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The Policy

The agencies involved in developing these guidelines are committed to work together to uphold the rights of vulnerable adults to protection from harm and exploitation.

We aim to:

· Increase awareness and recognition of the problem.

· Prevent the abuse of vulnerable adults.

· Take action, when abuse is suspected, to safeguard the vulnerable adult from further harm.

· Look to empower people.  There is a role for advocacy in this process.

These Guidelines apply in all settings, including residential, day, community and hospital settings.  The setting will help to determine the course of any investigation, which will proceed in conjunction with any other action necessary because of the setting.  These Guidelines are intended to be complementary to Agencies investigations of critical incidents and accident reporting and will often operate in parallel. 

Where a member of staff of any organisation has reasonable cause to believe, whether through disclosure, allegation or suspicion, that a vulnerable adult is being abused it must be reported to his/her line manager as soon as possible, unless that person is himself under scrutiny.  In that case the matter must be reported to a higher management level.  The manager will then ensure that it is brought to the attention of appropriate Care Management and other relevant staff.

Every effort should be made to ensure that vulnerable adults are aware of their rights and know how to report abusive situations.

In all of the above, the well-being of the vulnerable adult is paramount.  The main focus will be to improve the situation of that person.


1.2




Prevention of Abuse
The following are considered to be important elements of a strategy of prevention:

1.2.1
Recognising that carers and vulnerable adults may at times have

 
differing or conflicting needs and rights and that separate assessments of those needs may be required.

1.2.2          Having an awareness of the needs of the client and carers and of 



potentially vulnerable situations.

1.2.3         Having knowledge of each individual’s strengths and weaknesses in 

relating to others.

1.2.4

Having knowledge of carers’ capacity to cope with stress.

1.2.5

Ensuring an adequate level of support is available at all times.

1.2.6 Ensuring any concerns are communicated clearly and quickly to the 



appropriate person.

1.2.7 Involving significant others in determining how best the client can be protected.

1.2.8 Ensuring that no action or omission is detrimental to the health and safety of clients.

1.2.9 Ensuring prompt and accurate reporting of disclosure, suspected abuse and self-neglect.

1.2.10 Providing an ongoing programme of professional and public awareness.

1.2.11
Ensuring high standards of practice are achieved and maintained.

1.2.12
Having clear Guidelines within partner Agencies for risk management, critical incidents and accidents, violence and aggression reporting.

1.2.13
Clear Whistle-blowing guidelines and policies.
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Pre-disposing Factors

The following situations may lead to the abuse of a client.  This list has not been prioritised.

1.3.1

The carer has a physical or mental illness.

1.3.2

Previous domestic violence/abuse within the family.

1.3.3
The client has a physical or mental illness, which impairs physical, psychological or social functioning and leads to their increased dependence on others.

1.3.4

The responsibility for the care of the client is carried by one carer.

1.3.5
Family relationships have been poor in the past, or are experiencing significant changes.

1.3.6

The family is under stress due to low income or poor housing.

1.3.7
The carer has experienced an enforced and unexpected change in lifestyle.

1.3.8

The carer is isolated from other family members and professional

services.

1.3.9 The carer has become dependent on alcohol or drugs.

1.3.10 The carer may have other dependants and responsibilities.

1.3.11 The roles of carer and dependant are reversed.

1.3.12 The carer has no time free of care responsibilities.

1.3.13
The level of stress generated becomes intolerable.

1.3.14
There are inadequate support mechanisms.

All relationships are potentially volatile, and therefore those involved should be alert to the complexities and variations of each situation.
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Types of Abuse
1.4.1  Physical Abuse
· Bodily assaults
· Medical/health maltreatment

· Bodily neglect

1.4.2 Sexual Abuse

· Any sexual act committed without consent or by force
· Sexual harassment

1.4.3  Psychological Abuse
· Humiliation
· Harassment                    

· Sensory deprivation

· Emotional abuse

· Spiritual abuse (related to the cultural norms and values of ethnic groups)

· Bullying        

1.4.4  Exploitation
· Personal
· Material

· Financial       

1.4.5  Self-Neglect
· Self-neglect has been found to be indicative of abuse by others as well as of psychological disturbance.

1.4.5 Discriminatory

· Racist    
· Sexist    

· That based on a person’s disability

· Other forms of harassment, slurs or similar treatment
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Signs of Potential Abuse

Research studies have highlighted warning signs that indicate a client may have been abused.  The following list of signs is be no means definitive and each sign should not, in isolation be taken as evidence of abuse.  The signs are equally applicable in all care settings and across categories of abuse.

1.5.1
Physical/Sexual Abuse

A history of:

· Unexplained falls

· Physical injuries

· Bruises or burns

· Bruises on the upper arms

· Cluster of bruises on the chest

· The presence of old and new bruises at the same time

· Burns in unusual places

· Personal neglect

· Poor hygiene

· Excessive repeat prescriptions or under-use of medication

· Frequent consultation with GP

1.5.2
Psychological Abuse

The client presents as:

· Anxious, withdrawn or agitated

· They may be isolated in one room

· They may be unkempt

· Professionals and other visitors may experience difficulty gaining access

· The carer or other relative insist on being present during interviews

1.5.3
Exploitation

· Reluctance to discuss financial circumstances

· Recent poverty

· Unexplained inability to pay bills or buy food or other essentials

· Missing belongings and money
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*Protection of Vulnerable Adults – Flow Chart
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Key Points for Action

2.2.1
Whenever there is occasion to use these Guidelines the well-being of the vulnerable adult is paramount.  The main focus will be to improve the situation of the vulnerable adult.

2.2.2 All disclosures/allegations/suspicions of abuse of vulnerable adults known to staff MUST be reported to the line manager or, if the line manager is suspected of being involved, to his/her line manager.  It is the line manager’s responsibility to refer to care management or Senior Trust Managers where appropriate and to deal with any personnel issues which arise, in consultation with the investigating officer.  If a service inspected by the Care Standards Commission is involved then the manager of the service should notify the Commission, as should the investigating officer.
2.2.3 If a crime is suspected or has occurred the Police must be contacted initially for consultation, advice and/or information.  The does not necessarily constitute a referral to the Police but may lead to one, depending on the outcome of the consultation.  It is the Police’s job to investigate crime.  The consultation with the Police is usually the first strategy discussion if a crime is involved and will lead to a decision about how to/who will investigate, if an investigation is needed.
2.2.4 A first consultation with the Police can be general in nature without identifying individuals.  The decision about whether contact with the Police is simply for consultation, advice or information or an actual referral will be made by either the Lead Care Manager/Locality/Operations Manager or Senior Managers in Health Trusts as appropriate.
2.2.5 The responsibility for initiating a formal investigation lies with Locality/Operations Managers, Lead Care Managers, Senior Trust Managers and the Police.  In many instances a care manager will be appointed to lead the Investigation or it may be a senior manager from the 3N’s or Northumbria Healthcare Trusts.  In some circumstances the Police will take the lead role.  Sometimes a care manager will investigate together with an inspector from the Care Standards Commission and/or Police, or an inspector may conduct an investigation independently.

