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Thesis Title: Practitioner Conceptualisation of
Vulnerability in Adults at Risk of Abuse
Abstract
The recognition of abuse and neglect of vulnerable adults is a relatively new phenomenon. In the
academic community adult protection research has received sparse attention.
A decade of commentary by researchers, practitioners and campaign agencies indicates a general
consensus about the confusing and ambiguous nature of the term ‘vulnerability’. A few studies have
drawn attention to confusion over what constitutes vulnerability, noting the lack of clarity over
definitions. Fewer still have sought to elicit the views of staff on applying this concept.
This study explores what signs of vulnerability professionals in human services employ when
assessing the risk of abuse/exploitation to adults and what contextual factors or operators have a
bearing on their conceptualisation and subsequent responses. Additionally, it explores how the
findings and recommendations of Serious Case Reviews (SCRs) could be understood in the light of
this.
The study exploits the researcher’s insider position, giving voice to practitioners by describing and
interpreting the conceptualisation of vulnerability from the perspective of current police officers,
health or social care practitioners working in safeguarding adults practice.
A mixed qualitative methods design was used including document analysis, focus group discussions,
individual interviews and direct field observations of practice. The demographic and thematic
analysis of SCR reports provided another layer of data.
It is argued that professional conceptualisation of vulnerability to abuse is highly differentiated,
identifying characteristics which fall into 3 domains. These relate to an adult’s personhood
(Character), their Circumstance (Context) and the Conduct or Condition of persons who exploit
them. Characteristics of these categories included inability to understand, inability to communicate,
inability to protect oneself, neediness and reliance on others, lack of relationship skills, and the
status of being cared for.
Despite this differentiated concept of vulnerability professionals described constraints acting upon
their understanding, and their authority and autonomy to act. These organisational constraints
served to reduce the shutter size on the lens of practitioner gaze on vulnerability. With reference to

Lipsky’s model of Street Level Bureaucracy and use of discretion, it is argued that the constraints on
professional response to vulnerability are a function of criteria in law and policy, and the legitimised
work by employers.
This thesis argues that to understand the findings of SCRs and implied criticism of practitioner
understanding of vulnerability, there has to be an understanding of the context and other influences
on decision making in practice. It suggests description rather than definition of vulnerability to
policy makers to liberate professionals from criteria driven decision making. This approach concurs
with the views of Judge J Munby (2006) who was careful to avoid a definition of a vulnerable adult
and emphasised that the characteristics outlined were ‘descriptive, not definitive: indicative rather
than prescriptive’.
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Chapter 1
Thesis Introduction
1.1. Introduction
This chapter details the background to the study, and sets the research activities against the
changing landscape of law and policy during the lifetime of the study. It locates the researcher
within the study, the values and experiences that have framed the study question and the influence
of these on the research. It also describes the field context for the study, two local authority areas,
and the engagement of partner agencies in the development of safeguarding adults policy and
practice which provide the working arrangements and support to the professionals who have been
the participants. The anonymity of participating professionals and their employing agencies has
been preserved. Each participant was assigned a unique identifier known only to myself. Finally, it
sets out the structure of the thesis.
1.1.1 Timeline for Research Activities in Relation to Changes in Law, Policy and Terminology in
Safeguarding Adults Practice in England Wales
The legal and policy context of adult safeguarding practice in England & Wales has witnessed
considerable change during the lifetime of this study, with accompanying changes in terminology.
To support a more coherent narrative in the thesis the table below sets out the timings of the
research activities and sets this against the relevant evolving changes in law, policy and terminology.
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Table 1 Research Activity Timeline and Changes in Law/Policy/Terminology
Year

Research Activity

2000 - 2009

Relevant Prevailing Law and policy

Terminology

‘No Secrets’ 2000 – Policy requiring Vulnerable Adult
local authorities to develop in

Serious Case Review

partnership multi-agency policy & Adult
procedures to protect vulnerable
adults

from

abuse.

Protection

Committees.

Term

‘Vulnerable Adult’ introduced.
‘No Secrets’ review 2009 – report
on consultation of review of ‘No
Secrets’ – change in terminology
signalled from Vulnerable Adults to
Adults at Risk.
2010

Vulnerable Adult
Serious Case Review
Adult

Protection

Committees.
2011

2012

Literature
review
including legal and policy
context of Safeguarding
Adults Practice in UK,
develop
research
proposal and secure
ethics approval.

Vulnerable Adult

Website search County
Councils
and
Metropolitan
Councils
websites in England and
Wales – SCR Executive
Reports published since
year 2000.

Vulnerable

Serious Case Review
Adult

Protection

Committees.

Adult

Serious Case Review
Adult

Protection

Committees.

14 | P a g e

Year
2013

2014

Research Activity

Relevant Prevailing Law and policy

Terminology

Freedom of Information
request
to
County
Councils
and
Metropolitan Councils in
England Wales – about
Adults Safeguarding SCRs
undertaken since 2000.
Request for Full &
Executive
reports
published
and
unpublished.
Data
collection
for
SCR
Executive
Reports
concluded.
Thematic
analysis of findings and
recommendations from
SCR Executive Reports.
Focus group discussions Care Act 2014 enacted April 2014.

Vulnerable Adult

with professionals from

Safeguarding Adults

Guidance issued under the Care

social care and police. Act
Direct observations of

2014

Care

and

Support

Adult

Protection

Committees.

Adult at Risk

Reviews.

Statutory Guidance Chapter 14 Safeguarding Adults

practice decision making October 2014.
regarding

Serious Case Review

Boards.

adult

safeguarding referrals in
multi-agency

work

context.
2015

January 2015 – June 2015 Care
Interviews

Act

2014

implemented

Adult at Risk

with

April 2015. ‘No Secrets’ repealed

Safeguarding Adults

the

with the enactment of the Care Act

Reviews.

observation

2014. Introduced statutory duty for

Safeguarding Adults

activity.

Local

Boards.

July 2015 –

safeguarding enquiries. Change in

participants
direct

December

from

Authority

to

make

2015 terminology Adult at Risk NOT

interruptions to research

Vulnerable Adults. Safeguarding

schedule.

Adults Boards placed on statutory
footing

with

requirement

to

undertake and publish the findings
of Safeguarding Adults Reviews –
formally Serious Case Reviews.
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Year

Research Activity

Relevant Prevailing Law and policy

2016

Transcription of Focus

Guidance issued under the Care

Group

discussion

and Act

Interviews.
Data

Care

and

Support

Statutory Guidance Chapter 14.

collection

professional
records.

2014

of Updated 2016.

Adult at Risk
Safeguarding Adults
Reviews.
Safeguarding Adults

written

Coding

Terminology

Boards.

and

analysis of all data.
2017

Intermission
drafting

and
of

final Guidance issued under the Care
thesis

chapters for submission.

Act

2014

Care

Statutory Guidance

and

Support

Chapter 14.

Updated 2017.

Adult at Risk
Safeguarding Adults
Reviews.
Safeguarding Adults
Boards.

1.2. Personal Values and Experience and their Influence on the Study
As a current practitioner in the field of safeguarding adults my concern was to explore the ‘real
world’ setting of other professionals in this field of practice and to understand their thinking about
vulnerability in the context of day to day practice decision making. Qualitative methods were the
natural choice for this study as they adopt approaches which seek to understand phenomena within
a real world setting and without manipulating it (Patton 2002). Within qualitative research the
paradigm of constructivism values the multiple realities of the various persons involved and the
interactions between them that form the basis of their shared understandings. This approach
resonated with my own value base and my view of this field of practice in which concepts are
evolving through the interactive arrangements of joint working practice. Crotty (1998) defined
constructivism as "the view that all knowledge and, therefore all meaningful reality as such, is
contingent upon human practices, being constructed in and out of interaction between human
beings and their world, and developed and transmitted within an essentially social context" (Crotty
1998, p.42).
The demands of trustworthiness and credibility of qualitative research can be undermined by the
presence of bias. These biases can emerge from the researcher themselves. Mehra (2002) asserts
that researcher bias and subjectivity is largely accepted as inevitable in qualitative research and
suggests that the researcher’s personal values, beliefs and experience will be reflected in the choice
of methods, interpretation of findings and the choice of topic. Mehra argues that it is in the
16 | P a g e

interaction between researcher and researched that knowledge is created making it virtually
impossible for the study to be free from subjective influences.
These influences need not be detrimental; in fact they may be highly relevant in interpretative
research. However, as Cresswell (1994) points out, the researcher should be explicit in identifying,
reporting and elucidating the impact of this throughout the study.
This is pertinent in this study as:1) The field of study is an area of social work practice in which I have worked as a professional and
educator, and am currently a manager of other practitioners.
2) The field context for the study is the participant’s current workplace.
3) Many of the participants in the study are already known to the researcher as workplace
colleagues or persons to whom the researcher has delivered practice based training.
I would wish to acknowledge the personal beliefs and influences which supported this choice of
study.
I have been practising social work in residential and field settings for 30 years. I qualified in 1992
and subsequently worked in mental health services, initially with older people with mental health
problems, mostly with adults of working age with severe and enduring mental health problems, and
latterly people with dual diagnosis - learning disability and mental illness. My last full time practice
post was as a Senior Social work Practitioner in a Community Mental Health Team where my duties
involved complex case work, statutory assessments under the Mental Health Act 1983 (as amended
under the 2007 Act), staff supervision, practice education and development, and day to day
operational management of the multi-disciplinary Community Mental Health Team.
Social work is concerned with enabling individuals, families and groups to function within their social
context in ways that optimise the benefits and mitigate the risk to the wellbeing of self and society.
In the UK most social work is conducted as a public service demanding accountability to the
electorate through its elected members (BASW 2012).
In recent years increasing public demand for accountability, often operated through the media, has
led to greater emphasis being placed on the application of theory and evidenced based practice in
social work (SCIE 2005). My aim in conducting research was to add to the knowledge base which
supports social work practice to achieve better outcomes for those receiving social work
interventions.
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During my time in practice I observed the introduction of central government policy and guidance on
working together to protect adults from abuse ‘No Secrets’ (2000). As the Senior Social Work
Practitioner I was required to put these policies into operation within the local community mental
health service. Consequently I quickly undertook the role of investigating officer and subsequently
Designated Senior Officer during which I enjoyed the benefit of collaborative working with
colleagues from other agencies, especially police and health, across a wide range of adult protection
investigations. However, my personal enthusiasm for this area of practice was not widely replicated
across the local authority in which I worked. The relatively few number of adult protection alerts
raised in relation to people with mental illness in comparison to other categories of the adult
population has been remarked upon locally (Cambridge et al, 2006) and nationally (O’Keefe et al,
2007). Indeed the paucity of recognition and response to signs and symptoms of current or past
abuse in relation to adults with mental illness by mental health professionals is acknowledged to be
an international phenomenon (Read 1998, 2002; Rose, Peabody, Strategias 1991). The reasons why
mental health practitioners raised fewer alerts in comparison to their colleagues in other adult
service disciplines became the subject of my practice research during completion of MSc studies at
the Institute of Psychiatry in 2005 (unpublished). The views of mental health professionals are of
particular interest to me in this study as adults with mental disorders (formally diagnosed and not)
represent a significant proportion of adults subject to SCRs. These are amongst the reports which
comment upon a need to strengthen practitioner understanding of vulnerability and abuse, which
will be explored further in this thesis.
In 2004 I took up post as the Multi-Agency Safeguarding Adults Training Consultant, delivering
training on behalf of the Safeguarding Adults Executive Board.
My interest in this area of practice has continued to develop whilst reading and researching current
and relevant information to support the multi-agency safeguarding adults training programme. In
2004 safeguarding adults practice did not have a foundation in singular statute. In contrast to child
protection guidance in Part 8 of the Working Together document (DCFS 2010), the framework for
vulnerable adults set out in the Department of Health’s ‘No Secrets’ (2000) guidance makes no
reference to mechanisms for reviewing cases of particular concern. However, ADASS (2006) assert
this as a measure of good practice.
One of the stated aims of an inquiry is to undertake organisational learning and to prevent similar
adverse events (DOH & SC 2017). It is, therefore, puzzling that there appears to be no coherent
strategy for disseminating the findings of inquiries and no national collation of data emerging from
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inquiries relating to vulnerable adults. Flynn (2010) comments on the need to create such a
mandate and exhorts this be considered in the consultation of the review of ‘No Secrets’.
In the course of my training role, between 2004 – 2014 I have had the opportunity to listen to the
experience of practitioners struggling with issues of recognition and response to safeguarding
concerns. These concerns related to their own conduct and that of other professionals in the field.
Of particular concern were safeguarding responses in relation to adults who fall short of the
eligibility criteria enabling access to services. I have also had need to read and disseminate the
findings of Serious Case Reviews from within the local authority where I work and where these have
been made publicly available. In reading these executive summary reports, I have been struck by
some commonalities of theme in relation to the chronicity of the events and circumstances
preceding the tragedies. These have included the location of the vulnerable person outside formal
services yet with multiple contacts with statutory agencies of numerous identities, and the
consistent hindsight bias that is often associated with serious case reviews where the conclusions
centre on a lack of co-ordination and collaboration in the sharing of information that might
otherwise have led to detection and/or response to signs of abuse. Practitioners hearing about
these cases often reflect that on knowing the full picture it was obvious that for this person there
was an accident waiting to happen.
These reflections have led me to question whether, in the assessment of risk of abuse, practitioners
differentially attend to indicators of vulnerability identified in the person’s individual characteristics
versus the vulnerabilities associated with their situation/circumstances. These reflections have
driven the formulation of this study’s questions and methodology which aims to explore how
professionals conceptualise vulnerability when assessing Adults at Risk of Abuse (AAR) through
direct engagement with the professional groups.
When practitioners are exposed to cases subject to a Serious Case Review (known since 2015 as
Safeguarding Adults Reviews) a frequent response heard in the training room was “there but for the
grace of God go I”. There is much emphasis placed upon inter and intra – organisational learning
from SCRs findings and recommendations. Recommendations frequently relate to proposals for
changes in policy, and in practice development through training provision for professionals.
1.3. Research Field Context – Two Local Authority Areas
The field context for the conduct of this research is two local authorities in England. These
authorities share common policies and other decision making and governance arrangements relating
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to the practice of safeguarding vulnerable adults from abuse. This has the advantage of providing
the study with contextual stability but may present limitations to the generalisability of the findings.
1.3.1. Introduction to the Local Authority Areas
The largest of the two local authorities in the study serves a population of 1.5 million people. Its
districts comprise of a mixture of coastal, rural and urban areas. Overall the age profile of the
residents is similar to that of the rest of England. Just under a fifth of the population are of
retirement age (65+). The population is ageing and forecasts show that the number of 65+ year olds
is forecast to increase by 43.4% between 2010 and 2026, yet the population aged under 65 is only
forecast to increase by 3.8%.
The smaller unitary authority is primarily urban in nature serving a population of just over
0.25 million people. The average age of residents is lower than nationally. Compared to England &
Wales, the population of this unitary authority has a slightly smaller proportion of people over the
age of 65 years. The number of residents aged over 60 has increased by one fifth since 2001. It is
estimated that from 2012 to 2021 the number of people aged 65 and above will increase by 22% to
47,000 and the number of people over 85 years will grow by 39% to 6,100 in 2021.
People aged 85 and over make up only 1.6% of its population (4,136 people according to 2010
estimates). People aged 85 years old and older are particularly vulnerable because they are more
likely to be frail and have mental health problems such as dementia.
It is considered to be a deprived local authority area. At a ward level the area is mixed; it has both
the most affluent and some of the most deprived areas in the country with 23 neighbourhoods being
in the 20% of the most deprived areas nationally.
These demographics of the two local authorities provide a glimpse into the populations with whom
the public sector professionals come into contact. The age and health profiles are worthy of note in
light of our understanding of the significance of age and chronic physical or mental health conditions
as an individual characteristic as features in the primary characteristics/indicators for risk of abuse in
older adults (O’Keefe et al 2007).
This local government arrangement presents challenges to major public services including primary
and secondary health services, social services and the police. However, they have a long established
history of co-operation in respect of the development and implementation of Safeguarding Adults
Policy and procedures. They continue to share a common set of policies and operate a single
Safeguarding Adults Executive Board jointly funded by 6 partner agencies.
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1.3.2. Evidence and Engagement in Research and Development
The early development of research in the field of safeguarding adults from abuse has a tradition of
collaboration with practice and many early and current studies have been co-authored by
researchers and practitioners or subject matter experts. These two authorities have been active
participants in both local and national initiatives in research and development in this field of
practice. They have been perceived by other local authorities to be leaders in many areas of local
government. In the late 80s they were quick to embrace the ideological shift from service provision
to service commissioning with the implementation of care management as a model for social care.
Furthermore, their early collaboration with applied researchers put them at the cutting edge of
practice development, particularly in relation to safeguarding adults practice.
These collaborations between research and practice have helped to provide information to enable
managers and practitioners to give thoughtful consideration to the issues as they seek to optimise
decision-making for the benefit of the vulnerable victims. They also provide relevant intelligence
about the nature of risk in relation to vulnerable adults and the processes and outcomes of adult
protection to service better performance.
Whilst the local authorities involved in this study are not unique in their engagement with the
development of practice through co-operation with research, it is an important feature of the study
context as it indicates the proactive commitment of the partner agencies and employers of the
professionals participating in this study. As such, they are employees in organisations and local
authorities with a proven track record of engagement and innovation in the development of adult
safeguarding practice. This is evident in their structures and strategies for inter-agency working and
the broader commitment to joint training and learning. This context is relevant to this study as it
helps us understand the working milieu of the professionals participating in the study.
This study will explore what signs of vulnerability are reported to inform their concept of
vulnerability and whether these demonstrate any distinction between personal and situational
characteristics. Previous studies (Mansell 2009, Cambridge et al 2011) have noted patterns that
show links between location, perpetrator characteristics and nature of abuse experienced. For
example, people living in care homes were more likely to experience institutional abuse or neglect
from multiple members of staff, whereas people living in their own home tended to be at risk of
financial, physical or psychological abuse primarily from relatives. Older adults living alone were
more likely to experience financial abuse and people with learning disabilities more likely to
experience sexual abuse predominantly from other service users, especially when living in care
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settings. This helps us understand how vulnerability to exploitation might be a function of the
person’s circumstances or situation as much as their personal characteristics
1.3.3. Inter-Agency Working – Structure and Strategy
The two local authorities were engaged early in the development and implementation of adult
protection policy and procedures, establishing a Multi-Agency Adult Protection Committee, Serious
Case Review Panel and local policy and procedures which enabled swift implementation of the
guidance in ‘No Secrets’ (2000).
During recent years, changes giving rise to the current governance and structure of their
multi-agency partnership arrangements took place in the context of significant legal and policy
changes leading to a period of re-structuring in all public sector services. For example, in the health
economy there has been the establishment of commissioning and provision of services in the NHS.
Within the timeframe of this study (April 2011 – December 2017) local health services have been
re-organising themselves in the form of shadow Clinical Commissioning Groups in readiness to
becoming statutory bodies with full commissioning accountability from April 2013.
The resourcing of safeguarding adults work in the health economy, as evident in the specialist nurse
roles for adult safeguarding and commitment to partnership working, has been subject to change
(Draper et al 2009).
Historically, partnership arrangements in adult safeguarding were largely a strategic function.
However, changes in arrangements for frontline safeguarding adults partnership working have been
influenced by recommendations and initiatives for Children’s Safeguarding service delivery.
Lord Laming's review of child protection services and procedures (DCSF 2009) called for an overhaul
of children's social work. It identified key weaknesses in the way that a range of agencies and
individuals, who are separately in contact with a child at risk, share information with one another.
This echoes Serious Case Reviews about the safeguarding adults which have highlighted issues in
communication between agencies.
In June 2010, the Secretary of State for Education asked Professor Eileen Munro to conduct an
independent review of child protection in England. In her final report Professor Munro concluded
that child protection has become too focused on compliance and procedures and has lost its focus
on the needs and experience of individual children. The Government published a formal response in
July 2011 in which it accepted Recommendation 13:
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“Local authorities and their partners should start an ongoing process to review and redesign
the ways in which child and family social work is delivered, drawing on evidence of
effectiveness of helping methods where appropriate and supporting practice that can
implement evidence based ways of working with children and families” (Munro 2011 & p.13)
In response to this Devon established the first multi-agency safeguarding hub, brain child of the
Police Area Commander at that time, Nigel Boulton (Cooper 2011). In a case study research report it
is suggested that:“The MASH model offers a more consistent, timely and unified multi-agency response to
individual situations, rather than children’s social care services making unilateral decisions in
response to referrals. The model’s potential for better sharing of information between agencies
means decisions can be both quicker and better in that they are based on a more complete
understanding of an individual case. It was envisaged as a multi-agency solution that would
remove the barrier of information from different agencies being inaccessible to one another.”
(Golden, Ashton & Durbin 2011, p.1)
Following this research by the Association of Chief Police Officers, the constabulary serving these
two local authority areas identified that an integrated referral and assessment service was needed.
In January 2012 a new Central Referral Unit (CRU) was setup in these local authorities, with
professionals from Children & Adult Social Services, Police and the NHS (commissioned by the
Clinical Commissioning Groups but provided by the Community Health Services Provision).
Probation Services have formed a more recent addition to this multi-agency frontline service but
Mental Health Services are still notable by their absence.
Whilst a number of other authorities have developed MASH arrangements it is understood that
Central Referral Units in this local authority may not be typical of other local authority
arrangements. The unit provides an initial response to all new referrals and fresh concerns about
the safety of adults whose cases had previously been closed.
The current arrangements, especially for the police, mark a departure from those described by
White & Lawry (2009) with specialist posts now being subsumed within ‘combined safeguarding
units’ and an expectation for officers to be omni-competent in safeguarding matters from the cradle
to the grave.
Throughout all this the local authority has retained a responsibility for leadership in co-ordinating
and implementing local arrangements for multi-agency safeguarding adults work acting under the
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general guidance of the Secretary of State as required under section 7 Local Authority Social Services
Act 1970. In England this guidance was issued under the title of ‘No Secrets’ (2000). However, the
landscape of adult safeguarding responsibilities has shifted from permissive to mandatory. The
leadership role for the Local Authority is now established in statute since the implementation of the
Care Act 2014 where Section 42 ascribes a duty to Local Authorities to make enquiries or cause
others to do so for persons with care and support needs being abused or at risk of abuse who are
unable to protect themselves from such abuse or exploitation. Even before this, Directors of Adult
Social Services, recognising their leadership role, published a framework of standards illustrated by
examples of good practice to support and guide the evolution of safeguarding adults practice. This
document stressed the importance of accountability in supporting partnership work to build joint
working capability – Standard 1.3 (ADASS 2005).
These arrangements were in anticipation of legislative change for multi-agency safeguarding adults
work. In July 2007, Ivan Lewis, then Minister for Care Services, announced that No Secrets was to be
reviewed.
However, with an intervening change of administration it wasn’t until May 2011 (coinciding with the
commencement of this study) when the Government made clear its intention to legislate to provide
for a statutory footing for Safeguarding Adults Boards (SAB) (Department of Health 2011). It made
this statement with knowledge of the Law Commission report on the law on Adult Social Care (Law
Commission 2011) and Clause 35 of the Care and Support Bill (Department of Health 2012) which
proposed to provide for a statutory footing for the establishment of Safeguarding Adults Boards
(SAB) in each Local Authority. This might have provided some new resources and levers to assist
collaborative activity, in particular, the creation of Health and Wellbeing Boards from April 2013
(Health and Social Care Act 2012) and the integration of Public Health with Local Government
(Section 116 of the Local Government and Public Involvement in Health Act 2007).
This focus on Local Authority leadership in the legislation provides important context on the
changing roles and responsibilities within safeguarding adults practice which inform the working
context of the professionals who are the subject of this study.
1.3.4. Multi-Agency Learning & Development for Professionals
Strong partnership working is dependent not only upon all agencies having common definitions and
working to an agreed set of policies and procedures but also to understanding one another’s roles
and responsibilities in relation to these. Policy is only as useful as the workforce ability to put it into
practice. This requires that the workforces of all partner agencies are competent. Education and
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training are key mechanisms by which employers seek to promote understanding and
implementation of their policies.
Whilst recognising that each agency must take responsibility for its own workforce development
there is also recognition that Safeguarding Partnership Boards have a central role to play in enabling
agencies to plan and commission multi-agency training that promotes mutual understanding (ADASS
2005). The National Framework of Standards ADASS (2005) suggested

