting adults. 
· reveal patterns of harm that were previously undetected and that could identify others at risk of harm.
· identify low-level concerns that may reveal people at risk of harm. 
· help people to access the right kind of support to reduce risk and promote wellbeing. 
· help identify people who may pose a risk to others and, where possible, work to reduce offending behaviour. 
· reduce organisational risk and protect reputation 

(COP (code of practice), 2022, p.35)

Note: The General Data Protection Regulation (GDPR) is not a barrier to sharing information but provides a framework to ensure that personal information about living persons is shared appropriately.
[bookmark: fourrs]Steps to Take: The “Four Referral Rs”: 
· Recognise – be aware of adult protection issues and how an adult at risk of harm may present. Consider trauma, undue pressure etc., and the adult’s ability to safeguard themselves. 
· Report – where you have an internal adviser for adult protection report the matter to them, discuss with appropriate colleagues the need to make a referral but ensure this does not adversely delay referring. 
· Refer – Refer the individual and their circumstances through your local adult protection referral process. Where the matter is urgent contact the relevant emergency services without delay. 
· Record – use the individual’s record to note the issues that arose, the circumstances, the decisions made/actions you took, and the rationale for your actions.
You do not have to evidence that the three parts of criteria are met in order to make a referral. Your information may form part of a larger picture. The criteria are that you ‘know or believe’ an adult is at risk of harm.
Note: If there is imminent risk of danger or significant harm has happened contact the relevant Emergency Service- Police/Fire/Ambulance immediately and then make the ASP referral.
[bookmark: referrals]Referrals

Any referral suggesting that an adult may be at risk of harm, including anonymous referrals, will be considered without assuming that harm has, or has not, occurred.
A referral may be made to a council in several ways, but most usually will be either:

· by a referrer who uses an ASP notification process or referral form, or otherwise specifies that they are referring an adult they think may be in need of support or protection under the Act; or 

· by a referrer who is raising a more general (welfare) concern, which is then escalated on receipt to be treated under Adult Support & Protection.

Note: As discussed above, the adult’s consent is not required for a referral to be made.

Chapter 3 provides details for a referral.

[bookmark: dutytoinquire]Council’s duty to Inquire subject to the 2007 Act (Section 4)

Section 4 of the 2007 Act places a duty on councils to make inquiries about a person's well-being, property, or financial affairs if it knows or believes: 
[bookmark: _Int_T1eFAbja]· that the person is an adult at risk; and 
[bookmark: _Int_EpbhysR7]· that it might need to intervene (under the Act or otherwise) in order to protect the person's well-being, property, or financial affairs. 





Social Work 

· Inquiries subject to Section 4 of the Act will be carried out by the Council's Social Work services and should follow Renfrewshire’s ASP Operational Guidance 2024

· Definition: An inquiry is used to gather information to determine if the person meets the three-point criteria and if any action is required under to intervene.

· Social Work will also have the overall lead responsibility, within RHSCP, when investigatory powers are required to be utilised under the act; and for coordinating the process of decision-taking and monitoring that may follow investigatory activity.

· Timescales for completion of Inquiries using Investigatory Powers is documented in the Renfrewshire Operational Procedures 2024. 

· An inquiry does not need to be (but can be) undertaken by a Council Officer, which can include the collation and consideration of relevant material, including consideration of previous records relating to the individual, and seeking the views of other agencies and professionals (aka desktop inquiries). 

· The timescales for completion of Inquires Without Use of Investigatory Powers is generally carried out within 5 working days of receiving referral.

· If desktop inquiries do not provide sufficient information to determine whether or not the adult is at risk, then further steps can be taken to allow for such a determination to be made.

· These actions relate to when there is a need to use Investigatory Powers. If these specific actions need to be taken, there is a requirement for a Council Officer to be involved. 

· [bookmark: CouncilOfficer]The 2007 Act enables a council to, through the offices of a Council Officer: 
· to visit (Section 7) any place necessary to assist with inquiries under section 4. Council officers have rights of entry to places where adults are known or believed to be at risk of harm.
· may interview (section 8), in private, any adult found at the place being visited.
· may arrange for a medical examination of an adult known or believed to be at risk to be carried out by a health professional (section 9); 
· Health, financial and other records relating to an adult at risk may be requested and examined (section 10). Note that the Council Officer is empowered by the Act to identify, take, or copy medical records held by a service but having obtained them must ensure they are interpreted by a health professional. 


The council can:

If, following inquiries, a Council Officer believes that action is required, the council can petition the Sheriff Court for a protection order. The range of protection orders include:

· assessment orders (which may be to carry out an interview or medical examination of a person). 
· removal orders (removal of an adult at risk).
· banning orders or temporary banning orders (banning of the person causing, or likely to cause, the harm from being in a specified place).

(Section 11 to 34)

[bookmark: whocanbeaCO]Who can act as a Council Officer for the purposes of the Act? 

Section 53 (1) of the Act defines a council officer as an individual appointed by a council subject to Section 64 of the Local Government (Scotland) Act 1973. 

Scottish Ministers have made an order that prescribes that a council must not authorise a person to perform the functions of a Council Officer subject to sections 7 to 10 of the Act (investigative functions) unless the person:

· is registered in the part of the Scottish Social Services Council register maintained in respect of Social Workers or social service workers or is the subject of an equivalent registration.

· is registered as an Occupational Therapist in the register maintained under article 5(1) (establishment and maintenance of register) of the Health Professions Order 2001; or 

· is a Nurse; and the person has at least 12 months' post qualifying experience of identifying, assessing, and managing adults at risk.

[bookmark: multiagencyworking]While different professionals as noted can become Council Officers they must be employed in posts within the Local Authority and have received the appropriate Council Officer training.

Multi-agency working 

The council may consult and/or work in partnership with other agencies to conduct inquiries. Other professionals, such as Police Scotland, Scottish Fire & Rescue Service; the Care Inspectorate; health professionals, Housing, etc. may be asked to assist.

Partner agencies working within Renfrewshire have the following obligations placed on them subject to the 2007Act. 

Duty to co-operate (section 5) 
This section of the Act applies to:

· the Mental Welfare Commission for Scotland, 
· the Care Inspectorate, 
· the Office of the Public Guardian, 
· all councils, 
· Chief Constable of Police Scotland, 
· the relevant Health Board, and 
· any other public body or officeholder as the Scottish Ministers may by order specify. 

The public bodies and officeholders to which this section applies must, in keeping with the proper exercise of their functions, co-operate with a council making inquiries subject to section 4, and each other, where such co-operation is likely to enable or assist the council making those inquiries.

While it is not specified in the Act, a wide range of other services also contribute to the protection of adults at risk. These include: 
· GP Practices, dentists, and pharmacists. 
· Scottish Fire and Rescue Service. 
· Agencies of the Scottish Government, e.g. The Scottish Prison Service; Social Security Scotland
 
· Where staff in named bodies have to report suspected cases of adults at risk of harm within their own organisations, they should be clear to whom they have a duty to report.

· The above services and agencies may all become involved with adults whom they know or believe as being at risk and may, therefore, have cause to refer people to the council, and as such have a direct part to play in protecting people from risk of harm. 

Section 49 of the 2007 Act provides that it is an offence to, without reasonable cause, prevent or obstruct any person from doing anything they are authorised or entitled to do under the Act (see Chapter 15 of this Code)

To emphasise, whilst the provisions of the Act are concerned with adults at risk of harm, public services and agencies are expected to make a referral, share information, co-operate with assisting inquiries, attend a Case Conference as required and, if relevant, provide services to support adults at risk of harm and support any other ASP-related activity, e.g. attend Core Group meeting.

[bookmark: policescotland]Police Scotland:

· Police have a statutory duty subject to the 2007 Act to refer any adult who may be at risk of harm and to cooperate with council ‘duty to inquire’, in line with local policies and procedures. This means accurately recording any concerns under the category ‘Adult Concerns’ so that reports and relevant information can be shared with relevant partners.

· Police Scotland must be contacted in the first instance if staff know or believe a criminal act may have been committed and agreement made on how best to proceed. 

· Where there has been a physical or sexual assault the Police must be consulted immediately, and any medical examination (other than emergency medical treatment) should be carried out under the direction of the Police.
· If there are immediate concerns for the safety of an adult (or child), Police Scotland have Powers of entry to a property, which is derived from common law. It broadly states that police are empowered to enter a house or other building without a warrant for the purposes of:

· protecting life and property.
· quelling an ongoing disturbance or disorder.
· assisting when hearing cries for help or of distress.
· close pursuit of a person who has committed or attempted to commit a serious crime.
· Police Scotland can enter and search premises where an invitation has been freely given by the occupant.

· Police Scotland have the lead role for investigating where the actual or suspected harm to an adult at risk is thought to have constituted a criminal offence. It is not the responsibility of staff from any other agency to judge if a criminal act has occurred and they should err on the side of reporting and discussing with the Police who will decide if a criminal investigation is required. It is essential that non-Police Officers do not interfere with a criminal investigation.

· [bookmark: _Int_LSP7hoRy]Police Scotland will investigate an alleged offence by gathering and preserving evidence. Staff from other agencies will have an important role in ensuring that forensic evidence is not lost and that, if the risk of harm is significant and ongoing, the adult is protected and isolated from the person alleged to be causing harm, pending police intervention.

· Police Scotland will inform Social Work where they receive a report of a suspected offence or other concerns relating to an ‘adult at risk,’ whereupon it will be the responsibility of Social Work to co-ordinate the overall Inquiry activity. 

Police Scotland have particular functions subject to the ASP Act (2007) in terms of accompanying a Council Officer to execute a warrant for entry subject to section 37 of the Act. The accompanying constable may use reasonable force where necessary to fulfil the object of the visit. This may include the constable opening places which are secured by a lock; it would therefore be expected that the council would take all reasonable steps to ensure the security of the person's premises and belongings if force has been required to enter the premises.


[bookmark: appropriateadult]Appropriate adults: 

Appropriate Adults provide communication support to vulnerable victims, witnesses, suspects and accused persons, aged 16 and over, during police investigations. 

The role of the Appropriate Adult is to facilitate communication between a person with mental disorder and the police and, as far as is possible, ensure understanding by the individual. 
It is recognised that not all individuals who may require Appropriate Adult support will have a formal diagnosis, nor may they be able or willing to share any diagnosis with the police. In circumstances where a diagnosis cannot be confirmed but it is clear that the individual cannot understand procedures or communicate effectively with the police, and that the cause of such difficulty is not solely because of substance use/intoxication, then Appropriate Adult support should be requested. 
Section 42 of the Criminal Justice (Scotland) Act 2016 places a duty on the police to ensure this type of support is provided during custody procedures, while the Criminal Justice (Scotland) Act 2016 (Support for Vulnerable Persons) Regulations 2019 place a duty on local authorities to provide an Appropriate Adult when such a request is made by the police. The duty on the local authorities extends to requests made for support in relation to victims and witnesses, as well as to those made for support for suspects and accused persons. In addition to custody processes, Appropriate Adults can be used in any number of Police procedures, including interviews, the taking of witness statements, identification procedures, medical examinations, and property searches.




[bookmark: riskandconcernhub][bookmark: _Hlk149741487]Police Scotland Risk and Concern Management Hub

K Division covers Renfrewshire and Inverclyde:

The role of the Risk and Concern Hub (R&CH) is to review and assess relevant information held on Police systems, compile reports, and share this and other information with internal and external partners in support of the Concern Hub functions associated with protecting adults and children at risk of harm. 

The R&CH can share information under AS & P but, due to data sensitivity and management, any information has to be formally requested using their Information Sharing Request form and forwarded to the Hub. 
[bookmark: _Int_VUz1LtiI]Due to the official nature around data sharing, associated with this process, a copy of the form has not been included in this document.  
The Risk and concern Hub also holds the remit for arranging Police representation at any relevant ASP meetings but only at the organisation stage. All invites and relevant documentation would go through the R&CH, and they would send it out to their local Community Policing Team, who would attend the meetings, present any relevant reports. The R&CH would collate and feedback the minutes etc.
[bookmark: communitysafetyhub]Renfrewshire Community Safety Partnership Hub:
 
[bookmark: _Int_uhTyTJzQ][bookmark: _Int_vzP9Lzl6]Renfrewshire Community Safety Hub is a community safety partnership resource in Mill Street, Paisley where relevant partners work and are tasked and deployed jointly to deliver effective and efficient services that protect vulnerable people and communities across Renfrewshire. The Hub includes Wardens, Mediation, Investigation and enforcement services, Public Space CCTV and civil contingencies. It co-ordinates the relevant activities of partners covered by this ISP to ensure that communities, businesses, residents, and individuals throughout Renfrewshire can go about their lives freely, safely and with confidence.
[bookmark: _Int_j7AdvxNv]Renfrewshire Daily Tasking Process operates from the Community Safety Partnership Hub and reviews Police, Fire and other significant incidents or events over the previous 24-hour period.  Information may be pro-actively disclosed to partners who attend the daily meetings where reasonable, appropriate, proportionate, and lawful to do so for effective and early intervention to tackle issues including antisocial behaviour, vulnerable adult, and child protection concerns, to safeguard and protect vulnerable individuals and communities.
Incidents are disposed to the most relevant partner for them to apply early intervention.
Renfrewshire Community Safety Partnership:rcsp@renfrewshire.gov.uk

[bookmark: health]

NHS / Health:
 
Health staff working within Renfrewshire include practitioners employed by NHS Greater Glasgow and Clyde in primary care, and community learning disability, mental health and alcohol and drug recovery services as well as GPs and other specialist health services such as the Scottish Ambulance Service. 

[bookmark: _Int_SkedzNld][bookmark: _Int_rHmezVa0]Health staff have a major role in preventing (as well as reporting) harm to adults at risk through an awareness of stress factors for those in caring roles, identifying the need for services and assisting the patient and family around self-protection. 

Health staff may also have a role when a medical examination (section 9) is required as part of the inquiry, using investigatory powers, of an allegation of harm, where there is not a requirement for this to carried out by the Police. 

Such an examination can only be carried out by a:

· GP 
· nurse 
· or midwife. 

In most cases a health practitioner will encounter or suspect harm to an adult at risk by a relative or other person known to the adult either on NHS premises or within the community. All allegations of harm by non-employees should be immediately reported to Social Work and, if a criminal offence may have been committed, the Police. 

There may however be instances where the alleged harmer is a health worker. Where the person alleged to have caused harm is a health worker, NHS Greater Glasgow and Clyde will take action independently, in line with its own internal procedures, to investigate allegations, where necessary take appropriate disciplinary action and take immediate steps to safeguard patients. Where the alleged harm might constitute a criminal offence, the Police will be notified by the relevant manager. In all cases, instances of alleged harm to an adult at risk by a worker should also be reported to Social Work to assess the ongoing risk to the adult and the need for any other protective action.

The Scottish Government has issued separate guidance to GPs- see below.

[bookmark: GPs]General Practice:
 
The Scottish Government published revised ASP Guidance for General Practice  in tandem with the revised Code of Practice, July 2022.This is intended to assist the involvement of General Practitioners and their staff (“General Practices”) in activities which arise from the Act and aid them to support their patients in achieving the best outcome. 
It provides advice on how to make referrals and notes that: 

· General Practices are well placed to identify adults at risk of harm and are a vital component in the multi-agency arrangements to support and protect where it is necessary.

· Adult Support and Protection applies to those with and without mental capacity.

· As with other referrers, evidence is not required that all elements of the three-point criteria are met in order to make a referral. Their information may form part of a larger picture. In this regard, it is ultimately the responsibility of the council or delegated agency to decide whether an adult meets the definition of an adult at risk of harm.

· [bookmark: _Int_URzDEXqA]General practices will be expected to co-operate with inquiries including with the examination of records subject to Section 10 of the 2007 Act. This co-operation is based upon the Council’s knowledge or belief that that the person is at risk of harm. The purpose of providing the information is to assist the Council in determining whether or not the person is at risk, or later in the process to understand how to support and protect them from those risks. 


Healthcare Improvement Scotland (HIS:) 

[bookmark: HIS]Healthcare Improvement Scotland currently has a similar scrutiny and improvement role to the Care Inspectorate for independent hospitals, voluntary hospices, and private psychiatric hospitals.

[bookmark: Housing]Housing:

· Housing Professionals, such as Housing Officers and Property Maintenance Teams, are in a key position to be able to identify indicators that an adult is/ believed to be at risk of harm; and make a referral to the council.

· Each housing situation will vary depending on the type of tenure. Tenants who are in social rented accommodation will generally have an allocated housing officer in the associated Local Authority or Housing Association. 

· Additionally, as part of a ‘section 4 inquiry’ housing may be asked to contribute knowledge concerning the individual in question. 

· For Specific concerns relating to Hoarding Behaviour, please refer to Renfrewshire’s Hoarding Behaviour Guide- link to document in chapter 1 under Particular Circumstances section.



[bookmark: SFRS]The Scottish Fire and Rescue Service:
 
· The Scottish Fire and Rescue Service (“SFRS”) have a key role to play in keeping people safe from harm particularly in relation to fire safety. They are an important source of referrals regarding adults as a result of their fire safety advice activity and can identify some people who may be at risk of harm for other reasons. 

· The SFRS has in place an ‘Adults at Risk of Harm’ procedure which provides staff with an awareness of adult protection issues and clear guidance on how to take the appropriate action.

· The SFRS, in its Fire Safety Enforcement capacity, will also conduct regular fire safety audits within registered care establishments and will refer any adult protection issues to Renfrewshire Health and Social Care Partnership.

· The SFRS can also conduct home visits, in conjunction with its partner agencies, when concerns exist around fire risk, pending other actions taken by other Lead Agencies.

· [bookmark: _Int_uaOZ16QJ]While a person’s consent to involve SFRS should always be sought, it may be necessary to override the person’s wishes if they, or others, are risk of serious injury or death if a fire occurs.

To discuss a case or for partner agencies to make a referral; and for Home Fire Safety Advice Prevention & Protection, contact the ERRI Community Action Team - East Renfrewshire, Renfrewshire, and Inverclyde (ERRI).
ERRI Safety Centre, Canal Street, Paisley, PA1 2HQ 
Tel: 0141 889 0022 
Email: w.erri.communityactionteam@firescotland.gov.uk

Scottish SPCA
[bookmark: SSPCA]Evidence of animal hoarding/ harm should at any level be reported to the SSPCA as well as other relevant agencies. 

[bookmark: Ambulanceservice]Scottish Ambulance Service (SAS):

The Scottish Ambulance Service is designated a special health board for the whole of Scotland and is therefore included in the Section 5 duties as outlined above; it operates as an emergency service, and has contact with a wide range of people, many of whom may be adults at risk. The SAS, therefore, can be a source of information; potential referrer and, as with Scottish Fire and Rescue Service, can act as an early warning system for some people at risk of harm. There is scope for greater understanding of the role SAS can play and for greater engagement between the SAS and Adult Support and Protection at both local and national levels.

[bookmark: OPG]Office of Public Guardian (OPG) (Scotland):

In cases where there may be a misuse of proxy powers (Power of Attorney or Financial Guardianship), in addition to any immediate matters that they may be addressing, practitioners should be alert to the need to refer matters with a financial element to the Office of the Public Guardian (Scotland) - (information and resources) (“OPG”) for investigation. The OPG should be notified even if harm by the proxy was unintentional, and the risk was mitigated through actions taken by the proxy and/or via adult protection processes or intervention. This expectation applies to cases of financial guardianship and intervention, due to the OPG’s supervisory role over financial guardians and interveners.

If the person alleged to be causing harm has financial decision-making powers for more than one person, consideration should be given to possible financial harm risks to others. This could be in the person alleged to be causing harm role as attorney, guardian, intervener, Department of Work and Pensions appointee, or withdrawer as per the Access to Funds scheme within the Adults with Incapacity (Scotland) Act 2000.

OPG Investigation referral form- 

[bookmark: _Hlk148359679]Note: When Police Scotland, OPG or Care Inspectorate are involved: 

Simultaneous inquiry activity (covered more in Chapter 3) - with or without use of investigatory powers- should never be used as a reason for failing to make an Adult Support & Protection referral, whenever an adult is known or believed to be an adult at risk. 

All public bodies and officeholders named in the Act must make Adult Support & Protection referrals and co-operate with subsequent Adult Support & Protection inquiries, irrespective of their own specific functions under other legislation.

[bookmark: Advocacy]Independent Advocacy services:

Section 6 of the Act places a duty on the council, if it considers that it needs to intervene to protect an adult at risk of harm, after making inquiries under Section 4 of the Act, to have “regard to the importance of the provision of appropriate services (including, in particular, independent advocacy services) to the adult concerned”. Independent advocacy aims to ensure that a person’s voice is listened to, and their views taken into account; to support access to information; and to assist people to navigate systems. 

The adult should be asked if they know about and would like advocacy support.

You First Advocacy is an independent advocacy service to adults within Renfrewshire who are receiving health and social care services. Other advocacy services can be considered ads required/appropriate to specific cases.

Input from independent advocacy services should always be considered when an intervention under the Act is being planned- e.g., use of Investigatory Powers; Case Conference; Protection Order being sought.





[bookmark: thirdsectorproviders]Independent and third-sector providers and other organisations:
 
There will be a range of service providers and service user and carer organisations in the independent and third sectors, who will have a direct service provision role in relation to adults who may be at risk of harm.

Adults, who may be at risk of financial harm, may have dealings with a range of agencies including financial institutions such as banks, building societies, credit unions, post offices, Royal Mail and the Department of Work and Pensions. While independent organisations such as these do not have specific legal duties or powers under the Act. 
The Council Officer, however, may require any person holding health, financial or other records relating to an individual, whom the officer knows or believes to be an adult at risk, to give the records, or copies of them, to the officer (section 10 examination of records).  
Care Providers 
· Have a responsibility to involve themselves with the Act, where appropriate, by making referrals, assisting inquiries and through the provision of services to assist people at risk of harm. These organisations should discuss and share with relevant statutory agencies information they may have about adults who may be at risk of harm.
· Renfrewshire Council’s Contracts and Commissioning team keep under review their contract agreements with the independent and third sector providers, to ensure that their services are consistent with the principles of the AS & P Act.
· Registered Care Services must separately notify the Care Inspectorate and the council’s contracts department using an e-notification referral system or by telephone when an allegation or evidence of harm is received which may involve one or more service users.

[bookmark: LSI]Large Scale Investigations (LSI) 

An LSI may be required where there is reason to believe that adults who are service users of a care home, supported accommodation, an NHS hospital or other facility, or who receive services in their own home, may be at risk of harm due to another service user, a member of staff, some failing or deficit in the management regime, or in the environment of the establishment or service. See Procedures attached 2020.