2.2.6 The investigating officer must be objective in undertaking the investigation.  A decision will be taken locally at a strategy meeting/discussion (in line with the organisation’s own Accident and Critical Incident reporting policy) as to whether an independent investigating officer is needed or the investigation is to be carried out by a care manager II/III from the relevant care manager’s team.  This person can be the care manager known to the client.
2.2.7 If an allegation of abuse is received it is necessary for an initial investigation to be undertaken whether or not the vulnerable person is aware of the allegation.
2.2.8 If the alleged victim of abuse does not wish the allegation to be investigated further the following factors much be taken into consideration:
· What duties do we have towards the vulnerable person?
· Has a crime been committed or is one suspected?
· What is the nature and severity of the alleged abuse?
· In what setting is the abuse alleged to have occurred?
· Is the individual competent to make a decision regarding the sharing of information?
· Do we have duties towards others including a duty to the wider public?
·   Do we have duties within other Agencies’ policies and guidelines?
2.2.9 Consideration must be given to the right of the alleged victim to

confidentiality and a private and family life, as well as to whether his views and rights should outweigh those of others involved, including any wider public interests.  Other Agencies’ own policies must be referred to and it should be noted that risk can over-ride consent in some mental health cases.  There is a duty to share information.

2.2.10 If the alleged victim does not consent to information being shared or a

referral to the Police being made any decision that the individual’s views

are outweighed by other considerations should be clearly recorded and consideration given as to when (s)he will be informed.  Any sharing of information should be minimal and should be only with those who need to know.
2.2.11 A planning/strategy meeting/discussion, which can take the form of

  telephone contact, discussion or a formal meeting, should take place

  within 48 hrs of the referral being received.
 A decision should be made about how to proceed and who will lead the

 investigation (see previous key point).

2.2.12 Several such meeting/discussions may need to take place throughout the

investigation and should lead to a decision about whether or not a case

conference is necessary.

2.2.13  If deemed necessary, a case conference should be held wherever
 practicable within 7 working days from the beginning of the investigation.  

 If not practicable the reason for not meeting this timescale must be

 recorded.

2.2.14  All actions/information received etc.  must be documented.  All recording

  of the investigation must be done as soon as practicable and ideally within

  24 hours (to be “safe” in terms of evidence for court, if needed).
2.2.15  The outcomes/decisions of Strategy Meetings or Strategy Discussions

  and Case Conferences, and the fact that they have taken place, must be

  recorded by the investigator in the Contact Notes for the client on SWIFT,

  for those agencies where the investigation is triggered through Care 

  Management.  
2.2.16  Lead Care Managers or any Senior Manager notified during an investigation must complete a Data Collection Form for each investigation which takes place with regard to clients of their team.  They must send a copy of the completed form to the Chair of the Vulnerable Adults Committee.
2.2.17  Anyone undertaking an investigation of abuse should be mindful of the need to consult, seek advice and share information with relevant colleagues on an on-going basis throughout the investigation.
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Prompts to Aid Decision Making

2.3.1
Information needed:

· Nature of incident

· Who is referring/reporting and to whom?

· Is there corroboration?

· How was the situation left with referrer?

· Is the vulnerable adult safe?

· Has he/she any injuries?

· Has the GP been involved?

· Is there a history of similar incidents?

· Has the alleged perpetrator a history?

· Are there relatives to inform?

· Can relatives assist?

· What action has already been taken?

· Are Police involved/should they be?

· If service provider is involved do we need to alert Care Standards Commission?

· If provider involved is Northumberland Contracts Section aware?

· If a service provided by a Health Trust is involved, has manager been informed?

2.3.2
To assess risk we need to know:

· How vulnerable is the individual?

· Nature and extent of the abuse

· The impact on the individual’s well-being

· Is it likely to be a one-off incident or likely to be/has been repeated?

· Are other people likely to be abused?

· Was the incident deliberate/planned?

· Has a crime been committed?

· Coping skill of vulnerable person and the carer

· If related to professional practice, is the incident indicative of culture?

2.3.3
Cases of abuse should be considered high risk if:

· There is reason to believe someone’s physical well-being is in danger

· There is reason to believe a serious crime has been committed

· Incidents are increasing in frequency and/or severity

· The behaviour is persistent and deliberate


2.3 Referrals

Information that abuse may have occurred can come from a variety of sources.

If the alleged/suspected abuse has taken place in a community setting all referrals of identification or suspicion of abuse must be directed as quickly as possible to the Care Trust District Office or, out-of-hours, the Emergency Duty Team.  For Contact Numbers see Appendix VII.  For those instances within hospitals the relevant policies must be immediately implemented.

In cases of severe immediate physical danger or if it is suspected that a crime has been committed the person receiving the information should ensure the Police are contacted.

The person receiving a referral of actual or suspected abuse of a vulnerable adult should obtain as much information as possible and record it on a CM1, CM2 and CM2a forms (for new clients) and CM2/CM2a forms (for persons already known to Care Management).  The following information is to be obtained if at all possible:

· Clients full name, Date of birth/age, home address, current whereabouts, telephone number and general practitioner.

· Identification of appropriate specialist team (where possible).

· Client’s next of kin, nearest relative/other relevant carers.

· Alleged abuser’s name, address and telephone number.

· Description of alleged abuse/neglect, suspicions and evidence obtained.

· Names and contact telephone numbers of other relevant professionals involved.

· Referrer’s name, address and telephone number. Referrers may, in some circumstances, wish to remain anonymous, but referrals should nonetheless be investigated.
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Response

2.5.1
Response Standards:

A referral/report should be responded to:

Immediately:

Where actual physical harm is reported, immediate action will normally be taken by the Duty Officer (if it is regarding a person newly referred to care management), or the Care Manager (if the person is already known and has a CM).  This will be in parallel with the partnership Trusts’ own Guidelines regarding risks, abuse, and Critical Incidents.

Within 24 hours:

All other referrals of suspected abuse should be responded to on the same working day, if possible, and certainly with 24 hours.

2.5.2
In the community, the referral will be allocated for initial investigation to a care manager II/III and an initial strategy meeting/discussion will take place with interested parties within 48 hours of the referral being made.  It is at this point that decisions will be made about those who should be involved and the most appropriate person to lead the investigation.  The designated care manager, if leading the investigation, should ideally not be one from the team normally involved but there are circumstances where it would be appropriate for the known care manager to investigate.  A decision regarding the person to investigate will be made locally.

Managers of services will be involved in investigations from the point of view of action needed in their services and with personnel issues. 


2.5.3
Residential / Nursing Homes

If the vulnerable person is a resident of a Home then the suspected abuse must be reported to the local Care Trust District Office (contact numbers in Appendix VII)

An initial recording of the allegation/disclosure should be made by the manager who will inform the Care Manager as well as the Care Standards Commission.  If a criminal act has been committed or is strongly suspected, or the abuse presents an imminent threat to the client, then the person in charge of the Home at that time should contact the Police immediately.

Policies should be in place within Homes to encourage “whistle-blowing” among staff.  If staff in a Home believe that the person in charge is abusive then they should contact the local Care Trust District Office or the Care Standards Commission  themselves.

It would be normal practice for any incident of suspected abuse by a service provider to be investigated by a Care Manager in conjunction with an Inspector from the Care Standards Commission.  If a crime is involved, the Police would lead the investigation.