14 standards in relation

to safeguarding adults training including the following:5.1

The

‘Safeguarding

Adults’

partnership

oversees

a

multi-agency

workforce

development/training sub-group.
5.2 The partnership has a workforce development/training strategy and ensures that it is
appropriately resourced.
5.3 The partnership has established standards and agreed competencies for the delivery of
all ‘Safeguarding Adults’ training which is delivered locally. (ADASS 2005)
The Adult Protection Committee for these two local authorities sought to provision this through the
appointment of a full-time adult protection training consultant whose job it would be to design and
deliver safeguarding training to a multi-agency delegation. The core training structure was based on
the common tasks and roles as reflected in the agreed policy, procedures and protocols shared
between the local agencies. In summary the aim was to design a training programme in which the
content was common to all partner agencies and, therefore, relevant in the course of their duties.
These training arrangements demonstrate the strong commitment in these two authorities to
promoting shared understanding and collaborative working practices in recognising and responding
to AAR across its staff groups. Whilst training courses offer the opportunity to promote shared
understanding of terms, definitions and criteria detailed in law and policy they may not be the only
factor informing professionals’ concept of vulnerability and governing their responses. This study
seeks to explore what influences professional conceptualisation of vulnerability to abuse in adults.
The availability of multi-agency training in these authorities is relevant contextual information
although it by no means assumes causal influence on the concept of vulnerability. In generalising
the study findings this context must be considered, although the direction and strength of any
influence may not be possible to state.
Nationally there may be variance in nature and content of local intra and inter-agency training
provision but a common mechanism for identifying learning across all authorities across England &
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Wales is that of the Serious Case Review. The factors that influence the commencement, course and
outcome of inquiries in services for children and adults in relation to social care, health care and
mental health services have been considered in detail by Stanley and Manthorpe (2004). In these
two local authorities a Serious Case Review Panel was set up in 2006 with an independent chair
appointed to its panel. This was 4 years in advance of guidance from ADASS (2010 p.2) which
suggested that the purpose of a serious case review was “……..not to reinvestigate nor to apportion
blame……” but to:“3.1 establish whether there are lessons to be learnt from the circumstances of the case
about the way in which local professionals and agencies work together to safeguard
vulnerable adults.
3.4 improve practice by acting on learning (developing best practice)”. ADASS (2010, p.2)
However, as Brown (2009) points out, each SCR will set its own terms of reference as it seeks to
mediate between individual need, corporate responsibility and organisational learning. This latitude
for individual variation may mitigate against the utility of such reports for the universal learning of
the wider safeguarding community.
If the process of Serious Case Review is to improve the opportunities for organisational learning it
must create an approach which minimises organisational defensiveness and maximises transparency
within and across agencies (Cambridge 2004). Despite findings of strong support for a national
collation of SCRs (Manthorpe & Martineau 2009) the outcomes and learning from such reviews still
remains at a local level. The provision of training is a common recommendation in these reports as
it often represents an action that is available from a limited pick list of organisational responses. The
multi-agency training programme contents in these two local authorities included reference to local
SCRs and national ones where this information is publicly available, although not specifically aimed
at the understanding of vulnerability. It is likely that participants in this study will have attended
training where learning from SCRs has been part of that learning experience.
1.4. Thesis Structure – An Overview of the Chapters
This chapter has briefly outlined the background to the study. The timeframe for research activity is
set against the development of law and policy in which a change of terminology can be observed. It
has described the professional values and experiences that have framed the study question and the
influence of these on the research. It has also described the field context for the study, two local
authority areas, and the engagement of partner agencies in the development of safeguarding adults’
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policy and practice which provide the working arrangements and support to the professionals who
have been the participants. Finally, it sets out the structure of the thesis.
Chapter 2 reviews the literature in adult protection starting with the dominant themes, and
narrowing to focus on research relevant to staff attitudes and appraisal in assessing adults at risk of
abuse. It identifies the gaps in research providing an account of how the research question was
formulated. The key theoretical influences on my thinking are set out to support the
phenomenological interpretative approach of later analysis and discussion.
Chapter 3 charts the development of the research question, design and rationale, including
methods, data collection and analysis which is situated within an interpretative approach and
parallels existing methods in the field. Issues relating to credibility and trustworthiness are explored
and ethical considerations regarding the sample population and the field context of data gathering
are elucidated.
Chapters 4 - 6 constitute the amalgamated findings from data analysis organised thematically.
Chapter 4 explores the themes emerging from a growing body of serious case review literature and
relates this to the language of vulnerability mapped throughout law and policy. The emergent
critique of practitioner understanding of abuse and vulnerability is then unpacked in Chapters 5 and
6 which elucidate the cues and clues used/described by practitioners in constructing their concept of
vulnerability. The core constructs are categorised to represent an emergent, interactive model of
factors which constitute vulnerability used by practitioners in considering safeguarding responses.
Chapter 7 details the approach of professionals in combining signs of vulnerability identified in both
the person and their situation. It draws attention to the differences between the professional
groups in how they attend to signs located in either the victim or the perpetrator.
Chapter 8 explores the primary influences on practitioner recognition and response to signs of
vulnerability as it seeks to explain the apparent disconnect between the findings in Chapters 4 -7.
Chapter 9 forms a discussion of the research findings. Lipsky’s theory of street level bureaucracy
provides an interpretative framework in which practitioner compliance with criterion based decision
making and the organisational context of practice decision making is explored A co-constructed, but
untested, model of vulnerability is suggested to support practice decision making which supports a
more inclusive model of vulnerability, concurring with a social constructionist perspective. The
chapter concludes with the researcher’s reflections on the study, including its strengths and
limitations and opportunities for practice and further research.
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Chapter 2
Literature Review
2. 1. Introduction
The abuse and neglect of adults in the UK is not a new phenomenon but the response to the
challenges of this often hidden or ignored problem has been slower than that observed in other
countries such as the USA where by the late 1980s almost every State had legislation related to Elder
Abuse (Penhale & Kingston 1995, McAlpine 2008). Consequently, public services’ response to adults
at risk of abuse has received less attention in comparison to children. Children by their very nature
and position society are considered to be vulnerable (RCN 2015). They are perceived as less able to
protect themselves from harm for reasons of age and immaturity, thus attracting support for the
ethos of State intervention. There is an established framework of law and public policy which
reinforces this public position (Children Act 1989 & 2004, Working Together to Safeguard Children
2006, 2013).
However, over the past 25 years there has been a growing awareness of the nature and extent of
abuse of vulnerable adults aided by media coverage, such as the investigative journalism of
television programmes including Panorama and MacIntyre Undercover (Panorama 2007, 2011, 2012
and MacIntyre Undercover 1999) and newspaper reports of inquiries into tragic deaths such as
Steven Hoskins and Fiona Pilkington (Daily Telegraph 2009, The Telegraph 2013).

The

preponderance of reporting relates to abuse within service settings creating an impression that
abuse is largely a phenomenon related to institutional settings, like care homes and long stay
hospitals. Less attention is paid to abuse that occurs within domestic settings, with the notable
exceptions of Steven and Fiona as previously mentioned. Similarly there has been an increase in the
attention given by professionals working in health, social care and criminal justice services to the
recognition of abuse and neglect of adults who are vulnerable, especially since the introduction of
the Human Rights Act 1998. It would seem that for both public and professionals, the perception of
vulnerability in relation to adults has centred on the person’s age, illness or disability with those
most readily identified as vulnerable being defined as adults with learning disability, mental health
difficulties, physical and sensory impairments, and older adults.
This literature review will map the definitions of vulnerability throughout law and policy relating to
safeguarding adults from abuse. It will provide an overview of the landscape of current research in
adult abuse, identifying studies most relevant to the study question, and the gaps in our
understanding which have informed the research questions, and prevalent methodologies in the
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field. It will finish with an overview of the primary theoretical concepts which frame the position of
this thesis and research questions.
2.2. Methodology of the Literature Review
An initial narrative review of the literature was adopted to gain a general impression of how abuse
and vulnerability are constructed, recognised and responded to. It includes legislation and policy in
the UK, consultation documents, non-government body reports (e.g. EHRC (2011)), peer reviewed
articles, case studies (SCR Executive Summary Reports), websites and anecdotal reports (i.e. Media).
However, some measure of systematic review of peer reviewed articles was required with regard to
inclusion criteria to ensure transparency. Peer reviewed articles were selected because they can be
relatively easily searched for through on line databases and the peer review process offers a degree
of quality control by other interested and involved academics. Details of the search terms used and
a full list of information sources, databases and journals accessed are available in Appendix 1.
2.3. The Evolution and Emancipation of Safeguarding Adults and the Emancipation of Public Policy
– Background and Context
In the United Kingdom (UK) the subject of Adult Abuse has received very little attention since Baker
(1975) and Burston (1977) first remarked on the phenomena of ‘Granny Bashing’, and the majority
of research data is drawn from studies in the USA (Finklehor 1990). An overview of recent and
current developments by Penhale and Kingston (1995) noted that the recognition of the problem of
Adult Abuse has been slow to develop following Stearns’ (1986) inaugural study of elder abuse in the
UK. More recently Penhale (2009) has commented that research in this area is still dominated by a
focus on distinct areas such as elder abuse and sexual abuse of people with learning disability with
much more limited attention being paid to adults with physical or sensory impairments, mental
health difficulties, and chronic health conditions.
In the UK there have been a number of reported scandals within the health and social care sector
(Butler and Drakeford, 2003; Manthorpe, Penhale, and Stanley, 1999; Martin 1984). During the
1970s a series of scandals involving health and social care providers emerged, mainly in long-stay
institutions providing care for older people or people with learning disabilities. At the time these
reports provided evidence of physical abuse, psychological abuse, neglect and in particular systemic
failures at multiple levels and across all professions within these institutional settings. Inquiries of
this kind continue unabated to the present date and from the 1980s onwards there have been
numerous inquiries that have taken place across the entire health and social care spectrum,
including residential and nursing homes, statutory and voluntary sectors, NHS hospitals (including
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wards for older people, people with learning disabilities, and people with mental health challenges),
and ‘special hospitals’ (Burgner et al 1998, CHI 2000, CSCI 2006, CHI 2007, DoH 1999). Throughout
the UK these inquiries have found substantial failings in services designed to protect vulnerable
adults.
Simultaneously, a body of research literature began to emerge predominantly detailing the various
forms of abuse and neglect experienced by people with learning difficulties especially sexual abuse
(Brown & Turk 1992, Brown & Thompson 1998, Brown et al 1995). However such literature in
relation to people with mental health challenges remains limited by comparison (Brown and Keating
1998; Williams 1995; Williams and Keating 2000), despite the work of pressure groups such as
POPAN (now WITNESS ) who have sought to advocate for such an examination on behalf of the
victims of abuse by professionals in the mental health services.
It was as recently as the mid 1990s that the critical mass of activity from research (McCreadie 1996)
campaign groups (Action on Elder Abuse, Ann Craft Society), and professional groups (ADASS)
pressed this matter towards a need for public policy. In her review of research outcomes in elder
abuse McCreadie (2002) draws some conclusions in respect of the clinical and social governance of
elder abuse which she hopes will…
“offer signposts to a certain degree of accuracy about this very complex topic, which in turn
will help in setting high standards of professional practice and team working.” (McCreadie
2002, p.3)
She comments that:“…abuse is a diverse and complex phenomenon, and, to understand it, a considerable task of
‘deconstruction’ has to occur…pitfalls of language in discussing this potentially emotive issue.
The meaning of vulnerability also needs careful examination”. (McCreadie 2002, p.4)
Who is most at risk and of what? McCreadie points to the need to make clear distinction between
risk and vulnerability.
The 1990s also heralded a time when legal debates were emerging which aspired to the provision of
a legislative framework for the protection of vulnerable adults (Brammer 1996). Implementation of
the Human Rights Act 1998 has also proved influential in setting the context for public body
involvement with the issues and concerns of adult protection.
In 1993, the Department of Health (DoH) and the Social Services Inspectorate (SSI) (Department of
Health 1993) published guidelines for the protection of vulnerable adults for England, Wales, and
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Northern Ireland expecting that policies to prevent and protect elders from abuse would be
developed and put into operation by multiple agencies. However, it was not until the DoH published
and promoted the current official policy guidance ‘No Secrets’: Guidance on developing and
implementing multi-agency policies and procedures to protect vulnerable adults from abuse’ (DoH
2000) that multi-agency implementation has become a reality for most local authorities across
England & Wales (Sumner 2002). In Scotland the Scottish Executive has not produced anything
similar to ‘No Secrets’. However, Scottish health and welfare agencies, influenced by the ‘No Secrets’
have actively engaged with this issue as a matter of public concern and Scotland was ahead of the
rest of the UK in enacting and implementing legislation – Adult Support and Protection (Scotland)
Act 2007. In England & Wales a Private Members' Bill (under the Ten Minute Rule, SO No 23)
‘Support and Protection for Elderly People and Adults at Risk of Abuse Bill 2010 - 12’ was submitted
by Mr Nigel Dodds on 10th November 2010 but the Bill failed to make any further passage through
Parliament before the end of the parliamentary session. ‘No Secrets’ suggests the creation of a
binary approach to determining eligibility for a response using adult protection procedures. It
recommends as a starting point the following operational definitions of ‘abuse’ and ‘vulnerable
adult’…..
“Abuse is a violation of an individual’s human and civil rights by any other person or
persons”.
In giving substance to that statement, however, consideration needs to be given to a number of
factors:2.6 Abuse 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.
“Any or all of these types of abuse may be perpetrated as the result of deliberate intent,
negligence or ignorance”. (DoH 2000, p.9)
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A commonly used definition for elder abuse and one which is preferred by AEA is as follows:“a single or repeated act or lack of appropriate action occurring within any relationship where
there is an expectation of trust which causes harm or distress to an older person. ” (AEA 1995,
p.2)
In contrast to the differentiated description of abuse detailed in ‘No Secrets’, the definition of a
‘vulnerable adult’ receives less detailed attention. In fact the text in ‘No Secrets’ states that:“The broad definition of a ‘vulnerable adult’ referred to in the 1997 Consultation Paper Who
Decides?, issued by the Lord Chancellor’s Department (Lord Chancellor’s Department 1997), is
a person:“who is or may be in need of community care services by reason of mental or other disability,
age or illness; and who is or may be unable to take care of him or herself, or unable to protect
him or herself against significant harm or exploitation”.
2.4 For the purposes of this guidance ‘community care services’ will be taken to include all care
services provided in any setting or context. ” (DoH 2000, p.8)
Yet, despite this guidance, and in the absence of a legal mandate, public body resourcing and
responsiveness to adult protection concerns has remained poor in contrast to child protection
matters. Highlighting this discrepancy, campaigners such as Gary Fitzgerald, Chief Executive, Action
Against Elder Abuse, asserts that many people would be familiar with the case of Victoria Climbié, a
child tortured and murdered in the care of a relative, but few would know about Margaret Panting, a
78 year old woman from Sheffield who died after suffering extreme cruelty whilst living with
relatives. Following her death, a post-mortem revealed 49 injuries on her body including cuts,
probably made by a razor blade, and cigarette burns. She had moved from sheltered
accommodation to her son-in-law's home and six weeks later she was dead.

The cause of

Margaret Panting's death could not be established, and so no one was ever charged.
The UK Government acknowledged its position of ignorance in relation to the nature and extent of
adult abuse within the UK and set out the terms of reference for an inquiry into Elder Abuse. The
outcomes of this inquiry served to support a strengthening of their statement of resolve to tackle
abuse amongst the population of elders (Health Committee Elder Abuse, March 2004).
However, much of this report focuses on the nature of abuse and settings within which it takes
place. Little is said about the nature of vulnerability and the focus on elders excludes other adults in
the population who may be at risk of abuse and neglect for other reasons related to individual
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characteristics or circumstances. In its response to the report (House of Commons, June 2004) the
Government concurs with the views expressed by ADASS, that further guidance is required.
However, this did not transpire until the implementation of the Care Act 2014 in 2015 which
introduced a statutory footing for the Local Authority to make or cause to be made, enquiries
regarding adults at risk of abuse or neglect. The term ‘Vulnerable Adult’ was replaced by the term
‘Adult at Risk’ but the definition is still hinged to the concept of need for care and support.
There are authors who assert that the concept of a vulnerable adult is an enduring aspect of human
history, with numerous historical references in literature, theatre, folklore and anthropological data
(Manthorpe, Penhale and Stanley (1999). Despite this there is no commonly agreed construct of the
term vulnerable adult. As Brown et al 1999 point out:“…there is a central confusion about what constitutes vulnerability and what causes abuse – in
many adult protection policies vulnerability to abuse is assumed to be a product of the
individual’s impairment and not their environment or the perpetrator’s behaviour. This goes
against the grain of the social model of abuse as well as of disability, which would emphasise
structural inequalities such as gender, race and poverty as contributory factors. Hence many
would argue that victims of abuse are universally vulnerable because of their experiences of
abuse and should be treated in policy and practice as a seamless group”. (Brown et al 1999,
p.9)
Ten years later ADASS made similar comment on the contentious nature of the ‘No Secrets’
definition of a vulnerable adult (ADASS, October 2009). They added that another reason for
confusion about the definition is that there are multiple definitions of a vulnerable adult employed
in public law and policy. These would include the Youth Justice and Criminal Evidence Act 1999, Care
Standards Act 2000, Safeguarding Vulnerable Groups Act 2006.
However, all of these relate vulnerability to the characteristics of the individual. To find a definition
in law that encompasses characteristics of the perpetrator or environment one has to look to the
Crime and Disorder Act 1998 which refers to vulnerable sections of the community and embraces
ethnic minority communities and people rendered vulnerable by social exclusion and poverty.
Furthermore, there has been a change in the language and philosophy pertaining to health and
social care which influenced the concept of a vulnerable adult. For example, since 'No Secrets' was
published, there have been some significant legal and policy changes relating to adult social and
health care. ‘Fair Access to Care’ (DH 2002) stressed ‘risk to independence and well-being’ as the
key criteria for determining eligibility for care services and, therefore, replaces the concept of a
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"vulnerable adult" with an assessment of the risk posed by the abuse and neglect to the quality of
life of the individual adult concerned. There is now a greater emphasis on supporting adults to
access services of their own choosing, rather than service intervention to provide protection.
Meanwhile, the duty to provide protection to those who do not have the mental capacity to exercise
choice and control themselves has become clearer (e.g. Human Rights Act 1988, Mental Capacity Act
2005, Domestic Violence Crime and Victims Act 2004). Consequently, ADASS (2005) recommended a
change in the terminology replacing references to the protection of "vulnerable adults" and to "adult
protection" with the new term: 'Safeguarding Adults'.
Their guidance suggests that:“This phrase means all work which enables an adult "who is or may be eligible for community
care services" to retain independence, wellbeing and choice and to access their human right to
live a life that is free from abuse and neglect. This definition specifically includes those people
who are assessed as being able to purchase all or part of their community care services, as well
as those who are eligible for community care services but whose need - in relation to
safeguarding - is for access to mainstream services such as the police. ” (ADASS 2005, p.5)
The extent to which this has clarified thresholds for intervention within defined populations remains
unclear. During 2009 the Government undertook a public review of the ‘No Secrets’ guidance and
responses were received from many professional, educational and regulatory bodies. In the
response ADASS urged for national definitions stating that….
“We need clear national definitions to give consistency. The term ‘vulnerable adult’ is currently
subject to different interpretations by different agencies according to guidance issued to them
to support their core business. There is also a public expectation about who and what the term
’vulnerable’ means, all of which has the potential to lead to or exacerbate confusion and
misunderstanding. The definition should enable everyone, not just practitioners, to
understand who a ‘vulnerable adult’ is”. (Bold my emphasis) (ADASS 2009, p.2)
Criticism of the term ‘vulnerable adult’ in safeguarding practice has not been limited to researchers
and professional bodies. Campaign groups have also challenged its use claiming that it is
counterproductive to the safeguarding agenda because:“as a construct it places the focus on the individual as the ‘vulnerable person’ and not on the
circumstances that give rise to that vulnerability. The consequence of this situation is that
Government policy is unable (or does not) discern between people of varying abilities and has

34 | P a g e

chosen minimalist intervention in response to the loud voice of ability rather than the silent
voice of inability”. (Fitzgerald 2009, p.86)
Scotland made some attempts to address this problem in the Adult Support & Protection (Scotland)
Act 2007 by using the term ‘adults at risk’ thereby defining the circumstances that give rise to that
risk:” Adults who are unable to safeguard their own wellbeing, property, rights or other interests,
are at risk of harm” and relating this to their individual characteristics….” 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”.
This triangulation of views indicates consensus about the ‘confusing and ambiguous’ nature of term
‘vulnerability’.
There was considerable delay in the response of Government to the consultation process but in May
2011 a ministerial statement set out the Government policy direction for the future. This statement
outlined the principles that the Government believed would govern future safeguarding adult policy
and practice and stated its intention to place Safeguarding Adults Boards on a statutory footing to
strengthen the commitment of all agencies to the work of safeguarding adults from abuse and
exploitation. It did nothing to address the definitional confusion that prevails, continuing to refer to
‘vulnerable adults’. In a report made by AEA on the statement given to Community Care magazine
by a civil servant following a statement made by the Minister Paul Burstow (2012) at an AEA
conference saying that new legislation would include the term adult at risk of harm:"The minister's response to a delegate's question indicated that legislation will not refer to
"significant harm'.….. Of course how these terms are defined in the first ever adult
safeguarding legislation in England will be critically important, and that is why we have been
talking to people working in safeguarding to get their views on these issues".
‘No Secrets’ remained the primary policy directive until the introduction of the Care Act (2014) and
the confusion over definitions remained. Despite the new terminology introduced in the Care Act
the term ‘vulnerable adult’ remains in common parlance. It is a term that has established familiarity
amongst health, social care and criminal justice personnel as it appears frequently in both public
policy and legislation. The variance in the construction of the term vulnerability and vulnerable in
English law is examined below.
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2.4. Construction of the Vulnerable Adult in Law
The confusing picture over the definition or construction of the term ‘vulnerable adult’ is mirrored
throughout public law and policy. Professionals in adult safeguarding are faced with a plethora of
legislation which informs and supports state intervention for the protection of adults from abuse.
These laws often offer no specific definition of a vulnerable adult but their contents contribute to
the debate over the framing or construct of a vulnerable adult authorising intervention by the State.
In mapping some of this legislation the mixed and confusing picture within which professionals have
to operate will be illustrated. The struggle that health and social care practitioners have in using
these definitions has been reported on by Brown (2011) in her examination of complex decision
making and the Mental Capacity Act 2005. Brown highlighted how the decision and time specific
boundaries of delegated decision making authority of the act fails to address some of the
complexities associated with the context of decision making. This presents challenges to
practitioners seeking lawful sanction to intervene for the protective needs of some vulnerable
adults.
In adult safeguarding practice the jurisdiction of the Mental Capacity Act 2005 is of particular
pertinence as it sets out a framework for delegated decision making on behalf of the mentally
incapacitated which formalised and developed what had hitherto been the province of common
law. Additionally it introduced a new offence in Section 44, Mental Capacity Act 2005 which
provides a framework for redress for those who might be considered vulnerable as being unable to
protect themselves from exploitation by virtue of mental incapacity. The offence is complete in
relation to persons deemed to lack mental capacity. Section 1 of the Act sets out the determination of a lack of capacity as follows:
“People who lack capacity:(1) For the purposes of this Act, a person lacks capacity in relation to a matter if at the material
time he is unable to make a decision for himself in relation to the matter because of an
impairment of, or a disturbance in the functioning of, the mind or brain”.