Also, the Institute of Research & Innovation in Social Services (Iriss) developed an online resource to support better understanding of and practice in Large Scale Investigations

An LSI may also be indicated by the need to address structures or systems that lead to possible harm for all those under such structures. In such circumstances, this means that there is a belief that a particular service may be placing some or all of its residents or service users at risk of harm. 

An LSI could be considered if one or more of the following applies: 
· An adult protection referral is received that involves 2 or more adults living within or cared for by the same service. 
· A referral is received regarding one adult, but the nature of the referral raises queries regarding the standard of care provided by a service. 
· Where more than one perpetrator is suspected. 
· Institutional harm is suspected. 
· A whistle-blower has made serious allegations regarding a service. 
· There are significant concerns regarding the quality of care provided and a service’s ability to improve. These concerns could come from a regulatory body such as the Care Inspectorate.
· An adult or adults are living independently within the community but are subject to harm from a perpetrator or group of perpetrators, or it is strongly suspected that more than one adult is subject to such harm. 
· Concerns regarding an adult are raised following their admission to hospital or discharge. This may include concerns about a care service that are evidenced by an admission to hospital or concerns regarding an NHS service area. 
· Concerns are raised via a complaint to the Care Inspectorate, NHS Board, or the local Council or Health and Social Care Partnership. 
· Concerns are raised by General Practices, District Nurses, Dentists, Allied Health Professionals etc. who attend a service. 
[bookmark: CareInspectorate]

Care Inspectorate:

The Care Inspectorate has a duty to investigate complaints made in respect of the standards of care within registered establishments and one of its overriding objectives is to improve the protection afforded to adults at risk. It also has powers to enforce action legally if this is required. In many cases complaints received by the Care Inspectorate will not involve allegations of harm to specific service users and will relate more to instances of failing to meet care standards, poor practice, or negligence. There may, however, be some cases where harm is alleged and involves the welfare and safety of one or more individuals using the service. In such circumstances, the Inspectorate will report the concern to the Police and/or Social Work as appropriate, in order to establish the need for Adult Protection measures and to formulate a protection plan.

[bookmark: MWC]The Mental Welfare Commission:
 
The Mental Welfare Commission has specific powers under the Mental Health (Care & Treatment) (Scotland) Act 2003 in relation to the protection of patients and other people with a mental disorder who are subject to an order or direction under the Act. Where it believes that such a person may have been subject or exposed to ill-treatment, neglect, or lack of care the Commission may carry out an investigation and make recommendations for action.

 The Commission’s power to investigate sits alongside the ‘duty to inquire’ placed on the local authority in similar cases where someone with a mental disorder is thought to be at risk. The Commission is also expected to exercise a protective function in respect of adults subject to Guardianship or Intervention orders under the Adults with Incapacity (Scotland) Act 2000 and to consult with both the Office of the Public Guardian and the local authority where appropriate in the exercise of such functions. The Commission also has a power to investigate where it feels that the local authority has not dealt appropriately with a complaint.

[bookmark: DWP]Department of Work & Pensions (DWP) Escalation Process:
The Department of Work and Pensions or Social Security Scotland can give a person financial decision-making power through the role of Appointee.
If the person alleged to be causing harm has financial decision-making powers, for the adult concerned or for more than one person, consideration should be given to discussing the possible financial harm with the relevant agency. 
The DWP’s Advanced Customer Support Service should be used for DWP customers at immediate risk of harm, you should email-  acssl.escalationscotland@dwp.gov.uk   
include the following information:
· The customer’s details.
· An overview of the situation and details of the risk to the customer.
· What steps have already been taken to resolve the problem.
· What action is required.

Although the S.5 Duty to Cooperate does not apply to the DWP, you should cite in the email that you are authorised as a Council Officer and are using your power at S.10 to request access to the adult’s records.
Normally the ACS Senior Leader for the DWP’s Scotland West area will provide support to resolve the issue. 
Where the generic email process, to escalate an ongoing issue for an adult at risk of harm, has failed, contact the Advanced Customer Support Senior Leader for Renfrewshire. 
[bookmark: SSS]Social Security Scotland
‘There is currently no referral process or role similar to that of the ACSSL in Social Security Scotland, so all queries should come through the main telephone number.
0800 182 2222 or alternative contact via link to  Webchat, phone or post - mygov.scot
Ask to speak with a member of the ‘Safeguarding Team.’









[bookmark: _Chapter_3_Key]

Chapter 3: Key ASP Processes and multi-agency involvement.

What do I do if I have concerns about possible harm to an adult at risk?
As noted in Chapter 2, staff from all the partner agencies operating under these procedures have a responsibility to: 
· be aware of harmful, oppressive, and poor care practice. 
· report any concerns, suspicions, or evidence of harm they may observe or be advised of.
· co-operate with any investigation of harm to an adult at risk.
Chapter 1 of this guides should be consulted to assist in making a judgement as to whether the circumstances constitute harm or the potential for harm, and whether there is a need for action to be taken to support and protect the adult from the risk. 
· Staff may witness harmful behaviour or a situation where there is a risk of harm occurring. 
· In other cases, concerns may have concerns passed on to staff by a colleague, relative or friend of the adult, or a member of the public. 
· The adult may disclose to a member of staff that he or she has been harmed or fears being harmed.
All Adult Support & Protection inquiries begin with a referral (Form AP1- see Appendix 1- or Police Referral form). 
In Renfrewshire, if the referral form does not come via Adult Services Referral Team (ASeRT), it is a requirement that ASeRT are contacted immediately by the responsible manager to record the referral and allocate the case as per the operational guidance document (Renfrewshire ASP Operational Guidance and Procedures 2024) 
Contact details for ASeRT:
Adult Services Referral Team
Tel:  0300 300 1380
Email:  adultservicesreferral.sw@renfrewshire.gov.uk

Are there any Children involved? 
All agencies have a responsibility to consider the needs of any child who may reside or have contact with an adult(s) involved in any form of harm. Agencies with concerns that relate to a child should also make a referral to Child Protection.
•	Social Work General - 0300 300 1199
•	Evenings and weekends - 0300 343 1505

What if I need to take immediate action to protect the adult?
In cases where the adult is thought to be in immediate danger, the staff member should call the relevant emergency service e.g. Ambulance, Police. The following is a brief checklist to guide staff where there is an opportunity to engage with the adult: 
DO  
· listen to the adult. 
· offer reassurance and support whilst being clear to the adult that you may not be able to preserve the confidentiality of what you are told if they are at risk. 
· ask simple non-leading questions to obtain the facts. 
· make careful notes (including date and time). 
· take precautions to preserve any forensic evidence, as the role of the Police in investigating crime should not be compromised.
· in the event of the person being injured make a note of the injuries. 
· inform your line manager (or other Social Work manager) as soon as possible. 
DO NOT 
· dismiss the adult’s concerns or be judgmental. 
· interview or investigate beyond what is essential to ascertain the basic facts. 
· make promises that cannot be kept e.g. around keeping a confidence or that ‘nothing will happen.’ 
· share the information with colleagues where the allegation involves another member of staff.

When should the Police be involved?
· Police Scotland should be contacted whenever it is believed that a criminal offence may have taken place. If in doubt, Police Scotland should be consulted in order to clarify the position with them. 
· Where inquiries subject to section 4 of the 2007 have indicated that a criminal offence may have been committed against the adult, this should be reported to the police at the earliest opportunity.
· Where there is evidence of a criminal offence having been committed, and unless otherwise directed by the Crown Office Procurator Fiscal Service, the Police will lead the investigation into the crimes, at this stage.
· Social Work will retain overall responsibility as lead under AS & P inquiry activity, even where there is a suspected criminal offence, and a Police investigation is underway. This does not remove the responsibility on the council to take any immediate action to protect the adult at risk. In such cases, however, any proposed action should be taken in consultation with the Police, as the Police investigation might take precedence over any other inquiry activity.

How might my agency be involved in ASP Activity?
As discussed in Chapter 2, the Council- Social Work- should consult and work in partnership with other agencies to conduct inquiries, to establish whether there is a need for further investigatory activity and/or intervention subject to the 2007 Act. 

Other professionals, such as the Police, Care Inspectorate, third or independent sector care providers or Health professionals may be asked to assist.
The timescale for the inquiry to be completed will depend on the level of inquiry activity, as an Inquiry without use of investigatory Powers (desktop process which can include the collation and consideration of relevant material, including consideration of previous records relating to the individual, and seeking the views of other agencies and professionals) should be within 5 working days of receipt of referral. 
Whilst the Inquiry without use of Investigatory powers does not necessarily need a Council Officer (CO) to carry out the process, it does require CO to have ‘oversight’ of the process.
CO oversight: Once they have completed the tasks required as part of the desktop inquiry, their findings should be reviewed by a Council Officer and/or a manager*.
 *Best practice would indicate this manager would be a Council Officer or have undertaken Council Officer training as per localised training requirements (taken from further guidance issued by National Implementation Group 4 on Inquiries, use of Investigatory Powers and Role of CO). 
If desktop inquiries do not provide sufficient information to determine whether or not the adult is at risk, the Inquiries can progress to use of Investigatory Powers (see chapter 2). This should be conducted by a CO and the CO has up to an additional 15 Days to complete the investigation. 
Note: Input from independent advocacy services should always be considered as part of the investigative process (see chapter 2 Advocacy)
If it is established that a formal investigation subject to the Act is required, this should be carefully planned. 
A formal Multi-agency Planning Meeting (multi-agency as appropriate) may be helpful in the following circumstances and is considered to be best practice: (Planning meetings should have a formal minute produced by Business Support).
· where the risks to the adult (or others) appear to outweigh the adult’s wishes and there is a need to override a refusal of consent.
· where the situation is assessed as being complex by the Operational Manager. Examples of indicators being multiple risk factors, multiple agencies and individuals involved, capacity.
· where there is a risk of significant harm to the adult or others.
· where difficulties are anticipated in accessing the adult or harmer or in setting up interviews. 
· where there is a criminal investigation and/or a need to preserve evidence. 
· where it is believed that more than one person is causing harm, or the harmful behaviour may involve more than one adult at risk. 
The Planning Meeting:
· should take place within 3 working days of the referral and be treated by all agencies with the greatest priority. 
· will not involve either the adult or his/her family or the alleged harmer to allow professionals to plan the investigation in an open manner with maximum information made available to those attending. However, the views of the adult (if known) as well as issues regarding consent and capacity should be central to the discussion and referral to advocacy services should be considered. The adult concerned may or may not be advised of the Planning Meeting depending on whether to do so would be detrimental to the investigation. 
· will clarify and agree roles and responsibilities of those involved in the investigation and set a clear timescale for completion. A Planning Meeting forms part of a formal investigation, and a minute of the meeting will be circulated to those attending and any other key professionals. 
Note:
1. Where there is evidence of a criminal offence having been committed unless otherwise directed by the Crown Office Procurator Fiscal Service, the Police will lead the investigation at this stage. 
2. Where harm to an adult at risk has occurred in a registered establishment or hospital setting any action should be co-ordinated with the Care Inspectorate or NHS. 
3. Where a formal planning meeting is not required the Team Manager, Council Officer and any second worker should meet to agree the necessary actions of the investigation. Some key areas to consider as part of the investigation are: 

· the immediate safety of the adult at risk
· agreeing the Council Officer who will lead investigation and the second worker. 
· discussing and agreeing the roles and tasks of the Council Officer and second worker. This will include discussing what interviews, visits and further information is required and who should complete.
· the rights of the adult
· referral to advocacy 
· considering the role of other statutory agencies and the private/voluntary sector
· considering the need to gain access to records, e.g., health or financial records, as part of the investigation (see Appendix 3)
Considerations around Capacity when using Investigatory Powers, intervening, and using Protection Powers under the Act:
Capacity 
While capacity or lack of capacity does not determine an assessment of the three-point criteria, capacity is relevant in relation to the ability to consent to, for example being interviewed, or the use of other Investigatory Powers, such as medical examination; and/or interventions, such as protection orders, under the Act. 
If the adult lacks capacity to consent, or lacks capacity to refuse to consent to, the council should contact the Office of the Public Guardian to ascertain whether the person has granted a Welfare Power of Attorney or if there is a Welfare Guardian, with the relevant powers to consent (or refuse to consent) on their behalf. Where no Guardian or Attorney has such powers, consideration may be given to whether it is appropriate to use provisions in the Adults with Incapacity (Scotland) Act 2000 or the Mental Health (Care and Treatment) (Scotland) Act 2003. 

In relation to Protection Orders, the Sheriff has discretion to appoint a safe guarder to safeguard the interests of the ‘adult at risk’ before deciding the application, as per Section 41(6) of the 2007 Act.
[bookmark: _Int_NBt7c6B0][bookmark: _Int_D40aKQVN]A person’s capacity can be transient, vary over time and vary in respect of different types of decision making. As capacity can change over time, it should be assessed at the time that consent is required. Capacity applies to both decision making and the implementation of decisions. All adults who have capacity have the right to make their own choices about their lives and these choices should be respected if they are made freely.
For many people, the effects of trauma and/or adverse childhood experiences may impact upon both their ability to make and action decisions, and the type of choices they appear to make. In this context it is reasonable to envisage situations in which these experiences, and the cumulative impact of them through life, may very well have rendered some people effectively ‘unable,’ through reliable decision making or action, to safeguard themselves (as noted in chapter 1)
Similar considerations apply to ‘coercive control’ or ‘undue pressure.’ In such situations the control exercised over a person may also effectively render them unable to take or action decisions that would protect them from harm. If the adult is thought to have been influenced to refuse consent, consideration should be given to whether the above factor applies.
A person may also have the capacity to make a particular decision but through illness or infirmity may not have the physical or emotional capacity to retain a memory of a decision and/ or to implement that decision.
While someone who lacks capacity may be unable to safeguard their own well-being, property, rights and other interests, it should never be assumed that an adult who has capacity is able to do so, nor should any decision made, regarding whether an adult is an adult at risk, ever be delayed for an assessment of capacity to be undertaken. 
Capacity assessments may, however, be of benefit as means of identifying other legislative options available to support the individual (noted in chapter 1).
Note: Input from independent advocacy services should always be considered when there are concerns that an adult may lack capacity to consent.
Investigative powers subject to the 2007 Act.
Investigative Power under the Act relate to Sections 7 to 10 of the Act.
· a visit. 
· an interview with the adult. 
· a medical examination of the adult. 
· the examination of records.
Use of Investigative Powers under the Act may only be undertaken by a Council Officer or by another person accompanying them. 
These powers can be used as a combination as part of Inquires; and are used:
· to determine what action is required to protect the adult from harm. 
· to gather further information not already captured in order to determine whether the adult is at risk; or 
· to gather further information not already gathered to determine whether further action is required to protect the adult from harm. 
Investigative activity should be carefully planned and managed to ensure that: 
· all available information is gathered and considered. 
· the adult is fully supported to contribute; 
· . any medical evidence and medical intervention is provided; and 
· the police are notified if it is thought a crime may have been committed. 
· a determination can be made as to whether the adult meets the three-point criteria as an adult at risk; and 
· appropriate arrangements can be made for support for, and protection of, the adult, by performing functions under the Act or otherwise.
What is the purpose of a visit?
It is likely that a visit to the adult and the interview with them will be central to adult support and protection processes, including information gathering, determination of the three-point criteria, risk assessment, and determination of actions to be taken.
A Council Officer must: 
• state the object of the visit; and 
• produce evidence of the officer’s authorisation to visit the place.
It is essential that anyone supporting the Council Officer on a visit provide evidence of their professional identification, to ensure that the adult is fully aware of the identity of each individual attending for AS & P purposes. 
There is an obligation to be clear that the purpose of the visit is to investigate a suspected risk of harm. Wherever possible, other people in the household should also be offered an explanation as to what is happening and why, without breaching the adult’s right to confidentiality.
Section 7 of the Act allows a council officer to enter any place and adjacent place to make the necessary investigations to: 
• enable or assist the council in conducting inquiries under Section 4 to decide whether the adult is an adult at risk of harm. 
 • establish whether the council needs to take any action in order to protect the adult at risk from harm.
Who may undertake the visit?
Only a Council Officer, as defined in Section 53 of the 2007 Act, and who meets the requirements of the Order described previously, can undertake a visit. The Council Officer may be accompanied by another person. 
 A joint visit with another person could assist the investigatory activity in a number of ways, for example by: 
· allowing the Council Officer to jointly make inquiries into concerns with, for example, a key worker, a Police Officer, Health Professional or representative from the Care Inspectorate or Office of the Public Guardian. 
· assisting an assessment of the risk to the adult, such as with a General Practitioner, Community Nurse, key worker, or other person already known to the adult and any other members of the household. 
· assisting in record taking of the interview, and potentially being available as a second witness in the event of court proceedings; and 
· assisting communication with the adult (or any other member of the household) by being accompanied by an interpreter in British Sign Language, lip speakers, a Makaton communicator, a deaf-blind communications interpreter, or a language interpreter where English is not the visited person’s first language.
What places may be visited? 
Section 7 of the 2007 Act permits a council officer to enter any place. In the majority of cases this will mean visiting the place where the adult normally resides, for example: 
· the adult’s rented or owner-occupied accommodation. 
· the home of relatives, friends, or others with whom the person resides. 
· supported or sheltered accommodation staffed by paid carers. 
· temporary or homeless accommodation; or 
· a care home or other care setting.
A place could also include entering premises where the person is residing temporarily or spends part of their time, for example: a day centre. 
· a place of education, employment, or other activity. 
· respite residential accommodation; or
· a hospital or other medical facility.
The Council Officer is allowed access to, and can examine, all parts of the place visited which might have a bearing on the inquiries into the welfare, care, and safety of the adult at risk. This right also includes access to any adjacent places, such as sheds, garages, and outbuildings.
What if entry is refused? 
There may be times when the Council Officer (CO) is refused entry to the premises. Where this happens, the CO should initially consider how entry may be achieved, without resorting to seeking a warrant from a sheriff authorising entry as a first course of action. 
As stated in Section 36 (4) of the 2007 Act, a Council Officer may not use force during, or in order to facilitate, a visit. Provided delay would not increase the risk to the adult, it would be good practice to have a multi-disciplinary discussion and plan to coordinate action by those involved before deciding whether to apply for a warrant for entry, authorising a Police Constable to use force. 
Wherever possible, entry to premises should first be attempted without force. Particular regard should be given to minimising distress and risk to the adult.
Interviews
Adult's rights during an interview Section 8(2) provides that the adult is not required to answer any questions, and that the adult must be informed of that fact before the interview commences. The adult can choose to answer any question put to them, but the purpose of this section is to ensure that they are not forced to answer any question that they choose not to answer. However, seeking the consent of the adult to be interviewed should not be a matter of simply advising that they are not obliged to answer. 
Good practice would be to ensure that the adult is clear regarding the purpose of the interview and is given reasonable opportunity and support to answer questions whilst respecting their right not to.
In any interview, as discussed above under the section relating to capacity, gaining the consent of the adult to be interviewed should be the norm. The Council Officer (CO) should consider the adult’s capacity and promote the adult’s participation in the interview.
Some or all of the following factors may be considered where there is doubt about the adult’s mental capacity: 
· does the adult understand the nature of what is being asked and why? 
· is the adult capable of expressing their wishes/choices? 
· does the adult have an awareness of the risks/benefits involved? 
· can the adult be made aware of their right to refuse to answer questions as well as the possible consequences of doing so?
What is an interview? 
[bookmark: _Int_Q7UDzVqG]Section 8 permits a Council Officer (CO), and anyone accompanying the CO officer, to interview an adult in private within the place being visited, as part of undertaking AS & P inquiries With use of investigatory powers.
This power applies regardless of whether a sheriff has granted an assessment order authorising the Council Officer to take the person to another place to allow an interview to be conducted. 
The purpose of an interview is to enable or assist the council to gather information directly from an individual to assist the council in determining if the individual is at risk or harm, and/or what action may be required. The interview may include: 
· establishing if the adult has been subject to harm. 
· determining whether the adult is at risk of harm. 
· establishing if the adult feels their safety is at risk and from whom. 
· discussing what action, if any, the adult wishes or is able to take to protect themselves; and 
· discussing what action, if any, others can take to protect the adult
The Council Officer, and the person accompanying them, conducting interviews will need to ensure appropriate recording of the content of the interview and any decisions made by the adult, including those about who attends e.g. a family member.
Presence of others at interviews
It is good practice to ask the adult if they would wish another person to be present during an interview to support them. Whether or not the adult should be interviewed in private will be decided on the basis of whether this would assist in achieving the objectives of the investigatory activity. The Council Officer or persons accompanying them may decide to request a private interview with the adult where: - 
· a person present is thought to have caused harm or poses a risk of harm to the adult. 
· the adult indicates that they do not wish the person to be present.
· it is believed that the adult will communicate more freely if interviewed alone, or 
· there is a concern of undue influence from others.


Interviews with others. 
Section 8 allows a Council Officer to interview any adult found in a place being visited under Section 7. For example, another person who shares their home with the adult or a paid carer in a regulated care setting- if not implicated in the harm. 
Section 8(2) provides that persons interviewed on this basis have the same rights as the adult at risk. They are not required to answer any questions and must be informed of that fact before the interview commences. 
As with the adult at risk, the consent of the person to be interviewed should not be a matter of simply advising that they are not obliged to answer- as discussed above. 
Virtual Interviews or meetings.
[bookmark: _Int_wlVPtOIT]Circumstances may arise where an interview would not be undertaken as a physical visit to meet with the adult. The experience of the coronavirus pandemic in 2020 and 2021 showed that there were options for the use of telephone and new technology to allow for virtual meetings with both individuals and wider groups. Such options should only be used if there are strong reasons to do so (largely related to safety and infection control concerns arising out of a physical visit), and these reasons should be recorded. 
It is reasonable to assume that a virtual encounter with an adult thought to be at risk of harm, for the purposes of inquiries into their circumstances, should be regarded as an interview in exactly the same way as if it had been a physical encounter. This means that in such cases all the requirements of a physical visit should still be met, including the council officer providing evidence of their authorisation. 
The Council Officer’s power to interview an adult found in a place being visited, is a power to interview them in private. Where such virtual meetings and interviews do take place, council officers should be alert to whether there may be other people in the room of the person being interviewed who may therefore be in a position to influence by word or gesture the responses from the adult.
Communication Difficulties.
If communication is a problem or barrier e.g. due to English being a second language, sensory impairment and/or the need for special aids, the appropriate communication equipment and/ interpretation service should be identified and offered. 
Whenever possible, the adults should be asked which format for communication they prefer. All aids and adaptations which can support and enable communication, as well as 'human aids to communication' such as British Sign Language interpreters, lip speakers, Makaton, and deaf-blind communicators should be considered. Where possible, materials should also be available in alternative formats such as easy read, large print, audio tape, Braille and computer disc, and use made of “read aloud” or equivalent software. 