2.5.4
Home Care/Day Care Services

If an allegation of abuse is made against a member of staff or volunteer employed in a domiciliary or day care setting, the procedure followed should be of reporting to the client’s Care Manager or the Duty Officer at the local Care Trust District Office.  (The Contracts Section should also be informed by the investigator of any concerns about provider agencies or their staff).

2.5.5
Hospitals

All incidences of suspected abuse of patients in hospital, including those by professionals working there, should be reported to the line manager in Northumbria Healthcare Trust and appropriate policies and procedures followed.  This should include referral to the Care Trust District Office for the area in which the client lives (see Appendix VII) and decisions should be made jointly with care management staff about who will investigate.  It should also include contact with the Police if a crime is suspected.


2.5.6
Fieldwork/Community Staff

When there is an allegation/suspicion of abuse being carried out by fieldwork/community staff the informant should contact the local Care Trust District Office.  If a member of staff has concerns about his/her line manager he/she should inform that person’s immediate line manager.

If abuse by a staff member is suspected the person who investigates the matter should be outside the line management arrangements for that member of staff and appropriate policies and procedures should be applied.

Hospital staff should be investigated within their own Trust’s policies.

2.5.7
Institutional Abuse

Institutional abuse occurs when the culture, practices or systems in an organisation or part of an organisation are abusive.  These can result in pervasive ill-treatment and/or gross misconduct.  Anyone having evidence or suspecting that an organisation has an abusive culture must ensure that the senior managers are made aware of the evidence/suspicions and the managers will then be responsible for taking this forward.

2.5.8
Cross-boundary Investigations

Where a client whose care is the responsibility of Northumberland Care Trust uses a service outside the county and there is a suspicion/allegation of abuse a staff member from the area where the service is based should inform the care manager or duty officer from Northumberland Care Trust.  An agreement will be reached about who will investigate.   In general, the expectation would be that the authority in which the service is provided would lead the investigation, in consultation with staff from Northumberland.

In whichever setting it is important to note that concerns should always be reported to Care Trust District Offices and that those investigating should be absolutely impartial (and be seen to be impartial).


2.5.9
Allegations of Abuse by a Vulnerable Adult against another Vulnerable Adult
Where both parties are deemed to be vulnerable support should be offered to both throughout the investigation procedure.

In all such cases care must be taken to ascertain and understand the nature of the allegation/disclosure from the point of view of both the abused person and the alleged abuser.  This most important element of the procedure should be undertaken by someone in whom each individual has confidence.  Both parties should have different workers to ensure separate, independent representation and who are able to give both individuals support in coping with the investigation.

If abuse is suspected or confirmed the Vulnerable Adults procedure should be followed to ensure the protection of the victim and a positive outcome for both individuals.

The ability of the alleged abuser to understand his actions, his intentions and the possible consequences of his behaviour will be considered throughout the process.

The assistance of an appropriate adult must be offered under the Police and Criminal Evidence Act 1984 (PACE) if the alleged abuser is to be interviewed by the Police.
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Investigations

2.6.1 A strategy meeting/discussion should be held within 48 hours to decide on

whether/how to proceed.  Those involved at this stage will agree that a

named individual takes responsibility for the investigation and subsequent

follow up.

2.6.2 Where clients are able to give consent, any action taken should be with their full agreement, if possible.  In the event of clients being unable to give consent, all efforts should be made to safeguard their welfare.  Where a client is able to give consent but withholds it this should be recorded and advice sought from the Locality/Operations Manager (see Flowchart).  Consideration must be given to the issues regarding duties to the client and to the public as outlined in the Key Points for Action (see p8).

2.6.3 If a criminal act is suspected the Police will be consulted, initially for advice and information.  This consultation will normally be the first strategy discussion if a crime is involved and will lead to a decision about how to/who will investigate.

2.6.4 Consultation/advice should be sought from the client’s GP, if appropriate,  or other medical practitioner.  This may include physical examination.

2.6.5 Interviewing the client on her/his own may be advantageous, but in most cases the investigator will have no legal power to insist on this.  However, if a visit is made to a person in a Care Home by or with an Inspector, the power to interview that person in private does exist under the Care Standards Act.

2.6.6 Where the client is already known to Care Management or Care Co-ordination the investigation will focus on the alleged abuse.  The investigator should obtain a full account of the alleged incident from all persons involved, using these Guidelines.  Reports, where available, from other professionals involved in investigating the abuse should be included.  Where the client has not been previously known to Care Management the investigation of the alleged abuse will take priority over and will inform the care management assessment.  Information from the assessment/investigation should be recorded on CM2 and CM2a forms, or Partner Trusts’ integrated assessment forms, as appropriate, and should follow on from the initial information obtained at referral.


2.6.7 Any information gained or recorded must be factual and any statement taken in such a way as to ensure evidence is not contaminated, by concentrating on listening and not offering suggestions or interpretations to those being interviewed.

2.6.8 Any contact or intervention should aim to reduce stress and the potential for conflict and should be consistent with an overall strategy of active response to the problems faced by vulnerable adults and their carers.  (Where a crime is suspected, it is recognised that the police investigation will inevitably cause some degree of stress).
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Subsequent Action/Intervention

Any intervention must always be undertaken with a positive outcome for the vulnerable person in mind.
2.7.1
Following initial investigation of the suspected abuse further strategy meetings/discussions may be held if necessary and decisions made about what further action, if any, will be taken.

2.7.2
Possible interventions:

2.7.2.1 None – where it is clear, beyond reasonable doubt, that no abuse

has taken place.  Care Management or Care Co-ordination involvement will continue, if necessary.

2.7.2.2 Continued intervention and monitoring by the Care Manager or Care Co-ordinator  – where there is no evidence of abuse but some concerns remain, or a need for extra support of the client and/or other carer has been identified.
2.7.2.3 A Strategy Meeting/Discussion – where the investigation identifies a significant possibility of abuse.  The local Care Trust/Partner Trust manager (Locality/Operations Manager), has the responsibility for arranging and chairing a meeting, if a meeting is required, but these roles may be delegated to others, where appropriate.  Relevant documentary evidence should be presented at the meeting and the outcomes and decisions should be recorded, as should outcomes of Strategy Discussions.  Ideally, minutes should be taken by someone with no other role in the meeting.   A CM8a form could be completed to assist in formulating a strategy for managing identified risks to the client.  There are 3 possible outcomes to the meeting:

I) No further action

II) Continued intervention and monitoring

III) Case Conference

2.7.2.4 A Multi-disciplinary Case Conference – Should be arranged where abuse is proved or strongly suspected and could immediately follow a further Strategy Meeting where the professionals involved decide upon a strategy for intervention.  A case conference should be held within 7 working days of an allegation/disclosure, if practicable.  If not, the reasons for the delay must be recorded.

The case conference differs from the strategy meeting in that the client, carers, relatives and other involved people (possibly the abuser) may be invited.  The decision to inform the client, the abuser and other involved people of the investigation and to invite them to attend the case conference will depend on the individual circumstances of each case.  The Care Trust Managers (Locality/Operations) or Partner Trust’s managers have responsibility for arranging and chairing case conferences.

Relevant documentary evidence should be presented at the case conference and outcomes/decisions recorded.  Ideally, minutes should be taken by someone with no other role in the meeting and a CM8a could be completed to help in formulating a strategy.