The focus here is on characteristics that are inherent to the individual, hence vulnerability is
constructed in terms of an inability to protect oneself from exploitation by reason of mental
incapacity which is determined on the basis of individual characteristics.
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Other pieces of legislation, whilst now repealed by the implementation of the Care Act 2014, are
likely to have influenced thinking and practice in determining who is considered vulnerable and,
thereby, deserving of welfare responses/services. These laws have framed the role and function of
social work and are likely to be in the consciousness of professionals working in social care. This
legislation includes:

The National Health Service & Community Care Act 1990, Section 47, Duty to carry out an
assessment of need for community care services;



Disabled Persons (Services, Consultation, and Representation) Act 1986, Section 4, Duty to
consider the needs of disabled persons;



Chronically Sick & Disabled Persons Act 1970, Section 2, Duty to consider the needs of
disabled persons

All of these refer back to the definition under Section 29, National Assistance Act 1948 in identifying
persons in relation to whom it has powers to make welfare provision which focus on inherent
characteristics:National Assistance Act 1948 Section 29(1)
Welfare Services 29. (1) A Local Authority shall have power to make welfare arrangements for
promoting the welfare of persons to whom arrangements this section applies, that is to say
persons who are blind, deaf or dumb, and other persons who are substantially or permanently
handicapped by illness, injury, or congenital deformity or such other disabilities as may be
prescribed by the Minister.
It later goes on to describe circumstances that authorise the removal of a person in which the
criteria attend to both individual and situational characteristics:Removal to a suitable premises of persons in need of care and attention 47. (1) The following
provisions of this section shall have effect for the purposes of securing the necessary care and
attention for persons who:(a) are suffering from grave chronic disease or, being need of care, aged, infirm or physically
incapacitated, are living in insanitary conditions, and
(b) are unable to devote to themselves, and are not receiving from other persons, proper care
and attention.
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By far the most frequently cited definition of vulnerability and a vulnerable adult is that indicated in
the Who Decides Consultation paper and adopted in the official policy guidance on protecting
vulnerable adults from abuse – ‘No Secrets’. The definition here and in the Domestic Violence and
Crime Victims Act 2004 both locate vulnerability in the individual characteristics of illness or infirmity
In ‘No Secrets’ (2000) the broad definition of a ‘vulnerable adult’ referred to in the 1997
Consultation Paper Who Decides? is a person:“who is or may be in need of community care services by reason of mental or other disability,
age or illness; and who is or may be unable to take care of him or herself, or unable to protect
him or herself against significant harm or exploitation”.
Domestic Violence, Crime and Victims Act 2005 Section 5(6):“vulnerable adult” means a person aged 16 or over whose ability to protect himself from
violence, abuse or neglect is significantly impaired through physical or mental disability or
illness, through old age or otherwise”.
In contrast the expanded definition offered in the Care Standards Act 2000 and the Safeguarding
Vulnerable Groups Act 2006 focuses on the location of the adult, suggesting that vulnerability is to
be located in the person’s circumstances as well as their personal characteristics. These mark a
departure from those cited previously as both demonstrate a shift in focus, locating vulnerability in
the circumstance rather than the person. This is illustrated in the extracts below:Care Standards Act 2000, Part V11, Section 80(60):(6) “Vulnerable adult” means:(a) an adult to whom accommodation and nursing or personal care are provided in a care
home;
(b) an adult to whom personal care is provided in their own home under arrangements made
by a domiciliary care agency; or
(c) an adult to whom prescribed services are provided by an independent hospital, independent
clinic, independent medical agency or National Health Service body”.
Safeguarding Vulnerable Groups Act 2006, Section 59(1) definition of a vulnerable adult focuses on
the receipt of care services or settings in which care or control are exercised over the adult. These
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(a) residential accommodation;
(b) sheltered housing;
(c) receipt of domiciliary care;
(d) receipt of health care;
(e) detention in lawful custody;
(f) requires assistance in the conduct of his own affairs”.
During the Government’s consultation on a review of ‘No Secrets’ in 2009 views were expressed
about the stigmatising and counter-productive effect of the term ‘vulnerable adult’ because as a
construct it focuses vulnerability on the person and not the circumstances that gave rise to the
vulnerability (AEA 2009, Fitzgerald 2009). Around the same time the Government showed
understanding of this in the guidance it issued on forced marriages (HM Government (2009)):“It is recognised that the term vulnerable adult is unacceptable to some people with disabilities
as it is frequently other people, the environment and social circumstances that make people
with disabilities vulnerable and not their disability per se. Therefore, the term “adult with
support needs” is used throughout this document to refer to those who fall within the
commonly accepted definition of “vulnerable adult”.
However, this new term still hinged on vulnerability due to needs arising out of individual
characteristics.
This impetus to remove the term vulnerable adult first translated into law following the introduction
of the Protection of Freedoms Act 2012 which amended the Safeguarding Vulnerable Groups Act
2006 (September 2012). The amendment of the definition of regulated activity removed its
association with the term vulnerable adult and instead identified activities which, if an adult requires
them, lead to the adult being vulnerable at that particular time. This shifted the focus away from
personal characteristics and the settings in which regulated activity is received and placed it on the
nature of the activity undertaken. Consequently vulnerability in the light of this change is associated
with the following types of activity – provision of health care; provision of personal care (including
prompting and supervision as well as direct physical care); provision of social work; assistance with
cash, bills or shopping; assistance in the conduct of a person’s affairs; conveying to a place in order
to receive health, social or personal care.
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It is curious, given the leadership role assigned to Local Authorities in arrangements to protect
vulnerable adults at risk of abuse, that the legislative framework of reference has demonstrated this
obvious division in constructing vulnerability as either inherent to the individual or assigned to the
individual’s circumstances. In order to see a more combined approach one has to look to the
courtroom and associated legislation.
The Youth Justice and Criminal Evidence Act 1999 authorises the protection of vulnerable witnesses
when giving evidence by virtue of a number of ‘special measures’. The qualifying criteria use a
combination of inherent and situational vulnerability. The first criterion draws upon inherent
vulnerability to define a vulnerable witness according to incapacity in as much as they:“(i) suffers from mental disorder within the meaning of the Mental Health Act 1983 or 1983 c.
20;
(ii) otherwise has a significant impairment of intelligence and social functioning(iii) that the
witness has a physical disability or is suffering from a physical disorder”.
The second criterion uses inherent and situational vulnerability in combination to determine a
witness whose evidence may be compromised by being in fear or distress. Circumstances which the
court must take into account include: the sociocultural origin of the witness, economic
circumstances, religious beliefs, the nature of the offence, and any behaviour displayed towards the
witness by the accused, his/her family and/or other witnesses in the proceedings.
And finally, situational vulnerability alone is used to make special measures available for
complainants who are witnesses in the proceedings relating to sexual offences and some violent
offences.
Returning to the observation made by Brown (2011) about the difficulties faced by practitioners in
making use of the Mental Capacity Act in justifying interventions in complex decisions involving
safeguarding concerns, the mapping of the law above evidences the confusing and complex
landscape of law through which professionals in safeguarding practice have to navigate in search of
a lawful justification for intervention. These laws frame vulnerability as a binary concept allied
either to inherent characteristics of the individual or situational characteristics of circumstance.
In order to observe a blended approach to evaluating vulnerability (combining inherent and
situational characteristics of vulnerability) in adults at risk of abuse one has to turn to the arena of
the High Court.
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In the High Court there have been a number of judgements since the year 2000 which have
confirmed and extended its inherent jurisdiction to make declarations of relief to sanction
interventions by others on behalf of the ‘vulnerable’. The court has not constrained itself to
judgement in relation to mentally incapacitated adults. Dunn et al (2008) drew attention to the
ways that courts have attended to both inherent and situational characteristics of vulnerability in
justifying court intervention as part of a protective framework. However, they were critical in some
of the cases as it would indicate that a person assessed as mentally capable of making a decision
might not have this respected if a court considers them to be vulnerable.
The benefit of inherent jurisdiction in comparison to the Mental Capacity Act as a framework to
endorse State intervention in the lives of adults at risk is that it is not tied to a specific decision or a
specific time. This broadens the scope of intervention for persons deemed to be vulnerable enabling
pre-emptive intervention within a protective framework to prevent circumstances where an adult
might not be able to exercise free choice.
Notable amongst the High Court judges is Judge J Munby. In the case Re SA (vulnerable adult with
capacity: marriage) [2006] 1 FLR 867 Judge Munby was careful to avoid a definition of a vulnerable
adult and in outlining some characteristics that could be considered, he emphasised that this was
‘descriptive, not definitive: indicative rather than prescriptive’. However, later he stated who he
would treat as a vulnerable adult in the context of inherent jurisdiction as being:“someone who, whether or not mentally incapacitated, and whether or not suffering from any
mental illness, or mental disorder, is or may be unable to take care of him or herself, or unable
to protect him or herself against significant harm or exploitation, or who is deaf, blind, or
dumb, or who is substantially handicapped by illness, injury or congenital deformity”.
Re SA (vulnerable adult with capacity: marriage) [2006] 1 FLR 867, Para 82.
There are strong parallels between this and the definition of a vulnerable adult set out by the Lord
Chancellor’s Department (1997) in the consultation document ‘Who Decides, Making decisions on
behalf of mentally incapacitated adults’. These definitions situated vulnerability as being inherent to
the individual.
However, later in this case Judge Munby, in describing the circumstances that might give rise to a
need for protective interventions by the court, makes reference to the ‘circumstances in which the
adult might be constrained, coerced or otherwise denied the ability to make a free choice’, thereby
attending to situational vulnerability. In justifying court sanctioned intervention Munby suggested
that the adult’s inherent vulnerability puts them at greater risk of situational vulnerability,
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suggesting an interactive account of vulnerability. This position is echoed in ‘No Secrets’ (2000) para
6.21 which asserts that action to protect should not be limited by the persons’ mental capacity. The
guidance exhorts that:”In order to make sound decisions, the vulnerable adult’s emotional, physical, intellectual and
mental capacity in relation to self-determination and consent and any intimidation, misuse of
authority, or undue influence will have to be assessed”. (DoH 2000, p.31)
This resonates with Munby’s suggestion that persons with inherent vulnerability by reason of
illnesses or infirmities may be at greater risk of exploitation by virtue of the circumstance or
situations that these particular needs expose them to. This is a view point affirmed by Brown et al
(1999) who reported that concerns for adults in need of health and social care services being more
vulnerable to exploitation have been consistently validated by research studies over the past
10 years. Others (Dunn et al 2008) have argued the dangers of assuming that inherent vulnerability
automatically heightens the risk of situational vulnerability, and assert that many adults who
evidence inherent vulnerability are very able to protect themselves from exploitation. They, like
others, warn of the danger of conflating risk and vulnerability, as they are objective and subjective
states of being. Additionally they warn of the risks to ethical decision making in law from the current
etic and emic accounts of vulnerability and argue for the inclusion of the adult’s perspective of their
subjective experience of vulnerability as part of the decision matrix.
In conclusion, law and policy frame the understanding and actions of professionals in safeguarding
adults practice. The definitional confusion highlighted by early researchers and commentators is
reflected in the way vulnerability is constructed in law and policy. This is the landscape that
professionals have to navigate in identifying adults at risk of abuse and justifying their responses. In
searching for understanding of vulnerability to abuse the law is not clearly definitive.
2.5. Relevant Research
The study of Adult Abuse has received very little research interest since Baker (1975) first remarked
on the phenomena of ‘Granny Bashing’, and the majority of early research data is drawn from
studies in the USA. An overview of developments by Penhale and Kingston (1995) noted that the
recognition of the problem of Adult Abuse has been slow to develop following Stearn’s (1986)
inaugural study of elder abuse in the UK. It was not until 2006 the first incidence and prevalence
study was conducted in the UK by O’Keefe et al (2007), although small scale local studies have been
conducted (Brown & Stein 1998, 2000; Cambridge et al 2011) pre and post policy implementation.
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As Northway et al (2005) have commented this sparse attention in the academic community reflects
the fact that much of adult protection research has its origins in practice dilemmas and it is
increasingly common that articles are co-authored by practitioners in the field and academics. The
studies have tended to be of local, small scale, and narrowly focused populations that tend not to
extrapolate across populations and across international boundaries. Additionally, the terminology
used in the field has been poorly defined and constantly changing. The term vulnerable adult itself
only became popular in the 1990s. The field of practice has been re-named each decade from ‘Adult
Abuse’ to ‘Adult Protection’ and more latterly ‘Adult Safeguarding’. The vast majority of adult
protection research has been conducted since the late 1980s associated with an impetus for the
development of policy and practice initiatives.
However, there has been an increase in the amount of research and other material published on the
subject since the beginning of the 90s (Phillipson & Biggs 1992, Pritchard 1992, Decalmer &
Glendenning 1993, Bennet & Kingston 1993, Eastman 1994, Kingston & Penhale 1995).
International comparisons have been hampered by a number of difficulties including no shared
definition of abuse.
2.5.1. Incidence and Prevalence Studies of Adult Abuse
Early studies on the incidence and prevalence of adult abuse cite varying forms as the most
prevalent making it difficult to establish a consistent database on the nature and extent of Adult
Abuse (Lau & Kosberg 1979). Some report elder abuse as consisting largely of abuse between
partners in later life (Pillemer & Finklehor 1988), others psychological abuse (Block & Sinott 1979)
and still others found neglect to be the most common form (Valentine & Cash 1986). The first UK
study (O’Keefe et al, 2007) identified physical abuse, neglect and financial abuse to be amongst the
top three reported forms of abuse in the elder population.
Notwithstanding the seminal prevalence study in Boston by Pillemer & Finklehor (1988) and studies
since in the UK (Ogg & Bennet 1992, O’Keefe et al 2007) these figures are believed to be an
underestimate as other studies (Tomita 1982, Fulmer & O’Malley 1987) suggest that older victims
tend not to report abuse. O’Keefe’s UK study was limited to elders living in the community and
therefore did not sample those living in institutional settings. This limits the scope of our
understanding. More recent reviews of the research (McDonald et al 2012) have suggested this
requires further attention as a significant issue, in light of the World Health Organisation’s report
(2002), that mistreatment of older adults had been identified in nearly every country where
safeguarding procedures exist (Krug, Dahlberg, Mercy, Zwi & Lozano 2002).
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Campaign agencies such as Age UK have drawn attention to a rise in elderly abuse highlighting
Health and Social Care Information Centre figures which showed that the number of cases referred
for investigation by Councils in England rose from 108,000 in 2011/2012, to 112,000 in 2012/2013.
Of these, 38% of the alleged abuse took place in the older person's home, while 45% took place in a
care home [http://www.bbc.co.uk/news/uk-24399139 Accessed 16-04-17].
Brown & Stein (1998) draw attention to the relationship between research developments and the
growing awareness of abuse in the adult population. In the area of elder abuse a growing body of
knowledge suggests abuse most often takes the form of familial violence (Pillemer & Finkelhor
1988), and in the field of learning disabilities attention has been focussed on sexual abuse. Whereas
in the field of mental health, research in relation to adult abuse has focussed on the shortcomings of
mental health service provision including abuse within the professional relationship (Bouhoutsos et
al 1983, Bouhoutsos 1984, Schoener et al 1990, Symanska & Palmer 1993), in-patient victimisation
(Nibert et al 1989), and the general tendency of mental health professionals to overlook or deny
patients’ abuse histories, both current and historical (Rose, Peabody & Strategias 1991, Reed et al
1998 & 2002).
Brown & Stein (1998 & 2000) comment that the level of reporting for adult abuse by mental health
services was considerably lower than expected and that this finding was consistent across a number
of Local Authorities leading them to conclude that there were major problems with the
implementation of Adult Protection Policy in mental health services. They offer some suggestions
for this including: attitudes of staff towards the concept of adult protection vary between those who
see it as a force for good, a necessary safeguard in the new mixed market of care; and those who see
it like the sword of Damocles hanging over the head of individual carers and commercial care
providers. Some practitioners adopt a fluid approach to the critical issue of thresholds, concerned to
avoid the stigmatising effects of formal procedures and wary of reporting cases which might later be
dropped for lack of evidence or not considered serious enough. Brown & Stein (1998, 2000) suggest
here, that practitioners adjust the threshold at which they will initiate an adult protection alert in
order to keep their options ‘open’ for action/intervention. The ongoing struggle with fuzzy
definitions and poorly defined thresholds has occupied continued debate. Collins (2010) in
commenting on the development of thresholds documents in Wales, cites the initiative as arising
from differential approaches to thresholds for adult protection referrals between health and social
practitioners owing to the grey areas in practice. He echoes the views of Cooper et al (2009) who
advocate that:-
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“Considering elder abuse as a spectrum of behaviour rather than an “all or nothing”
phenomenon could help professionals to feel more able to ask about it and therefore offer
appropriate help. (Cooper et al 2009, p.3)
He asserts that the differential approaches to safeguarding concerns across the agencies are
particularly concerning and potentially fail to identify crimes. This exhortation for clarity is echoed in
a number of Serious Case Reviews which will be explored later. For example, in the Serious Case
Review Report into the Death of Steven Hoskin (Flynn, 2007) states that:“If clear “thresholds” are set out, such as, for example: any more than three presentations to
A&E/Minor Injury Unit (MIU) Services by a vulnerable adult within a period of three months; or
any vulnerable adult who presents to A&E/MIU Services having been assaulted/ having taken
an excess of drugs and/or alcohol, then the vulnerable adult concerned should always be
referred to Adult Protection Services and the Department of Adult Social Care”. (Flynn 2007,
p.26)
The above studies consistently draw attention to problems with comparison across Local Authorities
due to unclear definitions and differential threshold decision making by practitioners.
2.5.2. Policy Implementation in Safeguarding Adults
The problem of definition has also been reported in research on policy implementation. As policy in
the UK began to develop, research interest turned its attention to policy implementation and joint
working. Early studies in the UK have examined the outcomes of policy implementation (Rushton et
al 2000, McCreadie 2002, Brown & Stein 1998, 2000). The quality of the data/information was
patchy and partial, reflecting the newness of the work and the inconsistency of policy
implementation across the UK, especially in relation to the recording and collation of information.
Consequently, the data needs to be treated with caution and not read as an indicator of Adult Abuse
incidence/prevalence but more a reflection of the agencies’ competence in dealing with Adult
Protection. Of course, these studies, like many other studies of reported abuse, only tell us what we
know about reported abuse and there is widespread acknowledgement that there is a huge
reservoir of unreported and undetected abuse about which very little is known.
Differences across disciplines are noted. Using Matland’s (1995) ambiguity-conflict model of policy
implementation McCreadie et al (2008) characterised ‘No Secrets’ as a high ambiguity policy, as
demonstrated by the discordant views expressed by practitioners about what constitutes a
‘vulnerable adult’. Differences were evident in whether or not the term should exclude individuals
who were not recipients of services paid for by the statutory sector. They also existed in relation to
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what constituted abuse and whose judgement on this should prevail. These differences were
reported to affect whether abuse was reported and how procedures were implemented.
Dogged by definitional confusion, the differences in views were evident and distinct in locating the
locus of vulnerability in either the person or their situation/circumstance. The potential for such
differing interpretations of the concept of a vulnerable adult were signalled by Brown et al (1999)
who pointed out the central confusion about what constitutes vulnerability evident in many adult
protection policies.
McCreadie et al (2008) also characterised the adult protection policy as low conflict as studies of
early implementation demonstrated high levels of cross-agency commitment. In the UK Northern
Ireland has the only fully integrated health and social services structure and Douglas and Halliday
(2000) used focus groups to explore the views of a number of professional disciplines to review the
implementation of adult protection and procedures and reported that despite a view that multiprofessional ownership was essential, in reality this was variable and social work felt the burden of
leadership at this embryonic stage of practice development. In the UK, publication of ‘No Secrets’
issued under Section 7 of the Local Authority Social Services Act (1970) signalled Government’s
commitment to protect vulnerable adults from abuse. A survey by Mathew et al (2002) and
document analysis undertaken by Sumner (2004) found widespread compliance in the development
and implementation of policies and arrangements for governance, including high levels of partner
engagement and multi-agency management at a strategic rather than operational level reflecting
the Northern Ireland experience. Later studies (Penhale et al 2007) on partnership working have
highlighted a lack of clarity over roles and responsibilities as a barrier to effective joint working.
These studies also draw attention to confusion over what constitutes vulnerability, lack of clarity
over role definitions, and an absence of shared understanding of what constitutes abuse and a
vulnerable adult.
2.5.3. Joint Working and Professional Roles in Safeguarding Vulnerable Adults
Challenges in joint working in adult protection have been reported on in the UK and common
themes centre on differences in perspectives and commitment to action across the disciplines.
Building on existing research Pinkney et al (2008) explored the views of social workers following the
introduction of ‘No Secrets’ whilst others perceive them to have the lead role this was not explicitly
defined in the guidance. In this study social workers commented positively upon the value of
sharing information, decision making and responsibility through inter-agency working, but
simultaneously stated that progress had been slow. Barriers to effective joint working once again
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included commitment which was perceived by some to relate to the lack of legal mandate. The
introduction of the Care Act (2014) creates a duty to co-operate, although the jurisdiction of this and
the mechanisms for enforcement are currently unclear. Further work is required to determine an
effect on joint working from the introduction of this mandate.
A series of articles in the Journal of Elder Abuse have chronicled a number of perspectives in the
United States including adult protective services (Mixson 1995), case manager (Sonntag 1995) legal
(Heisler & Quinn 1995), medical (Wetle & Fulmer 1995), mental health (Marin et al 1995),
ombudsman (Skelley-Walley 1995) and religious (Johnson 1995) views using commentary on three
common case studies of adult abuse. These provide a narrative report of the differing perspectives
and ethical dilemmas that have come to bear on these perspectives. However, the articles offer
little by way of analysis of the different value or outcomes for the adult at risk from these differing
views.
Similar narrative reports of role have been published in the UK (Ramsay 2009, Garner 2004, HartleyJones 2011, Gorcynska & Thompson 2007) and others have charted the development of their
specialisations within their particular agency (Draper, Roots & Carter 2009, White & Lawry, 2009).
Evaluative studies of roles in Adult Protection are fewer in number. Davies et al (2006) sought to
understand police perception of their role in adult protection. Although the sample size was small
the data gathered was rich in description, offering insights into the challenges about generic and
specialist roles, training needs, knowledge gaps in and differences in legal context in comparison to
child protection work. A case study by Cambridge & Parkes (2005) provided insights into the risks
and benefits of specialisation versus the development of generic competence in adult protection
work.
Other commentators either exhort the need for agency involvement e.g. Parry (2013), citing
examples of good practice amongst some housing providers whose role in safeguarding is seen to be
less clear and not incentivised. Poor engagement with the agenda by health professionals has
received much comment (Morgan 2009; Rose, Peabody & Strategias 1991; Reed et al 1998 & 2002).
Morgan (2009) cites reasons for this, including ignorance, failure and fear of recognising abuse by
nursing staff, poor nursing care and a lack of strong leadership. In her commentary on the report
findings she draws attention to the perception that nursing practice has moved too far towards a
biomedical model of care with a focus on task rather than whole person care which was traditionally
the essence of nursing practice. She signals the need for continuous improvement through the
incorporation of safeguarding into the governance of health care provision. This supports the views
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expressed by Brown and Stein (1998) who stressed that procedures do not translate to effective
protection without staff having a clear understanding of their roles and responsibilities which
requires investment in training. One example of such a strategy has been reported on by Aylett
(2009) who stressed that in order to engage all relevant parties, the content of the training delivery
must relate to all agencies despite differing roles and responsibilities. A key vehicle for multi-agency
organisational learning is the conduct and reporting of Serious Case Reviews (SCRs) because as
Cambridge & Parkes (2004) have asserted, if the inquiries are robust in their design they can
generate reliable and transferrable findings. Indeed Aylett (2008) strongly recommends the findings
of SCRs are included in multi-agency training to disseminate findings, arguing that the return on
investment into these inquiries is eroded when lessons are not learned, meaning that service failures
are waiting to be repeated. She comments on the puzzling absence of national collation, systemic
review or strategy for dissemination in contrast to child protection inquiries.
The research and discourse on roles, responsibilities and joint working in adult protection once again
highlights differences of view, understanding and application of safeguarding practice and
practitioner decision making.
2.5.4. Serious Case Reviews – The Analysis Thus Far
There is a growing literature on adult Serious Case Reviews which are becoming the subject of a
developing interest and theoretical literature in adults safeguarding practice. For example, Clay et al
(2014) have recently attempted to summarise and categorise the recommendations of 74 SCRs
representing a decade of reviews. Earlier studies focused on the structure and function of SCRs.
Stanley and Manthorpe (2004) considered in detail the factors that influence the commencement,
course and outcome of inquiries in services for children and adults in relation to social care, health
care and mental health services.
Brown (2009) has charted the process and function of Serious Case Review from her experience as
an independent chair in multiple Local Authorities. She highlights the inevitable tension between
facilitating accountability whilst minimising the risk of defensiveness to enable both organisational
learning and emotional catharsis, stating that:-