This should be considered at the planning stage of initial referral as it allows any obstacles to be identified at an early stage and action to be taken to allow progress. The adult should be provided with any assistance or material appropriate to their needs to enable them to make their views and wishes known. Reasonable adjustments should be made to support the adult's needs wherever identified. Consideration should also be given to the surrounding environment. This can affect communication due to, for example, noise levels, provision of loop systems or lighting.
Medical Examination
A Medical Examination includes any physical, psychological, or psychiatric assessment or examination. The examination can take place either at a place being visited under Section 7 of the Act, or at the premises where the adult has been taken under an Assessment Order granted under Section 11 (further information on Protection Orders below).
Who may conduct a medical examination and what is its purpose?
A medical examination may only be carried out by a health professional as defined under Section 52(2) as:
· a doctor, 
· nurse, 
· midwife 
(NB It is normally the case that doctors would carry out a “medical examination,” nurses and midwives would carry out an assessment of current health status).
A medical examination may be required as part of investigation activity for a number of reasons including: 
· the adult’s need of immediate medical treatment for a physical illness or mental disorder. 
· to provide evidence of harm to inform a criminal prosecution under police direction or an application for an order to safeguard the adult. 
· to assess the adult’s physical health needs; or 
· to assess the adult’s mental capacity. Examples of circumstances where a medical examination should be considered include: 
· the adult has a physical injury which he or she states was inflicted by another person. 
· the adult has injuries where the explanation (from the adult or other person) is inconsistent with the injuries and an examination may provide a medical opinion as to whether or not harm has been inflicted, or whether there are concerns around self-harm.
· there is an allegation or disclosure of sexual abuse, and the type of assault may have left physical evidence (following local procedures for liaison with the police). 
· the adult appears to have been subject to neglect or self-neglect and is ill or injured and no treatment has previously been sought.
Considering the adult’s wishes with regard to a medical examination:
Section 9(2) of the Act states that the person to be examined must be informed of their right to refuse to be examined before a medical examination is carried out. 
In an emergency and where consent cannot be obtained doctors can provide medical treatment to anyone who needs it, provided that the treatment is necessary to save life or avoid significant deterioration in a patient’s health.
Where it is not possible to obtain the informed consent of the adult because they lack the mental capacity or have difficulty communicating in order to provide consent, the council should check local records to ascertain whether the person has completed a welfare power of attorney with the relevant powers. Where no guardian or attorney has such powers, consideration may be given to whether it is appropriate to use the provisions in the Adults with Incapacity (Scotland) Act 2000 or the Mental Health (Care and Treatment) (Scotland) Act 2003.
Examination of records
The purpose of accessing records is to enable or assist the council to decide whether it needs to do anything in order to protect an adult at risk of harm. 
Under Section 10 of the Act a council officer may require any person holding health, financial or other records relating to an individual whom the officer knows or believes to be an adult at risk, to give the records, or copies of them to the officer. This includes records held in audio, visual or other formats. 
Section 10 refers to existing records held by a professional or organisation rather than information created specifically to meet a request.
The type of records to be inspected will depend on the type of harm suspected and will need to be judged on an individual basis. Any information requested must be relevant. Records should be accessed, and information shared only where disclosure will provide benefit to the adult which could not reasonably be provided without such an intervention. 
The ASP Codes of Practice makes clear that it is permissible for agencies to share information when the request arises from a Section 4 inquiry.
Does an adult have to consent to access to records?
If possible, the individual’s consent should be attained prior to sharing information but, for the avoidance of doubt, where disclosing information to the appropriate authorities seeks to address a perceived risk of harm to that individual, it is in the public interest to do so. This legal duty applies to all employees and officers of the relevant public bodies and overrides any general duty of confidentiality.
Who may access and inspect records?
Section 10 (4) allows for records given to the Council Officer to be inspected by the officer and any other person whom the officer considers appropriate in relation to the content of the records. 
Section 10 (7) defines health records as records relating to an individual’s physical or mental health which have been made by or on behalf of a health professional in connection with the care of the individual. 


The Council Officer, or any other person whom the officer considers appropriate, may inspect health records only for the purpose of determining whether they are health records. In the case of health records, the council officer is empowered by the Act to identify, take, or take copies of, medical records held by a service but having obtained them, must ensure they are interpreted by a health professional.
How may records be accessed? 
A requirement to provide records may be made by the Council Officer during the time of a visit to the person holding the records or at any other time. 
The Council Officer should be able to demonstrate to the record holder that they require records to be given under section 10. 
If a request for information is made at a time, other than during a visit, it must be made in writing. If the requirement is transmitted electronically, it will be treated as having been made in writing, if it is received in a legible form and is capable of being used for subsequent reference. 
Usually only the relevant parts of a record will be copied to be given to the Council Officer. 
It is essential that copies of records are treated with the same degree of confidentiality as the original records. 
[bookmark: _Int_M6COeFok]Good practice would be to discourage the use of original records except in circumstances where verifying the wording as it appears on the original source document (and is therefore verifiably unaltered) is pertinent to the investigatory process (for example if neglect has been alleged in a registered care setting). 
It would be good practice for agreement to be reached with the record holder, when records are obtained, on how their records are to be treated. For example, whether copies of records should be kept for the minimum length of time necessary and then returned to the original record keeper or whether they should be destroyed.
Must the record keeper comply with a request for access?
Obstruction
Section 49 provides that it is an offence to prevent or obstruct any person from doing anything they are authorised or entitled to do under the Act, without reasonable excuse. It is also an offence to refuse, without reasonable excuse, to comply with a request to provide information made under Section 10 (examination of records etc.). 
However, if the adult at risk prevents or obstructs a person or refuses to comply with a request to provide access to any records, then the adult will not have committed an offence. 
A person found guilty of these offences is liable on summary conviction to: 
· a fine not exceeding level 3 on the standard scale; and/or 
· imprisonment for a term not exceeding 3 months.






Multi-agency risk assessment and decision-making processes.
Risk Assessment:
The definition of an adult at risk requires an assessment to be made about the risk of harm to the person at the outset. 
Many referrals that are made concerning people who are believed to be at risk of harm will result in a determination that they are not at risk of harm and therefore require no further action under the provisions of the Act. This does not preclude other support or involvement through other relevant legislation, or alternative services to respond to the individual’s needs.
For other adults, the inquiries will determine that they are at ‘risk of harm’ and will need continuing assistance with their support and protection. Such a determination will follow from an assessment process, that should involve all relevant agencies. Some cases will involve few or single agency involvement. Others will require the involvement of a wide range of agencies.
In all cases the assessment process should be based on information supplied by all relevant agencies. This will be coordinated through the Council, with the Council Officer having a key role in the process.
In Renfrewshire, all cases progressing to an AS & P Case Conference require a Risk Assessment (Investigatory Report, previously known as AP2,) to be completed.
A risk assessment could be completed in other situations, where this is felt to be appropriate following discussion with the appropriate Social Work Manager.
The risk assessment will concentrate on the following:
· an assessment of whether the adult is at risk of harm. 
· an assessment of the nature and severity of any risks identified, including when and where the adult may be placed at risk and an identification of the factors that will impact on the likelihood of risk. 
· provide a clear overview of the risks, and protective factors.
· an analysis of risk and the adult’s ability to ‘safeguard’ themselves are key.
· information pertaining to significant others in the adult’s life. 
· the adult’s views.
· consider whether the adult requires an AS & P Protection Plan (that can be single or multi-agency), that identifies actions and supports that will eliminate or reduce the risks identified. 
· reviewing whether the adult continues to meet the criteria for an adult at risk of harm, and if not whether there are other supports that will still be required out-with the provisions of the Act.
To ensure robust risk assessment, any reports generated as part of, or at the conclusion of, inquiries, including use of investigative powers, should include all relevant information and a chronology, to be completed by the Council Officer.

Chronologies
Chronologies are an essential feature of risk assessment in adult support and protection activity. 
[bookmark: _Int_jeWW4bQX]It is widely recognised that adults at risk of harm are most effectively protected when professionals work together and share information. Individual events may appear to be insignificant ‘one-offs.’ However, they should be recorded in the chronology as they may be part of a pattern, which would raise serious concern. As a result, contribution to the chronology is a collective responsibility.
A chronology is: 
· a summary of events key to the understanding of need and risk, extracted from comprehensive case records and organised in date order 
· a summary which reflects both strengths and concerns evidenced over time 
· a summary which highlights patterns and incidents critical to understanding of need, risk, and harm
· a tool which should be used to inform understanding of need and risk. In this context, this means risk of harm to an adult. 
· A chronology may be: 
· single agency 
· multi-agency 
A multi-agency chronology must comply with information sharing guidance and protocols in the way that it is developed, held, shared, and reviewed; reflecting information sharing guidance in this document. It must be accurate, relevant, and proportionate to purpose. 
A multi-agency chronology: 
· is a synthesis which draws on single-agency chronologies 
· reflects relevant experiences and impact of events for the adult. 
· will include turning points, indications of progress and/or relapse 
· will inform analysis but is not in itself an assessment.
· may evolve in a flexible way to integrate further necessary detail. 
· may highlight further assessment, exploration or support that may be needed. 
· is a tool which should be used in supervision 
A chronology, whether single- or multi-agency: 
· is not a comprehensive case record and cannot substitute for such records. 
· is not a list of exclusively adverse circumstances.




Risk Management & Adult Support & Protection Plan
Risk Management:
It is recognised that mechanisms might exist within organisations, which can contribute to the protection of adults at risk. 
These may operate at an organisational level to limit the organisation’s exposure to risk. For them, the term ’risk management’ incorporates all the activities required to identify and control the exposure to risk that may have an impact on the achievement of an organisation’s objectives. Nonetheless, this activity often mitigates the risks identified for the adult at risk of harm. 
The principles of ‘risk management’ are to: 
· Think logically. 
· Identify the key risks. 
· Identify what to do about each risk. 
· Decide who is responsible for actions. 
· Record the risk and changes in risk. 
· Monitor and learn.
 
At times, this level of corporate risk management activity can run in parallel with Adult Support & Protection procedures. 
It is also recognised that other formal mechanisms exist within other partner agencies which contribute to the protection of adults at risk. Again, these may operate in parallel with adult protection procedures. 
Examples of this would include: 
· Care Programme Approach – multidisciplinary meetings convened by a psychiatrist which are used to co-ordinate the care and protection of adults with a mental disorder (including those with a learning disability) 
· Measures in relation to registered establishments taken by the Care Inspectorate. 
· Investigations by the Office of the Public Guardian into allegations of financial harm.
Where relevant, the Senior Operational Manager will link with other partner agencies to avoid duplication and ensure effective co-ordination, clear lines of responsibility, and encourage a consistent approach.
Adult Support & Protection Plan (ASP Plan)
[bookmark: _Int_KcjHw3V3]The AS & P Plan has been designed for use when allegations of harm/exploitation have been made and an Adult Support and Protection Case Conference has agreed that there is a risk of serious harm; or when high levels of risk cannot be managed within a generic care & support plan.

In many cases the provision of care and support may be important in addressing the risk of harm. An AS& P Plan differs from a care & support plan, however, as it will focus on care provision only in relation to the aspects that provide protection against harm, or which offer a therapeutic or recovery-based resolution. 

An Adult Support & Protection Plan will clearly outline the risks, but this will also outline the protective factors; invite some analysis that reflects multi-agency views including concerns; and say clearly what action was being taken to mitigate the risks identified.
The AS & P Plan will clearly demonstrate what support and protection measures are being put in place where, when and why and will be person centred.
Adult Protection Case Conferences, Core Groups and Reviews.
An Adult Protection Case Conference is a multi-disciplinary, inter-agency meeting which is called by Social Work to share information and make decisions about an adult at risk in cases where harm has occurred or is suspected. 
An Adult Protection Case Conference should take place within 20 working days of the decision to proceed to investigation. Investigations, including a risk assessment should be recorded on an AP2 and completed at least 2 working days before the case conference.
[bookmark: _Int_ODOxtXzK]If the investigation is protracted the reason for delay should be noted on Eclipse. The operational Service Manager is to be advised accordingly and a new timeframe agreed and recorded on Eclipse for the completion of the Investigatory Report and Case Conference. In some cases, the decision will be not to progress to a case conference but unless agreed and noted on Eclipse by the Operational Investigatory Report will still be completed.
An investigation completed subject to the Act Adult Protection procedures may/may not lead to a case conference. The decision on whether to hold a case conference will be made by the senior manager (Operational Manager/Equivalent) and be informed by the Investigatory Report. Where allegations cannot be substantiated or there is insufficient evidence a case conference should still be considered. This will provide the opportunity to carefully consider the situation and agree actions still required in terms of the management and overview of risk and the grounds for review. 
Any decision not to proceed to a case conference will be shared with other agencies and clearly recorded on Eclipse. Key staff from any other involved partner agency may however request that a case conference (or similar inter-agency meeting) is convened if they disagree with the decision not to hold such a meeting. Having considered any such request, the Operational Manager will decide whether a further meeting is required. Any formal dispute will be subject to the Multi-agency Escalation of Risk Protocol (MaREP 2023) 


The case conference will be chaired by a The Operational Manager who is a registered Social Worker and should follow the agenda set out in appendix 2 Although this is not prescriptive and should be updated to reflect the specifics of individual cases. The Chair of the Adult Protection Case Conference will have a responsibility to consider wider legislation that contributes to the protection of the individual at risk of harm, such as the Adults with Incapacity Act 2000 and the Mental Health (Care and Treatment) Scotland Act 2003. 
The Act provides a range of Protection Orders which should be considered as part of developing a risk management and protection plan. A petition to the court for a Protection Order will require considerable supporting evidence and will demonstrate that less restrictive options have been considered and that significant risk exists. 
Renfrewshire Council Legal Services staff should be invited to any ASP Case Conference for advice and guidance where consideration may be given to seeking a Protection Order or it is believed that other legal considerations may apply. 
Other formal mechanisms exist within partner agencies which contribute to the protection of adults at risk and may operate in parallel with Adult Support and Protection procedures. Where relevant, the operational Team Manager/Senior Social Worker manager will link with other partner agencies to avoid duplication and ensure effective coordination, clear lines of responsibility, and encourage a consistent approach. It should be noted that ASP statute should primarily take precedence over non statutory practice in relation to practice issues. 
Examples of this could include:   
· Care Programme Approach – multidisciplinary meetings convened by a psychiatrist which are used to co-ordinate the care and protection of adults with a mental disorder (including those with a learning disability)
· Multi-Agency Risk Assessment (MARAC)
· Multi- Agency Public Protection Arrangement (MAPPA)
· Compulsion & Restriction Orders (CORO)
· Measures in relation to registered establishments taken by the Care Inspectorate
The Inter-Agency Procedures provide general guidance on conducting and managing the Conference. 
· Should the Conference agree an Adult Protection Plan where significant risks are identified this should be recorded in the completed Minute and Adult Protection Plan. The Protection Plan must be signed by the Chair of the Case Conference. Where it is agreed that an Adult Protection Plan is not necessary this should be noted explicitly in the minute and in case records/chronology on Eclipse. 
· All required forms are available as templates and should be recorded on Eclipse.
· The Eligibility criteria given to adults subject to an ASP investigation or ASP Protection Plan is “Critical” and should be recorded on Eclipse. 
· The manager of the service is accountable and responsible for ensuring effective performance and governance arrangements are in place for those subject to protection plans. The locality managers of the two Renfrewshire Locality Teams and relevant managers of the Learning Disability, Mental Health and Addictions will have overall responsibility for practice and management of adult protection within these services. 
· The case conference chair will be responsible for ensuring that a full and accurate   minute of the meeting is circulated to relevant individuals and agencies. The chair will decide who should receive a copy of the minute. Where it is deemed inappropriate for reasons of confidentiality to give a copy of the minute to a particular individual or agency, consideration will be given to providing a summary version or a copy of the protection plan. Care should be exercised when sending the minute to the adult at risk where other individuals (including the person alleged to be causing harm) are able to access it and where the adult lacks the capacity to safeguard the information. 
· Written reports provided at the case conference by agencies will not be circulated with the minute unless this has been specifically agreed at the meeting. 
· The minute of the case conference will be circulated within 10 working days of the meeting and will include.
· A record of the discussion 
· A copy of the protection plan, including the allocation of roles and responsibilities  
· Decisions made regarding statutory intervention with reasons as to why pursued or not pursued. 
· Confirmation of who will lead the Core Group and timescales.
· Identity of key worker allocated to care manage the case. 
· Any other decisions taken. 
· Note of any dissent from decisions  
· Date of review case conference  
· Investigations by the Office of the Public Guardian into allegations of financial harm. 
The Council Officer will coordinate 4 weekly meetings of the Core Group involved in the protection plan. This should involve the adult who is subject to the Protection Plan and, where appropriate, family/ unpaid carers and advocacy. The Team Manager will chair the meeting.
Following commencement of an Adult Protection Plan an Adult Protection Review Case Conference should be held within 3 months and subsequently within another 3 months if the adult remains subject to a protection plan. Reviews should be brought forward within a shorter timescale if considered appropriate due to higher risk, lack of progress, new risk etc. 
The protection plan will be formally reviewed through review case conferences. These will involve those professionals and agencies who attended the original case conference however membership may need to be updated to reflect those currently working with the adult and to maximise the participation of the adult and his/her representatives and family. 
The purpose of a review case conference is to:
· summarise the work undertaken since the previous conference. 
· establish the current level of risk to the adult. 
· review the effectiveness of the protection plan. 
· update, amend or discontinue the protection plan as required. 
· ensure that action agreed under the protection plan has taken place and if not the reasons for this. 
· confirm any change in Council Officer
· be co-ordinated by the lead professional. 
· meet on a regular basis to carry out their functions (generally every 4 weeks). 
· keep effective communication between all services and agencies involved with the adult. 
· activate contingency plans promptly when progress is not made, or circumstances deteriorate. 
· recommend the need for any significant changes in the plan to the case conference chair and provide updates to the review case conference, including any update to risk assessment and chronology. 
· be alert, individually and collectively, to escalating concerns that may require immediate response and/or additional support.
Protection Orders
What follows are the salient points of each of the Protection Orders. This does not replace the more detailed information contained within the Act and the AS & P Code of Practice (2022). These should be referred to if consideration is being given to an application under this part of the 2007 Act.
Any protection order under the Act represents a serious intervention in an adult's life, a sheriff must be satisfied that the council has reasonable cause to suspect the person in respect of whom the order is sought is an adult at risk who is being, or is likely to be, at risk of ‘serious harm.’
There is no requirement under the Act for the council to have previously arranged a visit under Section 7, an interview under Section 8, or medical examination under Section 9 prior to applying for a protection order. Protection orders may be applied for at any time in the process, depending on the individual circumstances of a case.
Note: Before the council or any person makes a decision or undertakes any function under the Act, they must have regard to the general AS & P principles set out in sections 1 & 2 of the Act, and as outlined in Chapter 1 of this guide.
Where the adult at risk has refused to consent, Section 35 provides that the Sheriff in considering making an order, or a person taking action under an order, may ignore the refusal where the sheriff, or that person, reasonably believes: 
· that the affected adult at risk has been ‘unduly pressurised’ to refuse consent; and
· that there are no steps which could reasonably be taken with the adult’s consent which would protect the adult from the harm which the order or action is intended to prevent.
In relation to Protection Orders, the Sheriff has discretion to appoint a safe guarder to safeguard the interests of the ‘adult at risk’ before deciding the application, as per Section 41(6) of the Act.
Assessment Orders
The purpose of an Assessment Order under Section 11 of Act is to determine whether the adult is an adult suspected to be at risk; and whether there is reasonable cause to suspect that the adult at risk is being, or is likely to be, seriously harmed; and whether any action should be taken to protect the adult from serious harm. Application for an assessment order must be made by the council's legal department, which authorises the council, if necessary, to take the adult from a place being visited under the order to allow:
· the interview to be conducted in private and /or 
· a private medical examination by a health professional nominated by the Council.
Note:
· The Assessment Order is valid for 7 days after the date specified in the order e.g. an order dated 13 November would expire on 20 November at midnight.
· The date specified in the order may be different from the date the order is granted. 
· An assessment order does not have the power to detain the adult in the place they are taken to. The adult may choose to leave at any time.
Removal Orders
Removal Order, Section 14, can only be granted in respect of an adult at risk of harm and is primarily for protection purposes and not for a council interview or a medical examination. 
It permits the person named in the order to be moved from any place to protect them from harm. A removal order will be granted only where the sheriff is satisfied that the adult is likely to be ‘seriously harmed’ if not moved to another place and that there is a suitable place available to remove the adult to. The Removal Order should specify where the adult is to be removed to.
Note:
· The place the adult at risk actually lives may be a contributory factor in the harm and the move may provide "breathing space" for the specified person. 
· The council can make application to the Sheriff (or Justice of the Peace in certain circumstances) for a Removal Order, which would allow the removal of the adult to another place primarily for the purposes of protection. 
· There is a 72-hour period in which to enact the Removal Order. It expires 7 days (or such shorter period as may be specified in the order) after the day on which the person specified in the order is moved to the named place of safety. 
· A removal order does not contain powers of detention. The adult can refuse to stay in the place specified.
· Although the Act does not make explicit what happens after the order expires or the adult chooses to leave, the Council continues to have a ‘duty of care’ to return the adult safely to the place from which they were removed or to a place of their choice, within reason. To this end, the Council may consider agreeing some form of support plan with the adult, or where appropriate, convene a multi-disciplinary meeting to discuss further care and protection issues.

Warrant for entry:
Where it is anticipated that the use of ‘reasonable force’ may be necessary to execute an Assessment or Removal Order, a Warrant for Entry should be considered subject to Section 37 of the 2007 Act.
The sheriff (or justice of the peace) must grant a Warrant that authorises a police constable to use reasonable force where necessary to achieve the purpose of the visit. Wherever possible, entry to premises should first be attempted without force. The use of force is an absolute last resort, to be used in very exceptional circumstances, and only when all other options have been exhausted.

The Warrant permits a Constable to accompany a Council Officer and to do anything, including the use of reasonable force, where necessary which the Constable considers to be required in order to fulfil the object of the visit. Only the constable has a right to use reasonable force. 
Note: Once a warrant has been executed, it cannot be used again. 

Banning Orders (section 19) or Temporary Banning Orders (section 21)
These orders will only be granted where the adult at risk is in danger of being seriously harmed. 
A Banning or Temporary Banning Order, which bans the subject of the order from a specified place, may have other conditions attached to it, and may last for a period of time not exceeding 6 months. The purpose of these orders is to better safeguard the adult at risk's well-being and property more effectively than would removing the adult from a place where they are at risk of harm from another person. 
A Banning or Temporary Banning order may: 
· ban the subject from being in a specified area in the vicinity of the specified place. 
· authorise the summary ejection of the subject from the specified place and the specified area. 
· prohibit the subject from moving any specified thing from the specified place. 
· direct any specified person to take specified measures to preserve any moveable property owned or controlled by the subject which remains in the specified place while the order has effect.
· be made subject to any specified conditions; and 
· require or authorise any person to do, or to refrain from doing, anything else which the sheriff thinks necessary for the proper enforcement of the order.