The conference will decide what further action will be taken and consideration should be given to the need to record formally that the client is vulnerable to further abuse.

Minutes will be sent to all those attending and those giving apologies.  In addition, if there are other professionals involved who need to know the outcome of the meeting appropriate correspondence will be sent by the chairperson.

A formal review involving all key personnel should normally be held within 3 months of the case conference.
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	Check List for Process



	Action
	Date
	Initials
	Comments



	Allegations of abuse received/Abuse Suspected
	
	
	

	Allegation reported to Duty Senior

Partner Trusts’ policies actioned
	
	
	

	Allegation reported to Care Trust Manager
	
	
	

	Initial person to investigation identified (First Strategy Meeting)
	
	
	

	Initial investigation carried out


	
	
	

	Advice sought from GP/relevant Health Professional
	
	
	

	Initial investigation reported to Manager


	
	
	

	Decision on whether to proceed with investigation made (Second Strategy Meeting)
	
	
	

	Decision made regarding informed consent
	
	
	

	Decision made regarding police involvement
	
	
	

	Decision made regarding degree of risk


	
	
	

	Decision made regarding organising case conference
	
	
	

	Decision made regarding need to inform


	
	
	

	Police informed


	
	
	

	Providers informed


	
	
	

	GP/Other health professionals informed


	
	
	

	CS Commission and/or Care Trust Contracts Section, County Hall Informed
	
	
	

	Other relevant teams (eg Review Team) informed
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Adult Protection Data Collection Form

	Date of allegation
	
	Relationship to client of alleged perpetration:
	

	Referred by (relationship)
	
	Type(s) of alleged abuse
	

	Client known/not known
	
	Location of alleged abuse:
	

	Cost Centre/Service
	
	Abuse suspected/not suspected/confirmed
	

	Client details

SWIFT ID No
	
	Dates(s) of strategy meetings(s):
	

	Age of client
	
	Date of case conference (if applicable)
	

	Client Group
	
	
	

	Gender
	
	
	

	Ethnicity
	
	
	


Outcomes:

Client’s/carer’s views on outcomes and process:

Original to be filed

Copy to be sent to Chair of VA Committee
JS/ES

04.09.03

Appendix I

THE LEGAL FRAMEWORK

There are a number of legislative provisions that offer protection to adults or that place duties upon or grant powers to Local Authorities to provide services.  The following section describes some of the features of the main legal provisions, which may be applicable. 

PUBLIC HEALTH POWERS

The district council has powers under public health legislation, which allow them to enter and cleanse premises that constitute a public health risk.  A Magistrate’s warrant is usually required, e.g. to inspect premises under section 287 of the Public Health Act 1936.  Notice can also be given by a local authority under Section 83 of the 1936 Act to the owner or occupier to clean filthy or verminous premises. 

NATIONAL ASSISTANCE ACT 1948

S21 places a duty upon local authorities to provide accommodation in certain circumstances. 

S29 provides local authorities with power to make arrangements for promoting the welfare of disabled people. 

S47 provides Environmental Health Departments (based in District Councils) power to apply to a magistrates court for an order removing chronically sick, disables or elderly persons to more suitable accommodation.   

The requirements for a removal order are: 

(1)
that the respondent is suffering from grave, chronic disease


or being aged, infirm or physically incapacitated is living in unsanitary conditions; 

(2)
is unable to devote to himself and is not receiving from other persons proper care and attention; and 

(3)
the community physician has provided an appropriate certificate. 

The National Assistance (Amendment) Act 1951 allows an ex parte application i.e. an application without the respondent knowing about it i.e. last to be made and such an order up to 21 days.  An ex parte application will have implications under the Human Rights Act under articles 5 and 6 (right to liberty and right to a fair trial). 

A removal order can last up to 3 months and can be renewed indefinitely. 

Where a person is provided with accommodation under S21 or removed from their home under S47, Section 48 obliges the authority to take steps to protect that person’s property, if there is a danger of loss or damage and no other suitable arrangements have been made.  Authorities are empowered to enter premises in order to take steps to protect property and to recover from the resident any reasonable expenses incurred in taking such actions. 

HEALTH SERVICES & PUBLIC HEALTH ACT 1968

Section 45(1) allows local authorities to promote the welfare of old people (subject to the approvals and directions made by the Secretary of State for Health contained in Circular LAC(93)10). 

CHRONICALLY SICK AND DISABLED PERSONS ACT 1970

This Act places a duty on local authorities to ensure they are aware of the needs of disabled persons, provide services and to publish information about those services. 

LOCAL AUTHORITIES SOCIAL SERVICES ACT 1970

The Act provides that a local authority should appoint a Director of Social Services and requires local authorities to act under the general guidance of the Secretary of State (Guidance is known as “S7 Directions”) 

MENTAL HEALTH ACT 1983

The duties of powers of the Mental Health Act only apply where the vulnerable person has a mental disorder as defined by the Act.  The advice of an approved social worker must be sought in all cases where it may be necessary to use the powers of the Mental Health Act. 

Section 115:  Powers of Entry and Inspection 

An approved social worker may, at all reasonable times, after producing if asked to do so some duly authenticated document showing that s/he is a Social Worker, enter and inspect any premises in which a mentally disordered person is living, if s/he has reasonable cause to believe that the patient is not under proper care.  Section 115 does not allow an approved social worker to force entry, although obstructing him/her may be an offence under Section 129, and the approved social worker can apply for a warrant under Section 135 authorising a policeman to enter the premises by force.  The warrant should identify so far as is practicable the person sought, but this is not necessary if the name is unknown.  Therefore this allows for investigation of suspected mistreatment of people whose identity is unknown but whose whereabouts are known.  The evidence used to obtain the warrant can be about mistreatment in the past and therefore, allows for accumulation of evidence over a period of time. 

A mentally disordered person can be removed under a warrant under Section 135(1) to a place of safety under Section 135(3) for up to 72 hours.  A place of safety is defined in Section 135(6) as residential accommodation, hospital and police station, a mental nursing home or residential home for mentally disordered persons, or any other “suitable place”, the occupier of which is willing temporarily to receive the patient. 

Section 13(4):  Duty to make application for admission.

This places a duty on the social services department to direct an approved social worker to consider making an application for admission to hospital under the Act, if requested to do so by the nearest relative.  This power could be used if the nearest relative of a mentally disordered person complains of mistreatment by a third party. 

Sections 2, 3 and 4:  Admission to Hospital for Assessment and/or Treatment.

These sections give power to an approved social worker to apply for the admission to hospital for assessment followed by treatment, for a mentally disordered person if the approved social worker is satisfied the criteria for compulsory admission are met.

Section 2 - Admission to hospital - Assessment

With a maximum duration of detention of 28 days. 

Section 3 - Admission to Hospital - Treatment

With a maximum duration of detention of 6 months, renewable for a further 6 months and then for periods of one year at a time.  There is a necessity to consult the nearest relative when considering an application for admission under Section 3 because an approved social worker cannot make an application if the nearest relative objects.  Therefore it may be necessary to apply to the County Court for an order for his displacement as nearest relative and the appointment of an acting nearest relative.  Under certain circumstances, the Psychiatrist, in consultation with the multi-disciplinary team can apply for a person detained under Section 3 to be discharged under a supervised discharge order (Section 25).  The powers of this order are similar to Guardianship (see below) with the additional power to convey the person to a safe place. 