“The primary purpose of SCR is to focus on those few cases that test adult protection work and
the system beyond its capabilities, causing very serious concerns in the relevant professional
networks and in the minds of vulnerable people and their relatives. As a process it needs to
manage the tension between finding fault and finding a way forward…….” (Brown 2009, p.50)
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In her analysis of the eight reported reviews Brown identified some shared features including the
chronic and cumulative nature of risk, and the lack of consensus in determining individual versus
corporate culpability in the causation of harm. She referred to her earlier comments (Brown 2003)
on the need for categories of abuse which focus as much on relationship and context as well as the
type of abuse. In so doing one can postulate that more nuanced definitions might support
practitioners to recognise and respond to indicators of abuse and vulnerability when they
understand how vulnerability arises from universal circumstances rather than individual features of
illness or disability. This might support the application of a social model of vulnerability rather than
an individual model that the current individual pathological definitions under ‘No Secrets’ permit.
The purpose and process of SCR’s in adult safeguarding focusses attention upon the few cases that
have tested the system beyond its capabilities and undermined the confidence of both professionals
and the public in its fitness for purpose. It is puzzling that there appears to be no coherent strategy
for disseminating the findings of inquiries and no national collation of data emerging from inquiries
relating to vulnerable adults. Flynn (2010) comments on the need to create such a mandate and
exhorts this be considered in the consultation of the review of ‘No Secrets’ which the Government
commenced in 2009.

However, it took until March 2017 for the Department of Health to

commission work on this which is currently being undertaken by SCIE and RiPFA (2017).

Manthorpe & Martineau (2011) undertook an analysis of a sample of reports examining their utility
for learning. They identified inconsistencies in format and reporting as a weakness in this respect.
The authors studied twenty two Serious Case Review reports scrutinising them for the rationale for
the review, detail of victims and alleged abusers, form of abuse, threshold for the Serious Case
Review, timescale, process and methodology, follow-up, etc. They conclude that:-

"From examining a small sample of SCR reports, the evidence from this study is that although
the purpose of such reviews is well understood, the reports themselves often lack transparency
about their purpose and activities. It may be that a greater degree of standardisation of
approach would serve both to raise the quality and usefulness of these reports and the degree
to which they are amenable to central collation”. (Manthorpe & Martineau 2011, p.239)

More recent studies have examined particular themes from SCRs. Manthorpe & Martineau (2013)
examined SCR reports relating specifically to people with learning disability, to draw out material
relevant to social work policy and practice.
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“Three themes are presented: staff relationships; family and carers; and biography and
chronology to draw out material relevant to social work policy and practice. At a time when
the English Government has announced plans for SCRs for adults to move to a statutory basis,
this paper draws attention to their potential as learning materials, but also the risks of seeing
them as presenting a full picture of practice.

The case for local flexibility is argued.”

(Manthorpe & Martineau 2013, p.1)

Parry (2013, 2014) highlights the lessons for housing agencies and comments on the apparent
absence of action in disseminating such learning in this sector. Braye et al (2015 a & b) explored
SCR’s relating to persons who self-neglect seeking to identify indicators for good practice to promote
learning for practitioners who may be similarly faced with such complex and challenging case
circumstance.
In contrast, thematic analyses of Serious Case Reviews in children’s services are well established and
rooted in law and policy. Serious Case Reviews are local enquiries into a child’s death or serious
injury where abuse or neglect are known or suspected and additionally, in cases of serious injury,
there are concerns about inter-agency working. These reviews are influential and acknowledged to
be important sources of learning. Independent biennial national analysis of Serious Case Reviews
are commissioned by the Government as required in the Government’s guidance Working Together
(HM Government, 2010:255), seeking to draw out key findings from reviews and identify lessons for
national policy and practice.
This overly bureaucratic response to learning from inquiries has recently been recognised within
Children’s Protective Services, and led to the suggestion of new ways of learning. Classical
organisation theories (Weber 1947) deal with the formal organisation and concepts to increase
management efficiency. One of the features of Weber’s bureaucratic theory of organisations is
predictability and stability meaning that the organisation should operate according to a system of
procedures consisting of formal rules and regulations. Many of the categories of recommendations
in adult safeguarding SCRs exemplify this bureaucratic principle.

Neoclassical theorists recognised the importance of individual or group behaviour and emphasised
human relations. Based on the Hawthorne experiments, the neoclassical approach emphasised
social or human relationships among the operators, researchers and supervisors (Roethlisberger and
Dickson 1943). It was argued that these considerations were more consequential in determining
productivity than mere changes in working conditions. The classical approach stressed the formal
organisation, it was mechanistic and ignored major aspects of human nature. In contrast, the
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neoclassical approach introduced an informal organisation structure and emphasised the following
principles:

The individual is not a mechanical tool but a distinct social being, with aspirations beyond
mere fulfilment of the task and should be recognised as interacting with task factors.



The work group is social and informal organisations operate within a formal organisation.



Participative management or decision making permits workers to participate in the decision
making process.

These have led to the development of modern theories which tend to be based on the concept that
the organisation is a system which has to adapt to changes in its environment. Some of the notable
characteristics of the modern approaches to the organisation are: a systems viewpoint, a dynamic
process of interaction, multi-levelled and multi-dimensional, multi-motivated, probabilistic,
multi-disciplinary, descriptive, multi-variable and adaptive.

The systems approach is an example of a modern organisational theory. It views organisation as a
system composed of interconnected - and thus mutually dependent - sub-systems. These subsystems can have their own sub-sub-systems. Thus, the organisation consists of basic components
which are linked to one another (Bakke 1959). There are five basic, interdependent parts of the
organising system, namely:-

• the individual;
• the formal and informal organisation;
• patterns of behaviour emerging from role demands of the organisation;
• role comprehension of the individual, and
• the physical environment in which individuals work.

The different components of an organisation are required to operate in an organised and correlated
manner. The interaction between them is contingent upon the linking processes, which consist of
communication, balance and decision making.

In 2010 Dr Eileen Munro was commissioned by the Government to undertake a review of child
protection services. This review included an examination of the conduct of children’s Serious Case
Reviews. In her final report (2011) Munro states that her proposals for reform:-
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“…involves moving from a system that has become over-bureaucratised and focused on
compliance to one that values and develops professional expertise and is focused on the
safety and welfare of children and young people”. (Munro 2011, p.6)

Munro used the ‘systems’ approach to understanding how the current conditions of children’s
services had occurred. Munro’s use of systems theory to understand the difficulties in child
protection practice was extended to recommend that Serious Case Reviews should also be
conducted using a systems methodology. This approach has been developed with the Social Care
Institute for Excellence (2010) working with Professor Munro called the ‘learning together’ systems
approach, now commonly known as ‘the SCIE model’.

The SCIE model seeks to produce explanations about why professionals had acted in the way they
did. The approach identifies conditions supporting good safeguarding practice, as well as those
influencing professional practice in negative ways. SCIE assert that having a multi-agency ‘review
team’ working together from the beginning created a common endeavor, greater challenge and
confidence to find new ways of working and effective solutions. In contrast to the former approach
of Independent Management Reviews (IMR) conducted by managers remote from the direct
casework this approach actively involves frontline workers and team managers throughout the
process as a vital aspect of the model.

This new approach to learning from Serious Case Reviews is endorsed by Sidebottom et al (2010)
whose research into learning the lessons nationally from SCRs highlighted the value of a more
participative approach. They argue that learning can be embedded as part of the process of
conducting an SCR as well an outcome of the process. They recommend involving frontline
practitioners at an early stage in the process so that they might understand the purpose of the
review with an emphasis on critical reflection at both an individual and organisational level, and
training for IMR authors in facilitating learning as part of the process. They also comment that the
quality of reporting from this national dataset of overview reports could be strengthened by
incorporating it within a framework for national analysis by a single research team enabling not only
descriptive data to be available but also time trend analysis as well as comparative and thematic
analyses.
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Woods (2003) recommends that this methodology should be adopted for undertaking future Serious
Case Reviews. Having worked previously together with SCIE to produce guidance on developing a
multi-agency systems approach for case reviews (SCIE Guide 24 2009) she highlights that “A key
assumption in a systems approach is that human behaviour is fundamentally understandable: even
actions or decisions that later turned out to be mistaken or to lead to unwanted outcomes, at the
time seemed sensible. It becomes important, therefore, to try and avoid hindsight in reviewing
professional practice. Instead, a key task is to reconstruct how people were making sense of an
evolving situation”. (SCIE 2009, p.9)
In reading SCR reports it became evident that common themes frequently emerged, such as a lack of
co-ordination and collaboration in the sharing of information that might otherwise have led to
detection and/or response to signs of abuse. These struggles with regard to threshold decision
making are echoed in some of the Serious Case Review reports, where the need to strengthen
practitioner’s recognition and response to abuse and vulnerability has been commented upon.
2.5.5. Professional Judgement and Decision Making in Adult Safeguarding
Serious Case Reviews place the judgements and decisions of professionals involved in the case under
considerable scrutiny. Our understanding of what influences decision making in adult safeguarding
is one in which we are conceptually strong (I will attend to this in my discussion of theoretical
concepts informing the research study - section 2.6.3) yet empirically weak.
In their overview report Cuzzi et al (1993) highlight some of the vast literature on decision making
theory and research. They note that this largely relates to disciplines outside of social work but
espouse that there is conceptual relevance to decision making in social work. They cite a few studies
specifically examining decision making in a social work context and topics encompass client
approaches to decision making for adults at risk or who have some cognitive decline (Kapp 1988,
Nicholson and Matross 1989) and critical reasoning in clinical social work (Gambrill 1990).
A more recent systematic narrative overview specific to decision making in elder abuse was reported
on by Killick and Taylor (2009). They note that the complexity of health and social care decision
making in situations of uncertainty is gaining research recognition. They identified three broad
categories of research activity on what influences decision making in elder abuse as follows: case
characteristics, professional factors and agency factors.

The impact of case characteristics on

practitioner recognition and response to abuse of cognitively impaired persons was noted by
Baladerian (1997) who signalled the need for the development of specialist training in disability and
skills development for Adult Protective Services workers. One study of particular interest was
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Fulmer et al (2003) as it sought to identify the case characteristics attended to by assessing
professionals using a grounded theory approach.

Limitations of this study were its focus on

identification of neglect as a specific form of neglect and the singular context of the sample –
emergency hospital setting.

Professional struggles with definitions of abuse are discussed by

Lithwick et al (1999) where contextual factors also influenced practitioner thinking and highlights the
challenge of fitting a multi-dimensional event under a single rubric of elder abuse. If such struggles
exist for practitioners in relation to defining abuse then it might similarly be true in relation to
determining their vulnerability to such abuse. This study seeks to explore the typology of factors
used by human services professionals in their construction of vulnerability for adults at risk of abuse.
Clearly, the attitudes and knowledge of staff have a significant role in determining their approach
to/identification of clients’ abuse histories and, in particular, the experience of adult abuse. Previous
studies (Hargreaves and Hughes 1996) reported variation in the workers approach to abuse in terms
of identification, assessment and intervention. Some barriers to identification include fear of a
heavy-handed approach, and over reaction causing more harm (Rowlings 1999). Other authors have
warned that some practitioners may ignore or modify policy based on local agenda and the use of
their own autonomy and discretion (Wells 1997). Preston-Shoot & Wigley’s (2002) study was the
first to specifically examine social workers responses to multi-agency procedures on Older Age abuse
as was thereby limited to workers relating to that adult client category. However, they used a range
of research methods in the study to capture both qualitative and quantitative data, including staff
questionnaire, interviews and analysis case notes.

Despite this the rigour of the study was

undermined by the small sample size. The results did, nonetheless, demonstrate some interesting
trends including the following:a) most practitioners felt that there was probably serious underreporting;
b) practitioners expressed much confusion about the extent to which they could use discretion
in the application of procedures.
Preston-Shoot & Wigley suggest that the results indicate a need for clarity within policy in respect of
what is mandatory and what is permissive. Presumably, in the meantime, practitioners will continue
to exercise autonomy and the current variations in report levels will change or remain the same,
depending on the knowledge and attitudes of staff.
Taylor & Dodd (2003) were similarly disconcerted by the apparent variation of reporting between
workers from different adult service user groups and, in particular, the remarkably small proportion
of reports in relation to people with mental health problems. Their research was limited to the staff
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within one Local Authority but other researchers (Brown and Keating 1998) have also commented
upon the apparent unwillingness of mental health services to address issues of adult abuse within
their service population. This would suggest that this phenomenon is not particular to that single
Local Authority. In their critical analysis of the policy context of adult protection practice in mental
health services Galpin & Parker (2007) identify key issues in the under reporting of safeguarding
concerns to include structural (marginalisation of patients), ideological (dominance of medical model
linking abuse to individual pathology and affording invisibility to the perpetrators), organisational
(managerial policies which promote welfare responses).
2.5.6. The Context of Practitioner Judgements and Decision Making
Studies on agency factors are few in number but those in existence identify resources and policy
amongst the conscious or unconscious influences on decision making in adult protection services
(Clark-Daniels and Daniels 1995).
Killick & Taylor (2009) comment that studies on professional factors largely related to health and
social care practitioners with only one study on police decision making identified in their sample. The
studies they identified demonstrated variation in the ways professional groups addressed abuse and
in particular that training and knowledge influence the level of abuse identification. Two studies in
particular are of interest as they demonstrate parallels to the proposed methodology of this study.
The first is Bergeron (1999) who used focus groups and interviews of Adult Protective Services staff
to develop a typology of the factors influencing their decision making. The other is Wilson (2002) as
the sampling was purposive or even convenience driven and the variance in respondent reasoning
and decisions is used to argue for clearer legal frameworks addressing issues of vulnerability,
protection and self-determination.
Similar typological approaches have been adopted in more recent UK studies. Gilhooly et al (2013)
paid particular attention to detection of cues for financial abuse but in professional groups who do
not work directly in safeguarding, as well as social care professionals (although this was reported
separately Davies et al (2011)). Using the conceptual model of professional bystander intervention
they explored the cues used in detection of financial abuse. Their thematic analysis of indepth
interview transcripts revealed a four type cue categorisation. Killick & Taylor (2011) adopted a
factorial survey design to explore the effect of case, practitioner and agency factors on recognition
and response to abuse in social care professionals. The factors are prescribed in the construction of
the vignettes and whilst measures of effect can be explored, this methodology fails to capture a rich
description of factors utilised by the practitioner in abuse identification that are not covered in these
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prescriptive lists. Their study found that contextual case factors (age, gender, health condition) did
not significantly influence recognition or referring of abuse. Instead they found that recognition of
abuse was most influenced by type of abuse, frequency and victim wishes. Davies et al (2011)
describe a project design that involves three phases.

The first two phases involve in-depth

interviews to elicit decision cues and then a factorial survey to test hypotheses about factors that
account for the greatest variance in judgement. In hindsight, a similar methodology could have been
adopted in relation to cues of vulnerability but the scope of this study was influenced by subject
availability and a desire to focus predominantly on gaining a rich description of practitioner cues and
triangulating these through a number of activities to support greater validity and reliability.
In the literature search only one study could be identified that specifically explored the concept of
vulnerability amongst adult social care workers. This was a PhD thesis submitted by Forbes-Parley
(2007) who explored the views of care staff working with people with learning disabilities on the
concepts of abuse and vulnerability having identified a lack of commonality in interpretation of the
terms.

Forbes-Parley presents her findings using case studies derived from semi-structured

interview transcripts. Themes were elicited in relation to staffs’ understanding of vulnerability,
noting the difficulty with definition and the predilection of many to locate vulnerability in relation to
individual characteristics, such as communication difficulties. Despite the difficulty in defining
vulnerability to abuse it was interesting that staff reported that others found it easy to recognise and
use to their advantage.
2.5.7. Studies on Vulnerability in Adult Safeguarding Practice
The use of the term vulnerability is pivotal to the decisions about risk and protection in health, social
care and criminal justice. However, the use of the term and its interpretation in adult safeguarding
practice has received little attention.
There is a paucity of studies in the field of health and social care on vulnerability as a concept.
Peterson and Wilkinson (2008) brought together a selection of papers on risk and vulnerability but
the emphasis of these related to the application of these concepts in health care rather than social
care. This paucity of studies was remarked upon by Little et al (2000) with the notable exception of
Appleton (1994) who explored health visitors’ perceptions of vulnerability in relation to child
protection and observed a lack of consensus and absence of clear definition. Dictionary definitions
tend to focus on the condition of the individual or entity whereas, in the field of health care,
vulnerability is seen as a dynamic concept which contributes to and arises from a combination of
factors including personal, familial, societal and political factors (Shepard and Mahon, 2002). This
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view is supported by Appleton (1994) who attributes the causation of vulnerability to a combination
of medical, psychological, social and cultural factors. These accounts from health care suggest that a
more meaningful construction of the concept of vulnerability is one which is considered holistically
and contextually. Others have argued that vulnerability arises from a person’s situation. Spiers
(2000) sought to understand this relationship between the individual and the circumstance in terms
of etic and emic approaches, the former being the susceptibility to harm which may be externally
evaluated and quantified in some way, whereas the latter relates to the state for being threatened
requiring a more qualitative evaluation judged by the internal appreciation of the person and their
situation.