A condition specified in an order may authorise the subject of the order to be in a place or area from which they are banned, but only in specified circumstances, for example while being supervised by another person or during specified times. 
An application for a Banning Order may be made by or on behalf of: 
· an adult whose well-being or property would be safeguarded by the order; or
· any other person who is entitled to occupy the place concerned; or 
· a Council.


Power of Arrest (section 25)
The sheriff can make a decision to attach a Power of Arrest based on the facts and circumstances of the case presented. This would be based on the likelihood of the subject breaching the Banning Order or any of the conditions attached to the Banning Order.



Chapter 4:  Management of Professional / Organisational Disagreements / Disputes

Professional disagreements should be managed with due respect whether it is a disagreement between practitioners of the same profession or those of different professions. Disagreements may well facilitate a more detailed conversation before concluding on a way forward.

Disagreements may be noted and recorded in the minute of Initial Case Conferences, Review Case Conferences and Core Groups.

Practitioners of the same profession should be empowered to note their disagreement with their line manager and authorised to request the matter discussed with the next senior manager in the management structure as appropriate. In doing so, the expectation is that the issue is presented in writing highlighting risks etc and an alternative protection plan. Expectation is that this would be managed out with the Case Conference/Review process.
20.4 Disagreements between professionals /organisations can be dealt with via the Multi-agency Escalation of Risk Protocol (MaREP 2023). 





























Appendix 1
Adult Protection Referral Form 

	
ADULT AT RISK DETAILS
(Please PRINT details – thank you)

	Name:
	

	Home 
Address:
	


	Postcode:
	
	Tele No:
	

	


	Current: Whereabouts:
	

	Postcode:
	
	Tele No:
	

	


	DoB:
	
	Gender:
	

	Ethnic Origin:
	
	Religion:
	

	


	Communication
Needs: 
(Please provide details including communication aids by the adult and specify first language if not English.)
	

	


	GP Name:
	

	Address:

	



	
REFERRER DETAILS
(Please PRINT details – thank you)

	Name:
	

	Designation:
	

	Agency:
	

	Direct Dial Tele No:
	

	Email Address:
	

	Relationship to adult being referred:
	

	Signature:

	

	Date:
	



	
IS IT SUSPECTED THAT A CRIME HAS BEEN COMMITTED 
AND HAVE THE POLICE BEEN INFORMED?
(Include: date, time, known action taken etc.)

	




	
DETAILS OF CONCERN
(Please PRINT details – thank you)

	In your opinion is the adult able to safeguard their own wellbeing, property, rights, or other interests? 
(If no, please state reason)

	




	In your opinion is the adult at risk of harm? 
(If yes, please state reason)


	




	In your opinion is the adult affected by disability, mental disorder, illness or physical or mental infirmity.
(If yes, please specify)

	




	Give details of harm (suspected / witnessed / disclosed / reported. 
Dates, protective actions taken include details of any previous concerns. 
(Please use separate sheet if required)

	




	Have you (or any other person) told the adult that this information will be shared with social work or other relevant agencies. YES / NO (Delete as appropriate)
If NO, please state reasons?

	






	
DETAILS OF PERSON SUSPECTED OF CAUSING HARM
(If known) (Please PRINT details – thank you)

	Name:
	

	Address:
	


	Tel no:
	

	Relationship to adult:
	




	
DETAILS OF MAIN CARER / RELATIVE / POA / GUARDIAN
(Please PRINT details – thank you)

	Name:
	

	Address:
	


	Tel no:
	

	Relationship to adult:
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Multi-agency Escalation of Risk Protocol (MaREP)


This protocol should only be used within Adult Support & Protection practice contexts, following that agency having made an ASP referral, as this protocol is not intended as a replacement for following local ASP guides & procedures but to augment the duty to refer and cooperate process. 

It is also not for matters relating to e.g., assessment for more general care and support needs, funding of care and support needs, which are outside the scope of this process.
Developing multi-agency Adult Support & Protection practice is enshrined in the 2007 Act under Section 5 relating to refer and cooperation between public bodies or office holders.

NOTE: If an adult is thought to be at imminent risk of harm, the matter should be referred immediately to the Police/Social Care to decide what action to take to safeguard/protect them whilst the area of disagreement is being resolved.

All staff, including those in partner agencies, are accountable for their professional practice, which includes decisions and actions in ensuring a high standard and efficient Adult Support & Protection interventions which promote best outcomes for the adult at risk of harm.

Furthermore, problem resolution is an integral part of professional co-operation and joint working to protect adults. The safety of adults at risk and/or the impact on the adult’s wellbeing must be the paramount consideration in any professional disagreement.

Transparency, openness, and a willingness to understand and respect individual and agency views are a core aspect of multi-agency / inter-agency working. However, there may be occasions where individuals / agencies disagree on how best to keep ‘adults at risk’ safe and promote their welfare.

The ‘adult at risk' safety and welfare should be the key focus at all times.

Disagreements can arise in a number of areas, but are most likely to arise around:
· Adult Support & Protection concerns or inquiries, where disagreement exists around thresholds for intervention.
· Perceived levels of risk.
· Levels of need and whether a concern has met the threshold for a service or intervention.
· Lack of understanding around roles and responsibilities, particularly managing expectations.
· Level or quality of communication/ information sharing.
· Action or lack of action progressing plans- drift.
· Cases being / not being stepped up or down and / or closed.
· An agency believes there is a vital or public interest, which makes it necessary to seek a multi-agency response.
· Perceived lack of engagement, from key partners, in the multi-agency risk management process.
 
Renfrewshire Adult Protection Committee is clear that there must be respectful scrutiny whenever a professional or agency has a concern about the action or inaction of another. The aim must be to resolve a professional disagreement at the earliest possible stage, always keeping in mind that the adult at risk’s safety and welfare is paramount.

Resolving Differences of Opinion:
Any worker who feels that a decision is not safe, or is inappropriate, can initially consult their supervisor / manager to clarify their thinking, if required.

Pre-Escalation: 
[bookmark: _Int_udxvaZfE]Recognition that there is a disagreement over a serious issue, which impacts on the safety and welfare of an adult at risk of harm.
· Identification of the problem, and clarity about the disagreement and what you aim to achieve.

Discussion between workers
The practitioners/ people who disagree should have a discussion to try to resolve the problem. This discussion must take place as soon as possible and could be a telephone conversation or a face-to-face or virtual meeting. It should be recognised that differences in status and /or experience may affect the confidence of some workers to pursue this unsupported.

They should be able to evidence the nature and source of the concerns and should keep a record of all discussions.

[bookmark: _Int_LZoFmzFH]As soon as Stage 1 is initiated, the form in Appendix 1 should be completed, identifying the area of disagreement, and ensure a copy is saved in adults case file/ records.

At all stages of the protocol, it is important to create a supportive environment that promotes constructive professional dialogues with respect for individual/ agency perspectives to address concerns or areas of disagreement.

Each meeting convened will receive representations from those involved in the disagreement and will aim to collectively resolve the professional differences concerned.

At all stages of the protocol, actions and decisions must be timely, recorded in writing and shared with relevant personnel, including the worker who initially raised the concern. This must include written confirmation between the parties about an agreed outcome of the disagreement, the timescales for responses/actions and how any outstanding issues will be pursued.


Stage One: 
Discussion between Direct Line Managers:
If the issue is not resolved and concerns remain, the worker should contact their supervisor / line manager / safeguarding or ASP lead within their own agency to consider the issue raised, what outcome they would like to achieve and how differences can be addressed.

[bookmark: _Int_IVY7jc4Y]The line manager should contact their respective counterpart to try to negotiate an agreed way forward. This could involve a professional meeting if deemed appropriate.

If there remains disagreement, escalation continues through the appropriate tiers of management in each organisation until the matter is resolved.

Stage Two: Discussion between Operational/ (equivalent level) Senior Manager
If the issue is not resolved at stage two, the supervisor/ line manager reports to their manager or named/ lead ASP/ safeguarding representative. These senior managers of the individual/ partner organisations must liaise and attempt to resolve the professional differences through discussion.

Stage Three: If the problem is not resolved at stage two, the respective Operational/ equivalent Senior Manager, must escalate the concern to their Service Manager/ equivalent level in other agency involved.

Stage Four: If there is no resolution, and having exhausted all previous stages, the matter should be escalated to the relevant Heads of Service/ equivalent level in the other agency involved. 

If the area of disagreement remains unresolved, the Head of Service (Social Work) should refer to the Chief Social Work Officer for consideration.

The CSWO may make a decision or ask for further information before making a final decision.

Renfrewshire Adult Protection Committee (RAPC).
If any stage highlights gaps in policies, procedures, raises issues with protocol implementation; this should be brought to the attention of RAPC.



Appendix 3

	Professional Concern / Outcome Resolution Form

This document MUST be sent and stored securely on the adult’s electronic records.


	Date of Notification
	


	Name of Adult	

	

	Identification number/NHS number (if known)	

	

	DOB	

	

	Name of person raising the concern	

	

	Role
	


	Agency/Team	

	

	Name of Line/Team Manager
	

	Contact details of person and Line Manager
	

	Details of Area of Disagreement

	

	Details of the professional scrutiny of decision/ actions
	

	Desired outcome
	

	Evidence of action taken:

	



	Stage
	Date of discussion
	Evidence of discussion to resolve disagreement.
	Date outcome/ issue resolved.


	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	
	
	
	

	Achieved outcome (please state the achieved outcome to the disagreement):
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1.
Introduction


1.1 The purpose of this document is to provide agencies with clear information and guidance in relation to the role and administration of a MARAC

1.2
The document contains guidance on information sharing between agencies and gives details of the legislation that allows agencies to share information. 


1.3
There are a number of recognised structured processes in place to manage the risk to certain groups of the population. For example 

· Child Protection Case Discussions & Case Conferences are called when children are likely to be exposed to risk or suffer significant harm. 

· Adults at risk of harm may be subject to Adult Support and Protection procedures. 

· Registered Sex Offenders are discussed at meetings called Multi Agency Public Protection Arrangements (MAPPA). 

· Multi Agency Tasking and Coordinating Meetings (MATAC) target Domestic Abuse perpetrators who present the greatest risk of harm to victims. 

The Multi Agency Risk Assessment Conference (MARAC) links to these processes, but specifically focuses on the victims/survivors of Domestic Abuse and their children who are deemed to be at high risk of further harm. 


1.4
Domestic Abuse accounts for nearly a quarter of all violent crime. Research suggests that 1 in 4 women will suffer domestic abuse at some stage in their lives and that 2 people are unlawfully killed by their partners or ex-partners in the UK every week. The MARAC process provides a structured response to high risk cases of domestic abuse and is embedded in Renfrewshire strategy to tackle Gender Based Violence and forms part of the Community Safety Public protection agenda. 

1.5
The Renfrewshire MARAC will facilitate the local authority, Health services, Police Scotland and voluntary agencies to provide a consistent and structured response to managing high risk cases of Domestic Abuse. 


1.6
MARAC will allow relevant agencies (see Appendix 1 for list of MARAC signatory agencies) to share information and decide upon the most appropriate way to reduce or manage the risks around each case of Domestic Abuse that is the subject of a MARAC. The MARAC model fits into the ethos of multi-agency working. No single agency can solve all the related problems but by identifying high risk cases and by sharing information and working together through the MARAC process, the outcomes for victims/survivors of domestic abuse can be improved. 

2.
Multi Agency Risk Assessment Conference (MARAC)


2.1
A MARAC is a meeting where information is shared on the highest risk domestic abuse cases between representatives of Police Scotland, health, child protection, housing practitioners, Independent Domestic Abuse Advisors (IDDAs), criminal and community justice and other specialists from the statutory and voluntary sectors. After sharing all relevant information, they have about a victim, the representatives discuss options for increasing the safety of the victim and turn these into a coordinated action plan. 

2.4
The primary focus of the MARAC is to safeguard the adult victim. The MARAC will make links with other fora to safeguard children and manage the behaviour of the perpetrator. At the heart of a MARAC is the working assumption that no single agency or individual can see the complete picture of the life of a victim, but all may have insights that are crucial to their safety. The victim does not attend the meeting but is represented by an IDAA who speaks on their behalf. 

2.5
In a single meeting, MARAC combines up to date risk information with a comprehensive assessment of a victim’s needs and links those to the provision of appropriate services for all those involved in a Domestic Abuse case: victim, children and perpetrator. By using the knowledge and expertise of different agencies the identified risks will be either reduced or managed in the most appropriate and effective way. 

2.6
The responsibility to take appropriate actions rests with the individual agencies; it is not transferred to the MARAC. The role of the MARAC is to facilitate, monitor and evaluate effective information sharing to enable appropriate actions to be taken to increase public safety.

3
Why operate a MARAC?

3.1
MARAC is recognised nationally as the best practice model for addressing cases of domestic abuse that are categorised as high risk. High risk cases are those where there is evidence to indicate that the victim is at risk of further serious harm or death.

3.2
The Scottish Government’s Equally Safe Strategy 2014 (updated in 2018) has made a commitment to developing and funding the roll out of a National Framework for MARAC across Scotland. This places a responsibility on Renfrewshire to ensure that services, agencies and organisations address this priority agenda.

4.
Aims of a MARAC


4.1
The aims of a MARAC are:


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

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

·  To construct jointly and implement a risk management plan that provides professional support to all those at risk and which reduces the risk of harm.

·  To reduce repeat victimisation.

·  To improve agency accountability. 


·  Improve support for staff involved in high risk domestic abuse cases; and 

·  To identify those situations that indicate a need for Child Protection or Adult Support and Protection procedures to be initiated. 


5.
Risk Assessment 

5.1
In order for a MARAC process to work effectively, there needs to be a common understanding of risk among the participants. MARAC only applies to the cases of domestic abuse, where the victims are identified as being high risk. There are many factors that will cause a victim to be categorised as high risk. On occasions, these factors may be present in isolation and in other cases multiple factors may be present, but each victim must be considered on an individual basis and its own context.


5.2
The risk factors can be divided into 5 main categories:


a. Nature of the abuse e.g., emotional, physical, sexual


b. Historical patterns of behaviour e.g., previous convictions or abusive behavior 


c. Victim’s perception of risk e.g., specific fears for themselves and children and pets



d. Specific factors associated with an incident e.g., use of weapon, threats to kill


e. Aggravating factors e.g., drugs, alcohol, financial problems


6.
MARAC Procedures 

6.1
Defining Domestic Abuse


6.1.1
In order to achieve a common purpose, the following Scottish Government (2003) definition of domestic abuse is used:

‘Domestic Abuse (as gender-based abuse), can be perpetrated by partners or ex-partners and can include physical abuse (assault and physical attack involving a range of behaviour), sexual abuse (acts which degrade and humiliate women and are perpetrated against their will, including rape) and mental and emotional abuse (such as threats, verbal abuse, racial abuse, withholding money and other types of controlling behaviour such as isolation from family or friends).’


6.1.2
While available evidence suggests that the most prevalent instances of domestic abuse are male abuse towards women, this definition acknowledges and includes female abuse towards men, and also abuse between partners or ex partners in same- sex relationships. 

6.2
Designated Representatives 


6.2.1.
Each agency must appoint a MARAC representative who will be the most appropriate senior member of the agency and have a coordinating and authorising role. 

6.2.2
The agency should also appoint a deputy within the same body to carry out the MARAC role in the event of the absence of the main representative. 


6.2.3
Designated representatives should attend the MARAC meetings or nominate a representative to attend in their absence. The representative should share relevant information, proportionate to need, on a confidential basis. 


6.2.4
Those attending the MARAC, including those who are not the designated representative, must have the authority within their agencies to prioritise the actions that arise from the MARAC and be able to make an immediate commitment of resources to those actions. It is important that all attendees are clear on what they are committing to do on behalf of their agency.

6.2.5
Those referring a case to MARAC must discuss the case ahead of the MARAC meeting with the nominated representative for their organisation.

6.3
Referring Cases to MARAC


6.3.1
MARAC accepts referrals for victims over the age of 16 who are experiencing domestic abuse including Honour Based Violence and who are assessed as being at high risk of serious injury or homicide. 


6.3.2
Victims can be referred to a MARAC by any agency that identify a victim as high risk, and whose agency has agreed to adhere to this protocol.  A secure e-mail address is in place for those referring which is marac@renfrewshire.gov.uk. 


6.3.2
The referring agency can complete a DASH Risk Indicator Checklist with the victim. This checklist is used by frontline workers to assist in the assessment process. The checklist is a practical tool that can help agencies identify which victims should be referred to MARAC and where resources should be prioritised. Any Risk Indicator checklist, which when completed, has 14 or more positive indicators, should be highlighted to each agencies MARAC lead prior to referral to MARAC.


6.3.3
The referring agency can also use their professional judgement. If a worker has a serious concern about a victim’s situation, they should discuss with their manager and consider a referral to MARAC. There will be occasions where the context of a case gives rise to serious concerns even if the victim has been unable to disclose the information that might highlight their risk more clearly. This could reflect extreme levels of fear, cultural barriers to disclosure, and immigration issues or language barriers, particularly in the case of honour-based violence. This judgement would be based on the worker’s experience and/or the victim’s perception of risk.

6.3.4
Please note that consideration needs to be given to victims facing additional barriers, such as LGBT victims, those with a disability and other minority groups. 


6.3.5 
A victim can also be referred to MARAC due to escalation. This is when there have been 3 or more domestic abuse incidents in the past 12 months. This criterion can be used to identify cases where there is not a positive identification of a majority of the risk factors on the Risk Indicator Checklist, but where abuse appears to be escalating.

6.3.6
Where there is a further incident within 12 months from the date of the last MARAC regardless of whether the incident has been reported to the police or the level of risk, the case should be referred back to MARAC. SafeLives define a ‘repeat’ as ANY instance of abuse between the same victim and perpetrator(s), within 12 months of the last referral to Marac.


6.3.7
To identify repeat victims of domestic abuse regardless of to whom it is reported, all MARAC agencies should have the capacity to ‘flag and tag’ their files following the latest referral so that they are aware if a victim experiences a repeat incident (i.e. recording in all files relating to that victim/perpetrator that the victim is a high-risk victim of domestic abuse and part of the MARAC process).  All agencies should discuss this with their MARAC representative to ensure that there are appropriate access arrangements to the files.

6.3.8
Incidents that occur more than 12 months after the last MARAC referral do not constitute a repeat incident but instead would constitute a new referral to MARAC if it meets the additional criteria. Any agency that becomes aware of a further incident as described above, should refer the case back to MARAC for another review.   Agencies should consider a retention period for the ‘flag and tag’ notification in line with their own organisational GDPR and record retention policy. 

6.4
Information Sharing 


6.4.1
The referring agency must where possible, discuss their concerns with the victim and advise of the referral to MARAC. It is the responsibility of the referring agency to inform the victim, where considered safe to do so, that they are to be discussed at a MARAC meeting.

6.4.2
If the referral to MARAC has not been discussed with the victim, either because it is unsafe to contact the victim or because contact could not be made with the victim, this should be recorded, and the referring agency then needs to consider the need for confidentiality, balanced against countervailing public interests.  

6.4.3
General Data Protection Regulations All agencies must adhere to the principles of the Data Protection Act 2018 and identify the lawful basis for sharing information.  Guidance on this is contained at Appendix 6 – Information Sharing – GDPR and Data Protection Act 2018. 

6.4.4
Human Rights legislation allows information sharing to take place without consent of the individual concerned, where the disclosure is necessary or expedient for the purposes of any provision of the Act. 

6.4.5
Relevant information can therefore be shared when it is necessary to prevent a crime, protect the health and/or safety of the victim and/or the rights and freedoms of those who are victims of violence and/or their children. It must be proportionate to the level of risk of harm to a named individual or known household.

6.4.6
If the referral to MARAC has not been discussed with the victim, the referring agency should note this on their individual agencies recording systems and state clearly the reasons why the referral has not been discussed with the victim. Individual agencies may also have their own procedures relating to the sharing of information and these should also be followed.  


6.4.7
All partner agencies must sign the Confidentiality statement at the start of every MARAC, in order to facilitate the exchange of information between partners (Appendix 2). 


6.4.8
Workers referring to MARAC should be aware of their own agencies internal processes in relation to making a referral. Referrals should be made using the Renfrewshire MARAC Referral Form (Appendix 3) and emailed to: marac@renfrewshire.gov.uk

6.4.9 
If any agency does not have a secure email address, please contact Margaret Ure MARAC Strategic Lead and coordinator on 0141 618 4114; or Martin White MARAC Administrator on 07855 082 403

6.4.10
Agencies should be aware that MARAC data must not be disclosed in a Subject Access Requests (SAR) due to the risk which would be present to the victim. 


7. 
MARAC Meeting 


7.1
Police Scotland Renfrewshire Council Community Safety Service or ASSIST will chair the MARAC meeting and Renfrewshire Council Community Protection will facilitate the role of Strategic Lead, Coordinator and Administration. 


The meeting will be held virtually on Microsoft Teams to allow adherence to Coronavirus guidance and facilitate maximum attendance by partners.  

7.2   
The role of the chair is to structure the meetings and ensure the agency representatives understand agreed actions and which agencies are responsible for these. The chair will review any actions outstanding from the previous meeting. 


7.3
Meetings are scheduled to take place every 4 weeks with dates, times and venues sent out for the year to partner agencies.  

7.4
The MARAC Administrator will collate all the information for the meeting. New referrals must be received at least 9 working days prior to the next scheduled meeting, for the Administrator to prepare the relevant documentation to send out to all agencies. The MARAC Administrator will also ensure an appropriate Independent Domestic Abuse Adviser (IDAA) is appointed.

7.5
The MARAC administrator will compile a list of the referrals to be discussed at the meeting and circulate to the MARAC representatives for each agency attending the MARAC.  This will be sent out 6-8 working days prior to the MARAC meeting date. This referral information will include names, addresses and date of birth of the victim and perpetrator. Children’s details will include education establishment, if known, and date of birth. 

7.6
The documentation will be sent by secure email where possible and marked RESTRICTED. If a secure email address is not available, the information will be passed by telephone to the nominated MARAC representative for that agency. 


7.7
On receipt of the list of referrals to be discussed at MARAC, representatives will establish what information is held within their agency. Consideration must be given to the sensitive nature of some information, e.g., if the victim or perpetrator is an employee of the agency concerned. 


7.8
The MARAC Research Form (Appendix 4) should then be completed by each agency where they have identified relevant information held by their agency. This form should be brought to the MARAC. 