Section 4 - Admission for Assessment in Cases of Emergency 

With a maximum duration of 72 hours. 

Section 7:  Guardianship

A vulnerable adult can be received into Guardianship by the local authority if she/he has a mental illness, severe mental impairment, mental impairment, or psychopathic disorder.  The Guardianship must also be “necessary in the interests of the welfare of the patient or for the protection of other persons”.  The “welfare of the patient” is interpreted broadly.  

Guardianship gives the guardian 3 basic powers:

· to say where the person concerned is to live. 

· to require the person to attend somewhere for the purpose of medical treatment, occupation, education or training.

· to gain access to a place in which the person is living. 

There is a necessity to consult the nearest relative when considering guardianship because an approved social worker cannot make an application if the nearest relative objects.  Therefore it may be necessary to apply to the County Court for an order for her/his displacement as nearest relative and the appointment of an acting nearest relative. 

It is important to be aware that the powers of the guardian are limited.  There is no power to convey the person to a safe place or to exercise any control over his/her finances. 

Section 25:  Supervised Discharge Order (see Section 3) 

Section 127:  III-Treatment of Patients

This section makes it an offence for an officer on the staff or otherwise an employee, or a manager of a mental nursing home or hospital, to “ill-treat or wilfully neglect” a patient who is either: 

· currently receiving treatment for mental disorder as an in-patient in that hospital or home.

· receiving treatment as an out-patient

Furthermore, under sub-section (2) “It shall be an offence for an individual to ill-treat or wilfully neglect a mentally disordered patient who is for the time being subject to his guardianship under this Act or otherwise in his custody or care (whether by virtue of any legal or moral obligation or otherwise).”  This sub-section has rarely been used by potentially could include the mistreatment of a mentally disordered person by any carer - informal or otherwise. 

It is an essential pre-requisite for both offences that the victim is a mentally disordered person within the meaning the Section of the Act at the time when the offence is committed. 

POLICE AND CRIMINAL EVIDENCE ACT 1984

Section 17:  Powers to enter and search premises without a warrant for the purpose of saving a life or limb. 

Section 24:  Allows a police officer to arrest any person who is suspected of having committed, or is about to commit, an arrestable offence.

Section 25:  Allows a police officer, where there are reasonable grounds for believing that arrest is necessary, to make an arrest of someone to prevent someone from causing physical injury to himself, another person, or to protect a child or other vulnerable person.

THE HOUSING ACT 1985 PART III (HOMELESSNESS)

Local Authorities have a preventative duty (under Section 66) to take reasonable steps to ensure that accommodation does not cease to become available for applicants threatened with homelessness (para 10.1 Code of Guidance).   The Code of Guidance stresses that much can be done to prevent homelessness.  It mentions special reasons for considering people as a priority, including:  “Men and women without children who have suffered violence at home or who are at risk of further violence if they return home”. 

Section 72 of the Act says that an authority may seek help from another authority (housing association or social services) to discharge their duties.  The authority asked for help shall co-operate as is reasonable in the circumstances.  This will help for example, a woman fleeing violence who needs to move to a different area.  

DISABLED PERSONS’ SERVICES CONSULTATION AND 

REPRESENTATION ACT 1986

This places the local authority under a duty to assess the needs of disabled people for welfare services.  Either the disabled person or their carer(s) can make the request for an assessment.  This particular piece of legislation could prove helpful when either the disabled person or their carer(s), is (are) seeking help for protection from mistreatment.  Although it does not imply any direct action to deal with the mistreatment it can open the way for contact and debate. 


NATIONAL HEALTH SERVICE & COMMUNITY CARE ACT 1990

Section 47 requires local authorities to carry out assessments of needs where people appear to them to be in need of services, and having regard to the results of that assessment, shall then decide whether those needs call for the provision by them of any such services. 

Section 48 enables any premises where community care services are being provided ‘whether directly or under arrangements with another person’ to be entered and inspected. 

CARERS (RECOGNITION & SERVICES) ACT 1995

Local Authorities must, if requested by any carer who provides or intends to provide a substantial amount of care for another person on a regular basis, carry out a separate assessment of the carer’s ability to provide and to continue to provide care, and they must take that assessment into account in deciding about services.

HUMAN RIGHTS ACT 1998

The Act provides it is unlawful for any public authority to act in a way that is incompatible

with a convention right such as the right to freedom from degrading treatment, the right to 

marry and found a family and the right to a private and family life, home and correspondence. 

Whether this Act is likely to impact on a particular situation will depend on the circumstances

and advice should be sought where appropriate.

YOUTH JUSTICE AND CRIMINAL EVIDENCE ACT 1999

The Act provides for special measures available to eligible witnesses i.e. those under 17 years of age, suffering from a mental disorder within the meaning of the Mental Health Act 1983 or having a significant improvement of intelligence and social functioning, in criminal proceedings e.g. screening from accuser’s evidence by live link, video recorded evidence, use of intermediatory.

CARE STANDARDS ACT 2000

This Act gives powers to authorised staff or Registration and Inspection Units to enter and inspect premises where they believe vulnerable adults are receiving residential accommodation with nursing or personal care.  All such homes must be registered with the National Care Standards Commission. 

If managers persistently fail to comply with regulations or if officers of the Inspection Unit consider there is serious risk to “the life, health or wellbeing” of residents, , then their registration to operate may be cancelled.   In serious cases of risk an application without notice, (ex parte) to remove the manager may be made in the Magistrates Court.

VARIOUS LEGISLATIVE PROVISIONS PROHIBIT ASSAULT E.G. CRIMINAL JUSTICE ACT 1988  -  HOME OFFICE CIRCULAR 19/2000 DOMESTIC VIOLENCE

The Home Secretary considers violent assault or brutal or threatening behaviour within a domestic setting to be as serious as a violent assault by a stranger.  A police force policy statement about their response to domestic violence should include the following points:

· A statement that the main duty is to protect the victims and, if applicable, any children   

            from further abuse;

· The need to investigate the incident fully; 

· A statement of relevant legislative powers; 

· The importance of an inter-agency/partnership approach; 

· Participation in the setting up, and the meetings, activities and projects of domestic   

            violence for a; 

· The importance of increasing awareness about why domestic violence is different from 

            other forms of violence (dynamics of abusive relationships); 

· Highlighted minority group issues; 

· Job descriptions of Domestic Violence Officers, if applicable; 

· The importance of monitoring and evaluating the policy regularly; 

· Protocols for referrals to other agencies

CIVIL LAW 

County Court may be approached for injunctions,  restraining orders and powers of arrest.   Additionally, the Magistrates Court may issue a Family Protection Order, which has similar restrictions and powers of arrest. 

PUBLIC GUARDIANSHIP OFFICE (COURT OF PROTECTION)

The local authority can apply to the Court of Protection for a receiver to be appointed to deal with the affairs of an individual who by reason of mental disorder is incapable of managing his property and affairs.  This would certainly stop financial abuse, but the two limitations to this power are:  that the person must be effectively unable to look after themselves and, assets must be of a certain level therefore the  power is not a good remedy for someone on state benefits. 