This approach seeks a more person-centred evaluation supporting the distinction

between two persons with similar characteristics differentially feeling vulnerable.
A number of authors have commented critically on the ambiguity of the term and its application in
safeguarding practice (Brown, H et al (1999), McCreadie et al (2008), Collins (2010)). Attempts have
been made in both the US and the UK to unravel the conceptualisation of the term in policy and
practice. Purdy (2004) notes that the concept is both complex and elusive. In her concept analysis of
the terms current usage and application to nursing practice she identifies some of the characteristics
and attributes. These frequently included susceptibility of an individual or population to adverse
health outcomes, an increased chance of harm, a state of self or biological or social disadvantage.
Purdy concludes that the essence of vulnerability is ‘openness’ and cautions that the concept of
vulnerability need not be construed negatively.
A similar challenge has been observed by Johnson (2012) in relation to the term abuse. Having used
the prescriptions from policy to construct case studies it soon emerged that practitioners themselves
did not necessarily construct ’abuse’ and ‘adult protection’ concerns as coterminous categories.
Instead examples illustrated a more partial, less linear relationship between these categories in
practice than in the policy constructions, again serving to confirm previous studies that have
reported the struggles of professionals with the terminology of adult safeguarding policy. Johnson’s
report sets out a post hoc commentary rather than a report of research findings as the original data
set did not set out to review the relationship between the two practice constructions.

The

commentary arose out of observations how within the data set, originally targeted at exploring
inter-agency collaboration, the occasions were rare where it indicated whether the professional had
classified concerns as ‘abuse’ or not irrespective of whether or not they had classified them as adult
protection concerns. The evidence contradicts the ‘policy’ presumption of a linear relationship in
that adult protection would follow from ‘abuse’ identification. In the examination of cases identified
by practitioners as requiring an adult protection response Johnson was struck by the absence of the
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terminology ‘abuse’ in relation to the concerns evident through case documentation or the contents
of case related practitioner interviews. The suggestion is that whether a concern was formally
labelled abuse was not a key factor in progressing intervention decisions.

The concept of

vulnerability is bound to that of abuse in adult protection policy so this commentary is of interest to
this study in seeking to explore how the construct of vulnerability influences decision making.
Johnson concludes that whilst policy prescribes that the concept/term abuse is a determinant of
safeguarding responses, in practice it was not consistently functioning as a determinant. Instead it is
used as a descriptor, and the decision that the concerns warranted a safeguarding response were
independent of ‘abuse’ identification. It was not a particularly effective descriptor either, as some
professionals were reluctant to use the term to describe the concerns they had identified as
necessitating adult protection services. It is possible that a similar phenomenon could be operating
in relation to the concept and term ‘vulnerability’. Johnson recommends further research as ‘Adult
Protection’ is a constructed discourse and the interpretative actions of practitioners charged with
responsibility for State intervention ought to be open to evaluation. This study seeks to gain more
understanding of practitioner interpretations of the discourse.
There have been some attempts to elucidate factors which inform the concept of vulnerability and
construct models of understanding (Gilhooly et al 2013). Gilhooly’s study was limited in terms of
population (older adults) and form of exploitation (financial). Furthermore, it is aimed at clinicians
and to support the development of their model of social vulnerability they draw on an earlier clinical
model proposed by Greenspan et al (2001) in relation to younger adults with developmental
disorders. Their model has a positive slant and talks in terms of personal competence as an
antithesis to vulnerability. It is an interactive model suggesting that personal and environmental
factors combine to either promote or protect against vulnerable outcomes. Central to the model are
the concepts of credulity and gullibility. Credulity pertains to a state of mind or belief (i.e. cognition)
whereas gullibility involves some tangible outcome. Pinsker et al (2010) explain that in Greenspan’s
model;“…. personal competence factors … cover four broad domains: everyday intelligence,
communication, physical competence, and motivation/personality. The domain of everyday
intelligence encompasses practical intelligence (i.e. understanding of physical, mechanical, or
technical objects and processes in everyday settings) and social intelligence (i.e. understanding
of people, relationships, and social processes). Credulity is conceptualised as a deficit in social
intelligence that can ultimately lead to a gullible act. In potentially exploitive situations,
Greenspan et al. (2001) regard social (cf. practical) intelligence as having overriding
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importance in detecting and avoiding exploitive intentions in other people”. (Pinsker et al
2010, p.742)
They use this model as a starting point to develop a proposed framework for conceptualising social
vulnerability in older adults, adding some factors and reconceptualising others.
One study (Fulmer et al, 2005) has attempted to explore the significance of different constructs in a
risk and vulnerability model adapted by Frost and Willette 1994 based on Rose & Killien 1983. In an
attempt to identify which factors were of greatest significance, elders with a confirmed diagnosis of
neglect and their care givers recruited through four emergency departments in a US State, were
interviewed separately. These were compared against adults who had not been so diagnosed.
Again, the model is an interactive one suggesting that features of vulnerability combine in some sort
of additive way. In the vulnerability construct they identified elder cognitive status, functional
status, depression, social support, childhood trauma and personality as significant. In the risk
construct care giver functional status, childhood trauma and personality were seen to be significant.
A rudimentary typology is emerging but as the study is limited to one form of abuse (neglect) it can’t
be assumed that the same factors are in operation across all abuse manifestations.
The location of vulnerability in the characteristics of the individual has led some to proffer
alternative models of explanation. Wishart (2003) argues that an explanation of vulnerability that
focuses on characteristics of the individual risks victim blaming, can encourage self-blame, and
contribute to a negative image of people with disability. This view was echoed by some service
users in the review of ‘No Secrets’ (2009) who perceived the term “vulnerable adult” as patronising.
Wishart further argues that the individual model fails to take account of the external or contextual
factors that have been documented to have an influence on vulnerability to abuse. Drawing upon
the social model of disability he promotes the concept of a social model of vulnerability so that the
shift of emphasis in the causation of vulnerability is moved away from the person and cited in their
circumstances. It asks the questions about the individual in a different way – ‘What impairment(s)
do they have?” and “What are the social responses to these impairments that allow this person to be
vulnerable to sexual abuse?’
Others (Rogers 1997) who have reviewed the literature support the view that vulnerability is best
understood as a continuum, a dynamic concept which incorporates both individual and
environmental components in the construct of the concept.
Whilst much has been written about models of explanation and the good and bad within these, few
studies have been conducted that seek to elicit the views of staff on the concept application. Two of
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particular note and interest in relation to this proposed study are Appleton (1994) and Parley (2010).
Both studies explore staff concept of vulnerability through interviews. Appleton’s study related to
Health Visitors and focused on child protection, whilst Parley studied care staff working with adults
with learning disability and so that study population is more aligned to this study. However, both
report on the difficulty staff had with definition and the ambiguity of the term/concept and both
report staff constructing vulnerability as a dynamic concept on a continuum, sometimes conflating
vulnerability with risk, and involving a complex mix of factors. Parley (2010) notes that whilst
practitioners struggled to define vulnerability they simultaneously asserted that it was visible to
others who might seek to exploit. However, in the thematic analysis of the interview transcripts
Parley (2010) discerned some characteristics that staff associated with vulnerability to abuse in
adults with learning disabilities. These included an inability to understand, inability to communicate,
inability to protect oneself, neediness and reliance on others, lack of skill and the status of being
cared for. Parley (2010) reports that a number of informants viewed vulnerability and at risk as part
of a continuum with vulnerability being at the lesser end of the scale and ‘at risk’ representing what
they perceived as the worst forms of abuse. In this respect they were able to construct that a
person may feel vulnerable but be at no risk or, alternatively, not feel vulnerable but become at risk
when their plans for safety fail.
There are a few studies which look at how practitioners recognise and respond to signs of abuse, but
only one pertaining to perceptions of vulnerability. This was not based on direct observation. Early
researchers and commentators have suggested that the definitions of a vulnerable adult used in
policy are imprecise. More recently themes emerging from Serious Case Reviews of adult abuse
suggest a need to strengthen practitioner recognition and response to abuse and vulnerability.
My study is interested in what cues practitioners employ when assessing vulnerability and how they
utilise these in making a judgement about the person’s vulnerability, when assessing the risk of
abuse/exploitation to that adult.
Research in adult protection is predominantly located in qualitative measures often engaging the
views of practitioners through interviews, focus groups and case study reports. Judgements of
practitioners are evaluated using questionnaires, survey, vignettes, case study, focus groups and
interviews. Few, if any, involve direct observation and in situ practitioner commentary on their
reasoning and decision making of recently observed practice. The proposed study will introduce this
new qualitative measure and seek to triangulate it with data from research activities more
traditional in this field.
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In their study of police response to Anti-Social Behaviour (ASB) Innes & Innes (2013) identified three
types of vulnerability – personal, situational and incidental. They identified that in order to improve
police performance and victim outcomes in relation to ASB required an interactive assessment of all
three elements in order to prioritise police responses to the persons most likely to experience
detriment to their well-being from these events. Their concept of vulnerability recognises that some
people and communities are more liable to being negatively impacted, often because they lack
social, economic and psychological resilience. They found that when different combinations of
vulnerability are profiled, we find differences in their prevalence and social distribution.

For

example, repeat and vulnerable victims are disproportionately drawn from poor socio-economic
circumstances, whereas repeat, but not vulnerable, victims are not. The report suggests that the
three types of vulnerability are not mutually exclusive and indeed overlap which they state helps us
to develop a better understanding of why certain incidents, occurring in particular settings, against
certain victims, exert profound negative impact on health and wellbeing of the victims. Innes
advocates attention to all three types of vulnerability to support differentiated decision making and
targeted police action.
Blended theoretical approaches are also popular with some writers in relation to theoretical
approaches to understanding phenomena of such complexity as elder self-neglect (Heo 2004). With
this in mind I will proceed to outline the primary theoretical architecture of this study.
2.6. Theoretical Frameworks Relevant to the Study
The theoretical concepts that I have drawn upon related to the concept of vulnerability are:

Risk assessment models of understanding.



Judgement and decision making as these pertain to the task of risk assessment and
management for which the construction and evaluation of vulnerability forms a part.



Organisational context – the possible influences on practitioner judgement and decision
making relating to the context in which their work is undertaken, roles, responsibilities,
policy context and organisational dynamics of policy implementation.



Social constructionism and the social model of disability, abuse and vulnerability.

The following section details some of the major theoretical concepts and authors which have
influenced or supported my thinking about this area of exploration.
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2.6.1. Theories about Approaches to Risk Assessment and Management
Approaches to risk assessment and risk management are central to this study. The dilemma of
balancing and reconciling the right to protection and the right to take risk is a central feature of
decision making in safeguarding practice. Whilst law and policy assist in identifying individual rights
(privacy, dignity, independence and choice) and public obligations they are often silent on how to
prioritise these. Local Authorities deploy eligibility criteria which set out hierarchies of need with
those at the greatest risk seemingly having the greatest claim to services (Parton 1996).
Professionals have to exercise judgement and in so doing may be guided by their own personal
values and beliefs whilst simultaneously reflecting the statutory obligations and objectives of their
employing agencies. Lawson (1996) has argued that principles and values play a crucial role in risk
decision making processes.

Principles, including equal opportunity, user focus, encouraging

independence, self-determination and confidentiality that have to be operated alongside statutory
obligations. As such, risk assessments need to be comprehensive and equitable to ensure that any
intervention or intrusion by a public body is proportionate to the risk.
Social work in particular has reason to concern itself with evidence based practice which demands
neutrality and objectivity in evaluation as it is increasingly called to be accountable publicly. The
media has taken increasing interest in failures in adult social care and safeguarding adults practice
(Winterbourne View, BBC (2012); Mid Staffordshire NHS Trust, BBC (2013); Steven Hoskins, BBC
(2007)) and there is a growing body of Serious Case Reviews, many more of which have come into
the public domain since the Care Act (2014), introduced an obligation upon Safeguarding Adults
Boards to publish the findings and recommendations of SCRs. When things go wrong, courts and
ofﬁcial inquiries are increasingly expected to examine decision making processes in retrospect
(Carson 1996). Tanner (1998) suggests that fear of being held responsible for an adverse outcome
acts as a significant disincentive to risk taking.
Kemshall (2002) argues that public policy now focuses on the forensic rather than the predictive use
of risk, allocating blame when investigating adverse events. At such times risk management is seen
as little more than social work protectionism. Parton (1998) claims that making defensible decisions
has become more important than making the right decisions.
Risk is a complex concept (Ryan 1996; Stevenson 1999; Warner 1992) and the literature on it
encompasses fields such economics and commercial insurance, business studies, engineering, public
health and medicine.
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The language and concepts of risk assessment are central to understanding how practitioners
evaluate and respond to information that suggests that an adult is at risk of abuse or exploitation.
However, as Parsloe (1999) has commented there is no agreed definition of risk and in health and
social care practice the discourse on risk evidences several meanings… “about whether risk means
only the possibility of harmful outcomes, whether it involves a balancing of possible good and
possible harm and whether it includes the idea of positive events”. Brearley’s (1982) definition has
been influential in social work. I will start with Brearley’s work as it highlights the problem of
language and definition in the evolving concept of risk, before elucidating some of the most recent
‘thinking’ in this field.
2.6.1.a. The Problem of Definition
Brearley (1982) notes that dictionary definitions of risk unhelpfully define hazard as risk. The
difficulties of definition highlight the problems for understanding risk and vulnerability as distinct
concepts and terms. Brearley (1982) identifies that vulnerability is a risk related concept introduced
by the BASW Working Group (BASW 1977) and assigns its similarity in usage to the terms hazard and
danger in terms of being a determinant of probabilities. However, he highlights that in common
usage there is a slight distinction as vulnerability refers to someone who is susceptible to loss: hence
loss is a possibility, whereas ‘being in danger’ refers to the likelihood of danger; hence loss is a
probability. Brearley (1982) acknowledges that this distinction is, in fact, quite precarious as it
seems to rest on a matter of degree, the degree of likelihood which is a continuum whose range
might include descriptors such as impossible, remote, likely, very likely, probable, certain.
The actuarial model draws upon the experience of other fields where there has been a development
of sophisticated measures of risk, for example in the insurance industry. In this case hazard is
defined as ‘that condition which introduces or increases the probability of loss from a peril’. The
parallels between the definition of hazard and vulnerability are apparent. Is it any wonder then that
when assessing the risk of abuse the person’s vulnerability is perceived as a hazard? Then we can
begin to see that using these two words interchangeably practitioners locate the hazard
(vulnerability) variably.
Brearley (1982) remarks that attitudes and beliefs about risk are significant in the way we think
about it. This may also be true of the effect of our attitudes and beliefs about vulnerability. The
social inequalities model would suggest that those that are disadvantaged, mistreated and
discriminated against in wider society will be particularly at risk. Whilst this model has been largely
used in discussion of race and gender it has something to offer in relation to understanding the
effect of our responses to all difference which creates inequality.

Add to this prejudice and
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stigmatisation which depersonalises and it is even easier to see how the disenfranchised might be
further overlooked in recognising and responding to their vulnerability. Kahneman and Tversky
(1973) tried to identify the strategies employed by professionals to make risky decision making more
manageable and concluded that this was affected by the use of pre-tried psychological routines, or
heuristics. They comment that these short cuts in thought can bring about biases or errors in
judgement. Whilst they identified a number of biases those considered most relevant to social work
are the representativeness, availability and the confirmation bias which I will discuss further later in
this chapter.
Issues of accountability and responsibility in relation to risk are discussed by Brearley (1982) in terms
of moral obligation and the influence of values in judging safety, legal liability and organisational
accountability. He acknowledges the link between risk and responsibility so often framed in the
social policy context in which social work operates. The operation of decision making in these
contexts is often bereft of explicit guidance and consequently permissive of individual discretion.
The influence of values has a critical role to play in determining acceptable risk and normative
responses.
2.6.1.b. The Actuarial Model of Risk Assessment
Brearley (1982) identifies three definitions which have their separate existence whilst remaining
closely related. These are identified as follows:

‘Risk’ refers to the relative variation in possible loss outcomes.



‘Probability’ refers to the relative likelihood of outcomes.



‘Uncertainty’ refers to the subjective responses of the person who is exposed to risk.

From the field of technological and scientific risk the primary concern is to establish the likelihood of
that loss and the factors that bring it about or influence that likelihood. He selects a further two
definitions to bring to the discussion of a model that is relevant for social work. These are:

‘Hazard’ refers to any existing factor – an action, event, lack, deficiency or entity – which
introduces the possibility or increases the probability of an undesirable outcome.



‘Danger’ refers to a feared outcome of the hazard which is either expected to be a loss
outcome or which is associated with loss in the expectation of the observer.
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The concept of vulnerable groups as persons who are in possession of less power is resonant with
the discourse on disability politics and the operation of oppression by the dominant groups.
Brearley (1982) draws a distinction between vulnerable groups and endangered individuals,
vulnerability and danger in order to signal the possibility of identifying groups or individuals who are
susceptible to danger (danger is possible) and groups or individuals who are in imminent/serious
danger (danger is probable). In other words, there is a difference between those who are vulnerable
because a number of possible outcomes might happen to them and those who are vulnerable
because they are exposed to a particular hazard. As mentioned previously, the recent changes in
law and policy have sought to move away from defining persons as vulnerable as it locates the
vulnerability entirely within individual characteristics, which disability rights campaigners have
argued is patronising and discriminatory.
Brearley (1982) goes on from this distinction to progress a further tentative distinction between
what he terms ‘predictive’ and ‘precipitative’ or ‘situational’ hazards. The former refer to factors
which make a danger a possibility and the latter refers to factors which have a more immediate
effect. By way of illustration, my wife has a physical impairment giving rise to a need for some care
and support. However, her vulnerability to danger is dependent upon the nature of the hazard. So,
in comparison to myself as an able bodied person in the presence of threat of physical assault by
another (hazard) she is at greater risk of danger due to an inability to escape. Whereas, in the
presence of a high pressure sales person (hazard) she is no more or less at risk than I by reason of
that physical impairment. This demonstrates the interactive nature of vulnerability and hazard and
if we consider vulnerability as an additional hazard we begin to see how the combination of hazards
increases the danger but to assess the risk requires detailed knowledge of both the person and
circumstance. In adult safeguarding practice a ‘predictive hazard’ might be ‘residency within a
24 hour care setting’ the ‘precipitative or situational hazard’ might be verbally aggressive or hostile
care giver, the ‘risk’ (possibility or probability) of ‘danger’ (emotional distress from discourteous
treatment)

prevails for all occupants of that setting, however, the actual danger may be

differentially experienced by individuals dependent upon other vulnerabilities such as
communication impairment (unable to voice concern) or compliance (unwilling to raise complaint).
Recognising the vulnerability of risk assessment to subjectivity some approaches (particularly
evident in the world of workplace safety) have sought to calibrate the separate axis of
likelihood/probability and consequence/danger by developing descriptors to which a numerical
value is assigned and applying the formula of multiplying the numerical values assigned to the
descriptors on each axis that most approximate to the observer’s event. The outcome value of this
multiplication is then transferred onto a matrix which assigns the risk as low, medium or high built
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on a shared language for the component parts of likelihood and outcome/danger. These are known
as RAMs or Risk Assessment Matrices and are peppered throughout the literature on Health and
Safety in the Workplace (http://www.hse.gov.uk/risk/faq.htm accessed 27-05-17). In some areas of
practice there are well developed statistical probabilities scales to support decision making, for
example, the DASH RIC - Domestic Abuse Stalking & Harassment Risk Indicator Checklist. These have
been derived from common features present when someone is killed at the hands of an intimate
partner. In safeguarding adults practice the development of such evidence based assessment tools
is lacking, although there is a growing body of literature since the work of Martin (1984) on abuse
scandals in NHS settings, from abuse inquiries in institutional settings such that we are beginning to
build a profile/typography of the features of abusive care settings (Marsland, Oakes & White 2007).
Whilst Brearley (1982) relates all this to the role of the social worker, the issues are not limited to
social work and might encompass many agents of public services including health professionals and
police officers. These work roles are what Michael Lipsky (1980) came to term “street level
bureaucrats”. I will return to an exploration of Lipsky’s theory in considering the literature on
decision making.
2.6.1.c. Risk Versus Uncertainty
Brearley’s (1982) model of risk assessment in social work prevailed as the dominant paradigm until
the late 1990s when other definitions were offered and some empirical work began which has
challenged the negative framing of risk and broadened our thinking about this concept. The notion
of uncertainty and the role of social work in working with uncertainty has been advanced (Parsloe
1999) and Jaeger et al (2000) offered an alternative definition of risk as ‘a situation or event in
which something of human value (including humans themselves) has been put at stake and where
the outcome is uncertain’. These authors promote the idea that humans occupy environments, both
naturally occurring and of their own design, that contain desirable and undesirable risks.
Parton (1998) challenged the concept of risk based on an assumption that the world of human
behaviour can be subjected to prediction and control and instead advances the concept of
uncertainty. Parton (1998) uses the word ‘risk’ to mean the calculable and ‘uncertainty’ to mean
that which cannot be calculated. He argues that notions of ambiguity, uncertainty and complexity
lie at the heart of social work. Similarly, Lupton (1999) draws a distinction between risk ‘conditions
in which the probability estimates of an event are known or knowable’, and uncertainty, ‘when
probabilities were inestimable’ (1999: 7).
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Parton (1998) promotes the principle of developing trust and respect for difference in the
practitioner/client relationship, with a view to producing more creative and innovative responses to
risk. Whilst Parton (1998) focused on Children’s Services, the conflicting principles he identified
between partnership with families and protection and prevention of significant harm echo the
inherent dilemmas in adults safeguarding relating to empowerment. The objectives of the person
and that of the professional or their agency may not be compatible as risk is differentially perceived
as something that is either life enhancing or undesirable. Protection from undesirable outcomes
may conflict with the adult’s desire for and pursuit of personal autonomy. Tindall (1997) has
commented on how risk management tends to focus on harm minimisation and is rarely conceived
as a process to promote self-determination and liberation from service dependency.
Lupton notes that ‘risk and uncertainty tend to be treated as conceptually the same thing’ (1999: 9).
Parsloe (1999) remarks that Social Workers are constantly working with uncertainty, particularly
where risk is linked with significant harm as the notion of significant harm is revised according to
prevailing social norms.
Many writers (Gurney 2000; Parsloe 1999; Stevenson 1999) have noted the lack of a coherent social
model of disability. Consequently the extent to which blame for risk taking is seen as an individual
or collective responsibility depends on how far risk is seen to be a consequence of social conditions.
This construct of risk would permit for risks associated with the environment as noted to be the case
with some older adults (Wilson 1994). Vulnerability is a concept bounded to risk and thus these
ways of construing risk are of relevance to understanding professional conceptualisation of
vulnerability.
2.6.1.d. Structured Clinical Judgement
The established use of actuarial models in predicting risk in criminal justice services was subject to
critique by Gottredsen & Gottredsen (1993) who discussed the limitations of the approach in terms
of accuracy due to an over reliance on the static factors and less consideration of the more fluid
individual or environmental factors.
Clark et al (1993) sought to introduce a new methodology that would overcome these difficulties by
combining these factors with knowledge and observation of behavioural traits, personality
characteristics and situational factors.
Following the Ritchie Report a blended approach gained increasing impetus in mental health services
(Royal College of Psychiatry 1996). Static risk factors (age, sex, offence history, health record etc.)
do not change and perhaps, for this reason, are seen as more reliable indicators of future risk.
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Dynamic factors, on the other hand, include drug use, employment status, traumatic events, income
etc, and are both variable and often out of the control of the individual. They are also deemed less
promising indicators of future risk. It is suggested that static factors on their own are unlikely to
gauge future risk but when combined with dynamic factors are more likely to effectively predict risk.
Ryan (in Kemshall 2002) affirms this view. In relation to services for people with mental health
problems, Ryan suggests that whilst pre-admission RA’s will have been completed the real
assessment begins when the resident moves in and is a continuous and fluctuating process. Other
examples of this approach can be found in seeking to understand suicide amongst young women in
custody (Lyon & Coleman 1996). In their attempts to understand the pathway to suicide they set
out a model which looked at the interacting effects of individual vulnerability, person induced stress,
situational triggers and protecting agents.
Tony Maden (In Kemshall and Wilkinson 2011) elucidates this blended approach in what he terms
structured clinical judgement. He cites the example in mental health services of the HCR - 20 (Hart,
Cox & Hare 1995). The actuarial approach is criticised for its inflexibility whereas the clinical
assessment approach lacks accountability and transparency. The HCR - 20 combines the two in the
form of 10 historical items (PAST), five clinical items (PRESENT) and five risk items which refer to the
FUTURE. The aim is to support practitioner judgement rather than replace it. In forensic mental
health services it has become the ‘go to’ tool (Khiroya, Weaver and Maden 2009). The approach
changes the focus in risk assessment towards maximising prevention, dealing with uncertainty and
harm reduction not removal.