7.9
Please note that the MARAC process should not delay any immediate action being taken by any agencies. On receipt of the list of referrals to be discussed at MARAC, all agencies should take any immediate actions they deem necessary to increase the victim or children’s safety.  


7.10
All agencies should be aware of the confidential nature of information discussed at the MARAC and ensure that all written information is stored securely in accordance with relevant legislation. 

7.11
At the start of the MARAC meeting, all attendees will be asked to sign a confidentiality statement. Information sharing at MARAC conferences is strictly limited to the aims of the meeting and information gained cannot be used for other purposes without a request in writing to the chair of the MARAC.


7.12
During the MARAC, a tailored action plan will be developed to increase the safety of the victim, children, and any other vulnerable parties. The types of actions most commonly included in action plans will include flagging and tagging files, referral to other multi agency meeting and contact being made with the victim by an agency in relation to Safety planning. 

7.13   MARAC and Multi Agency Tasking and Coordinating (MATAC) are separate processes which aim to increase the safety of victims and their children. However, links should be made where appropriate between these processes and consideration be given at the MARAC meeting as to whether a MATAC referral would be beneficial. 


7.14
The MARAC administrator will take minutes. The minutes should normally be prepared the same day as the meeting and include a list of all the agreed actions plus any amendments to the basic information. Information shared, and any recommendations or decisions made will be recorded in the minutes.  These minutes will include a list of actions in relation to each agency and each victim. 


7.15
All actions should be Specific, Measurable, Attainable, Realistic, Timely (SMART) and all agencies should take responsibility for completing these within the agreed timescales. Confirmation of completed actions should be emailed to the secure mailbox marac@renfrewshire.gov.uk.

7.16
A victim will not be discussed at a MARAC meeting unless a new referral is made, or the victim meets the criteria referral of repeat incident. However, any actions which are incomplete from a previous MARAC will be raised at the beginning of the next meeting. 


7.17
Following the meeting, it should be the most appropriate person and not necessarily the agency responsible for making the initial referral to the MARAC, to make contact with the victim and update them on any relevant information and recommendations made by the MARAC. This person should be agreed at the meeting. If the victim has not been made aware of the MARAC referral, no contact should be made to discuss actions. 

7.18 
A MARAC procedural flowchart is attached (Appendix 5). 


7.19
In urgent cases, the signatories’ party to these procedures will agree to ensure that a representative from their agency will be available to attend an emergency MARAC within 72 hours of the decision to hold a MARAC. Consideration for an emergency MARAC may include:


· A significant change in the victim’s circumstances which heightens vulnerability.


· An event which indicates a change in level of risk, for example a further offence or an escalating pattern of perpetrator offending behavior (e.g. stalking type behavior).

8. 
Role of the Independent Domestic Abuse Advocate (IDAA)

8.1
The main purpose of the IDAA is to address the safety of the victim. Serving as a victim’s primary point of contact, IDAA’s normally work with their clients to assess the level of risk, discuss the range of suitable options and develop safety plans. 

8.2.1
IDAA’s are proactive in implementing plans which address immediate safety, including the practical steps to protect victims and their children, as well as exploring longer term solutions. These plans will include actions from the MARAC as well as exploring sanctions and remedies available through the criminal and civil courts, housing options and services available through other organisations. 


8.3
The IDAA service predominantly works with the highest risk cases and is an effective method of multi-agency working which aims to protect and keep the client’s perspective and safety at the center of proceedings. 


8.4
Once a case has been referred to MARAC, an IDAA will be appointed if this has not already been done so. 

8.5
ASSIST has an IDAA service which supports referrals from the Police or external agencies where there is an incident progressing to court. This includes cases where the perpetrator has not been traced. 

8.6
For those victims referred from other agencies and who have not accessed an IDDA service, one will be offered within 48 hours of receipt.  Renfrewshire have a number of IDDA services including:

· Renfrewshire Woman’s Aid 

· Barnardo’s (16 - 25 years old with children) 

· Women and Children First, Children’s Services (Social Work)  

· Women's Service, Community Justice (Social Work)

8.7
The IDAA will contact the victim prior to the MARAC to discuss support needs and act as the voice of the victim in the meeting. The IDAA’s role at MARAC is to represent the views of the victim at the meeting and to liaise where possible between the victim and partner agencies to ensure that the safety plan is effective. The IDAA will bring along the wishes of the victim to the meeting along with any upcoming appointments and content of previous contacts. It is crucial that the IDAA representative attends to ensure the action plan is as safe as possible. 


8.8
Following the MARAC, the IDAA will generally be the person who provides feedback to the victim providing updates on the actions agreed, exploring appropriate safety plans and discussing options as required, unless another agency has a stronger link to the victim. If this is the case, that agency will take the lead role in feedback to the victim. This should be agreed during the MARAC. 

8.9
IDAA workers receive specialist accredited training and hold a nationally recognised qualification. 

9. 
Transfer of MARAC cases to another area


9.1
If agencies are made aware that a high-risk victim has moved out of the MARAC area, they should inform the MARAC coordinator who will transfer the victim to the relevant MARAC area and inform MARAC members of the transfer in order for agencies to update their systems accordingly. Transfer victims will be listed within the MARAC minutes. 


10.
Complaints


10.1
In the first instance, the agency making the complaint should use the complaint procedure of the agency concerned. If the agency feels that their complaint impacts on the multi-agency working of the MARAC, then a complaint should be made in writing to the chair of the MARAC. Complaints will be acknowledged within 5 working days of receipt and resolved within 20 days of the initial complaint being received. 

11.
Equality of Outcome

11.1
The principles of this protocol will be applied regardless of gender, disability, nationality, race or ethnic origin, age, religion and sexual orientation. All agencies must demonstrate a commitment and understanding of the principles of equality and diversity. They must ensure that in relation to employment and service delivery no person is discriminated against either directly or indirectly on the grounds of race, ethnic or national origin, religious belief, marital status, sexual orientation, gender, age or disability. 


11.2   An Equality Impact Needs Assessment will be conducted annually in relation to the MARAC to identify the needs of the local population in Renfrewshire. These figures will be reported back to the Gender Based Violence Strategy Group.

12.
Governance



12.1
The MARAC will report to the Gender Based Violence Strategy Group including Renfrewshire Community Protection PREVENT Steering Group and the Chief Officers Group within Renfrewshire, whom meet on a quarterly basis.  

12.2
Both the Gender Based Violence Strategy Group, Renfrewshire Community Protection PREVENT Steering Group and the Chief Officers Group will ensure that effective partnerships are maintained with safeguarding and public protection bodies in other MARAC areas.


12.3
Both the Gender Based Violence Strategy Group, Renfrewshire Community Protection PREVENT Steering Group and the Chief Officers Group will ensure that the MARAC operates in line with legal responsibilities and keeps up to date with changes to legislation and national guidance.

12.4
Unresolved strategic issues arising at the MARAC should be escalated to the Gender Based Violence Strategy, Renfrewshire Community Protection PREVENT Steering Group, and the Chief Officers Group for discussion/resolution.

13.
Performance Management


13.1
Safe Lives record keeping will be maintained to ensure outcomes are measured to:


· encourage accountability and consistency and permit participants to measure the impact of their work

· establish the contribution of MARAC to other performance targets

· encourage accountability to the victims whom all partner agencies are trying to help, keeping safety at the forefront. 


13.2
Output measurements may include:


· The number of cases reviewed at MARAC over a 12 month period. 


· The range of agencies referring. 


· Data relating to diversity issues including ethnicity, sexual orientation, gender identity and disability.


· Numbers of children involved. 

14.
Audit

14.1
The Renfrewshire MARAC protocol will be reviewed annually to ensure it remains fully effective. It will be the responsibility of Renfrewshire MARAC Strategic Lead in consultation with partner agencies at the Gender Based Violence Strategy Group, Renfrewshire Community Protection PREVENT Steering Group and the Chief Officers Group signed up to the MARAC process to conduct this audit. 

14.2 
Safe Lives will carry out observations on the MARAC as and when required to ensure best practice is being observed. 


15.
Breaches


15.1
Breach of the protocol may increase the risk to a high-risk victim. 


15.2
Signatory agencies must adhere to their responsibilities in relation to the MARAC Operating Protocol.


15.3
In the event of a breach, it is the responsibility of the Chair of the MARAC and the Gender Based Violence Strategy Group including Renfrewshire Community Protection PREVENT Steering Group to identify actions with the relevant agency to address identified issues that lead to a breach and/or in the event that these cannot be resolved, withdrawal of an agency from the process. 

16.
Withdrawal


16.1
Agencies attendance and input to the MARAC will be monitored. Agencies not attending or contributing to the process will be removed from the mailing list and notified of this decision in writing. Agencies wishing to withdraw from the MARAC are required to put this in writing and provide a clear exit strategy to ensure that any existing cases continue to be monitored for a 12-month period. 


17.
Date of Review



17.1
This protocol will be reviewed on an annual basis and revised in December 2022. 

Appendix 1
List of Designated MARAC Officers as December 2021

Police Scotland – KA & KB Division Public Protection Unit

· DCI Public Protection Unit

· DI Public Protection Unit

Communities & Public Protection


· Maxine Hendry –Resilience & Deployment Manager 

· Margaret Ure – MARAC Strategic Lead & Coordinator

· Martin White – Tasking & Deployment Coordinator & MARAC Administrator

ASSIST


· Lilian Livesfield - Service Manager


· Renfrewshire, Lead Advocate

Women’s Aid


· Marianne Osborne

Education, Renfrewshire Council

· Jean Brierly

Communities and Housing Services, Renfrewshire Council

· Ann Bennett

· Derek Murray


· Adele Geddes


Criminal Justice Social Work, Renfrewshire Council

· Allison Scott


· Julie Kelly

Women & Children 1st, Renfrewshire Council

· Louise Moore

· Laura McLean


Children & Families Social Work, Renfrewshire Council

· Dorothy McKillop

Adult Services, Social Work, Renfrewshire Council

· Liam Gallagher

Addiction Services, Renfrewshire Council

· Iain Sharkey


Mental Health Services, NHS Renfrewshire

· Caroline Paterson

· Ian McGoldrick 

· Adelle Walker

Health Visiting Service, NHS Renfrewshire

· Jennifer Crawford

Barnardo’s

· Ellen Lorimer 
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MARAC CONFIDENTIALITY STATEMENT

· Information discussed by agency representatives, within the ambit of this meeting is strictly confidential and must not be disclosed to third parties without the agreement of the partners of the meeting. 


· It should focus on domestic abuse and child protection concerns and a clear distinction should be made between fact and opinion.


· All agencies should ensure that information is retained in a confidential and appropriately restricted manner. 


· All individuals who are discussed at these meetings should be treated fairly, with respect and without improper discrimination. 


· All work undertaken at the meetings will be informed by a commitment to equal opportunities and effective practice issues in relation to race, gender, sexuality and disability.


		THE PURPOSE OF THE MEETING IS AS FOLLOWS:



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



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



· To construct jointly and implement a risk management plan that provides professional support to all those at risk and that reduces the risk of harm;



· To reduce repeat victimisation;



· To improve agency accountability; and



· Improve support for staff involved in high risk DV cases. 




· The responsibility to take appropriate actions rests with individual agencies; it is not transferred to the MARAC. The role of the MARAC is to facilitate, monitor and evaluate effective information sharing to enable appropriate actions to be taken to increase public safety.






By signing the attached attendance sheet all agency representatives and observers are agreeing to the Confidentiality Declaration.


MARAC - CONFIDENTIALITY STATEMENT - SIGN IN SHEET
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Appendix 3    MARAC Referral Form


		VICTIM DETAILS



		VICTIM NAME

		Click here to enter VICTIM name.

		Victim DOB

		Click here to enter victim DOB



		Address

		Click here to enter victim address

		Telephone

		Click here to enter victim tel no.



		Post Code

		Click here to enter victim postcode

		Is this number safe to call

		Choose an option.



		Is victim pregnant

		Choose an option.

		Pregnancy est. due date

		Click here to enter an est. due date.



		Other relevant data

		Click here to enter text.

		Victim ethnicity

		Click here to enter victim ethnicity.



		Victim Diversity Data

		Gender

		Choose an option.

		Disabled

		☐

		LGBTQ

		☐

		B&ME

		☐





		PERPETRATOR DETAILS



		PERPETRATOR NAME

		Click here to enter PERP name

		Perp DOB

		Click here to enter Perp DOB



		Address

		Click here to enter Perp address

		Relationship to victim

		Click here to enter relationship



		Post Code

		Click here to enter Perp postcode.

		Perpetrator ethnicity

		Click here to enter Perp ethnicity.



		Any other relevant data

		Click here to enter text.



		 Perp. Diversity Data

		Gender

		Choose an option

		Disabled

		☐

		LGBTQI

		☐

		B&ME

		☐





		CHILDREN DETAILS



		Name

		DOB

		Relationship to victim

		Relationship to perpetrator

		Address

		School (if known)



		Click here to enter text.

		Click here to enter a date.

		Click here to enter text.

		Click here to enter text.

		Click here to enter text.

		Click here to enter text.



		Click here to enter text.

		Click here to enter a date.

		Click here to enter text.

		Click here to enter text.

		Click here to enter text.

		Click here to enter text.



		Click here to enter text.

		Click here to enter a date.

		Click here to enter text.

		Click here to enter text.

		Click here to enter text.

		Click here to enter text.



		Click here to enter text.

		Click here to enter a date.

		Click here to enter text.

		Click here to enter text.

		Click here to enter text.

		Click here to enter text.



		Click here to enter text.

		Click here to enter a date.

		Click here to enter text.

		Click here to enter text.

		Click here to enter text.

		Click here to enter text.



		Click here to enter text.

		Click here to enter a date.

		Click here to enter text.

		Click here to enter text.

		Click here to enter text.

		Click here to enter text.





		REASON FOR REFERRAL 



		Professional Judgement

		☐

		Visible High Risk 


14 ticks or more on SafeLives Dash risk checklist

		☐



		Potential escalation


3 or more incidents reported to Police in past 12 months

		☐

		MARAC Repeat

Further incident within 12 months from last referral

		☐



		Date of previous MARAC


If more than one, please use Further information box

		Click here to enter a date.





		ADDITIONAL INFORMATION



		Has victim given consent

		Choose an option.

		Who is victim afraid of

		Click here to enter text.



		Who does victim believe is safe to talk to

		Click here to enter text.

		Who does victim believe it not safe talk to

		Click here to enter text.





		LAWFUL BASIS FOR SHARING INFORMATION



		Is the victim aware of the risk assessment and informed of MARAC referral?

		Choose an option

		If no, why not

		Click here to enter text.



		Please confirm the lawful basis for the processing of this information (your Privacy Notice or MOP should include the lawful basis as well as the purpose for the processing)

		Click here to enter lawful basis for processing information.



		Under what condition (Art 9(2) GDPR) is special category data shared? Please detail

		Click here to enter special category data condition.





		FURTHER INFORMATION



		Provide details for reason of referral







Data protection law changed on 25 May 2018. For more information on how the Council handles your personal details, please read the Privacy Policy on  www.renfrewshire.gov.uk/privacypolicy

Appendix 4    MARAC Research Forms

		Name and agency

		



		Telephone / Email

		



		Date

		



		Victim name

		



		Victim DOB

		



		Victim address

		



		Marac case number (from agenda)

		





		

		Please insert any changes / errors / other information (e.g. aliases or nicknames) below



		Are the victim details on the Marac list accurate?

		Y/ N

		



		Are the children(s) details on the Marac list accurate?

		Y/ N

		



		Are the perpetrator details on the Marac list accurate?

		Y/ N

		





		Note records of last sightings, meetings or phone calls

		



		Note recent attitude, behaviour and demeanor, including changes

		



		Highlight any relevant information that relates to any of the risk indicators on the checklist (e.g. the pattern of abuse, isolation, escalation, victim’s greatest fear etc.)

		



		Other information (eg actions already taken by agency to address victim’s safety)

		



		What are the victim’s greatest priorities to address their safety?

		



		Who is the victim afraid of? Include all potential threats, and not just primary perpetrator

		



		Who does the victim believe it safe to talk to?

		



		Who does the victim believe it not safe to talk to?

		





Appendix 5   MARAC Procedural Flowchart


1.
Domestic abuse is identified.

2.
Risk identification checklist completed or Escalation identified or Professional Judgement used.  


3.
Case meets MARAC referral threshold.


4.
MARAC referral form completed and forwarded to MARAC secure mailbox marac@renfrewshire.gov.uk  


5.
MARAC Administrator collects referral details; name address DOB of victim perpetrator, children & name of referring agency. 


6.
MARAC Administrator forwards referral to the IDAA Service (if referring agency hasn’t already done so). 


7.
IDAA contacts the victim.


8.
Agencies take immediate safety actions e.g. IDAA, Police, Child Protection.

9.
MARAC Administrator sends out agenda 6 to 8 days before the MARAC meeting. 


10.
Information is researched & gathered by the nominated MARAC representative within each organisation.


11.
MARAC meeting takes place. 


12.
All relevant and proportionate information is shared within the recommended timescales of 12-15 minute timescale

13.
IDAA brings the victims views and safety concerns to the MARAC.


14.
Multi-agency action plan developed.


15.
Nominated agency representative ensures that actions are carried out by their agency and reports back to the MARAC secure mailbox when completed. 


16.
Relevant actions reported to victim by IDAA or other appropriate professional where safe to do


Appendix 6 - GDPR and Data Protection Act 2018 

https://safelives.org.uk/sites/default/files/resources/A%20Practitioner%27s%20Guide%20to%20GDPR%20-%20Scotland%20version.pdf


https://safelives.org.uk/sites/default/files/resources/Sharing%20Information%20and%20Marac%20FAQs%20-%20Scotland%20version.pdf
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Appropriate Adults WEB Accessibility V1 Appropriate Adult  - HSCP - DEC 22.pdf
Glasgow and Partners
Appropriate Adult Service

The service is managed and run by Glasgow City Council who provide
Appropriate Adults and the emergency social work service for

Glasgow City, West Dunbartonshire, East Dunbartonshire, Renfrewshire,
East Renfrewshire & Inverclyde Councils

To arrange call: 0300 343 1505 (Option 3) 24hrs

Appropriate Adult Coordinator: Karen Donoghue
karen.donoghue@glasgow.gov.uk

Appropriate Adult Manager: David Calderwood N H S
david.calderwood@glasgow.gov.uk N

Greater Glasgow I'-'
and Clyde Glas o

ccccccccccc





What is an Appropriate Adult?

An Appropriate Adult’s principal role is to provide communication support
mainly in police interviews to people over 16 who have a mental disorder as
defined by The Mental Health (Care and Treatment) (Scotland) Act 2003.
These include:-

* mental health problems
* learning disability

« Autism/ADHD

+ dementia

* acquired brain injury

Appropriate Adults are provided mainly at the request of Police Scotland for
people who are being interviewed as witnesses, suspects and accused and
who are believed to have a mental disorder as noted above.

Appropriate Adults can also support people who meet the criteria who are
involved in other procedures with the police such as medical examinations,
searches and identification parades (VIPER).

Appropriate Adults can also be requested by other referring agencies which
are: - British Transport Police, The Civil Nuclear Constabulary, HMRC,
HM Revenue & Customs and The Immigration Service.

Appropriate Adults do not provide support to people in court as this is not a
requirement of the legislation.

Only people trained and approved as Appropriate Adults can undertake the
role. Appropriate Adults cannot undertake the role for anyone under

16 years of age.

Section 42 of The Criminal Justice (Scotland) Act 2016 requires that
the police and the agencies listed facilitate the provision of communication
support for vulnerable adults in police custody.





What are the roles and responsibilities of Appropriate Adults?

Appropriate adults WILL: -

facilitate communication between the person and the police officers
conducting the interview

provide support and reassurance to the person being interviewed

help to ensure that the person understands and continues to
understand why they are being interviewed

help ensure that the person understands the questions being
put to them

ensure that the person fully understands their rights as explained

to them by the police and that they continue to understand them
throughout the interview — especially important if the person is the
accused or suspected of a crime. A solicitor requires to be present for
such interviews

prompt the suspension of an interview in a manner agreed in advance
with the interviewing officers if they feel the interviewee requires a
break or to discuss any concerns, they have regarding the welfare

of the person

consider the environment and recommend changes which might
enhance communication

provide the police with a concise and focused statement at the
conclusion of the interview which includes relevant information relating
to their role and any concerns they have regarding the conduct

of the interview.

Appropriate Adults WILL NOT: -

.

advise the interviewee whether or how to answer questions and will not
lead the person in any way

object to questions being asked except for the purpose of facilitating
communication between the police and the person

tell the police that they think that a particular line of questioning is unfair
be left alone with the person by the police
be present during the discussion between the person and their solicitor.





When might an Appropriate Adult be required?

It is for the police or referring agency to decide if an Appropriate Adult is required.
If police or referring agency are not sure whether a person has a mental disorder,
a suspicion that they may require an Appropriate Adult could be triggered by: -

* excessive anxiety

+ unusual mood level such as tearfulness or euphoria

* incoherence not solely drug or alcohol induced

* inability to understand or answer questions

* unusual behaviour traits

+ agitation leading to physical activity not in keeping with the situation
+ other signs of disorder

+ it may have been noted that they have previously required an
appropriate adult when attending at a police station.

Where there is no other information available, it may be that the investigating officer
will be able to confirm the person’s needs by asking them simple questions such as
which school they attended, whether they attend a day centre or live in supported
accommodation; what medication they take or whether they have any diagnosed
mental illness. Carers will also be able to provide relevant information.

Where the investigating officer has any doubts as to whether the person is fit to
be interviewed as a result of their disorder, they must arrange for the person to be
medically examined by a police surgeon.

Concerns, Complaints or Commendations

If police or referring agencies have any concerns about the vulnerability of the
person after the interview they should make a referral to the local social work office
where the person lives Monday — Friday (09:00 — 17:00) or to Glasgow & Partners
Social Work Emergency Service Out of Hours, weekends and public holidays
(0300 343 1505).

You can also email the Appropriate Adult Coordinator or Manager at the addresses
on the front of this leaflet if you have any concerns, complaints or commendations
about the service provided by our Appropriate Adults or if you feel you require
further input / training on the role of The Appropriate Adult. Alternatively, we have a
local Steering Group and police can raise any issues via their SPOC.
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1.0 Definition of a Large-Scale Investigation

1.1	The Code of Practice (2014) to the Adult Support and Protection (Scotland) Act 2007 (the Act) states;

‘A Large-Scale Investigation may be required where an adult who is resident of a care home, supported accommodation, a NHS hospital or other facility, or receives services in their own home has been referred as at risk of harm and where investigation indicates that the risk of harm could be due to another resident, a member of staff or some failing or deficit in the management regime, or environment of the establishment or service’ 

1.2	A Large-Scale Investigation (LSI) is a multi-agency response to such circumstances and should be considered where an adult is at risk of harm and there is concern that other adults may also be experiencing or be at risk of harm from the same source.  An LSI can therefore apply to all adults at risk of harm who reside in care homes, are inpatients in hospitals, attend day care or receive care at home from a care provider.  An LSI can also apply where individual adults living within the community are subject to harm from a common perpetrator or group of perpetrators who may be systemically targeting the adults.