POWER OF ATTORNEY

This can only be arranged when the client is capable of handling their financial affairs.  A person could grant a Power of Attorney to another person (or persons) and thus authorise that other person (the “Attorney”) to handle their financial affairs, without relinquishing his/her own authority.  An Enduring Power of Attorney is a special and separate form of Power of Attorney, in which a person can specify that the power of the attorney can continue beyond the point where the person remains capable of managing his/her affairs.  When this point is reached the EPA must be registered with the Court of Protection to remain effective. 

APPOINTEE

With regard to state benefits the Benefits Agency (BA) can appoint a person to receive benefits on behalf of the client if he/she is unable to manage their financial affairs.  The BA would assist in taking appropriate action in dealing with misuse of pensions, or other benefits and/or assist with any subsequent investigation. 

AGENCY

A client can authorise another to collect their state benefit for them by signing the back of the pension benefit form. 

This assumes that the client is capable of making his/her own decisions.  There is no legal accountability built into this system, and the only way to challenge the action of the Agent would be to prove that an offence has taken place or to have someone else assume the power to handle the client’s financial affairs by one of the methods explained above.  The Benefits Agency takes the view that any action of an appointee is treated as if the claimant had taken it. 

IN EXCEPTIONAL CIRCUMSTANCES - USE OF COMMON LAW

Doctrine of Necessity

Local Authorities have a duty of care under Common Law to intervene, without consent if necessary, to save life or prevent serious physical harm. 

The action they take in such circumstances must, following reasonable and professional consideration, be judged to be immediately necessary for the purpose of saving life or preventing serious physical harm e.g. removing unconscious person to casualty.

Not taking action under circumstances of the utmost gravity could be deemed negligent.  This duty is most likely to apply in high-risk situations where both physical and mental disorders may be present (e.g. drug overdose, serious injury). 

In some circumstances it may be possible to take a decision in the best interests of an individual if they lack capacity to make a decision and they are not objecting to a particular course of action.  Such circumstances will be exceptional and appropriate advice should always be sought. 

It may also be possible to make an application in the High Court for a declaration under the interest jurisdiction that a certain course of action is lawful in cases where adults lack capacity to make decisions. 
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VULNERABLE ADULTS: TRAINING STRATEGY 2000 – 2005

Background

This training strategy is part of the Northumberland response to the "No Secrets - Guidance on Developing Multi-agency policies and procedures to protect adults from abuse" launched in March 2000 by the Department of Health.  As part of this guidance Directors of Social services are expected to ensure that local multi agency codes of practice are developed and implemented by October 2001.

In Northumberland a multi-agency group the “Vulnerable Adults Steering Group” has been coordinating the development and implementation of the codes of practice.  A document incorporating "practice guidelines" has been produced and adopted.  It outlines the expectations of all staff within Health, Social services, Police and the Independent Sector.

This longer term training strategy builds work already done by the Vulnerable Adults Steering Group on providing training related to implementing Vulnerable Adults policy agreed by the steering group.

General Strategy

In common with other regions the training strategy for Vulnerable Adults is based on:

Breadth - delivering a broad understanding of the policy and general issues to as wide a cross section of people involved in providing care for adults in Northumberland as possible; 

Depth – specialist training targeted at specific groups who are responsible for particular aspects of the policy.  

All the training to be within the context of:

Northumberland policy as it develops

Other related training that takes place (working with survivors of abuse etc.)

Wherever possible a multi agency approach

Wherever possible Training that is locally delivered

Training that enables feedback to the steering group

Training delivered in such a way as to have an effect on practice

Breadth Training

Awareness training

Aims: To increase awareness of the vulnerable adults policy and continue the process of consultation

Objectives:  By the end of the session the participants will be able to:

Know the key drivers for the policy

Understand the multidisciplinary nature of the policy

Know the main points of the Vulnerable Adults policy

Know the process for implementing the policy

Understand the Directorate/agencies view of the policy

Understand that the policy is under review and can be amended

Have the opportunity to identify how the policy will affect them and their workforce

Have the opportunity to give feedback on the policy and suggestions for development

 

Target group:  Open and at no cost to, all agencies within the statutory, voluntary and independent sector.  Frontline community practitioners.  Managers in the hospital and provider settings may wish to send representatives with a view to cascading information down to their relevant settings.

Format of workshops:  Half day workshops delivered at various larger venues around the Northumberland.  A mixture of direct input and group work.

Proposed Future Provision of Breadth Training:

Identify organisations and groups that require this training

Continue to offer the larger half day workshops as a cost effective means of getting the message across.  

Budget for two per year according to demand.

Develop a training pack that can be used by managers within a workplace to deliver the objectives for Awareness Training.

Build around the “What’s the harm?” video?

Build Awareness sessions into other training programmes

Care Trust – Primary Care (TIPTOES events etc)

Care Trust - Care and Support Services

Independent sector Providers

Depth Training

A number of training courses will need to be developed to meet the variety of needs of those who are responsible for putting into practice the codes of practice.  There are two main groups to service:

Care Management Services 

Those who will be chairing case conferences etc

Those who will investigate occurrences

Those who are in position to identify abuse

Those who respond to or manage allegations/occurrences

Care and Support Services (service providers)

Those who are in position to identify abuse i.e. all staff but especially front line carers

Those who respond to or manage allegations/occurrences i.e. managers

Those who will investigate occurrences

There will be some overlap and where appropriate joint training should be provided.  The obvious joint training would be for those who investigate occurrences.

The courses for those who investigate are already developed and running.  The others, especially for care and Support services need to be developed.  A group of trainers and contributors to the training need to be identified.

Investigating

Course Aim:  The aim of this course is to give course participants a comprehensive working knowledge of Northumberland’s Departmental guidelines on the Protection and Empowerment of Vulnerable Adults in Northumberland, based on the “ No Secrets” document from the Department of Health.  Course participants will be given thorough guidance in investigating procedures that should be adopted within vulnerable adults work.  Course participants will also become very familiar with how to manage the duality of role between practitioner and investigating officers or what to do in the event of abuse being identified and how to proceed.

Course Objectives:  

By the end of the course it is hoped that course participants will:

Fully understand and appreciate the concept of a vulnerable adult

Demonstrate the principles of good practice when investigating suspected abuse of vulnerable adults

Understand the issues inherent when working with all aspects of abuse

Identify the roles and responsibilities when working with the police

Understand how to work within the legal framework

Understand how to manage a strategy meeting or participate

Understand how to manage a case conference or participate

Implement the decision making process within Vulnerable Adults work

Review the support systems that are in place for staff when working with Vulnerable Adults investigations

Understand how to deal with conflict within strategy and case conference meetings

Understand how to follow Northumberland’s coherent policy in this area of work

Understand the concept of the police interview when investigating suspected allegation of abuse of vulnerable adults

Target Group:  For Care Managers Level II/III, Police, Nurses, Providers of Care e.g. Unit Managers or Assistant UM’s, Private Providers and Domiciliary Service Managers
Format:  Two day course facilitated by Anthony Bainbridge.  Combination of  information giving, experiential learning, discussion, and problem solving.

Proposed Future Provision of Depth Training:

Identify organisations and groups that require this training

Continue to offer the Investigation training.  

Budget for two per year according to demand

Attract more Care and Support staff

Develop and commission:

Courses for care and support services staff to provide knowledge and skills around identifying and reporting abuse in adults

Build around the “What’s the harm?” video?