In recognition of the subjective nature of risk activity

recommendations are that risk decision making should be a shared activity both within (e.g.
reflective supervision) and across agencies (e.g. Multi Agency Public Protection Arrangements).
Whilst these approaches to risk take account of both individual and situational factors, some have
argued that we still lack a social model of risk which takes account of cultural, economic and
material factors (Stalker 2003).
2.6.1.e. Risk Taking and Positive Approaches
As the conceptual landscape of risk in social work continues to change a more positive approach,
Risk Taking, has been espoused. It seeks to challenge the negative and defensive practices in risk
management and is based on ‘the belief that risk and the right to take risks is a normal part of
everyday living’ (Gurney, 2000: 303). Risk taking approaches promote a view of the service user as
an active citizen with rights and responsibilities. The approach purports to value the individual’s
own expertise, rather than seeing the professionals as the only experts (Gurney, 2000).
68 | P a g e

Empowerment is at the heart of the risk taking approach and Tindall (1997) describes risk taking as a
means of empowering the individual and assisting personal development, a view endorsed by other
writers as generally accepted as reasonable and indeed a right (Brearley 1982, Kemshall et al, 1997,
Waterson 1999).
Titterton (1999, 2005) has begun to promote the concept of benefits in risk, highlighting the
tendency to overlook competence, coping and capacity in the individual or circumstance. Titterton
(2010) has argued for the development of a more explicit model which explores the relationship
between risk, vulnerability and resilience in support of the worker’s attempt to get the balance right
between the individual’s right to protection from abuse and the right to self-determination. The
positive risk taking approach seeks to enable clients to engage in some risk taking activity without
undue interference by the State but it can be challenging for staff, particularly in the context of risk
averse policies and concerns for both professional and organisational reputational integrity. In joint
training of social work and health professionals in risk assessment and management Titterton
advocates a focus on what he calls PAIR (purposeful, acceptable, informed and reasonable). He
argues for a promotion of risk literacy amongst professionals using an understanding of the
theoretical and practice matters that influence decisions and to align this with greater service user
involvement. Titterton suggests that this approach is more empowering for the individual, and for
professionals in contrast to the regulation driven responses that derive from late inquiries into
adverse events.
Titterton (2005) asserts that by focusing on resilience and capacity building, positive risk taking
frameworks help practitioners to adopt more person-centred risk assessment and management
practice, therefore promoting dignity, respect and autonomy for the service user. He similarly
acknowledges the fact that there are few helpful definitions and himself offers a definition as
follows…
“a course of purposeful action based on informed decisions concerning the possibility of
positive and negative outcomes of type and levels of risk appropriate to certain situations“.
(Titterton 2005, p. 25)
This approach is resonant with the value base of social work and the principles of partnership and
proportionality detailed in the Care & Support Statutory Guidance (2017). In relation to the principle
of partnership, the absence of the views of service users from the risk literature has been noted by
Langan (1999) despite the views expressed by Stanley & Manthorpe (1997) who urged that service
users should be much closer involved in risk assessment and risk management. Even stronger views
are expressed by Parsloe (1999) who asserts that social workers should seek the person’s informed
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consent as risk assessment constitutes an invasion of their right to privacy. This would support the
empowerment principle in safeguarding adults from abuse but serves to highlight yet again the
delicate balance to be struck between the rights of the individual and the rights and responsibilities
of others. Littlechild and Blakeney (1996) report concerns amongst relatives and professionals that
service users are less likely to identify risks to themself but it may also be true that service users
come under pressure to conform due to the anxieties of others.
The application of the principle of proportionality requires professionals to recognise that life is
inherently risky and that people have a right to take risks. In respect of working with older adults,
Stevenson (1999) discusses the challenges of identifying acceptable and unacceptable risk, in
deciding when to intervene, and argues for a focus on unacceptable risk as the determinant for State
intervention. However, Stevenson (1999) also reminds us of the age old tension between autonomy
and protection, warning that social workers can over-value choice and autonomy as a justification to
do nothing. This may reflect the value attributed to older people in society but might also be
influenced by limiters on service access encouraged by the organisations in which professionals
operate. As Tanner (1998) has pointed out problems can occur when service users perceive a risk
but professionals do not, or the perceived risk does not meet eligibility criteria for a service. Tanner
concurs with Titterton (2005) on the need to engage people in what risks are acceptable to them but
not just in terms of the risks they wish to take. Tanner suggests that true empowerment means also
enabling people to identify what is a risk to them (even if others consider it not to be so). In respect
of vulnerability a similar approach would support the personalisation agenda giving credence to
their experience and beliefs.

Once again this directs the professional toward an exercise of

judgement utilising all the information available to them about the person’s views on their abusive
experiences rather than a reliance on prescriptive practices and eligibility criteria. As Ryan (1997)
has pointed out, views of risk vary according to how much choice and control people think they have
in relation to it.
The notion that people can be architects in solutions to their own problems is attractive in
safeguarding practice, especially during times of restricted resources. The growing interest in the
concept of resilience supports the protective agenda by identifying what resources are available
within the person’s own social capital. Fraser et al (1999) suggest resilience can take the form of
individual characteristics, family factors or extra-familial circumstances. Resilience, it is suggested,
can be enhanced by building on existing strengths and reducing risk factors (Jackson 2000). It is still
early days, and the relationship between risk, resilience and vulnerability needs to be better
explicated to develop more effective models of working with people so that positive risk taking is
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central to the agendas in social welfare about self-management, personalisation and self-directed
support (Hunter and Ritchie 2007).
2.6.1.f. Organisational Contexts of Risk Decisions, Professional Difference and the Influence of
Resources
However, individual practice cannot be divorced from the context in which it is conducted. In the
field of child protection practice recent critiques (Calder 2011) have been proffered regarding
political drivers leading to organisationally dangerous practice. Calder

argues that Central

Government have created an environment where Local Government organisations are required to
deliver increasingly diverse duties in the context of under-funding creating a breeding ground for
individual and organisational dangerous practice. He forcefully cites ill-conceived and incoherent
policies which have driven organisations to focus professional time away from direct work with
clients and on to unhelpful micromanagement and target issues. Calder believes that this creates an
environment where professional dangerousness arises from being caught in a system where
practitioners are psychologically and emotionally battered by clients, colleagues and the system
sometimes leading to defensive or even destructive responses for the service users. He describes
organisational dangerousness as being where the organisation fails to address professional
dangerousness, often leaving the individual to be held to account for failures that bear some
individual contribution but are equally organisational in terms of causation. Calder echoes the views
expressed by Eileen Munro (2009):“The task force makes a strong case for the high level of intelligence and emotional wisdom
needed to do the job well… However, social workers are not autonomous individuals. They
are employed in complex organisations that shape their practice for good or ill. We need
radical reform of the inspection and management systems, eradicating the fantasy that social
work can be reduced to a set of bureaucratic tasks and acknowledging that it requires skills in
engaging with people and making fallible professional judgements about how best to help
them…. Only then can we expect skilled workers to stay and build up the profession’s
expertise”. (Munro 2009, p.4)
Professionals working in safeguarding adults inhabit a multi-disciplinary and multi-agency terrain.
Whilst working to common policies and guidance it cannot be presumed that they do so with
consistency or even with reference to these at all. The potential for different organisational
approaches, or different approaches between practitioners and managers, has implications for
multi-agency working and developing a shared understanding of risk and approaches to the
management thereof.
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One cannot presume that just because guidance and policies exist in agencies that they are always
used or drawn on in everyday practice and decision making. Researchers (Alaszewski & Manthorpe
1998, Alaszewski et al 1999) demonstrated that guidance is used flexibly by different practitioners,
depending on professional autonomy and perceptions of their own professional role and
responsibilities. Differences between managers and practitioners were observed in relation to the
role and value of guidance. Amongst practitioners the use of guidance depended on its perceived
relevance and usefulness in the wider context of each practitioner’s own professional judgement.
Professional judgment drew upon factors such as client circumstances and preferences and
practitioners’ own experiences. In contrast, managers tended towards adherence to agency policies
and guidance. Such differences of opinion can lead to conflict about the nature, intensity and timing
of risks permitted in the client group.
Differences of opinion were also noted between the same professionals working with different
groups of clients (Alaszewski et al 1999). Interviews with nurses revealed that most were very aware
of risk and its associations with danger and professional accountability, and only a few took a more
positive approach to risk, recognising its empowering potential for service users. Differences also
existed across nursing disciplines. As Barry (2007) reports Alaszewski et al identified three models of
risk amongst nurses:

Risk as a ‘hazard’ and the nurse as a ‘hazard manager’ - largely associated with nurses
working in mental health.



Risk as potentially ‘empowering’ and the nurse as a ‘risk facilitator’ - a view more likely
to be held by nurses working in learning disabilities.



Risk as a ‘dilemma’ and the nurse as a ‘dilemma negotiator’ - this perspective was
associated with nurses working with older people.

The authors suggest that these three approaches to risk and risk management reflect the wider
professional ethos and social contexts within which nurses are trained and practice.
Calder (2011) commented on the context in which social work operates defining it as increasingly
regulated and decreasingly resourced. It is not surprising that some authors have explored and
found connections between risk and resource allocation.
In their review of the literature surrounding the personal Social Services and Probation Service
Kemshall et al (1997) and Waterson (1999) suggest that risk assessment has developed an
increasingly important role for practitioners as a means to allocate limited resources with ‘risk’
replacing ‘need’ in the gatekeeping task.
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Risk as a resource allocator was clearly demonstrated by Ford & Postle (2002) who explored how risk
assessments and decisions were influenced by resource availability. Albeit a limited scale study, it
highlighted tension for social workers in their role as service user advocates in the face of limited
resources to meet their needs.

In such environments risk operates as an enhancer to eligibility.

The impact of limited resources as effective barriers to risk management strategies was
demonstrated in the work of Healy & Yarrow (1998). Their study explored the views of 71 health
and social care practitioners who highlighted four key areas they felt should be prioritised in order to
prevent accidents and enable older people to live more safely in their own homes. However, the
nurses interviewed felt they frequently could not develop these risk management strategies. They
were very aware of inadequate resources impeding their work. Professional barriers existed too as
nurses felt the focus of their work was responding to accidents (reactive rather than preventing
them (pro-active). Healy & Yarrow’s study illustrates the frustration felt by practitioners, as they try
to adopt pro-active risk strategies within a context of material barriers.
The studies cited pertain to health and social care workers but the issue of resource limitations
creates tensions for all professionals in human services in trying to meet the public’s
needs/preferences whilst also fulfilling their professional obligation of a ‘duty of care’ and public
protection.
Risk assessment is acknowledged to be an imprecise science. Social workers and others in the
helping professions are often working with uncertainty and partial information. Consequently,
understanding and accepting the limitations of our knowledge is a critical skill.

Additionally,

understanding the influences upon how the job role is conducted and, in particular, how judgements
are formed and decision made is essential information too.
This turns my attention to the second significant body of knowledge which supports my
understanding of this issue in practice at the centre of this research design, which are theories on
judgement and decision making, including the work of Lipsky, on how the work conditions and work
practices of individuals working in public services interact to influence the client outcomes.
2.6.2. Street Level Bureaucracy Theory
As previously elucidated, the practice of safeguarding adults from abuse has witnessed an
unparalleled development of policy in the UK over the past 16 years. Professionals working in this
field have been required to navigate a plethora of legislation, criminal and civil, to support their
interventions.

In this ostensibly rule-governed landscape the struggles of practitioners

implementing policy in practice has been commented on in relation to the difficulties with
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definitions. In this respect Michael Lipsky’s (1980) work – Street Level Bureaucracy – and that of
subsequent researchers in this field, might offer some analytical benefit in understanding what
influences professionals’ determination of vulnerability in responding to adults at risk of abuse.
In his foundational work on Street Level Bureaucrat Theory (SLBT) Lipsky (1980) argues that frontline
workers were not merely implementers of policy but creators of policy in their actions as they seek
to navigate the context and constraints of their work environments.

Lipsky identified the

characteristics of the work situation that underpin the organisational and policy making power of
these street level bureaucrats and placed the dilemmas of frontline worker discretion, judgment,
and power at the very centre of our understanding of bureaucracy and the administrative state.
Lipsky (1980) applied the term Street Level Bureaucrat (SLB) to frontline workers in the public
service sector. In the foundational works of SLBT this term encompassed many frontline workers,
but it is evident that the roles of police officers and social workers were central to the development
of this paradigm. SLBT examines these frontline workers within their organisational context where
their relationship to supervisors/managers, peers, clients and citizens is perceived to shape their
judgements. Lipsky prefaced his book by stating that:“I locate the problems of street level bureaucrats in the structure of their work”. (1980, p. xv)
During the 30 years that have ensued since Lipsky first published his book the landscape of public
sector work contexts have changed, especially in relation to the provision of welfare services.
Despite this, the enduring relevance of SLBT to the present day work contexts of social workers has
been commented upon by Ellis (2011) who has also highlighted its relevance for further research
into adult social care, especially the question of the nature and scope of frontline worker discretion
in the advent of personalisation. In their overview of Lipsky’s theory and review of subsequent
research in the ensuing 30 years, Manyard-Moody & Portillo (2010) point out that irrespective of
changes in work context Lipsky’s theoretical model remains a starting place for understanding
street-level work by public servants.
SLB’s are frontline workers and share many characteristics of others at the bottom of the
organisations’ hierarchies, often being the least valued and rewarded and the most expendable or
replaceable. Working in the context of limited resources they often have to decide how to devote
and distribute their time, exercising discretion over whom to simply process and whom to employ
more time consuming social work skill with. Similar workplace demands of unrelenting pressure and
public demand operate within policing services. For both disciplines there is some autonomy to
operate situational rather than categorical compliance with work rules and procedures. Police
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officers’ discretion ultimately decides which citizen infringements of the law are overlooked and
which are pursued.
In the field of safeguarding adults practice professionals are guided by definitions of vulnerability
detailed in law and policy. As I elucidated earlier, the development of these definitions in law
demonstrates a shift in focus to embrace signs of vulnerability which are located both within the
personal characteristics of the individual but also the circumstances or context within which they
find themselves which heighten the risk of abuse.

However, professionals operate in work

environments governed by eligibility criteria and subject to resource limitations (in particular time
and human resource). The exercise of discretion by frontline workers may have the effect of
constraining their concept of vulnerability to that which is endorsed as worthy of their agencies’
response and resource.

Differences amongst the professional groups with regard to the

characteristics attended to in their construct of vulnerability might reflect the dominant paradigms
and primary drivers of their employing organisations. Public bodies are often driven by what they
must do (lawful obligations – duties) rather than what they can do (lawful permissions – powers).
SLB’s work requires them to engage in direct contact with the public, the duration of which may be
fleeting or sustained but these personal encounters expose the emotional lives of both client and
worker giving rise to a mixture of emotions. This contrasts with the idea of a detached actor
implementing public policy. As Lipsky himself writes:“In short, the reality of the work of street level bureaucrats could hardly be farther from the
bureaucratic ideal of impersonal detachment in decision making. On the contrary, in street
level bureaucracies the objects of critical decisions — people — actually change as a result of
the decisions”. (Lipsky 1980, p.9)
These people who come into contact with SLBs are not volunteers to become clients (or in the
parlance of the police – suspects or offenders). They become identified as such by what Lipsky
describes as ‘people processing’:“People come to street level bureaucracies as unique individuals with different life experiences,
personalities, and current circumstances. In their encounter with bureaucracies, they are
transformed into clients, identifiably located in a very small number of categories, treated as if,
and treating themselves as if, they fit standardised definitions of units consigned to specific
bureaucratic slots”. (Lipsky 1980, p. 59)
SLBs have inherent discretion over policy implementation which seems paradoxical given that the
work world of SLBs is governed by extensive, and some would argue excessive rules and procedures.
75 | P a g e

SLBT argues that this discretion operates because clients don’t fit into neat rule based categories,
SLBs are influenced by and respond to the variance in human behaviour. Managing workload
demands incentivising SLBs to exercise discretion as a tool for self-preservation in the workplace,
personal values and professional experiences will add to the set of beliefs that the SLBs operate
which influences discretionary judgement.
SLBs have autonomy in decision making as their work contexts constrain the level of supervisory
oversight, and supervisors are often dependent upon them for information which introduces the
opportunity for selection in response.
In SLB Lipsky has asserted that the operation of this discretionary decision making is what makes
SLBs the ‘ultimate policy makers’ as opposed to the last piece in the chain of policy implementation.
Lipsky argued that policy is only truly defined when it is delivered to its intended population and
that, in contrast to previous scholars, he saw deviations from policy not as failures but as creative
responses to impossible mandates.
Lipsky’s model has been challenged in recent years by those who believe that the impact of
managerialism has been to produce more compliant social workers, thus undermining the use of
discretion in social work (Jones 1999, Lymbery 1998, 2000). Howe (1991) was critical of the
application of Lipsky’s model during the changes in social work during the 1990s, arguing that there
had been a shift away from practitioners’ discretion towards a practice which was defined and
constrained by statutes. He argued that practitioners:“Except in matters of style, all the substantive elements of their work are determined by others,
either directly in the form of managerial command or indirectly through the distribution of
resources, departmental policies and procedures, and ultimately the framework of statutes and
legislation…” (Howe 1991, p. 204)
However, others have argued that discretion is not all or nothing and that professional may have
degrees of freedom (Dworkin 1978). In circumstances where competing rules exist degrees of
discretion may be exercised on a day to day basis. This was observed in child protection practice by
Howarth & Calder (1998) where professionals expressed concern about the absence of clear
guidance.
These central tenets of SLBT may have current resonance with safeguarding adults practitioners who
struggle daily to put into practice the laws and policies which have already been commented upon
as lacking detail and precision in terms of guidance and definitions (Brown et al 1999).
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This exercise of discretion has remained central to more contemporary researchers who have
highlighted the dangers of the discretionary judgement in the exercise of power in relation to the
powerless (Handler & Hasenfeld 2007) and those who support the original views of SLBT, that such
discretion can be used to produce benefit for citizens and salvage impractical policy (MaynardMoody & Musheno 2003). Recent research in the field of adult safeguarding by Ash (2013) utilised
Lipsky’s work as an analytical tool to explore questions about social recognition and response to
abuse. Following her involvement in a Serious Case Review, Ash observed that such inquiries rarely
explore the impact of environments, and the influence of managerialism on professional practice.
Ash (2013) sought to identify the constraints and realities social workers faced when implementing
policy to protect older people from abuse. Ash (2013) concurs with the view of Lipsky (1980) who
suggested that to understand why policy was not always implemented as policy makers intended,
‘we need to know how the rules are experienced by workers in the organisation and to what other
pressures they are subject’ (Lipsky 1980, p. xi). An oft-cited Lipskian quote summed up the process:“...the decisions of street level bureaucrats, the routines they establish, and the devices they
invent to cope with uncertainties and work pressures, effectively become the public policies
they carry out”. (Lipsky 1980, p. xii)
Lipsky suggested street level bureaucrats made policy in two ways - through individual acts of
discretion and by the aggregation of those individual acts that became, de facto, policy operated at
the street level. This discretion was shaped variously by how much freedom in decision making the
agency permitted and, conversely, by the need to make decisions when agency policy was
ambiguous or non-existent. This phenomenon has been observed recently by Ellis (2011) who, in a
review of social work assessment practice, found that decision making was influenced by different
micro environments, one of which was managerialism. And so, with this in mind, I will attend to the
literature on judgement and decision making as it pertains to the conceptual backcloth of this study.
2.6.3. Literature on Judgement and Decision Making – Theoretical Models
The literature on judgement and decision making is rich and diverse but not specific to the field of
adult safeguarding. However, there are some conceptual frameworks that provide face value
validity for professionals working in this field supporting the understanding of the nature and
analysis of judgement. Hardman (2009) introduces social judgment theory (SJT) which tries to
identify what kind of information people are using when making certain judgements and how they
weight these different types of information. Applied in relation to judgements in professional
settings the challenge is to identify the numerous factors or cues that are relevant to diagnosing a
cause or predicting an outcome. Through statistical analysis of particular judgements the model
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concerns itself with identifying rules for how particular cues should be weighted or combined to
support predictive future judgements. These have become known as linear or actuarial models. In
contrast to these, unaided human judgements are often described as clinical predictions. Studies
spanning over 40 years (Meehl 1954, Grove et al 2000) suggest that actuarial models outperform
clinical judgements. These models suggest that people are essential to identifying the relevant cues
but become less reliable in applying the right cues for a number of reasons which include
inconsistency, attention bias, incorrect evaluation or weighting of information. Despite this, the
model of human judgement in decision making remains in popular usage. Whilst SJT uses statistical
analysis to identify patterns of cues used in making judgement it doesn’t help us understand how
the person’s mind arrives at these judgements.
The theory of probabilistic mental models was forwarded by Gigerenzer (1991, 1996). This theory
suggests that when faced with being unable to distinguish between two alternatives the individual
searches for a cue that enables them to choose one alternative over another and once they have
found this cue then they stop searching. This is sometimes known as one reason decision making or
‘fast and frugal heuristics’ because less processing of information is required.
Other researchers such as Kahneman & Tversky (1972, 1973, 1983) have described types of
heuristics, including representativeness and availability heuristics, and explored how these affect
judgement. They describe representativeness as:”an assessment of the degree of correspondence between a sample and a population, an
instance and a category, an act and an actor, or more generally, between an outcome and a
model”. (Tversky &Kahneman 1983, p. 295)
“A person following this heuristic evaluates the probability of an uncertain event, or a sample,
by the degree to which it is (i) similar in essential properties to its parent population: and (ii)
reflects the salient features of the process by which it is generated”. (Kahneman & Tversky
1972, p. 431)
Availability heuristic relates to the theory of associative memory suggesting that the judgement of
likelihood is based on the strength of memory associations such that the easier it is to bring
instances to mind the more likely the event is to be estimated in terms of frequency.
However, Tversky & Kahneman (1974) also caution about the vulnerability to distortion and bias in
making judgements, particularly under circumstances of uncertainty having identified distortions to
judgement relating to numerical estimations which they proposed related to the use of a heuristic
called anchoring and adjustment in which people make an estimate using a starting value and then
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adjusting it to arrive at a final judgement. In the evaluation of risk and vulnerability practitioners are
asked to evaluate the degree of vulnerability to rate or to rank people as more or less vulnerable so
the understanding of how this distortion occurs may be relevant in this study.
The other distortion that is relevant in thinking about this research question is that of hindsight bias.
Human beings are natural pattern seekers and will seek to make sense of their worlds by finding
explanations for events by interpreting the present according to the known outcomes in the past.
The potential deficit of this can be the unfair assignment of blame or causation for an outcome that
was largely unpredictable. Baruch Fischoff (1975) termed this tendency as ‘creeping determinism’
(Fischoff 1975, p. 288). The concept of hindsight bias is that an uncertain outcome seems more
likely after the event has occurred. Fischoff suggested that this was due to the memory being
immediately updated in light of the outcome information. Whereas others (Carli 1999, Hastie 1984,
Pezzo 2003) prefer the explanation of memory reconstruction suggesting that hindsight bias occurs
as a consequence of retrospectively reconstructing one’s judgement in the pursuit of sense making.
They have advanced this phenomena observing that the more unexpected the outcome the higher
the engagement in sense making activity. Pezzo’s model of hindsight bias asserts that the greater
the ease with which sense making can be achieved the more likely hindsight is to operate as initial
surprise from an outcome that is not congruent with expectations is reduced and presumably
alongside that any cognitive dissonance is similarly reduced. The operation of hindsight bias in the
construction of Serious Case Review reports may be a feature in the findings and recommendations
of these reports.
Decision making in the context of safeguarding adults from abuse is complex and interdependent
with real world variables. An area of research that might assist in understanding is a field known as
Naturalistic Decision Making (NDM) which attempts to understand how people make decisions in
real world contexts rather than laboratory controlled experiments. This approximates with the
approach of this study in as much as it seeks to elicit knowledge from those with expertise in their
field. NDM has generated a number of theories but two have prima facia relevance in the context of
decision making by social work, health and criminal justice personnel, both of which propose a role
for knowledge in decision making.
The first is image theory which offers a theory of both individual and organisational decision making
suggesting that people select a series of options between which they make final choices, or even
that choice is primarily driven by the rejection of options that are inconsistent with values of the
individual/organisation (Beach 1990). This theory has an intuitive appeal in a field of practice and a
population of practitioners whose practice is perceived to be governed by values/principles.
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The second is the theory of recognition-primed decision making (aka intuitive decision making)
arising from studies of decision makers in high pressure and high stake situations, such as firefighters
and battlefield commanders (Zsambok & Klein 1997). This theory proposes that people in these
decision making contexts draw upon previous experience to frame present decision making,
matching the current circumstances to previous experience and using this to generate a single
choice response and only deviating from this where they identify a significant discrepancy.
Safeguarding adults practice is conducted in a multi-agency, inter-professional work context.
Consequently, some but not all decisions will be conducted within teams or inter-professional
groups. Whilst this might be expected to be more effective than individual decision making many
studies have identified structures and process which undermine the benefits assumed with diversity,
including conformity or obedience to authority, polarisation towards majority views prior to group
discussion, and a tendency to focus on shared knowledge rather than tease out differences in
knowledge and understanding.