1.3	This procedure can also apply where harm, or risk of harm, has the potential to include more than one adult but only one referral has been received. 



2.0 Purpose of Procedure

The requirement for guidance is contained within the Code of Practice 2014 (COP) which states, ‘local multi-agency adult protection procedures should include a procedure for Large-Scale Investigations.’ 

	The purpose of this procedure is to;

· Provide a standardised approach, framework and effective process to carry out and manage Large-Scale Investigations

· To define when a Large-Scale Investigation should be used

· To clarify roles and responsibilities for all partner agencies in relation to Large-Scale Investigations in Renfrewshire

· To ensure that the relevant Head of Service and/or Chief Social Work Officer has the evidence and facts available to initiate a Large-Scale Investigation where required. 

· To offer a framework for an alternative process to holding large numbers of individual Adult Support and Protection investigations where multiple Adults are deemed to be at risk.



3.0 Legislation

The following legislation is relevant to this procedure; - 



· The Social Work (Scotland) Act 1968

· The Human Rights Act 1998

· The Data Protection Act 1998

· The Adults with Incapacity (Scotland) Act 2000

· The Protection from Abuse (Scotland) Act 2001

· The Regulation of Care (Scotland) Act 2001

· The Community Care and Health (Scotland) Act 2002

· The Mental Health (Care and Treatment) (Scotland) Act 2003

· The Adult Support and Protection (Scotland) Act 2007

· The Protection of Vulnerable Groups (Scotland) Act 2007

· The Public Health (Scotland) Act 2008

· The Sexual Offences (Scotland) Act 2009

· The Offences (Aggravation by Prejudice) (Scotland) Act 2009

· The Equalities Act 2010

· The Domestic Abuse (Scotland) Act 2011

· The Domestic Abuse (Scotland) Act 2018

· The Forced Marriage etc (Protection and Jurisdiction) (Scotland) Act 2011

· The Police and Fire Reform (Scotland) Act 2012

· The Victims and Witnesses (Scotland) Act 2014

· The Anti-social Behaviour, Crime and Policing Act 2014



4.0 Relevant Agencies & Partnerships

The following agencies and partnerships have a role within these procedures; 



· Renfrewshire Council Social Work Services (all health and social care services)

· other service departments of Renfrewshire Council e.g. Legal, Housing and Development Services, Community Resources, Corporate Services, Education (within Children Services)

· NHS Greater Glasgow & Clyde 

· Renfrewshire Community Safety Partnership

· Renfrewshire’s multi-agency Violence against Women partnership

· Renfrewshire Adult Protection Committee 

· Police Scotland

· the Care Inspectorate 

· the Office of the Public Guardian (OPG)

· the Mental Welfare Commission (MWC)

· the Scottish Fire and Rescue Service

· the independent and third sector (including advocacy organisations)

· unpaid carer, patient and service user groups

· Healthcare Improvement Scotland

· The Procurator Fiscal 



5.0	Introduction

5.1	An LSI should be considered if one or more of the following applies;

· an adult protection referral is received that involves 2 or more adults living within or cared for by the same service

· a referral is received regarding one adult, but the nature of the referral raises queries regarding the standard of care provided by a service

· where more than one perpetrator is suspected

· institutional harm is suspected

· a whistle-blower has made serious allegations regarding a service

· where the complexity of the situation requires detailed planning and coordination

· there are significant concerns regarding the quality of care provided and a service’s ability to improve. These concerns could come from a regulatory body such as the Care Inspectorate 

· an adult or adults are living independently within the community but are subject to harm from a perpetrator or group of perpetrators, or it is strongly suspected that more than one adult is subject to such harm

· the Procurator Fiscal investigating a death or serious injury has concerns regarding a service

· concerns regarding an adult are raised following their admission to hospital or discharge. This may include concerns about a care service that are evidenced by an admission to hospital, or concerns regarding an NHS service area. 

· concerns are raised via a complaint to the Care Inspectorate, NHS Board,  Renfrewshire Council or the Health and Social Care Partnership 

· concerns are raised by GPs, District Nurses, Dentists, Allied Health Professionals etc who attend a service

· concerns are raised regarding financial issues involving more than one service user

5.2	Harm in a care setting can include

· Financial, physical or sexual abuse

· Neglect or omission of care

· Exploitation, coercion or undue influence to the detriment of the adult

· Psychological abuse, however subtle. 

· Undignified or degrading treatment. 



6.0	Large-Scale Investigation Initial Notifications 

6.1	This guidance should be considered on receipt of any adult support and protection referral or any other referral that indicates that more than one adult (or potentially more than one adult), may be at risk of harm as defined by the Act. If it appears that immediate action is required to protect the adult(s) this should be taken without awaiting further stages in the procedure.

6.2	Concerns that more than one adult in a care or community setting may be at risk of harm will usually be received via adult protection duty system or through the process of care management within locality-based services.

6.3	Contact should be made immediately with Police Scotland and relevant health Managers. This interagency discussion will contribute to the initial inquiries. 

6.4	Where it is suspected that a crime has been committed the police should always be notified to consider and/or undertake a criminal investigation.

6.5	The Team Manager should report the matter as a potential LSI to the Operations       Manager or Service Manager with overall responsibility for the service who will oversee initial inquiries to establish if the matter is likely to require an LSI.  

6.6	While Covid arrangements are in place, any issues relating to the potential for an LSI should also be reported to the daily Huddle meeting as soon as possible.  Updates regarding progression of an LSI should also be made to this group. 

6.7	The relevant Head of Service should also be notified of the potential for an LSI. 

6.8	The Adult Support and Protection Officer should also be notified of the potential for an LSI. The Adult Support and Protection Officer can offer advice and guidance regarding the criteria for an LSI and procedural matters. 

6.9	The Senior Professional Nurse Advisor should also be notified via completion of a Briefing Note (appendix 11).  The briefing note should be completed by the Adult Support and Protection Officer. The Senior Professional Nurse Advisor will in turn notify the Executive Nurse Director NHS Greater Glasgow & Clyde by means of the Briefing Note. If, for any reason, the Senior Professional Nurse Advisor is not available the Adult Support and Protection Officer should themselves notify the Executive Nurse Director NHS Greater Glasgow & Clyde. 

6.10	Possible outcomes from inquiries are;

· No further action under ASP. This decision does not preclude other interventions   such as Care Inspectorate regulatory activity, contract enforcement action, reviews of service users or alternative legal intervention. This is not an exhaustive list.

· Individual adult protection investigations. This would be the outcome if the harm is thought to be limited as to who is affected, and this harm would be best addressed on an individual basis.

· Initial LSI meeting. This would be the outcome where it is likely that an LSI is required to address ongoing adult protection issues and concerns that impact on multiple adults within the care setting, service or community. 

6.11	If it appears that an LSI is required this should be communicated and discussed with the relevant Head of Service who will make the decision whether to proceed with an Initial Large-Scale Investigation meeting. This meeting will decide whether to proceed to an LSI. 

6.12	The Head of Service should inform the Chief Social Work Officer (CSWO) of the need to hold a meeting to decide whether to advise of the issues and agree the course of action required. 

6.13	The Head of Service should appoint a Lead Investigation Officer (LIO) who will lead the investigative process.

6.14	The LIO will coordinate any immediate actions to protect an adult or adults which could include; 

· a moratorium on admissions/referrals to the establishment or care service. This will be discussed with the Chief Social Work Officer who will make the final decision. 

· immediate HR actions in relation to individual members of staff involved with the managed care service/setting. This is the responsibility of the care provider with advice from other agencies as appropriate. 

· police action as required



This is not an exhaustive list.

6.15	The LIO will inform the Care Inspectorate of the possible LSI.

6.16	The Head of Service will advise the Chief Officer of the possible LSI. 



7.0	Initial Large-Scale Investigation Meeting

7.1	The purpose of this meeting is to agree and record an initial action plan and decide whether an LSI should be instigated.

7.2	An initial Large-Scale Investigation meeting should be chaired by the relevant Head of Service and convened within 5 working days of the decision to hold a meeting.

7.3	The following people should be invited;

· Social Work Operations manager (localities)/ Specialist services joint manager and/or professional Social Work Lead

· Relevant Team Manager(s)

· Contracts Manager

· Adult Support and Protection Support Officer 

· Care Inspectorate

· Police Scotland 

· SFRS

· Relevant health staff

7.4	The Chair should use the agenda contained within this procedure (see Appendix 5).  The meeting should be minuted by a minute taker from business support. 

7.5	If it is unclear, or there is difference of opinion, as to whether an LSI is required the matter will be referred to the CSWO for consideration. The CSWO may make a decision or ask that further inquiry be undertaken to determine the risk of harm before making a final decision.

7.6	If it is decided that an LSI is required relevant notifications should be made to other appropriate agencies following the initial LSI meeting if these have not already been undertaken. Decisions regarding notifications will be made at the meeting and responsibility noted for action. Notifications should be made as soon as possible and no later than 5 working days following the date of the meeting. The chair of Renfrewshire Adult Protection Committee should always be notified of the decision to proceed to an LSI.

7.7	The agencies that should be notified include;

· The Care Inspectorate (for concerns relating to registered care settings)

· Police Scotland (where there is potential criminality)

· The Mental Welfare Commission (where the concerns relate to ill treatment and/or neglect to a person with a mental disorder)

· Healthcare Improvement Scotland (for concerns located within NHS care settings)

· Renfrewshire HSCP Contracts manager

· The Office of the Public Guardian (OPG) (where relevant)

· Renfrewshire Adult Protection Committee Chair

· Other placing or funding local authorities.



[bookmark: _Hlk124376485]This is not an exhaustive list. 

7.8	The meeting should consider and record an initial action plan.  If an LSI is indicated a date for the LSI Planning Meeting should be scheduled. 





8.0	Large-Scale Investigation Planning Meeting

8.1	This multi-agency planning meeting should be convened not more than 5 working days from the LSI initial meeting. The meeting should be chaired by the appropriate Head of Service who will have overall responsibility for arranging the meeting. 

8.2	Attendees of this meeting will be known as the Large-Scale Investigation Planning Group. The following people should be considered for invitation (note this is not an exhaustive list);

· A representative from the local authority legal section (always invited)

· Care Inspectorate Link Inspector

· Police Scotland

· Scottish Fire and Rescue

· Council Contracts Manager

· Representative from NHS GGC (usually HSPC Service Manager or Head of Service) 

· Police Scotland

· G.P. Clinical Director

· Chief Nurse

· Representatives from other funding local authorities

· ASP Support Officer

· Relevant Team Manager (s)



This is not an exhaustive list.

8.3	Senior managers invited may be accompanied by, or delegate attendance to, relevant additional managers, however any delegated manager must be of sufficient seniority to allow for effective decision making and allocation of resources.

8.4	The relevant manager and/or owner of the care setting or service should be invited unless their presence may compromise the investigation.  A decision as to whether to exclude a representative from a care setting from the meeting will be taken by the Chair in consultation with relevant partners such as Police Scotland, the Care Inspectorate etc.

8.5	The Chair of the LSI Planning meeting will use the sample agenda contained within this procedure (see Appendix 5).

8.6	The meeting should; 

· confirm whether an LSI should be initiated

· identify the objectives of any LSI

· share available information from all key agencies

· Identify a Lead Investigation Officer (LIO). This should be a senior manager who has a social work qualification, is registered with the SSSC, is an authorised Council Officer as defined by the Act, and has substantial experience of adult protection fieldwork

· Identify and/or confirm lead officers and managers from each agency

· identify single points of contact within each agency to establish a communications framework 

· identify and assess apparent initial risk

· agree an initial risk management plan identifying key tasks to be undertaken, ownership and timescales. This may include any immediate protective measures for individuals that has not already been taken

· agree a framework and timescales with SMART actions to progress and review the investigation

· consider recommendation of a moratorium on admissions if a contracted care setting. If the service is an internal provision a stop on admission should be considered. 

· clarify any parallel investigations and roles within each agency and feedback mechanisms

· Identify a location centre for the investigation team along with any other resources required for the investigation

· Discuss provision for the sharing and secure storage of information that requires to be recorded and accessed by staff during the investigation.  This should be supported by business processes and systems that allow approved staff to access, record and quickly retrieve key information. 

· A business support manager should identify a key member of staff to assist with information storage and dissemination, storage of information and other key tasks of the investigation

8.7	The Meeting should discuss and have careful regard to the impact of the LSI. This will include consideration of; 

· the ongoing management of the service involved

· the impact on service users, families and staff

· how information should be disseminated to service users and families.  A specific approach to informing and updating those affected by the LSI should be developed.  Arranging meetings with residents & families and/or providing a single point of contact should be considered (see 9.7)

· any inquiries already conducted at this time (from social work, health & police etc)

· information provided by the Care Inspectorate which will include all previous concerns / reports and complaints received by them 

8.8	The meeting will specifically consider how advocacy services are to be provided.  Service users who are the subject of the LSI should always be offered independent advocacy and be given assistance to gain access to an advocacy worker. It is especially important to involve an independent advocacy worker if the adult does not have capacity to agree to a referral and there is no welfare proxy (guardian or attorney) in place.  The meeting should agree a single point of contact for liaison with advocacy services.

8.9	The meeting should consider any possible interest from the media in line with Renfrewshire Council's Media Handling Protocol. Where media interest is likely the appropriate communication officers from relevant agencies should identify a specific joint media strategy. Heads of Service will have the responsibility to prepare joint statements for the media in conjunction with Communications Team as required. 

8.10	The meeting will identify how other Heads of Service, the CSWO, senior managers of strategic partners and the Chair of the Adult Protection Committee should be updated at key points of the process. The Head of Service should consult with the Chief Social Work Officer and Chief Officer to consider whether elected members need to be appraised. 

8.11	The meeting will address any cross-boundary Issues. Where service users are placed by a different local authority responsibilities and/or actions of both Renfrewshire Council and the placing authority must be discussed, agreed and recorded. The decisions must be communicated to the placing authority in writing. Assistance from contracts team may be necessary. 

8.12	The meeting will clearly identify whether partner agencies are obliged to undertake other investigations. For example, possible investigations could be undertaken by the NHS, internal HR departments, Scottish Fire and Rescue Service, the Office of Public Guardian (OPG), the Care Inspectorate, Health Improvement Scotland (HIS), the Mental Welfare Commission (MWC), and Council Trading Standards/Auditors departments.

8.13	The meeting will decide whether notifications to other statutory agencies have been made and whether others are necessary. 

8.14	The meeting will be minuted by a business support minute taker and a copy of the action plan will be circulated to all participants (and relevant others) within five working days and the full minute will be sent within ten working days.  These minutes should then provide the basis for any subsequent investigation and further multi agency meetings. 

8.15	Participants in this meeting will be known as the LSI Group. Consideration should be given as to whether other parties not in attendance should be invited to be part of the group for future meetings.

8.16	The Large-Scale Investigation Group will meet on a regular basis throughout the process of the Large-Scale Investigation at the discretion of the Chair. Information regarding the progress of the LSI for any such meeting will be provided by the LIO. 

8.17	The Large-Scale Investigation Group can instruct the Large-Scale Investigation team on any matter related to the investigation and each meeting should make a decision as to whether the Large-Scale Investigation should continue, cease or cease within a specified period or on a specified date. 



9.0 	Large-Scale Investigation

9.1	The role of the LIO will be to plan and supervise all investigation activity.

9.2	The LIO will provide updates to the Chair of the LSI Investigation Group, relevant Heads of Service and the Chief Social Work Officer on a weekly basis and to all relevant parties as necessary.

9.3	The LIO will identify and appoint a team of practitioners who will conduct the investigation. All senior managers within the HSCP will be required to nominate staff to take part in the LSI. The team will comprise of Council Officers from across all care groups, Council Officer Team Managers and relevant other HSCP staff such as Occupational Therapists, Dieticians, Community Nurses and medical staff as necessary. Release of practitioners and clinicians to undertake the LSI should be prioritised. HSCP managers should address practitioners’ existing workloads to ensure capacity to undertake the investigation.  

9.4	If a Large-Scale Investigation is conducted regarding a HSCP managed service to prevent any conflict of interest neither the LIO nor investigating Council Officers should be from that service. 

9.5	If during the investigation risks to any adult or group of adults are identified that relate to a staff member from any organisation that organisation will be responsible for invoking disciplinary procedures and ensuring that any immediate risks are minimised or eradicated. The Large-Scale Investigation Group should be informed of any such action.

9.6	Consideration should be given to the any ethnic, religious, gender or LGBTQ factors during the investigation.

9.7	The LIO will carefully consider how best to notify service users and their proxies of the LSI. This may include initially contacting service users and proxies as appropriate by telephone using a script (see Appendix 7), following this up by letter and arranging a meeting in the care establishment or other location if a care service is involved.

9.8	GPs involved in the care of any service user affected by the LSI should be contacted by letter to inform them of the ongoing process (see Appendix 8). This may best be undertaken via the GP Clinical Director.

9.9	The LIO should meet and communicate regularly throughout the process of the LSI with the manager and/or owner of the care establishment of service where relevant

9.10	The LIO will meet with the investigation team on a weekly basis. Members of the investigation team should be appraised of all available information, any relevant background knowledge regarding the adults involved and any alleged perpetrator(s). It is expected that members of the investigation team will always attend these meetings.  Non-attendance should be agreed in advance with the LIO. Other relevant staff or representatives from other bodies may be invited to this meeting. For example, the RHSCP Contracts Manager and the Care Inspectorate will always be invited.

9.11	The LIO will ensure that the investigation team are clear about their role, responsibilities, objectives and required actions at all times. The Lead Investigation Officer will identify key tasks to be undertaken, the staff who will undertake these tasks, and agree timescales for completion.  This will include monitoring whether any immediate protective measures for individuals are required. 

9.12	The LIO will ensure that the team undertake their duty under the Act is a duty to consider advocacy services. Services users and/or their families and proxies should be provided with information and assistance to access advocacy services in all cases and at all stages of the investigation. Provision of such assistance and information should be recorded.

9.13	The Care Inspectorate will contribute to the LSI as agreed with all other parties and may also assist the investigation through the deployment of specialist staff where appropriate.  

9.14	Agreement should be reached between the LIO and the Link Inspector from the Care Inspectorate in relation to the roles and responsibilities of all staff undertaking investigations in registered services. 

9.15	The LIO will ensure that close co-operation is maintained with regulatory and inspection agencies where a regulated establishment or health setting is the site of the alleged abuse e.g. Care Inspectorate, Healthcare Improvement Scotland (HIS) and the Mental Welfare Commission. 

9.16	The Adult Support and Protection Support Officer will be available to offer advice and guidance and to participate in weekly investigation team meetings and any Case Conferences or case discussions.

9.17	The LIO in conjunction with the LSI Group should carefully consider issues of staff welfare. Arrangements will be made for debriefing and supporting staff. Provision of counselling should be considered where appropriate.  

9.18	The LSI should broadly follow the process below dependant on the circumstances of the individual LSI. 

9.19	The LIO in conjunction with Council Officer Team Managers allocated to the inspection will conduct an initial risk assessment of all service users involved to decide priority of initial inquiries under S.4 of the Act. This will involve reviewing relevant social work and health records, ascertaining legislative status and considering the outcome of any assessments already completed such as from Dieticians, Care Home Liaison Nurses and Occupational Therapists.

9.20	All service users will then be allocated to a Council Officer as defined by the Act (see appendix 4) to undertake initial S4 inquiries to ascertain whether the criteria to be considered as an adult at risk under the Act is met.  Initial inquiries will take place in order of priority identified in 8.21 . Other members of the investigation team may also be involved in undertaking and/or contributing to these inquiries either in conjunction with the Council Officer or by means of separate assessments (such as moving and handling or dietary and fluid assessments) as identified by the LIO. Careful planning is required at this stage to ensure progression of the LSI and minimise disruption to the care service and service users. 

9.21	Where the LSI is being conducted with regard to a care establishment Council Officers should use the template provided in Appendix 10 to undertake their inquiries. 

9.22	Council Officers undertaking inquiries will be allocated to a Team Manager. It is expected that Council Officers will discuss the progress of their inquiries with their investigation Team Manager on a regular basis. The Council Officers should adhere, as much as possible, to Adult Support and Protection timescales and record their actions on AIS.  Any delays should be recorded with reasons given. The allocated Team Manager will be responsible for all business processes in relation to S4 initial inquiries and any subsequent progression to formal investigation under the Act.

9.23	Consent for sharing of information should be obtained where possible. If an adult does not consent consideration should be given to

· Whether the adult is subject to undue pressure

· The adult’s capacity to make informed decisions regarding the sharing of information

· Whether any other adult (s) may be at risk due to the non-sharing of information

· The urgency of the situation

	Where an adult does not have capacity to give consent this should be sought from a proxy where relevant. Consent is not always required where risks are evident but should always be sought. 

9.24	Ensuring consent for medical examination is the responsibility of any examining Medical Officer and should be considered in advance.	 

9.25	The Allocated Business Support worker should attend this meeting. They should complete a running minute and record outcomes and other decisions on the relevant template 

9.26	The weekly investigation Team Meeting will consider all relevant information obtained regarding individual service users throughout the course of the LSI. Each service user will be discussed at each meeting and progress of initial inquiries and of any subsequent formal investigation under the Act noted. The meeting will discuss and record concerns to identify themes that relate to deficiencies in care or other forms of harm. 

9.27	Once S4 inquiry for an individual service user is completed the Council Officer will discuss recommendations with their allocated investigation Team Manager. The Council Officer will then feedback to the weekly investigation team meeting using the template provided in Appendix 10. The meeting will discuss the inquiry and the Council Officer recommendation and decide whether the criteria for an adult at risk under the Act has been met and whether any subsequent actions are necessary. 

9.28	Possible outcomes of the S4 initial inquiries are;

· Criteria not met. NFA under Adult Support and Protection and no other intervention required.

· Criteria not met. NFA under Adult Support and Protection. Further action required i.e. referral to another service etc

· Criteria met but no further action required under Adult Support and Protection. Other actions may or may not be required. 

· Criteria met. Progression to formal investigation under Adult Support and Protection required. 

9.29	If a service user is deemed to be an adult and risk and it is decided that formal investigation under the Act is required this should be progressed by the allocated Council Officer and a second worker identified from the LSI investigation team as required.