Courses for managers of care and support services

Courses for those who chair case conferences

All courses will be advertised when they are available.

SAMPLE COURSE INFORMATION

Breadth - Vulnerable Adults Awareness Training

Background

We would like to give people who have missed the previous awareness sessions a chance to attend a workshop and give further feedback on if you have used the document and how you found it worked during an investigation

 
Aims of the Workshop

To increase awareness of the vulnerable adults policy and continue the process of consultation

 
Objectives:

By the end of the session the participants will be able to:

 
Know the key drivers for the policy

Understand the multidisciplinary nature of the policy

Know the main points of the Vulnerable Adults policy

Know the process for implementing the policy

Understand the Directorate/agencies view of the policy

Understand that the policy is under review and can be amended

Have the opportunity to identify how the policy will affect them and their workforce

Have the opportunity to give feedback on the policy and suggestions for development

 

Target group

These workshops are open and at no cost to, all agencies within the statutory, voluntary and independent sector.  They are clearly important for all the frontline community practitioners.  Managers in the hospital and provider settings may wish to send representatives with a view to cascading information down to their relevant settings.

 

Format of workshops

Sessions will involve a mixture of direct input and group work

 
Programme (half day session)

Registration and coffee

Outline of policy

Break

Group work exploring use of the document and implications for professional practice

Feedback

Closing statements

Depth - Vulnerable Adults Implementing the policy

Background

Multi Agency working based on “No Secrets” Document, to be delivered in each Locality.  

Course Aim

The aim of this course is to give course participants a comprehensive working knowledge of Northumberland’s Departmental guidelines on the Protection and Empowerment of Vulnerable Adults in Northumberland, based on the “ No Secrets” document from the Department of Health.  Course participants will be given thorough guidance in investigating procedures that should be adopted within vulnerable adults work.  Course participants will also become very familiar with how to manage the duality of role between practitioner and investigating officers or what to do in the event of abuse being identified and how to proceed.

Course Objectives

By the end of the course participants will:

Fully understand and appreciate the concept of a vulnerable adult

Demonstrate the principles of good practice when investigating suspected abuse of vulnerable adults

Understand the issues inherent when working with all aspects of abuse

Identify the roles and responsibilities when working with the police

Understand how to work within the legal framework

Understand how to manage a strategy meeting or participate

Understand how to manage a case conference or participate

Implement the decision making process within Vulnerable adults work

Review the support systems that are in place for staff when working with Vulnerable Adults investigations

Understand how to deal with conflict within strategy and case conference meetings
Understand how to follow Northumberland’s coherent policy in this area of work

Understand the concept of the police interview when investigating suspected allegation of abuse of vulnerable adults

Target Group

For Care Managers Level II/III, Police, Nurses, Providers of Care e.g. Unit Managers or Assistant UM’s, Private Providers and Domiciliary Service Managers

Course Format

The course will take place over a two day period involving seminar presentations, workshops, case study analysis and role play.

This is a course to follow from the courses ran previously, for Lead care Managers who were unable to attend and Level II/III Care managers 10 places, Police 2 places, Nurses 4 places, Providers 4 places (2 private providers, 1 DSM, 1-2 Unit manager or AUM) 21 places on each course please specify your role when booking on the course

Applications

Contact Craig Wilson for further information on 01670 534415

Apply to Lorna Rutherford 01670 534375 Staff Development Unit, Hepscott Park
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THE POLICE

1.
The responsibility for the investigation of crime within the County of Northumberland lies with 3 Police Area Commands:

i)
South East Northumberland covers Bedlington, Blyth, Cramlington, Ashington and Morpeth areas. The main station is at Bedlington.

ii)
South West Northumberland covering Tynedale and a small part of Castle Morpeth. The main station is at Hexham.

iii) North Northumberland covers Alnwick and Berwick Council Districts. The main station is at Berwick.

2.
In any investigation the police focus will be to confirm whether an offence has been committed, to identify the person or persons responsible and to secure the best possible evidence in order that appropriate consideration can be given as to whether criminal proceedings should be instigated.

3.
An important consideration is the wishes and best interests of the victim.  Where a victim makes an informed decision not to proceed or refuses to provide a statement or co-operate with the police enquiry then it is unlikely (but not impossible) that a prosecution will ensue.  Public interest considerations may on occasion override the wishes of the victim.

4.
Where a victim is unable to provide a statement or co-operate due to excessive age, illness or disability then other independent evidence must be sought.  It must be remembered that in criminal cases the burden of proof lies with the prosecution and is ‘beyond reasonable doubt’.

5. The Police must be contacted when there is reasonable cause to believe a crime has been committed. In line with the Procedural Framework the following should be considered:

· What evidence is available to substantiate the allegation

· The best interest of the victim

· The wishes of the victim or the victim’s family when the victim cannot make an informed decision

· The seriousness of the incident or allegations and the implications for the victim(s)

6.
In cases of urgency an immediate report should be made to the police switchboard and an officer will be dispatched to the scene.  Every effort should be made to preserve any evidence and not to disturb the crime scene prior to the arrival of police.


Simple measures would include:


i)
Shut the door and lock it.  Prevent access to anyone.

            ii)
Do not touch anything.  The fewer people who handle articles or documents, etc the better.

iii)
Make no attempt to tidy up, do not clean up blood stains or interfere with bedding etc.

iv) Do not shut windows, drawers etc, or move furniture.

v) Any conversation carried out with the complainant should only be to the extent necessary to establish the allegation. A written record must be kept of the conversation.

7. In all other cases, incidents should be reported to the Lead Officer who will liaise directly with the Detective Inspector of the relevant area command.
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Northumberland Vulnerable Adults Outcomes Strategy

	
	Action


	By Whom
	When

	1
	To review and confirm remit of Multi-disciplinary Vulnerable Adults Committee and its membership


	D Gibson and Vulnerable Adults Committee
	Sept 2002

	2
	To produce updated and improved Vulnerable Adults Policy and Guidelines for wider consultation


	Sub Group of Vulnerable Adults Committee 
	July 2003

	3
	To develop effective and comprehensive data collection system e.g. numbers of referrals, type of referral, where they occur, numbers of strategy meetings, numbers of case conferences Impact of Swift to be considered; new data collection form to be developed as part of revised guideline document, see 2


	Vulnerable Adults Committee
	Dec 2002

	4
	To confirm a Communication Strategy regarding Vulnerable Adults issues, including development of leaflets.


	Vulnerable Adults Committee
	Dec 2002

	5
	To develop a five year training plan
	John Jennison
	Dec 2002



	6
	To continue raising profile of Vulnerable Adults work at locality level with intention of encouraging the development of locality multi-disciplinary networks.


	Vulnerable Adults Committee
	Ongoing
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Vulnerable Adults Committee

Remit of Committee/Terms of Reference

· To agree an Overall Outcome Strategy re: Vulnerable Adults work

· To monitor the use of and update/develop the guidelines as required.

· To monitor activity in terms of practice etc. via data collection

· To provide reports on activity on an annual basis to Senior Management.

· To agree and oversee the implementation of a Training Strategy.

· To help to develop locality-based networks of practitioners.

· To keep membership of Committee under constant review.

· To keep up to date with current developments, policies, etc., in the field of adult protection and disseminate information appropriately.

