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Formalization of 
practitioner’s roles  

Greater clarity of role, 
Better framework for 

practice,  

Increased support and 
shared responsibility 

within agency but also 
from other agencies, 

Improved system of 
decision-making,  

Provision of powers 
under the ASPSA, for 
example the right to 

request access to 
records e.g. financial 

harm (banks) 



1 

Defining those in need of 
safeguarding as 
‘vulnerable persons’ in 
terms of restricted 
capacity due to physical 
or intellectual 
impairment, associates 
vulnerability with 
inherent factors; a 
position that can be 
viewed to be 
discriminatory towards 
people with a 
disability(Stewart,2016). 

2 

This  approach is 
inappropriate since it 
“appears to locate the 
cause of abuse with the 
victim, rather than 
placing responsibility 
with the actions or 
omissions of others” 
(Law Commission, 2011, 
9:21) often leading to 
types of professional 
care, and paternalistic 
interventions that can 
limit the individual. 

3 

There is a need for a 
deeper understanding of 
abuse, acknowledging 
that all citizens may find 
themselves in vulnerable 
situations at some time 
in their lives. 



 Model  A Description Rationale 

Dispersed 
Generic Model 
 
Represented in 5 
areas 
  

• Limited or no 
specialist involvement 
in response to 
safeguarding 
concerns. 

•  Safeguarding is 
regarded as a core 
part of social work 
activity. 

•  Strategic 
safeguarding team 
likely to be involved 
in investigations 
relating to multiple 
concerns within a 
particular setting such 
as a care home.  

• Safeguarding is 
everybody’s business 

 
•  Maintaining skills 

throughout social 
work as a profession 

 
•  Consistency of 

worker for the person 
perceived to beat risk 



 Model B 
 

Description 
 

Rationale 
 

 Dispersed 
Specialist 
models 
 
 
Specialist safeguarding 
social workers are based 
in operational rather 
than a central 
safeguarding team. 
 
 
 Represented in 4 areas 
 
 
  
Two variations of this 
model were identified. 

B1 – Dispersed 
specialist - coordination 
for high risk referrals 
-Specialists based in local 
operational teams manage 
‘high risk’ investigations.  
-‘Low risk’ investigations 
are managed by locality 
team managers alongside 
normal duties.  
-Allocated or duty social 
workers undertake all 
investigations alongside 
normal duties. 
 
 B2 – Dispersed 
specialist coordination 
for all referrals 
Specialists manage all 
safeguarding referrals. 
Locality social workers 
investigate, alongside 
normal duties 

Specialists offer 
consistency in approach  
 
Experts in policies and 
process  
 
Experienced social 
workers  and other 
professionals involved 
 
Strong links with 
mainstream social work 
practice 
 
 Independence and 
objectivity 



Model  C Description Rationale 
 

 Centralised 
Specialist model 
 
 
Three types of 
centralised models were 
prominent. 
 
 In these sites, 
centralised specialist 
teams took varying roles 
in coordinating and 
investigating 
safeguarding concerns.  
 
 
Represented in 14 sites 

C1 – Semi-centralised 
Central specialist 
safeguarding team 
coordinate all ‘high risk’ 
referrals. Senior practitioners 
or team managers coordinate 
‘low risk’ referrals. 
 Allocated or duty social 
workers investigate all 
referrals alongside their 
normal duties. 
 C2 – Semi-centralised (6 
sites) ‘High risk’ referrals 
are coordinated and 
investigated by the central 
specialist safeguarding team. 
‘Low risk’ referrals 
coordinated by team 
managers/senior 
practitioners + investigated 
by social workers alongside 
normal duties 
 C3 – Centralised (3 sites) 
All safeguarding alerts 
investigated by central 
safeguarding team.  