Janis’s (1982 [1972]) work on group think suggests that a

combination of factors, such as a high group cohesion or desire for group cohesion coupled with
provocative situational conflict tends to influence group members to strive for unity in decision
making rather than explore the conflicting alternative options for action.
One of the critical skills in safeguarding adults from abuse is that of risk assessment. Commentators
on child protection practice have highlighted that:“Since risk assessment s, by definition, making judgements under conditions of uncertainty,
there is an unavoidable chance of error. It is impossible to identify infallibly those children [or
other clients] who are in serious danger of abuse [or other harm]. Professionals can only make
fallible judgements of probability of [the undesirable event occurring]”. (Munro 2008, p. 40)
Taylor (2010) cites Rightland et al 2003, in his commentary that researchers often focus on clusters
of characteristics of risk or categories to make this manageable conceptually. These clusters
delineate a typology of risk factors including:

Historical or developmental factors.



Dispositional or personal factors.



Symptom (presenting issues) factors.



Contextual or situational factors.
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As mentioned previously, the actuarial approach to decision making about risk is considered to be
more accurate than clinical prediction as a number of potential biases are introduced by the human
decision maker affecting the consistency of their approach.
tiredness or emotion.

These influences include stress,

All of these will prevail in the context of decision making in adult

safeguarding. It is for these reasons that a blended approach to risk assessment has been promoted
so that actuarial approaches can strengthen clinical approaches by minimising individual bias whilst
recognising their limitations due to a reductionist approach to appraising the phenomena. Added to
this is that human beings have free will to choose and their decision outcomes are not always
rational or predictable which complicate the professional task of predicting individual human
behaviour.
It also needs to be recognised that in the field of health and social care one of the challenges of
using statistically based prediction tools is that such tools are less helpful in predicting events that
occur rarely (Gigerenzer 2002) and this can lead to some fault lines in reasoning and interpretations,
as has been evident in some inquiries into child abuse (Munro 2008). As Rightland (2003) points
out:”violence is a rare event, and rare events are inherently difficult to predict”. Rightland (2003, p.
33 - 4)
Government policies recognise the dilemma for practitioners in balancing the needs, rights and
choices of the individual in the practice of safeguarding:“There is a delicate balance between empowerment and safeguarding, choice and risk. It is
important for practitioners to consider when the need for protection would override the
decision to promote choice and empowerment”. (DH 2007, p. 30, para 2.50)
In these situations the practitioner’s task is to distinguish between situations requiring a
safeguarding response or not.

Policies imply that there are thresholds to be applied which

encourage a criterion based judgement. This judgement is what lies at the centre of this research
question and the extent to which this operates in the evaluation of vulnerability to expand or
constrain their constructs.

In adults safeguarding the development of tools that support the

prediction of risk through the combination of actuarial and clinical appraisal is still in its infancy.
Such criterion based judgement is perceived to be a requirement in relation to threshold criteria for
statutory intervention to protect the individual.
In the evaluation of risk the concept of ‘vulnerability’ has been constructed as a predisposing factor
or background hazard (Kelly 1996) therefore developing an understanding of how practitioners
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construct and apply their concept of vulnerability is critical if we are to find ways to support this
judgement in the decision making process.
Carson & Bain (2008) note two approaches to or levels to understanding risk:- (1) Factors associated
with the individual and (2) The context or situation within which they live and interact, and their
social circumstances. They cite the work of Applebaum et al (2001) who commented, from their
research into risk posed by people with mental disorder, that although the situational or contextual
factors are amongst some of the most powerfully predictive, they are the least researched.
Vulnerability as a bounded concept in risk assessment may demonstrate a similar bias in the
attention given to it by practitioners. This study will seek to elucidate this and consider the
implications for recognition and response using formal safeguarding procedures.
Carson outlines a five level model to understanding risk assessment as follows:

Risky or dangerous people.



Dangerous contexts or social settings.



Dangerous decisions/decision makers.



Dangerous management presiding over unsafe work systems.



Dangerous systems which provide the context in which the decision has to be taken.

Carson comments that the first is often given greatest attention, the second is sometimes given
consideration whereas as the other three are given little attention.
The decision making theories detailed above are all of interpretative value to this research study in
various ways. For example, Social Judgement Theory (SJT) is concerned with how people make
judgements. In an attempt to explain how attitudes are expressed, judged, and modified It describes
the process of discrimination and categorization of stimuli which support judgements. This study
similarly seeks to identify cues that professionals report as relevant to their ‘judgement’ of
vulnerability. There may be insights to be gained in how these signs are combined. However, unlike
SJT it does not use statistical analysis to identify any rules employed to weight or combine the cues
but could provide data to develop such an analysis. Professionals making decisions about who
requires a safeguarding response are often required to do so under time pressure to ensure that the
immediate safety needs of the person are identified and secured in a timely manner. Understanding
how the professional arrives at that judgement is central to this study. Taking into account the
imprecise definition of vulnerability and the working context in which professionals have to form a
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view and make a decision, the operation of heuristics offers a framework to understand the
influences of professional conceptualisation of vulnerability and their application of this is in
deciding to progress a safeguarding enquiry/response or not. It elucidates some of the approaches
to decision-making in circumstances of uncertainty which the imprecise definitions of vulnerability in
safeguarding adults policy may create in practice. Whilst Gigerenzer has argued that heuristics can
be used to make judgments that are accurate alternatives to more complicated procedures, other
have focused on their effect in creating bias. Fischoffs ‘creeping determinism hypothesis‘ offers
insight

into

the

operation

of

hindsight

bias

which

is

relevant

to

the

reported

findings/recommendations of serious case review reports. The naturalistic decision-making models
provide an interpretative framework to explore factors which influence professional recognition and
response to vulnerability in adults at risk of abuse. The concept of vulnerability is closely allied to
that of risk. Conceptual models of risk often cluster characteristics to aid understanding. It is possible
to observe a similar phenomenon in relation to vulnerability. These models have supported my
thinking about the conceptual model of vulnerability proposed from the findings of this study.
2.6.4. Social Constructionism and the Social Model of Vulnerability
2.6.4.a. Social Construction Theory
‘Social Constructionism’ is a major sociological perspective. Central to this perspective is the idea
that our view of reality is constructed by individuals and communities, and so forms the ‘perceived
truths’ of our world which will then be subject to change over time and different groups (Berger &
Luckmann 1966). This ideology suggests that identity is not a fixed, static or pre-determined
condition but one that is fluid and constantly being revised and shaped by the people and
experiences we encounter. In contrast the ‘Essentialist’ perspective centres on a belief that people
have a fixed essence. It tends to take a more generalised view of individual identity based on their
affiliation to certain groups and assumes universal features associated with those groupings.
Common groups include age, gender, sexual orientation, social class, religious affiliation and
occupation. The extent to which the concept of a ‘vulnerable adult’ is a matter of static factors or
shaped by the experiences of adults who are abused and exploited and the professionals who work
with them is central to this study so this theoretical perspective is pertinent in understanding the
perspectives and understanding of participants in this study.
Burr (2003) explains that our understanding of the world, the categories and concepts we use are
historically and culturally shaped. All ways of understanding are historically and culturally relative,
dependent upon the social arrangements prevailing at any given time. As commented previously in
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this review of the literature, the concept of a ‘vulnerable adult’ is seen to be an enduring aspect of
human history and yet, at the same time, the current definitions of the term lack common
agreement (Manthorpe, Penhale & Stanley 1999).
Social constructionism argues that what becomes knowledge is a function of what people construct
between themselves, the shared meanings developed through daily interactions which make the
place of language so powerful in the way we construct this shared understanding/knowledge.
Reality is not considered to be an objective phenomenon but one that is socially constructed and
consequently changing relative to the participants in the construction. The evolving construct of risk
was noted in the section on the risk literature. Vulnerability is a risk related concept and might also
be changed and shaped by those involved in the discourse of abuse and vulnerability. What is truth
or knowledge is a matter of our current accepted ways of understanding the world and, therefore,
not a product of direct observation, but rather a product of social processes and interactions of
people.
Our knowledge or beliefs and our actions work together as the way that we construct something
invites certain actions so, for example, at one point in our history being gay was perceived as
deviant and a threat to the moral cohesion of society so the action that invited was imprisonment.
Others constructed it as a sickness, something to be ‘treated’ and ‘cured’. In adult safeguarding it
could be argued that how professionals construct their concept of ‘vulnerability’ will inform their
responses to it. This is a field of public practice where the professional’s authority (power) to act is
endorsed through policy and law and to whom they can respond is underpinned by what shared
meanings they have of what constitutes a ‘vulnerable adult’ or an ‘adult at risk’ of abuse or
exploitation. The multi-agency nature of the working arrangements invites different perspectives
which have the potential to create greater confusion or greater certainty of the meaning of
‘vulnerability’ in adults at risk of abuse.
Social constructionism rejects the ideology of essentialism which it states limits people to being
defined by a collective of characteristics, some of which are pathologised which leads to oppressive
practice. It questions realism saying that knowledge is not a direct perception of reality, that there
are no such things as objective facts and that knowledge is derived from seeing the world from
another’s perspective. Definitions, such as those evident in safeguarding policy, prescribe the
characteristics of categories.

However, the extent to which these are operationalised by

professionals in practice might be subject to variation based on their perspective. For example, a
sociological perspective of vulnerability is offered by the social inequalities model which suggests
that people of particular groups are more vulnerable because they are treated as of less value,
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occupy lower social status and, therefore, have less social currency. Williams & Keating (2000) for
example, make this argument in relation to abuse within mental health services where the use of
power is legitimised in law and sustained in the social institution of mental health care delivery.
Language provides a framework for the meanings ascribed to the concepts we construct, thus the
way that we talk to each other about a phenomena supports the construction of our world.
Language is not merely a passive vehicle for our thoughts and emotions but rather an active agent in
the construction of our realities. Higgs (2001) has remarked on this in relation to clinical reasoning
research, observing that language is not merely a mechanism for representing our world but a way
of bringing it into being. The importance of language insisted upon in Social Constructionist thought
makes it the obvious object of study in seeking to understand how vulnerability is conceptualised by
adult safeguarding professionals and the extent to which these have shared meaning. This naturally
leads to the selection of qualitative methods to access the words people use. Even since the
introduction of formal adult safeguarding policy in the UK the language used to describe this field or
practice has changed from ‘adult abuse’ work to ‘adult protection’ and currently ‘adult
safeguarding’.
2.6.4.b. Social Model of Disability and Vulnerability
In its rejection of the essentialist tradition of psychological models of understanding human
behaviour through the thoughts, attitudes and motivations of the individual, the social
constructionist approach de-pathologises the individual and seeks to focus its understanding on the
social practice and interactions between people. In this way, rather than pathologising the person
with a difficulty or difference, it seeks to construct the difficulty not within the person but within the
interactions of that person with others. Social constructionism forms the foundations of the social
model of disability. In the world of adult safeguarding the term ‘vulnerable adult’ has been
criticised for pathologising the individual by assigning vulnerability to individual characteristics of
difference and failing to take account of how vulnerability emerges as a function of circumstance or
situation. How professionals talk about vulnerability and, therefore, what informs their construct of
vulnerability is the subject of this study. In the analysis of the language used by professionals it
remains to be seen to what extent vulnerability is a function of objective reality and located in
individual characteristics and how the concept of vulnerability is shaped and formed, to what extent
it is a socially constructed term.
The social model of disability (Oliver 1983) is a social constructionist approach which sprang from
the politics of disability. This sought to challenge discriminatory effects of the essentialist approach
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by re-constructing disability as a consequence of the effects of the world the person inhabits as
opposed to the individual characteristics of physical impairment. The social model of vulnerability
takes its impetus from these constructionist approaches as Wishart (2003) has elucidated. The
extent to which this model is operational in practitioner construction of vulnerability will be
examined in the course of this study.
Heaslip & Ryden (2013) view the concept of vulnerability as a mechanism to identify ‘vulnerable
groups/populations’ susceptible to adverse health outcomes. They highlight that one of the key
drives of this perspective is to see vulnerability as a problem to be addressed by public policy. This
notion in health care policy is also visible in social care policy (adult protection) where the need for
protection was closely linked to the state of being a vulnerable adult (DoH 2000). In the review of
‘No Secrets’ (DoH 2009) this precept came under strong criticism as a term that was paternalistic
and potentially stigmatising. Prior to the review Penhale & Parker (2007) had asserted that the term
‘vulnerable adult’ attached a blaming victim status to the adult rather than aligning blame to the
individual, agency or social context responsible for the abuse.
In contrast to this the perception of vulnerability as an existential experience detaches vulnerability
from individual characteristics and deposits it in the lived experience of the person. Vulnerability is
then seen as part of the human condition which individuals will experience differentially, depending
on their exposure to harm or threat to their integrity. Spier’s (2000) emic model typifies this as it
defines vulnerability in terms of the individual’s perception of their self, their exposure to harm and
their resilience and/or resource to respond to the challenges to their integrity. In this sense
vulnerability can be seen as a much more fluid and shifting experience.
Critics of the social model (Bury 1997) have argued that it offers a falsely unitary account of disability
by arguing for an exclusive focus on a disabling society. It fails to take account of the full range of
disability or impairment so that, for example people with communication and language problems
(maybe due to stroke) or intellectual difficulties (mental disability or disorder) are poorly served by
the theory. The nature of the impairment may be highly significant and cannot be treated as an
initiating factor to wider social exclusion.

It is perhaps more representative to explore the

interactive effects of individual impairment and disabling environments. In a similar way
vulnerability to abuse may be seen as a matter of a combination of condition and position that
exposes a person to a higher level of exposure to abuse. Another critique (Twigg 2006) relates to its
failure to engage with the lived experience of persons with disability and risk, avoiding the reality of
impairment, particularly physical impairment, although the emic model reported by Spiers
contradicts this. This has parallels with current critiques of our ways of understanding risk which fail
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to take account of the individual’s experience of threat to them. Twigg also draws attention to the
neglect of culture in the social model which parallels Stalker’s (2003) comments on a social model of
risk.
2.7. Concluding Comments
The aim of this chapter was to set the practice concept of vulnerability within the legal and policy
context which frames safeguarding adults practice. By mapping the definitions of vulnerability
throughout the relevant law and policy I have sought to demonstrate the confusing territory that
professionals in safeguarding adults have to navigate. The lack of clarity and common agreement
about the concept of vulnerability is evident in how these definitions change location of the
characteristics of vulnerability from person to circumstance, and in some cases both.
Research into safeguarding adults from abuse is a relatively new field of academic interest so the
next part of this chapter serves to illustrate the state of play in current research in this field. It
provides an overview of recent research in adult abuse, identifying studies most relevant to the
study question, the gaps in our understanding which have informed the research questions and
prevalent methodologies in the field. Early research studies largely focused on the nature and
extent of abuse, with an emphasis on abuse within the population of older adults and people with
learning disabilities. There have been few studies examining how practitioners recognise and
respond to signs of abuse and others have been published during the course of this study. Only a
couple of studies have explored practitioner views of vulnerability. These have related to allied
areas of practice, such as health visitors in relation to child protection or have focused on
non-registered staff working exclusively in learning disability services.
This study sought to address that gap by exploring how professionals (registered staff) in human
services conceptualise vulnerability in adults at risk of abuse. It does so by seeking views across a
range of disciplines in human services (health, social care and criminal justice services) and
professionals working in safeguarding across all adult client groups. In adult safeguarding practice
the Serious Case Review mechanism serves as a naturally occurring case study. The findings and
recommendations from the examination of these extraordinary cases infer deficits in practice and
this study seeks to examine what evidence there is of this in relation to professional understanding
of vulnerability.
The chapter finishes by detailing some of the key theoretical frameworks which have supported my
initial thinking and subsequent interpretation. Whilst grounded theory approaches promote a
development of theory from the data it would be dishonest to deny the influence of these theories
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in the formulation of my thinking as much as it would be for me to deny my position as an inside
researcher and disregard the influence of practice and experience in the course of this study.
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Chapter 3
Methodology
3.1. Introduction
This is a qualitative study which adopts an interpretivist phenomenological approach. In subscribing
to the interpretivist position as an acceptable way of gaining knowledge I concur with the view of
Maya Angelou:“There’s a world of difference between truth and facts. Facts can obscure the truth”. (Maya
Angelou Quotes. https://www.brainyquote.com/quotes/maya_angelou_125778)

This chapter will consider all aspects of the methodology, including the research design and
rationale, sampling, data collection and analysis. Starting with the role of reflexivity in identifying
the research problem and forming the research question, the chapter goes on to explore the
research strategy and rationale. It describes the methods used and details how data was gathered,
handled and analysed. The chapter concludes with consideration to the issue of rigour and the
ethical implications of the design and data collection.
3.2. Reflexivity - The Role of Researcher in Identifying the Research Problem
The aims of this research are to understand the meaning of the concept of vulnerability for
professionals working in adult safeguarding practice within the context of that practice. It has been
influenced by my experience as both a Social Work Practitioner and Practice Educator in the field of
adults safeguarding.
Anecdotal observations of the criticism levelled at practitioner knowledge and understanding
reported in multiple serious case reviews fuelled my interest in this field. As a practitioner and
practice educator I read a number of the early serious case review executive summary reports and
was struck by the recurrence of theme in many of the recommendations and findings. Amongst
these was a recommendation to strengthen practitioners’ understanding of abuse and vulnerability.
In adults safeguarding training sessions I discussed these case findings with practitioners who often
responded with the comments that suggested, with the benefit of hindsight, these individuals in
their particular circumstances were an accident waiting to happen. The adults themselves were
often seen as persons who would not meet the threshold for services or a safeguarding response
based on initial information or that they refused public service involvement, but that taken together
with their particular circumstances there were signs retrospectively that the adults(s) were
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vulnerable to abuse. These conversations influenced my thinking in the early development of the
research study as I started to consider whether practitioners might be over attending to signs of
vulnerability located within the person (innate vulnerability) and under attending to signs located in
the person’s circumstances (situational vulnerability).
Research questions need to be clear and understandable. This requires that the conceptual and
operational definitions of the subject of inquiry, or variables, are unambiguous and understood.
Herein lay the first dilemma of this research. Comment has already been made on the ambiguity
and problems of co-operation by some early research into the implementation of Adult Protection
Policy. McCreadie et al (2008) claim that detailed interviews with staff charged with developing
multi-agency procedures confirmed the ambiguity of the policy and the uncertainty experienced by
staff as a consequence. Confusion arose not only from differing interpretations of the concept of a
vulnerable adult but also regarding what constitutes abuse.
This suggests that the operational concept of ‘who is a vulnerable adult’ and what constitutes
vulnerability is vague. Consequently, the research must first start with outlining the indicators
currently used to determine vulnerability amongst the adult population. This can be informed by
examining how vulnerability is outlined in relevant documentation (law and policy) but as the
discourse above suggests, this might not yield much in the way of clarity. Therefore, I would
propose to solicit this view from practitioners currently engaged in the work i.e. how do they
conceptualise vulnerability in adults at risk of abuse (AAR)? What indicators/descriptors do they
use?
SCRs are noted to be vulnerable to hindsight bias – which supports the expressions of practitioners
that on reflection knowing what we do now about the person AND the circumstances, put together
this was an accident waiting to happen.