9.30	As per Renfrewshire ASP procedures an AP2 risk assessment should be completed within the usual timeframe. General tasks and information to be obtained will be discussed at the weekly meeting but the allocated investigation Team Manager should also meet with the Council Officer and second worker (if relevant) to discuss the detail of the investigation. If the investigation appears particularly complex this 	meeting should also include the LIO. The Council Officer and allocated Team 	Manager should meet throughout the progress of the investigation and the case will also be discussed at the weekly investigation meeting. Any issues should be raised with the Lead Investigation Officer to resolve or escalate as appropriate. 

9.31	The completed AP2 should be discussed with the allocated Team Manager and any necessary revisions or further inquiries undertaken.

9.32	Once finalised the AP2 should be sent to the LIO for consideration. The outcome of the investigation will be discussed at the weekly investigation meeting, but it may also be helpful for the Council Officer, allocated Team manager and LIO to meet separately to discuss. The LIO will make the final decision as to whether to progress to Case Conference for the individual. A Case Conference may be required where there are substantial and/or complex risks evident for an adult that cannot otherwise be addressed during the investigation.

9.33	Any Case Conference convened should follow standard Renfrewshire ASP procedures. 

9.34	The Case Conference should be chaired by either the LIO or the responsible social 	work senior manager and this should be decided via discussion and agreement with the relevant Head of Service. If the Case Conference Chair is nor the LIO they should be invited to the conference.

9.35	Following completion of S.4 initial inquiries on all relevant service users a care management review for each will be arranged. This review will be conducted by staff from the relevant local authority. All non-Renfrewshire reviews should be attended by the allocated Council Officer from the LSI. If the case is already allocated outwith the LSI to a RHSPC social worker, the review will include this member of staff as well as the LSI allocated Council Officer. The review will follow the normal procedure for case reviews. 

9.36	The outcome of the review will be discussed at the weekly LSI meeting. The meeting will consider whether any further action is required which may include reconsideration of the outcome of the s4 inquiry.  

9.37	The LIO may consider that service users should be reviewed 6 months following the 	cessation of the LSI to ensure that they continue to remain safe from harm.

9.38	Renfrewshire Adult Protection Committee should be provided with regular updates as to the progress of the LSI.



10.0	Large-Scale Investigation Outcome Meeting

10.1	A decision to end the LSI can be made at any meeting of the Large-Scale Investigation Group. 

10.2	The Lead Investigation Officer will provide the Large-Scale Investigation Group Chair with a report upon conclusion of the investigation. This report will be written by the Lead Investigation Officer with assistance from the Adult Support and Protection Officer using the template in Appendix 11.  The Chair will schedule an outcome meeting to allow for discussion of the findings.

10.3	The Chair should normally be the same person who chaired the original LSI planning meeting.

10.4	All relevant parties should be invited to this meeting including a representative of the managed care setting where relevant. This representative may be excluded from certain sections of the meeting at the discretion of the Chair.

10.5	The purpose of this meeting will be to

· Consider the report from the LIO and any other party

· Ensure that appropriate risk assessments have been completed and protection or care management plans are in place.

· Ensure that timescales are set for addressing any outstanding concerns

· Determine whether the adults within the care setting are adults at risk as defined by the Act

· Develop an action plan to address remaining risk or outstanding concerns

· Consider whether any themes have emerged

10.6	A decision should be made as to whether;

· No further action should be taken. This decision would be appropriate if the adults were not deemed to be adults at risk

· Adult protection action plan. This decision would be appropriate if the adults remain at risk of harm. The plan should address any remaining risks and actions required to safeguard

· Quality assurance Action Plan. This decision would be appropriate where there are quality assurance concerns 

· A significant case review is required. 

10.7	The decisions of this meeting should be sent to all relevant parties.

10.8	Renfrewshire Adult Protection Committee should be provided with a summary report regarding key findings of the LSI and areas for learning. 
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PRINCIPLES FOR PERFORMING FUNCTIONS UNDER THE ADULT SUPPORT AND PROTECTION (SCOTLAND) ACT 2007  

The Act requires the following principles to be applied when deciding which measure will be most suitable for meeting the needs of the individual. Any person or body taking a decision or action under the Act must be able to demonstrate that the principles in sections 1 and 2 have been applied.  

The principles in Section 1 require that any intervention in an adult's affairs under the Act should:  

· provide benefit to the adult which could not reasonably be provided without intervening in the adult's affairs; 

and 

· is, of the range of options likely to fulfil the object of the intervention, the least restrictive to the adult's freedom.  

 

The principles in Section 2 require that Social Work staff performing a function under Part 1 of the Act must also have regard to the following:  

 

· the wishes of the adult - the present and past wishes and feelings of the adult, where they are relevant to the exercise of the function, and in so far as they can be ascertained. Efforts must be made to assist and facilitate communication using whatever method is appropriate to the needs of the individual. 

· the views of others - the views of the adult's nearest relative, primary carer, and any guardian or attorney, and any other person who has an interest in the adult's well-being or property, must be taken into account, if such views are relevant.  

· the importance of the adult participating as fully as possible in any decisions being made. The adult is provided with information at all stages and/or with aids to communication to assist with that participation.  

· that the adult is not treated less favourably than the way in which a person who is not an "adult at risk" would be treated in a comparable situation; and  

· the adult’s abilities, background and characteristics – including: the adult's age, sex, sexual orientation, religious persuasion, racial origin, ethnic group and cultural and linguistic heritage – are fully taken into account.  
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Adult at risk 

Under the Adult Support and Protection (Scotland) Act 2007 an “adult at risk” means a person aged sixteen years or over who:  

 

(a) is unable to safeguard their own well-being, property, rights or other interests;

(b) is at risk of harm, and 

(c) because they are affected by disability, mental disorder, illness or physical or mental infirmity are more vulnerable to being harmed than adults who are not so affected. 

 

All of above criteria must apply to class an individual as an "adult at risk". 

 

The presence of a particular condition does not automatically mean an adult is an “adult at risk”.  Someone could have a disability but be able to safeguard their well-being, property, rights or other interests; all three elements of this definition must be met.  It is the entirety of an adult’s particular circumstances which can combine to make them more vulnerable to harm than others. 



Who is “at risk of harm”? 

An adult is at risk of harm if another person’s conduct is causing or is likely to cause the adult to be harmed. 

 

or 

 

The adult is engaging or is likely to engage in conduct which causes or is likely to cause self-harm. 



What is Harm? 

Under the Adult Support and Protection (Scotland) Act 2007, harm “includes all harmful conduct" and, in particular, includes:- 

(a) conduct which causes physical harm, conduct which causes psychological harm (e.g. by causing fear, alarm or distress) 

(b) unlawful conduct which appropriates or adversely affects property, rights or interests (for example: theft, fraud, embezzlement or extortion) 

(c) conduct which causes “self-harm”. 

 

Section 3(4) Duty to inquire- Adult Support and Protection (Scotland) Act 2007 

The 2007 Act states that a Council must make inquiries about a person’s well-being, property or financial affairs if it knows or believes that the person is an adult at risk and that it might need to intervene in order to protect the person’s well-being, property or financial affairs. 

 

Section 10 Inquiry – Adults with Incapacity (Scotland) 2000 

A Local Authority shall have the following general functions under this Act –  

a) To supervise a guardian appointed with functions related to the personal welfare of an adult in the exercise of those functions 

b) To consult the Public Guardian and the Mental Welfare Commission on cases or matters relating to the exercise of functions under this Act in which there is, or appears to be, a common interest 

c) To receive and investigate any complaints relating to the exercise of functions relating to the personal welfare of an adult made: 

(i) In relation to welfare attorneys 

(ii) In relation to guardians or persons authorised under intervention orders 

d) To investigate any circumstances made known to them in which the personal welfare of an adult seems to be at risk 

e) To provide a guardian, welfare attorney or person authorised under an intervention order, when requested to do so, with information and advice in connection with the performance of his functions in relation to personal welfare under this Act. 



S33 Inquiry – Mental Health (Care and Treatment) (Scotland) Act 2003 

Duty to Inquire 

1) Where it appears to a Local Authority that:

(a) A person in their area who is 16 years or over has a mental disorder; and

(b) Any of the circumstances mentioned in subsection 2) below apply 

The authority shall cause inquiries to be made in the person’s case. 

2) Those circumstances are: 

(a) That the person may be, or may have been, subject, or exposed at some place other than a hospital to: 

(i) Ill treatment; 

(ii) Neglect; or 

(iii) Some other deficiency in care or treatment 

(b) That because of the mental disorder, the person’s property: 

(i) May be suffering, or may have suffered, loss or damage; or 

(ii) may be, or may have been, at risk of suffering loss or damage; 

(c) That the person may be: 

(i) Living alone or without care; and 

(ii) Unable to look after himself or his property or financial affairs; 

(d) That the person is not in hospital and, because of the mental disorder, the safety of some other person may be at risk. 
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APPENDIX 2 - DEFINITIONS





LOCAL AUTHORITY  

Has a duty under the Adult Support and Protection (Scotland) Act 2007 to make inquiries about a person’s well-being property or financial affairs if it knows or believes –

a) that the person is an adult at risk 

b) that it might need to intervene in order to protect them 



They also have responsibilities in terms of monitoring and ensuring contract compliance for commissioned services: 



NHS   

Has overall responsibility for the healthcare of service users / patients. Under the Act they have a duty to co-operate with any inquiries about adults at risk of harm. Where required they will provide a nominated health professional to undertake any health assessments required. 

 

POLICE SCOTLAND  

Has responsibility to detect and investigate crime and subsequently report the facts and circumstances to the procurator fiscal. They have a duty to co-operate with any inquiries about adults at risk of harm. 

 

CARE INSPECTORATE  

Has a regulatory role in considering the safety of all service users in any registered care service and can take enforcement action under the Public Services Reform (Scotland) Act 2010. They have a duty to co-operate with any inquiries about adults at risk of harm. 

Whilst responsibility for carrying out initial inquiries rests with the local authority, and the police (where a crime may have been committed), other agencies may be asked to assist.  ASPA allows for other persons to accompany a Council Officer carrying out visits under the requirements of the Act. The policy position of the Care Inspectorate is that this would only happen where it is considered there is a strong probability that action will be required under the Public Services Reform (Scotland) Act and that evidence gained will enable that to take place.  



The Care Inspectorate may investigate complaints or inspect a service in parallel to other Adult Support and Protection investigations being carried out. 

 

HEALTH IMPROVEMENT SCOTLAND (HIS)

Healthcare Improvement Scotland (HIS) has a similar scrutiny and improvement role to the Care Inspectorate for health services.  

 



MENTAL WELFARE COMMMISSION (MWC)

The Mental Welfare Commission for Scotland (MWC) has particular statutory responsibilities in relation to the care and treatment of people with mental disorders both in monitoring practice and carrying out inspections and inquiries.   



The MWC scrutinises all interventions and guardianship applications and where not visiting directly corresponds with the adult and or guardian to explain the role and to ask that the guardian advise them of any change of circumstances or concerns, they may have. 

Visiting the adult is at the discretion of the MWC. The MWC would also investigate any complaints relating to the exercise of the functions relating to the personal welfare of the adult similar to those requirements of the local authority. 



OFFICE OF THE PUBLIC GUARDIAN (OPG) 

With the commencement of the Adults with Incapacity (Scotland) Act 2000 (the Act) the Office of the Public Guardian came into being.  One of the principle functions of the Public Guardian is to receive and investigate complaints regarding the exercise of functions relating to the property or financial affairs of an adult made: 

a) In relation to continuing attorneys appointed in terms of the Act 

b) Concerning access to funds under Part 3 of the Act 

c) In relation to guardians or persons authorised under intervention orders. 



The Public Guardian can also investigate any circumstances made known in which the property or financial affairs of an adult seem, to the Public Guardian to be at risk. 
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APPENDIX 3 – AGENCY RESPONSIBILITIES





		Adult with Incapacity 

		A person aged 16 years and over who because of a mental disorder (or an inability to communicate due to physical disorder) lacks the capacity to make, communicate, understand, or retain the memory of decisions relating to their welfare or finances. 



		Capacity 

		The ability to make an informed choice about any aspect of welfare or financial decisions. The Adults with Incapacity Act 2000 regards capacity as being decision specific. 



		Care Inspectorate 

		The Care Inspectorate is the independent scrutiny and improvement body for care and children’s services. They play a significant part in improving services for adults and children across Scotland by regulating and inspecting care services and carrying out social work and child protection inspections. Care Services are required to register with the Care Inspectorate and will be the subject of regular inspection.  The Care Inspectorate takes an active role in encouraging improvement in the quality of services and making information available to the public about the quality of these services.  The Care Inspectorate also has a responsibility to investigate complaints it receives concerning any care service. The Care Inspectorate can take enforcement action under the Public Services Reform (Scotland) Act 2010.  



		Council Officer 

		The Adult Support and Protection (Scotland) Act 2007 defines a “Council Officer” as an individual appointed by the Council under Section 64 of the Local Government (Scotland) Act 1973.



A person who is authorised to fulfil the functions under Sections 7,8, 9, 10,11, 14, 16 and 18 of the Adult Support and Protection (Scotland) Act 2007



The person will need to be employed by the relevant Council and must be: 

a) Registered in the part of the register maintained by the Scottish Social Services Council (SSSC) in respect of Social Service Workers, registered as an occupational therapist in the register maintained under Article 5(1) of the Health Professionals Order 2001, or a nurse, and

b) Have at least 12 months post qualifying experienceof identifying, assessing and managing adults at risk. 

Renfrewshire council’s Adult Support and Protection Interagency procedures defines a Council Officer as being a qualified social worker who meets the criteria above and has undertaken specific Council Officer training.  



		Health Professional 

		A “Health Professional” for the purposes of the Act are 

a) a doctor,

b) a nurse,

c) a midwife, or

d) any other type of individual described (by reference to skills, qualifications, experience or other use) by an Order made by the Scottish Ministers.

The definition of doctor, nurse and midwife is as specified under their respective professionals Acts, i.e. Medical Act 1983 and Nurses & Midwives Order 2001. 



		Health Records 

		These are any records, in any format, which relate to an individual’s physical or mental health which have been made by or on behalf of health professionals in connection with the care of the individual. 



		Independent advocacy worker 

		A member of an advocacy service which operates independently of other service providers.  Advocacy is about safeguarding individuals who are in situations where they are at risk of harm and who are not being heard.  This often involves helping them to express their views and assist them to make their own decisions and contributions.   



		Mental Health Officer 

		A local authority social worker who has undergone specific post qualifying accredited training in mental disorder and mental health legislation.  This person then has certain delegated powers under such legislation to act in conjunction with medical practitioners in the compulsory treatment of individuals with mental disorders. 



		Mental Disorder 

		The Mental Health (Care and Treatment) (Scotland) Act 2003 defines “Mental Disorder” as: Any mental illness, personality disorder or learning disability, however caused or manifested.



		Undue Pressure

		A Sheriff cannot make a Protection Order under the Act if he/she knows that the affected adult at risk has refused to the granting of the Order UNLESS the Sheriff reasonably believes that the adult has been “unduly pressurised” to refuse consent and there are no steps which could reasonably be taken with the adult’s consent which would protect the adult from harm.  Undue pressure is where it appears that harm is being, or is likely to be, inflicted by a person in whom the adult has confidence and trust and that the adult at risk would consent if they did not have confidence and trust in that person.   

Undue pressure is also relevant where the adult at risk is afraid of or being threatened by another person.  The likelihood of undue pressure being brought to bear should always be considered when the adult at risk refuses to give consent. 



		Whistle Blowing 

		A means by which staff can safely raise their concerns within their organisation about matters of suspected or actual malpractice.  This allows an individual to by-pass the formal line management arrangements if necessary.
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Large-Scale Investigation Meeting



Date/Time/Location









Agenda





1. Welcome and introductions

2. Confidentiality statement

3. Purpose of meeting

4. Cause of Concern/investigation findings [amend as appropriate]

5. Risk assessments/care plan

6. Partner agency information

7. Advocacy and service user liaison

8. Media and communication

9. Recommendations

10. Review of Actions

11. AOCB
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Identifying and Applying Early indicators of concern in care services for people with learning disabilities and Older people 

The Scottish Government



https://www.gov.scot/binaries/content/documents/govscot/publications/research-publication/2014/02/early-indicators-concern-care-services/documents/identifying-applying-early-indicators-concern-care-services-people-learning-disabilities-older-people/identifying-applying-early-indicators-concern-care-services-people-learning-disabilities-older-people/govscot%3Adocument







Figure 1

		Examples from the Research LD



		1. Concerns about management and leadership

· The Manager can’t or won’t make decisions or take responsibility for the service  

· The Manager doesn’t ensure that staff are doing their job properly  

· The Manager is often not available  

· There is a high turnover of staff or staff shortage  

· The Manager does not inform Social Services that they are unable to meet the needs of specific service users 

		2. Concerns about staff skills, knowledge and practice  

· Staff appear to lack knowledge of the needs of the people they are supporting e.g. behaviours  

· Members of staff appear to lack skills in communicating with individuals and interpreting their interactions 

· Members of staff use judgemental language about the people they support  

· Members of staff are controlling and offer few choices  

· Communication across the staff team is poor  

· Abusive behaviours between residents are not acknowledged or addressed 

		3. Concerns about residents’ behaviours and wellbeing   

· Residents behaviours change – perhaps putting themselves or others at risk  

· Residents communications and interactions change – increasing or stopping for example  

· Residents needs appear to change   

· Residents skills change i.e. self-care or continence management   

· Residents behave very differently with different staff or in different environments e.g. day centre  





		4. Concerns about the service resisting the involvement of external people and isolating individuals   

· There is little input from outsiders / professionals   Individuals have little contact with family or other people who are not staff   

· Appointments are repeatedly cancelled  

· Members of staff do not maintain links between individuals and people outside of the service e.g. family, friends,  

· Management and/or staff demonstrate hostile or negative attitudes to visitors, questions and criticisms   

· It is difficult to meet residents privately

		5. Concerns about the way services are planned and delivered   

· Residents needs are not being met as agreed and identified in care plans 

· Agreed staffing levels are not being provided  

· Staff do not carry out actions recommended by external professionals  

· The service is ‘unsuitable’ but no better option is available  

· The resident group appears to be incompatible  

· The diversity of support needs of the group is v

		6. Concerns about the quality of basic care and the environment   

· There is a lack of care of personal possessions   

· Support for residents to maintain personal hygiene is poor  

· Essential records are not kept effectively  

· The environment is dirty / smelly  

· There are few activities or things to do  

· Residents dignity is not being promoted and supported  











Figure 2

		Examples from the Research- Older People Services



		1. Concerns about management and leadership



· There is a lack of leadership by managers, for example managers do not make decisions or set priorities 

· The service/home is not being managed in a planned way, but reacts to problems or crises 

· Managers appear unaware of serious problems in the service 

· The manager is new and doesn’t appear to understand what the service is set up to do 

· A responsible manager is not apparent or available within the service. 

		2. Concerns about staff skills, knowledge and practice  



· Staff appear to lack the information, skills and knowledge to support older people/people with dementia 

· Staff appear challenged by some residents’ behaviours and do not know how to support them effectively

· Members of staff are controlling of residents 

· Members of staff use negative or judgemental language when talking about residents 

· Record keeping by staff is poor

		3. Concerns about residents’ behaviours and wellbeing   



One or more of the residents-

· show signs of injury     through lack of care or attention 

· Appear frightened or show signs of fear

· Behaviours have changed 

· Moods or psychological presentation have changed



		4. Concerns about the service resisting the involvement of external people and isolating individuals   



· Managers/staff do not respond to advice or guidance from practitioners and families who visit the service 

· The service is not reporting concerns or serious incidents to families, external practitioners or agencies 

· Staff or managers appear defensive or hostile when questions or problems are raised by external professionals or families 

		5. Concerns about the way services are planned and delivered   



· There is a lack of clarity about the purpose and nature of the service 

· The service is accepting residents whose needs they appear unable to meet 

· Residents’ needs as identified in assessments, care plans or risk assessments are not being met 

· The layout of the building does not easily allow residents to socialise and be with other people 

		6. Concerns about the quality of basic care and the environment   



· The service is not providing a safe environment 

· There are a lack of activities or social opportunities for residents 

· Residents do not have as much money as would be expected 

· Equipment is not being used or is not being used correctly 

· The home is dirty and shows signs of poor hygiene 
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Please follow this script when informing families of the Large Scale investigation



Renfrewshire Council are currently undertaking a Large-Scale Investigation into _______.

The Adult Support and Protection Act 2007 allows for Large-Scale Investigations where circumstances indicate there may be one or more adults at risk of harm within a care setting. 

We consider a Large-Scale Investigation when there is/are:  

· A report of harm to an individual which may affect a number of other individuals also in receipt of care

· Concerns raised about systematic failure impacting on the quality of care delivered which may be placing individuals at risk of harm

A planning group made up of people from several different agencies such as Social Work, NHS etc was recently held and chaired by _______, Head of Service. A Lead Investigation Officer has been appointed, _______ 

The planning group will determine an action plan and multi agency response to further investigate significant concerns and or/immediate risks.  This may include whether all residents need to be reviewed and address immediate risks or determine particular themes that require further investigation.

_______ is registered with the Care Inspectorate. The Care Inspectorate has a regulatory role in considering the safety of all service users in any registered care service and regularly inspects and grades each service. _______ was inspected and as a result the grades are likely to reduce. These have not yet been published. 

We will be holding a meeting for relatives in the near future. If you have any further questions please get back to me (give person your contact details). You will also be sent a letter with this information





Possible Questions

· Why is _______ being investigated?

We have received information regarding the quality of care that requires further investigation.



· Is it serious?

Yes- we treat every investigation seriously



· Is there _______ going to close?

There are no plans to close _______



· How long will the investigation last?

We don’t know how long the investigation will last at the moment but we will keep you updated



· Will we find out the outcome of the investigation?

At this stage it is too early to say



· Are the Police involved?

Any concerns of a criminal nature will be passed to Police Scotland



· Does the Care Inspectorate know about this?

Yes – they are working closely with _______.  Relatives can still pass complaints to the Care Inspectorate via the normal channels



· What does this mean for my relative?

Your relative’s care plan may be reviewed as part of the LSI process.



· What is the risk to my family member?

At present we do not have reason to believe your family member is at immediate risk.



· Do I have to move my relative?

No 



· I want to move my relative – can you help with this?

Yes – Social Work would make arrangements and assist with this most likely through the formal review process



· I have concerns regarding my relative?

I will take a note of the details and discuss it with my line manager.  I will update you on any action that will be taken.



· Can I get a review for my relative?