Consistent approach to 
decision-making 
 
 
 Effective multi-agency 
working 
 
 
Development of expertise  
 
 
Objectivity 



Australia Canada Northern 
Ireland 

Scotland 

Interagency 
model with 
various 
responders 
 
 
Example 
Victoria- elder 
abuse response 
integrated into 
Primary Care 
Partnerships 
framework, 
ensuring that 
allegations of 
abuse were 
treated as “core 
business” when 
providing services 
to older people 

Single agency, 
single disciplinary 
model with 
dedicated 
responder 
 
 
 
Example-BC  
Social Worker-Adult 
Protection acts as 
the designated 
responder 
coordinator (DRC)  
across the services. 
where the adult is 
known. Criminal 
cases are reported 
to the police 
 
Community 
Response Networks 
are also an integral.  

Collaborative 
Partnership 
Approach  
 
 Northern Ireland 
Adult Safeguarding 
Partnership (NIASP) 
and five Local Adult 
Safeguarding 
Partnerships 
(LASPs) were 
established 
 
 Adult Protection 
Gateway Services: 
single point of 
contact for referrals 
in each HSC Trust. 
Designated Adult 
Protection Officers 
(DAPOs) in both  
Adult Protection 
Gateway Service, 
and within core 
service teams.  

Interagency 
model with 
dedicated 
responder 
 
ASPSA(2007) 
requires Adult 
Protection 
Committee (APC) in 
each local authority. 
 
Ensures Interagency 
cooperation. Must 
have an 
independent chair, 
be a multi- agency 
committee with 
representations 
from Council, Police, 
GPs and Health 
Boards plus other 
agencies 
 
  





Where boundaries between health and social care are very clear, with local authorities having responsibility for 
social care, safeguarding functions are embedded within these structures. Where the lines are more blurred, 

health and social care are located within one state department. 

Whilst professionals identifying and responding in the first instance to suspected harm or abuse can vary, in the 
majority of  models, social workers take the lead in investigating.  

The putting in place of  a lead agency who is responsible for referrals, 

The inter-agency make-up of  these committees or boards 

Steering or overview committees such as Adult Protection Committee in Scotland, the Safeguarding Boards in 
England and the Steering Committee for the Prevention of  Abuse of  Older People NSW  

Supportive Structures include: 



• Adopt a personalised approach, 
enabling safeguarding to be done 
with, not to, people. 

• Safeguarding is not about putting 
people through a process, 
investigating and reaching a 
conclusion, but on using social work 
skills and practices that achieve 
meaningful improvement to people's 
circumstances 

• Stakeholders including families, teams 
and Safeguarding Boards know what 
difference has been made. 

MSP 
strives 

to: 



People felt more empowered 
when they and/or their 

representative were involved in 
safeguarding enquiry from the 

start. Guides and use of  
simplified language were also  

helpful. 

Dedicated time, processes and 
supports helped enable people 
to participate in safeguarding 

meetings about them in a 
meaningful way. 

Benefits of  recording outcomes 
and discussion prior, to, 

and/or during key 
safeguarding meetings  

Assessment and management 
of  risk alongside the person 
was found to be integral to 
MSP. Development of  core 
practice skills, and having  

tools to support good practice 
are essential  

A significant number of  
councils reported that the 

project had helped key partners 
such as the Police, NHS and 
providers to understand and 

see the benefits of  an 
outcomes- focused approach to 

safeguarding. 

MSP projects led to activities 
to support prevention and 

awareness raising in their local 
areas, perhaps with specific 
groups of  people who were 

under-represented or difficult 
to contact. 











Older people have 
expressed reluctance 

about divulging 
possible harm due to 

fear, anxiety and 
shame (Mowlam et 
al.2007). Potential 

negative outcomes for 
their partner, or 

family member, if 
they spoke out in 

such situations were 
also a concern.  

Mackay’s (2017) 
analysis of two case 
studies in Scotland 
concluded that for 
both service users 

who lacked 
executional decision-
making capacity, it 
was predominantly 

the relationship with 
others that enables 

the person to 
implement their 

choice and offered 
them the opportunity 

to do so. 

More time to 
undertake 

investigations in 
conjunction with 

strong supervision 
which focuses on the 
uncertainties of an 

individual’s ability to 
safeguard rather than 

whether they have 
cognitive/decision- 
making capacity 
(Mackay, 2017). 



 Adoption of Turnell and Edwards (1999) ‘Signs of Safety’ practice 
framework for adult safeguarding processes 
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