· To advise on practice issues.

Current Membership and Telephone Numbers

Dennis Gibson, Service Manager, N’Land Care Trust, 01670 354316

Joyce Smith, Lead Care Manager, N’Land Care Trust,    016665 603411

Dennis Bradley, Care Standards Commission, 01670 707900

John Jennison, Training/Staff Development, N’land Care Trust, 01670 534412

Craig Wilson, Training/Staff Development, N’land Care Trust, 01670  534415

Alistair Oates, Police Liaison Officer, County Hall, 01670 533660

Christine Kirkwood, N’land Domestic Violence Co-ordinator, 

Iris Mayne, Senior Solicitor, County Hall, 01670 533206

Jean Richards, Manager of Review Team, N’land Care Trust, 01670 533863

Diane Kirwan, CARE, Ponteland, 01661 860333

Liz Hardy, Network Manager Older People , N’land Care Trust 01665 572200

Mary Smith, Care Services Manager, County Hall, 01670 533000

Faye Wilson, Operations Manager, Newcastle, North Tyneside and Northumberland Mental Health Trust.  01434 656220
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DRAFT COMMUNICATIONS PLAN TO SUPPORT VULNERABLE ADULTS STRATEGY

FOR NORTHUMBERLAND CARE TRUST OCTOBER 2002 – MARCH 2003
	Key Audiences
	Message
	How
	When

	Care Trust Staff and GP Practices/Partner organisations
	Draft revised guidelines going out to Consultants 

· Awareness training available

· Partnership working

      (Health, Social Care, 

        Police)

· Dates when department training sessions are being held

· Where to get further information


	· Staff Briefings

· Info in internal newsletters

· Agenda item at appropriate meetings

· Staff newsletter

· Staff briefings 

· Agenda items at appropriate meetings

· Flyer/leaflets


	December 2002

February 2003

	Care Trust Staff and GP Practices/Partner Organisations


	· Guidelines now available including staff/public leaflets
	· As above

· Display boards at staff venues

· Posters on notice boards (staff and public)
	March 2003

	Patients/Clients/Public


	· Guidance now available (external) leaflet now available – how to get copies and what arrangements have been made for people whose first language is not English, those with visual impairment etc
	· Article for inclusion in external news letters

· Information on website

· Press release

· Letters with copy of leaflets to key voluntary support groups
	March 2003


Board meetings – Medical Staff Committee

Police (make sure are on Awareness training)

COMMUNICATION OPPORTUNITIES AND CHANNELS

VIA AUDIENCE GROUPS


COMMUNITY

media
telephone




newsletters

                                               helpline

OPINION FORMERS

public 








display

                meetings

lobbying
                          Newsletters
             boards

                                                                  MEDIA
                                                                  printed

                                             press launch

          materials

focus



editorial meetings

groups 
 face







      briefings

                                    to

                 face

website

Press releases
                         teaching

                                                                                                                                                   packs

     pressure





INTERNAL

     groups


Press 


Workshops

                                           Briefings
                    Meeting minutes


          printed
           website

   Health
Local




Briefings



  materials

   Action
forums




newsletters

                                          Intranet
          Health reporters

                                        Press conferences







              health

                                                                                                                                                                     Fairs

       Clubs/
     website

      Organisations




Exclusive interviews

                                  Breakfast

                Meetings





  Meeting minutes
surveys

               Roadshows

                                                           Press releases



complaints

                           Library services

                                                                             Community education

                                                                    Projects

OHTs &

support material
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CONTACT NUMBERS

Duty Officers can be contacted at the Social Care District Office telephone numbers below:

Alnwick 



01665  603411

Bedlington 



01670  822423

Berwick  



01289  334000 

Blyth     



01670  354316

Cramlington          


01670  712925

Hexham



01434  603582

Morpeth   



01670  516131

Newbiggin 



01670  810600

Prudhoe 



01661  832758

Emergency Duty Team (for out-of-office-hours)      0845  6005252   
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Glossary of Terms

For the purposes of these Guidelines the key words are defined thus:

Client, Patient, Service User

These are terms commonly used to identify the person who may be vulnerable. For ease of use by the Agencies involved, and because not all vulnerable persons are users of services, the term “client” will be used in this document.

Carer

A carer may be a relative, paid or voluntary staff in day, residential or domiciliary care settings, or any person with whom the client has an on-going relationship in which there is frequent or regular contact and/or care. Carers who are relatives and friends of the client are generally termed “informal carers”, while paid or voluntary carers may be described as “formal carers”. It is important to recognise that in some cases it is the informal carer who is the abused person.

Vulnerability

Vulnerability is the combination of characteristics of the individual and the risks to which he is exposed by his particular circumstances. An individual may be vulnerable if by virtue of old age, physical infirmity, mental disorder or mental impairment he is unable to take adequate care of himself, to be cared for adequately by others, or to protect himself from abuse. (Law Commission,1993).

“No Secrets” defines a vulnerable adult as any person aged 18 or over who is, or may be, in need of communitycare services by reason of mental or other disability, age or illness and who is, or may be, unable to take care of him/herself or unable to protect him/herself from significant harm or serious exploitation.” 

Abuse

Abuse may be described as physical, sexual, psychological or exploitation. It may be intentional or unintentional or the result of neglect. Abuse causes harm to the individual, either temporarily or over a period of time.  (Social Services Inspectorate, 1993).
Abuse can be defined as a violation of an individual`s human and civil rights by any other person or persons.  (It) may consist of a single act or repeated acts. It may be physical, verbal or psychological, it may be an act of neglect or an omission to act, or it may occur when a vulnerable person is persuaded to enter into a financial or sexual transaction to which he or she has not consented, or cannot consent. Abuse can occur in any relationship and may result in significant harm to, or exploitation of, the person subjected to it.( No Secrets, 2000)
If abuse proven or still suspected





Criteria met





Criteria not met





PROCEED WITH INVESTIGATION





Refer to criteria in document where we do not have client consent to make decision about whether to proceed and consult with senior staff





Consult with senior and other Professionals and advocates and make Decision how to proceed





Does client want help





YES





NO





Can client make an informed decision





Strategy meeting/discussion to decide who leads the investigation 





Preserve evidence, consult with Police and decide upon appropriate action





There may be a number of Strategy Meetings/discussions throughout this process.  This would take account of any new information or evidence which may emerge





NO





YES





Take steps to remove person from danger





Is a crime suspected/been committed





NO





YES





Is there immediate physical danger





Referral or report made to Care Trust District Office or any service for the 3N’s Trust





Abuse alleged, disclosed, suspected





N.F.A.





If abuse not proven Or suspected





No Further Action





Care Management


Intervention/Monitoring





Case Conference where practicable within 7 working days


Case Conference decides:-





No Further Action





Care Management


Intervention/Monitoring





Take appropriate alternative action





Review with all persons in three months





*This whole process takes place in consultation with Lead Care manager, Locality/Operations Managers and in serious cases with Locality Directors





NO





YES





1





2





3





4





5





6





7





8





9





10





11





12





13





14





15





17





18





19





20





21





22





Northumbria Healthcare and 3N’s Trusts staff must also refer to and implement covering policies such as Serious Untoward Incidence Policy and Accidents and Incidents Reporting Policy.
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Appendix VI attachment