Yes – I will inform the Team Manager who will make arrangements for a review
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STRICTLY CONFIDENTIAL

[image: ]

Our ref: LSI/«AIS_Number»	

Your ref: LSI/	

Enquiries: «Council_Officer's_Name»	  

Tel: «Council_Officer's_Contact_No»	

Date: 



Dear [GP Name]



Large-Scale Investigation: __________  



Renfrewshire Council are currently undertaking a Large-Scale Investigation (LSI) into _______.  The Adult Support and Protection Act 2007 allows for Large-Scale Investigations where circumstances indicate there may be one or more adults at risk of harm within a care setting. 

Local Authorities can consider a Large-Scale Investigation when:

· A report of harm regarding an individual resident may affect other residents 

· Concerns are raised about systematic issues which impact on the quality of care delivered across the care home.

The care provided by _______ will be investigated by staff employed by Renfrewshire Health and Social Care Partnership. These staff will identify whether any resident is at risk of harm and whether the care provided by ________ meets the needs of all residents/service users.

_______ is registered with the Care Inspectorate. The Care Inspectorate has a regulatory role in considering the safety of all service users in any registered care service and regularly inspects and grades each service. _______ was recently inspected and as a result the grades are likely to reduce. These grades have not yet been published. 

It is likely that General Practitioners for _______ residents will be contacted as part of the investigation. Should you have any concerns or questions regarding this matter, please feel free to contact myself any member of the LSI management team as noted below.

	Lead Investigation Officer	0141 618 xxxx

	LSI Team Manager		0141 618 xxxx

	LSI Team Manager		0141 618 xxxx





Yours faithfully







______________________

[NAME]

Lead Investigation Officer
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Our ref: LSI/«AIS_Number»	

Your ref: LSI/	

Enquiries: «Council_Officer's_Name»	  

Tel: «Council_Officer's_Contact_No»	

Date: 



«Proxy's_Name»

«Address_1»

«Address_2»

«Address_3»

«Post_Code»



[bookmark: _Hlk124371548]Dear «Proxys_Name»,



Large-Scale Investigation:  



I am writing to you as the legal proxy and/or relative of «Resident's_Name» to inform you that Renfrewshire Council are currently undertaking a Large-Scale Investigation (LSI) into __________.  I have been appointed as the Lead Investigation Officer. 



The Adult Support and Protection Act 2007 allows for Large-Scale Investigations where circumstances indicate there may be one or more adults at risk of harm within a care setting. 



Local authorities can consider a Large-Scale Investigation when;

 

· A report of harm regarding an individual resident may affect other residents 

· Concerns are raised about systematic issues which impact on the quality of care delivered across the care home

The care provided to «Resident's_Name» by __________ will be investigated by staff employed by Renfrewshire Health and Social Care Partnership. These staff will identify whether any resident is at risk of harm and whether the care provided by ________ meets the needs of all residents. You will be contacted as part of these inquiries.



________ is registered with the Care Inspectorate. The Care Inspectorate has a regulatory role in considering the safety of all service users in any registered care service and regularly inspects and grades each service. _______ was recently inspected and as a result the grades are likely to reduce. These grades have not yet been published. 



A meeting will be held at ______ on _______ to discuss the Large-Scale Investigation and answer any questions. In the meantime please contact the allocated Council Officer for «Resident's_Name» who is «Council_Officer's_Name» on «Council_Officer's_Contact_No» if you have any queries. 





Yours sincerely,

[bookmark: _Hlk124375820]





______________________

[NAME]

Lead Investigation Officer
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Completing a S.4 enquiry under LSI for a Care/Nursing Home





When undertaking a S.4 enquiry under a Large-Scale Investigation the Council Officer should aim to identify themes of concern as well as incidents of risk. The following indicators should be considered in addition to the usual enquiries made by a Council Officer and are intended as an aid to professional judgment and decision making.  All enquiries should be recorded on AIS using the attached enquiry template. 



		S.4 enquiry under LSI Checklist



		Indicator 

		Evidence of indicator 

		Not considered- why?  



		Environment 

· Have you seen the individual’s room, common spaces and facilities that they should have access to? 

· Are these areas maintained to an acceptable standard and safe from hazards? 

· How does the individual access these areas? 

· Are doors locked?

· If locked is there written consent within the care plan? 

· If locked, can the resident unlock the door and exit without support?

· If locked, how does the individual access support of exit their room?

· Does the individual have appropriate mobility aids?



		





		



		Care Plan

· Does the individual have a care plan which reflect their needs? 

· Is there evidence the resident’s needs have been assessed? 

· Is there evidence that the care plan has been reviewed? Date(s)?

· Is there evidence of the involvement of appropriate professionals such as GP, CPN etc? 

· Does the care plan include individual preferences and information on the client’s behaviours and activities? 

· Does the care plan include a diagnosis (where appropriate)?

· Is there evidence this care plan is being followed?  

· Do nursing/care notes reflect the care the individual requires? 

· Has the care plan been updated to reflect changes in circumstances (physical health, mental health, dietary needs etc)?

· How are these changes assessed and monitored? 



		

		



		Mobility and Moving and Handling 

· Is all appropriate equipment available for the individuals? 

· Is it the correct equipment? (consult appropriate colleagues)

· Is a moving and handling risk assessment complete and up to date? 

· Has the individual experienced falls? Other injuries?

· Is there currently any evidence of injury to the individual?

		

		



		Nutrition/Fluids 

· Have the individual’s dietary needs been recorded?

· Have the individual’s dietary preferences been recorded?

· If they require a textured diet is there assessment to support this? 

· Are there any other dietary issues?

· Has the individual’s weight been recorded?

· Are there issues regarding weight loss or weight gain?

· Have these been responded to appropriately? 

· Does the individual require their fluid intake to be monitored? 

· If yes, how is this recorded? 

· Is the recording of fluids satisfactory?

		

		



		Medication 

· Is all required medication recorded appropriately? 

· Is there any indication medication has been given incorrectly or not given? 

· If so has this been reported and/or medical advice sought? 

		







		



		Reporting of incidents

· Is there evidence that any concerns have been reported correctly?

· Have any ASP referrals been received by Renfrewshire HSCP? 

· Have appropriate reports been made to the care inspectorate etc?

· Has appropriate medical advice been sought? 

		







		



		Involvement of proxies and family 

· Is there evidence of contact with the appropriate interested parties? 

· Is the individual’s capacity known and recorded? 

· Is a copy of any legal proxy held on file? 

· Are reviews carried out with family/proxies involved? 



		





		



		Continence Management 

· Has the individual been assessed as requiring continence aids?

· Are the correct aids available? 

· Is the individual’s continence well managed (if an issue)?

 

		





		



		Finances

· Does the individual have capacity to manage finances?

· Who manages the finances of the individual?

· Does the individual have access to funds for personal use? 



		

		











Adult Protection Inquiry

Template for S.4 inquiry recording



Details of referral:

(information taken from the referral)







S4 inquiries under Adult Support & Protection Act 2007 were conducted by

(Name of Council Officer).







Number of AP referrals within the last 12 months:

(nil or give number).





Actions taken:

(details of the inquiry and as to how the information as obtained.  Should include contacts with GP / other services / other informal parties).







ASP Legislation:



From the initial inquiry, the writer is of the opinion that:



a) Name of person is/is not able to safeguard their own wellbeing, property, rights or other interests because – please state why.

b) Name of person is/is not at risk of harm because – please state why

c) Name of person is affected by disability, mental disorder, illness or physical or mental infirmity, and makes / does not make him/her more vulnerable to being harmed than adults who are not so affected.





Recommendation:

Name of person does / does not meet all three points of the ASP legislation and the writer recommends (choose one of the following)



Proceeding under ASP Legislation to a full ASP investigation and Risk Assessment – please state why.



NFA under ASP legislation but with alternative action – please state action required



NFA under ASP and no alternative action required.









Name of Social Worker

Council Officer



APPENDIX 10 - INQUIRY CHECKLIST AND RECORDING TEMPLATE





		
[image: Description: C:\Users\mclelan640\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\UQRFW4HS\Full_logo (7).jpg]

		

Rapid Alert/Briefing Note

For Significant Clinical Incidents & Significant Review Incidents 





		

		REFERENCE/Datix No.



		



		Date of incident & time 

		

		Incident Category/Subject 

		LSI



		

		

		LSI Notifcation (to whom and date)

		LSI Notification to Chief Nurse RHSCP





		Unit

		

		Location

		



		Specialty/Service

		

		Is this the location of the event? Y/N 

		If no provide details of location:





		CHI/SWIFT No.

		

		Consultant/Manager 

Role & Contact Details 

		



		

		Patient/Service user outcome/condition

		



		Brief summary of incident – be clear on what is causing concern/escalation & how it impacted on the subject                                             



		





		Any immediate action taken & what action is planned and when 



		



		Any ongoing hazard/ risk



		





		People contacted following incident (provide brief details of who was informed, date/time and key points of discussion e.g. Family, Care Inspectorate, SSSC, Head of Service, Chief Officer, Care Manager, Police, Health & Safety, MWC etc) for LSI notification to include Chief Nurse/Board Nurse Director 



			







		If any Adult Protection processes have been triggered please detail 



		





		Please attach any relevant recordings/report which would assist 



		





		Fiscal interest?



		 Yes  x No



		Service / family given apology / explanation by:

		



		Complaint or Claim likely?

		 Yes  x No



		Service/ family informed of investigation?

		x Yes   No





		Reporting Manager



		

		Date

		



		Incident Contact (if different from above)

		









If incident not progressing to SCI/SCR Investigation the commissioner role should ensure this section is completed



		Who was involved in decision? Please include name and role 



		



		Please note what review was undertaken to support the decision and rationale for decision not to progress



		Review:

		





		Findings

		





		Conclusion/ Rationale:

		





		Date agreed 

		



		Completed by (name & role) 

		



































APPENDIX 11 – HSCP BRIEFING NOTE TEMPLATE



[image: A picture containing text

Description automatically generated]

Large Scale Investigation 

Outcome Report









		Name and address of Organisation subject to LSI (if appropriate)

		



		Name and address of Individual Perpetrators (if appropriate)

		



		Date LSI commenced

		



		Date LSI concluded

		



		Introduction & Presenting Issues (background to report and initial actions)



		



		Service Users (record of service users who were involved with this investigation)



		Name

		Address

		AIS

		Outcome



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		Methodology (method and chronology of investigation)



		



		Findings (detailed by headings below)



		Management

		





		Staff and Staffing Issues

		





		Care Concerns

		





		Practice

		





		Staff attitude and behaviour

		





		Training/Induction

		





		Adult Protection Reporting

		





		Criminal activity



		





		Recommendations (what action is needed, by whom?)



		













		Any other issues/themes?



		



		Action plan required? 

		Yes

		

		No

		

		



		If Yes who completed?

		

		Date of completion

		



		Signed

		



		Designation & Date 
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Multi-agency Escalation of Risk Protocol (MaREP)





This protocol should only be used within Adult Support & Protection practice contexts, following that agency having made an ASP referral, as this protocol is not intended as a replacement for following local ASP guides & procedures but to augment the duty to refer and cooperate process. 



It is also not for matters relating to e.g. assessment for more general care and support needs, funding of care and support needs, which are outside the scope of this process.

Developing multi-agency Adult Support & Protection practice is enshrined in the 2007 Act under Section 5 relating to refer and cooperation between public bodies or office holders.



NOTE: If an adult is thought to be at imminent risk of harm, the matter should be referred immediately to the Police/Social Care to decide what action to take to safeguard/protect them whilst the area of disagreement is being resolved.



All staff, including those in partner agencies, are accountable for their professional practice, which includes decisions and actions in ensuring a high standard and efficient Adult Support & Protection interventions which promote best outcomes for the adult at risk of harm.



Furthermore, problem resolution is an integral part of professional co-operation and joint working to protect adults. The safety of adults at risk and/or the impact on the adult’s wellbeing must be the paramount consideration in any professional disagreement.



Transparency, openness and a willingness to understand and respect individual and agency views are a core aspect of multi-agency / inter-agency working. However, there may be occasions where individuals / agencies disagree on how best to keep ‘adults at risk’ safe and promote their welfare.



The ‘adult at risk' safety and welfare should be the key focus at all times.



Disagreements can arise in a number of areas, but are most likely to arise around:

· Adult Support & Protection concerns or inquiries, where disagreement exists around thresholds for intervention.

· Perceived levels of risk.

· Levels of need and whether a concern has met the threshold for a service or intervention.

· Lack of understanding around roles and responsibilities, particularly managing expectations.

· Level or quality of communication/ information sharing.

· Action or lack of action progressing plans- drift.

· Cases being / not being stepped up or down and / or closed.

· An agency believes there is a vital or public interest, which makes it necessary to seek a multi-agency response.

· Perceived lack of engagement, from key partners, in the multi-agency risk management process.

 

Renfrewshire Adult Protection Committee is clear that there must be respectful scrutiny whenever a professional or agency has a concern about the action or inaction of another. The aim must be to resolve a professional disagreement at the earliest possible stage, always keeping in mind that the adult at risk’s safety and welfare is paramount.



Resolving Differences of Opinion:

Any worker who feels that a decision is not safe, or is inappropriate, can initially consult their supervisor / manager to clarify their thinking, if required.



Pre Escalation: 

Recognition that there is a disagreement over a serious issue, which impacts on the safety and welfare of an adult at risk of harm.

· Identification of the problem, and clarity about the disagreement and what you aim to achieve.



Discussion between workers	Comment by Frances Toland: I have removed discussion between workers as a stage, as this should actually happen anyway, so it's good practice.

The practitioners/ people who disagree should have a discussion to try to resolve the problem. This discussion must take place as soon as possible and could be a telephone conversation or a face to face or virtual meeting. It should be recognised that differences in status and /or experience may affect the confidence of some workers to pursue this unsupported.



They should be able to evidence the nature and source of the concerns and should keep a record of all discussions.



As soon as Stage 1 is initiated, the form in Appendix 1 should be completed, identifying the area of disagreement, and ensure a copy is saved in adults case file/ records.



At all stages of the protocol, it is important to create a supportive environment that promotes constructive professional dialogues with respect for individual/ agency perspectives to address concerns or areas of disagreement.



Each meeting convened will receive representations from those involved in the disagreement and will aim to collectively resolve the professional differences concerned.



At all stages of the protocol, actions and decisions must be timely, recorded in writing and shared with relevant personnel, including the worker who initially raised the concern. This must include written confirmation between the parties about an agreed outcome of the disagreement, the timescales for responses/actions and how any outstanding issues will be pursued.





Stage One: 

Discussion between Direct Line Managers:

If the issue is not resolved and concerns remain, the worker should contact their supervisor / line manager / safeguarding or ASP lead within their own agency to consider the issue raised, what outcome they would like to achieve and how differences can be addressed.



The line manager should contact their respective counterpart to try to negotiate an agreed way forward. This could involve a professional meeting if deemed appropriate.



If there remains disagreement, escalation continues through the appropriate tiers of management in each organisation until the matter is resolved.



Stage Two: Discussion between Operational/ (equivalent level) Senior Manager	Comment by Frances Toland: I think if we try to list equivalent level managers for each partner agency, this could result in being a long list. We are talking about Police, Health, SFRS, Housing.

If the issue is not resolved at stage two, the supervisor/ line manager reports to their manager or named/ lead ASP/ safeguarding representative. These senior managers of the individual/ partner organisations must liaise and attempt to resolve the professional differences through discussion.



Stage Three: If the problem is not resolved at stage two, the respective Operational/ equivalent Senior Manager, must escalate the concern to their Service Manager/ equivalent level in other agency involved.



Stage Four: If there is no resolution, and having exhausted all previous stages, the matter should be escalated to the relevant Heads of Service/ equivalent level in the other agency involved. 



If the area of disagreement remains unresolved, the Head of Service (Social Work) should refer to the Chief Social Work Officer for consideration.



The CSWO may make a decision or ask for further information before making a final decision.



Renfrewshire Adult Protection Committee (RAPC).

If any stage highlights gaps in policies, procedures, raises issues with protocol implementation; this should be brought to the attention of RAPC.





























[bookmark: Appendix1]Appendix 1



		Professional concern/Outcome Resolution form



This document MUST be sent and stored securely on the adults electronic records





		Date of Notification

		





		Name of Adult	



		



		Identification number/NHS number (if known)	



		



		DOB	



		



		Name of person raising the concern	



		



		Role

		





		Agency/Team	



		



		Name of Line/Team Manager

		



		Contact details of person and Line Manager

		



		Details of Area of Disagreement



		



		Details of the professional scrutiny of decision/ actions

		



		Desired outcome

		



		Evidence of action taken:



		







		Stage

		Date of discussion

		Evidence of discussion to resolve disagreement.

		Date outcome/ issue resolved.





		1

		

		

		



		2

		

		

		



		3

		

		

		



		4

		

		

		



		

		

		

		



		Achieved outcome (please state the achieved outcome to the disagreement):
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Multi-agency Escalation of Risk Protocol (MaREP)

September 2023





This protocol should only be used within Adult Support & Protection practice contexts, following that agency having made an ASP referral, as this protocol is not intended as a replacement for following local ASP guides & procedures but to augment the duty to refer and cooperate process. 



It is also not for matters relating to e.g. assessment for more general care and support needs, funding of care and support needs, which are outside the scope of this process.

Developing multi-agency Adult Support & Protection practice is enshrined in the 2007 Act under Section 5 relating to refer and cooperation between public bodies or office holders.



NOTE: If an adult is thought to be at imminent risk of harm, the matter should be referred immediately to the Police/Social Care to decide what action to take to safeguard/protect them whilst the area of disagreement is being resolved.



All staff, including those in partner agencies, are accountable for their professional practice, which includes decisions and actions in ensuring a high standard and efficient Adult Support & Protection interventions which promote best outcomes for the adult at risk of harm.



Furthermore, problem resolution is an integral part of professional co-operation and joint working to protect adults. The safety of adults at risk and/or the impact on the adult’s wellbeing must be the paramount consideration in any professional disagreement.



Transparency, openness and a willingness to understand and respect individual and agency views are a core aspect of multi-agency / inter-agency working. However, there may be occasions where individuals / agencies disagree on how best to keep ‘adults at risk’ safe and promote their welfare.



The ‘adult at risk' safety and welfare should be the key focus at all times.



Disagreements can arise in a number of areas, but are most likely to arise around:

· Adult Support & Protection concerns or inquiries, where disagreement exists around thresholds for intervention.

· Perceived levels of risk.

· Levels of need and whether a concern has met the threshold for a service or intervention.

· Lack of understanding around roles and responsibilities, particularly managing expectations.

· Level or quality of communication/ information sharing.

· Action or lack of action progressing plans- drift.

· Cases being / not being stepped up or down and / or closed.

· An agency believes there is a vital or public interest, which makes it necessary to seek a multi-agency response.

· Perceived lack of engagement, from key partners, in the multi-agency risk management process.

 

Renfrewshire Adult Protection Committee is clear that there must be respectful scrutiny whenever a professional or agency has a concern about the action or inaction of another. The aim must be to resolve a professional disagreement at the earliest possible stage, always keeping in mind that the adult at risk’s safety and welfare is paramount.



Resolving Differences of Opinion:

Any worker who feels that a decision is not safe, or is inappropriate, can initially consult their supervisor / manager to clarify their thinking, if required.



Pre Escalation: 

Recognition that there is a disagreement over a serious issue, which impacts on the safety and welfare of an adult at risk of harm.

· Identification of the problem, and clarity about the disagreement and what you aim to achieve.



Discussion between workers	Comment by Frances Toland: I have removed discussion between workers as a stage, as this should actually happen anyway, so it's good practice.

The practitioners/ people who disagree should have a discussion to try to resolve the problem. This discussion must take place as soon as possible and could be a telephone conversation or a face to face or virtual meeting. It should be recognised that differences in status and /or experience may affect the confidence of some workers to pursue this unsupported.



They should be able to evidence the nature and source of the concerns and should keep a record of all discussions.



As soon as Stage 1 is initiated, the form in Appendix 1 should be completed, identifying the area of disagreement, and ensure a copy is saved in adults case file/ records.



At all stages of the protocol, it is important to create a supportive environment that promotes constructive professional dialogues with respect for individual/ agency perspectives to address concerns or areas of disagreement.



Each meeting convened will receive representations from those involved in the disagreement and will aim to collectively resolve the professional differences concerned.



At all stages of the protocol, actions and decisions must be timely, recorded in writing and shared with relevant personnel, including the worker who initially raised the concern. This must include written confirmation between the parties about an agreed outcome of the disagreement, the timescales for responses/actions and how any outstanding issues will be pursued.





Stage One: 

Discussion between Direct Line Managers:

If the issue is not resolved and concerns remain, the worker should contact their supervisor / line manager / safeguarding or ASP lead within their own agency to consider the issue raised, what outcome they would like to achieve and how differences can be addressed.



The line manager should contact their respective counterpart to try to negotiate an agreed way forward. This could involve a professional meeting if deemed appropriate.



If there remains disagreement, escalation continues through the appropriate tiers of management in each organisation until the matter is resolved.



Stage Two: Discussion between Operational/ (equivalent level) Senior Manager	Comment by Frances Toland: I think if we try to list equivalent level managers for each partner agency, this could result in being a long list. We are talking about Police, Health, SFRS, Housing.

If the issue is not resolved at stage two, the supervisor/ line manager reports to their manager or named/ lead ASP/ safeguarding representative. These senior managers of the individual/ partner organisations must liaise and attempt to resolve the professional differences through discussion.



Stage Three: If the problem is not resolved at stage two, the respective Operational/ equivalent Senior Manager, must escalate the concern to their Service Manager/ equivalent level in other agency involved.



Stage Four: If there is no resolution, and having exhausted all previous stages, the matter should be escalated to the relevant Heads of Service/ equivalent level in the other agency involved. 



If the area of disagreement remains unresolved, the Head of Service (Social Work) should refer to the Chief Social Work Officer for consideration.



The CSWO may make a decision or ask for further information before making a final decision.



Renfrewshire Adult Protection Committee (RAPC).

If any stage highlights gaps in policies, procedures, raises issues with protocol implementation; this should be brought to the attention of RAPC.





























[bookmark: Appendix1]Appendix 1



		Professional concern/Outcome Resolution form



This document MUST be sent and stored securely on the adults electronic records





		Date of Notification

		





		Name of Adult	



		



		Identification number/NHS number (if known)	



		



		DOB	



		



		Name of person raising the concern	



		



		Role

		





		Agency/Team	



		



		Name of Line/Team Manager

		



		Contact details of person and Line Manager

		



		Details of Area of Disagreement



		



		Details of the professional scrutiny of decision/ actions

		



		Desired outcome

		



		Evidence of action taken:



		







		Stage

		Date of discussion

		Evidence of discussion to resolve disagreement.

		Date outcome/ issue resolved.





		1

		

		

		



		2

		

		

		



		3

		

		

		



		4

		

		

		



		

		

		

		



		Achieved outcome (please state the achieved outcome to the disagreement):
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