Consequently, as I moved from a positivist to an

interpretative approach the questions detailed below were refined by removing the focus on
situational vulnerability to enable a less biased evaluation of the conceptualisation of vulnerability
used by practitioners in their assessments of AAR.
As detailed above, multi-agency cross discipline adult safeguarding practice is a relatively new and
under researched field of practice. There is recognition of the definitional difficulties with the
operational terms of abuse and vulnerability in early research and commentary but these are still
not addressed in law and policy.

The knowledge and understanding of the concepts of risk,

vulnerability and abuse are ‘presumed’ but rarely elucidated or explicitly contemplated and
articulated. The variable definitions across law and policy testify to the social construction of
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vulnerability as a concept.

The challenge is to identify and describe what informs the

conceptualisation of vulnerability to abuse across the professional groups and how this might inform
our understanding of recommendations from Serious Case Reviews as the primary instrument for
learning.
The selection of this approach for this research study was reflective of the journey of development
that I undertook in formulating the research questions and considering the research design. On
reflection my initial conceptual bias towards positivism was identified as being rooted in my MSc
study experiences. These had equipped me to critique the positivist approach and quantitative
methodologies as dominant models in psychiatry. However, it had not liberated me from them as a
legitimised way of developing knowledge. The probing questions of my supervisors helped me to
change my direction. Arriving at a phenomenological interpretivist approach was like coming home
to myself and the value base of social work practice making the onward journey through methods
and data collection a more cognitively resonant one. Furthermore, the empowering nature of this
approach of representing reality through the eyes of the participants had particular resonance as it
contrasted with the apparent lack of voice for practitioners in the production of Serious Case Review
reports and their resultant commentary on areas for practice improvement. The methodologies of
SCRs have relied predominantly on document analysis.
In contrast to the distant researcher typical of quantitative research methods the qualitative
researcher is much more engaged with the research subjects. This necessarily gives rise to the need
to consider the impact of power, position and trust in the relationship between the researcher and
the researched. Nunkoosing (2005) draws attention to the need for the researcher to have an
awareness of the impact of that relationship reminding us that all relationships involve a balance of
power and consent to participation may not obviate anxiety for participants who may be concerned
with expectations of them and how they might be regarded by the researcher.
It might reasonably be expected, but not presumed, that a degree of familiarity and previous good
relationship with the researcher might aid this unease in participants and promote engagement. As
the lone researcher in this study I have a long established history in these Local Authority areas, both
as a social care practitioner in and out of normal working hours, and more latterly as the multiagency safeguarding adults training consultant, countenancing contact with a multiplicity of health
practitioners and specialist police officers. A potential benefit of this established personal history of
commitment to learning and development in this area of practice might be securing positive
engagement from the necessary professionals.

91 | P a g e

3.3. The Research Problem and Questions
The research problem arises from the development of the Serious Case Reviews in the context of
adults safeguarding practice and its promotion as a mechanism for organisations working together
to learn lessons from adverse events (ADASS 2006). During the course of this study, what started as
a permissive, has evolved into a statutory requirement as Section 44 Care Act 2014 introduced an
imperative not only to identify the lessons but to apply those lessons. Action plans from these
reviews often refer to implementing training.
Legislation now requires Safeguarding Adults Boards (SAB) to conduct these reviews where certain
criteria are met as detailed below:Care Act 2014 Section 44 Safeguarding Adults Reviews.
(1) An SAB must arrange for there to be a review of a case involving an adult in its area with needs
for care and support (whether or not the Local Authority has been meeting any of those needs) if:(a) there is reasonable cause for concern about how the SAB, members of it or other persons
with relevant functions worked together to safeguard the adult, and
(b) condition 1 or 2 is met.
(2) Condition 1 is met if:(a) the adult has died, and
(b) the SAB knows or suspects that the death resulted from abuse or neglect (whether or not
it knew about or suspected the abuse or neglect before the adult died).
(3) Condition 2 is met if:(a) the adult is still alive, and
(b) the SAB knows or suspects that the adult has experienced serious abuse or neglect.
These cases reviews provide a window into safeguarding practice and the possible fault-lines in
effective working to protect adults from abuse and neglect.
The exhortation to disseminate findings and the imperatives to ‘learn the lessons’ invoke a political
pressure on practice at both individual and organisational levels. Experience in Children’s
safeguarding suggests that this ethos of blame acts as a barrier to learning (Rawlings et al 2014).
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However, the formation of the research question for this study pre-dates this publication and in my
reading of some of the SCR executive summaries the finding of a need to strengthen practitioners’
understanding of abuse and vulnerability was noticeable, if not empirically identified, as a recurrent
theme.
The prevailing methodology of Adults SCRs is the use of independent management reports by
contributing agencies. It is unclear to what extent they directly report the voice of the practitioners
as these reports are not publicly available. A driver in this research was a desire to give an explicit
voice to the adults safeguarding professional by exploring their understanding through their own
oral and written reports and by direct observation of professionals in practice.
This study was primarily interested in what signs of vulnerability practitioners employ when
assessing the risk of abuse/exploitation in adults and what contextual factors or operators have a
bearing on the conceptualisation and subsequent responses. The study aims to:1. Identify and describe how safeguarding adults practitioners conceptualise vulnerability.
2. Identify and describe what else affects their conceptualisation and subsequent response to
signs of vulnerability to abuse.
3. Understand and analyse the recommendations of Serious Case Reviews in the light of 1 and
2 above.
The principal research question was "How do police officers, health and social care practitioners
conceptualise vulnerability when assessing adults at risk of abuse and how do these
conceptualisations vary across the professional groups"? A secondary question was: “How can the
findings and recommendations of Serious Case Reviews be understood in the light of this”?
3.4. The Research Design and Rationale - Phenomenological/Interpretivist Methodologies
This study adopts an epistemological position described as interpretivist (Bryman 2001) by
examining the world of safeguarding professionals through the interpretation of that world by them.
It seeks to make sense of a situation without imposing pre-existing expectations upon participants.
It takes an inductive view of the relationship between theory and research by grounding the analysis
in the data, thereby generating theory rooted in the data. This involves creating the understanding
or meaning of the participants, which means being able to demonstrate some empathy with the
participants, an ability to relate to their subjective feelings, perceptions, and thoughts. This
approach, known as Grounded Theory, seeks to picture the world as it exists to those under
investigation rather than to fit it to what the researcher imagines it to be. Miller & Jones-Harris
(2005) argue that qualitative research, such as ethnography, phenomenological and grounded
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theory approaches, are best suited to answer questions relating to questions about beliefs, attitudes
or personal experience.
McNiff & Whitehead (2002) argue that the traditional epistemological dominance of positivism
denigrates the knowledge of practitioners regarding their form of theory as practical problem–
solving rather than proper research. Practitioners are viewed by these abstract theorists as dealing
with matters of everyday significance and not validated as legitimate knowers.
The methods of scientific enquiry differ and often reflect the epistemological position of the
enquirer. Whilst in social science research the epistemological positions of positivism and relativism,
and associated methodological approaches (broadly described as quantitative or qualitative) are not
mutually exclusive. For this study I have chosen the qualitative approach. According to Bryman
(2001: 264) the qualitative approach has three distinctive elements:• “An inductive view of the relationship between theory and research, whereby the former is
generated out of the latter”.
• “An epistemological position described as interpretivist… the stress is on the understanding
of the social world through an examination of the interpretation of that world by its
participants”.
• “An ontological position described as constructionist, which implies that social properties
are outcomes of the interactions between individuals rather than phenomenon ‘out there’”.
(Bryman 2011, p. 264)

Habermas (1972, 1974) describes three types of human interest - technical, practical and
emancipatory. Practical interests are concerned with meaning, making and interpretation. It is the
latter with which I have most sympathy. As a practitioner and practice educator I am interested in
what informs professional judgement and decision making, especially in a field of practice that is
characterised by uncertainty. The desire for practical outputs is acknowledged and there is potential
for, but not a presumption of, the development of tools to support practice decision making based
on real world experience. Interpretative research values practitioners as participants and seeks to
validate their accounts as well as the views of the researcher/observer.

The traditions of

phenomenology and ethnomethodology seek to find meaning and provide explanation of the
participants’ actions, thereby supporting a more democratic approach.

Research subjects are

frequently involved in the interpretation of the research findings.

94 | P a g e

McNiff & Whitehead (2002) argue that the traditional epistemological dominance of positivism
denigrates the knowledge of practitioners regarding their form of theory as practical problem–
solving rather than proper research. The scientific ‘positivist’ paradigm asserts a hierarchy of
evidence and this hierarchy denigrates many qualitative methods used in social research. However,
Miler & Jones-Harris (2005) argue that qualitative research, such as ethnography, phenomenological
and grounded theory approaches are best suited to answer questions relating to questions about
beliefs, attitudes or personal experience.
I have selected the qualitative approach as Dey (2004) suggests that they are generally engaged
when there is a need to explore, describe and/or interpret the individual and social experience of a
group of people from their unique perspective.
Elliott, Fischer & Rennie (1999) report that:“the aim of qualitative research is to understand and to represent the experiences and actions
of people as they encounter, engage, and live through situations”. (Elliott et al 1999, p. 216)
And Devine & Heath (2009) conclude that there are actual advantages of qualitative research where
the aim is to explore individual experiences, practices, values and attitudes in depth and to establish
their meaning for those involved or concerned with such meanings. In qualitative approaches the
data often takes the form of verbal reports from participant observation, individual and group
interviews and documentary material and the analysis of such data is concerned with the context in
which it has occurred in order to derive interpretation from it. Elliott et al (1999) describe the role of
the researcher as:“attempting to develop understandings of the phenomena …. based as much on the
perspective of those being studied”. (Elliott et al 1999, p. 216)
It is favoured as a way of giving voice to the research subjects, placing a focus on the participants
rather than researcher focused.
My observations about the apparent absence of the voice of the practitioner in the publicly available
reports, SCR executive summary documents, made features of the ontology of relativism attractive
and concordant with my personal and professional values. The features central to this view include:1. Reality is represented through the eyes of the participants. Valuing the views of practitioners
was an important ethic in this study approach.
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2. The role of language is emphasised as the object of study as it is the instrument through
which the world is represented and constructed. Accepting that the concept of vulnerability
is a socially constructed one, then examining the language used by participants would be
essential to understanding its meaning for them.

3. The importance of viewing the meaning of the experience in context is stressed.
Understanding the context in which the concept is constructed as possible influences on the
way meaning is shaped.

4. The development of theory stresses the emergence of concepts from the data rather than
their imposition in terms of an apriori theory. This feature supported the shift in my thinking,
moving from a theory testing to a theory generating stance.

The interests of this research are practical, aspiring to inform theory which supports improved
safeguarding adults practice. The goals and methods of grounded theory lend themselves to such
aims. Grounded Theory (GT) claims that theory developed this way is more based in or grounded in
reality than one which is derived from a collection of loosely connected propositions or series of
concepts. GT seeks to achieve subjective understanding. The researcher is not so detached from
their subjects, and has a more humanistic approach that requires the researcher to have an
empathic understanding with the people they are studying.
The developers of grounded theory approach, Glaser & Strauss (1967) describe this as the
development of theory from data which has been systematically gathered and analysed throughout
the research process. The process is inductive rather than deductive. GT tends to focus the
researcher on the micro level of social interaction, experiences and meanings for the participants.
This may need to be set in the macro context of what other operators may have a bearing on the
participants’ perceptions and responses e.g. policy directive, lawful responsibilities and authorities,
role expectation, professional identity. As the aims of this research are to understand the meaning
of the concept of vulnerability for professionals working in adult safeguarding practice within the
context of that practice the GT approach would seem to be the best fit.
3.5. The Research Design and Rationale – a Mixed Qualitative Methods Approach

Whilst the debate over relative efficacy in the war between quantitative and qualitative research
continues to rage unabated, fuelled by the partisanship of the paradigm and philosophical positions
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of both, there is a suggestion of ‘paradigm peace’ with the emergence of the popular approach of
mixed methods. However, as Brannen (2005) points out, a mixed methods approach does not
necessarily imply a mix of quantitative and qualitative methods and may also be constituted in a mix
of either qualitative or quantitative approaches.
According to Brannen (2005) the rationales for choice of different methods can be distilled into what
she calls the three P’s – paradigms and philosophical assumptions, pragmatics and politics. Mixed
methods approach is often associated with the pragmatic researcher, where, as Brannen
comments:-

“The framing of the research question is in part shaped by epistemological assumptions but is
also influenced by the need to find theory that ‘fits’ a specific set of cases or contexts”.
(Brannen 2005, p. 8)

This sometimes means that the pragmatist is less purist in terms of methods and paradigm fit, and
more concerned with the utility of research findings in relation to practice or policy. The pragmatic
rationale might also relate to the availability of resources and the feasibility of the methods. Certain
methods might be chosen because they improve the probability of co-operation with potential
respondents.

The pragmatic approach had particular resonance for me because I am motivated by a desire for this
research to inform practice in a way that is meaningful and politically persuasive. The research
activities, for practical reasons, were conducted in the workplaces of the participants. Amongst the
advantages of conducting research in natural settings it is suggested that there is improved validity
by reducing participant performance, i.e. doing what they think the researcher wants. The aims and
approaches of this study concur with those adopted by other current researchers in this field of
study. For example, in their study on Serious Case Reviews in Adult Safeguarding, Manthorpe &
Martineau (2010) embraced methods such as general survey, semi-structured interviews and
document analysis.

A mixed qualitative methods design has been chosen for this research study. The type, order and
purpose of each research activity is detailed in table 2 below.
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Table 2. Summary of Research Activities and Aims
Research Activity

Purpose/Aim

1. Document analysis – law. Policy, Serious
Case Reviews.

Track the language of vulnerability
throughout law and policy. Undertake a
thematic analysis of Serious Case Reviews
with reference to the concept of
vulnerability.

2. Semi – structured Focus Group
discussion – single discipline.

Identify the indicators actually used to
determine vulnerability by practitioners.
(What they say about vulnerability).

3. Direct observation of live practitioner
decision making on Safeguarding Adults
referrals.

Content analysis to observe actual decision
making and analyse the content of field
notes in relation to reported indicators from
focus group. Triangulate with practitioner
reporting in focus group (what I see and hear
in their discussion and real time decision
making).

4. Semi-structured interviews.

Obtain more detailed description of the
indicators of vulnerability reported by
practitioners during direct observations and
their views on the relative import of these as
well as identifying other factors influencing
their
concept
of
vulnerability
(contextualising what they actually do).

5. Document analysis – referral records.

Content analysis to identify description of
vulnerability in written records of decision
making. Triangulate with practitioner
reporting in focus groups (what the records
reflect).

6. Focus group – mixed discipline.

Test and validate emerging theory from
analysis of data in previous stages (building
and testing a model/theory for practice).

I shall now focus my discussion on each of the research methods. Each section will detail the
rationale for that choice, and methods of sampling and data analysis.
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3.5.1. Case Study/Document Analysis – Serious Case Review (SCR) Thematic Analysis
3.5.1.a. Rationale for Choice of Method
As the methodology of GT suggests part of the task of the researcher is to comprehend the context
in which the phenomena being studied resides.

This was established to some extent in an

examination of the grey literature as part of the literature review which traced the evolving concept
of a vulnerable adult as this has been constructed in UK law and policy.
Case studies allow for the intensive study of an individual or a small group of individuals within their
unique context. It is not uncommon for the objects of study to have either unusual characteristics or
exceptional circumstances. In the field of Safeguarding Adults there is a growing body of naturally
occurring case studies emerging through the process of SCRs. Each SCR represents circumstances
where the statutory bodies involved believe there is some failing in working together to be explored
for the benefit of future learning. Collectively these SCRs represent multiple cases with some
replicative characteristics. However, as Manthorpe & Martineau (2010) have commented there is a
lack of consistency and rigor in the scope, methodologies and publication of these reviews. Few are
published in full, meaning that the information available is limited to executive summaries.
These reports are of interest to me in this study because they offer a window of insight into practice
and, in particular, where it is necessary for practice to be improved. One of the stated purposes of
SCR’s, according to ADASS (2006), is to inform and improve local inter-agency practice. As stated
previously, my unsystematic review of their contents drew my attention to some apparently
recurrent themes. One of these themes was the findings and recommendations about the need to
strengthen practitioner understanding of abuse and vulnerability. This urges a more systematic
evaluation to examine the extent to which this was pervasive in the commentary of these texts. The
more pervasive it is the more likely that the findings and recommendations may not be local and
may have wider significance for the network of safeguarding practice. In order to understand the
salience and import of the concept of vulnerability in adults safeguarding practice I undertook a
thematic analysis of SCR reports to examine the extent to which it was a phenomena receiving
commentary in these reports.
3.5.1.b. Data Collection
In February 2012 I searched the public websites of 54 County Councils, 33 London Borough Councils
and 23 Metropolitan Councils in England & Wales to locate any adult safeguarding Serious Case
Review (SCR) publications. On all occasions only executive summary reports of Serious Case Review
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could be found. In total 39 SCR Executive Summary Reports were found published on these websites
at this time. The distribution of these was as follows: 10 out of the 54 County Councils, one out of
the 33 London Borough Councils, five out of the 25 Metropolitan Councils. Despite the limitations of
the reports initial reading revealed that there were themes to be observed in the findings and
recommendations.
In March 2013 a Freedom of Information (FOI) request (Appendix 10) was submitted to the same
Councils for full and/or Executive Summaries for all SCRs undertaken in relation to Adult
Protection/Adult Safeguarding cases from 2000 - 2012. The request included those Councils who
had already published SCR Executive Summaries in case full reports would be made available or
additional ones had been conducted but not published. Where Councils responded with a website
link these were checked to determine if any additional SCR Executive Summaries had been added
since the checks done in February 2012.
By November 2013 all but five of the Councils had responded and a total of 76 additional SCR
Executive Summaries were made available providing a total of 115. However, only 114 were
counted for analysis as one SCR Executive Summary report was duplicated in the sample as it related
to a case that involved two London Boroughs who had both separately published the report.
In total 112 Councils in England & Wales were contacted, 29 reported that no SCR’s had been
conducted between 2000 - 2012, one stated that an SCR had been conducted but the report was not
yet available, and nine Councils declined the FOI request and refused to share any information about
their conduct of SCR’s in adult safeguarding, often citing a need to fulfil their obligations under the
Data Protection Act (DPA) 1998 to secure and protect personal and sensitive data from disclosure.
Seven out of the nine refusals originated from London Borough Councils.
Even where further requests were made for redacted versions to overcome the DPA obstruction,
these were declined, although one Council did state that even a redacted version would reveal
personal and sensitive data breaching their obligations under the DPA.
No authority gave permission for disclosure of the full report, so only Executive Summaries could be
obtained. These varied considerably in quality and quantity. The length of reports varied from four
short paragraphs of two to three sentences each, providing little or no demographic case details, to
comprehensive detail extending over 75 pages. This demonstrates that the publication of SCRs was
not universal practice across Local Authorities in England & Wales and helps us to understand that
the original purpose of SCRs was to undertake ‘local’ learning and presumably the imperative to
disseminate the learning was also expected to be local. However, the publication on websites has
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made these truncated reports available for external view. Whilst this serves the need for public
accountability and transparency it creates an impetus for self-examination by other Local Authorities
in a political climate of blame and scrutiny.
3.5.1.c. Data Analysis
A qualitative content analysis approach was adopted whereby each SCR Executive Summary report
underwent triple layered reading. Firstly I read the redacted summary report and a summary sheet
was completed whereby data was collected on case characteristics, conclusions and
recommendations for each report. For the criteria for these summary reports please see Appendix
9. The demographic case details were entered onto a database and the data cleaned to support
frequency analysis but without losing some of the case specific detail. For example, in the nature of
abuse category ’died in hospital’ was revised to ‘death’ but where the cause of death was known this
was recorded as ‘death – septicaemia’. The conclusions and recommendations were then read a
second time to identify frequently occurring conclusions/recommendations or proxies of these.
These were then numerated to suggest the strength of occurrence. In some reports the
conclusions/recommendations were so specific to the particular case that they would only have
achieved a frequency count of one, which has been interpreted as a poor indication of commonality
and, therefore, discounted in the frequency counts. In the identification of frequently occurring
conclusions/recommendations only those which achieved a frequency count of five or above were
counted as first level themes upon which to base the second level of categorisation. Finally, these
were

read

again

to

identify

categories

(see

Appendices

10

&

11).

Some

conclusions/recommendations were counted in more than one category.
3.5.2. Focus Groups – Single Discipline
3.5.2.a. Rationale for Choice of Method
In order to explore the language of vulnerability used by practitioners and identify the characteristics
used in their concept of vulnerability, semi-structured focus group discussions were the method of
choice. Defined as an organised discussion a focus group is designed to obtain the perceptions of
participants on a defined area of interest (Kitzinger 1994). The questioning relates to a defined topic
and one with which participants are understood to be involved. The output can be greater than the
sum of the parts as the process incorporates group interaction and influence as group members
respond to each other’s ideas and comments, which enables joint construction of meaning (Bryman
2012). This research method has gained popularity with researchers whose purpose is to examine
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the ways in which people construe the topic which is the focus of the research and how they do so in
conjunction with one another. It offers the opportunity to get beyond the general question and
answer approach of individual interviews and allows for a probing of the how and why of
participants’ views, i.e. the reasons for holding a particular view (Morgan 1997). The advantages of
this approach are that participants may reconsider their views in the light of the discussion and this
can produce very interesting data. Multiple and contradictory views can be elicited and this can help
to explain what lies behind apparently contradictory views. People may find it interesting and
empowering to be involved in a focus group (Race, Hotch & Parker 1994). This feature of the
research method resonates with the philosophical position of this research which seeks to reinforce
the value of practitioner perspective in an area of practice that is dominated by policy dictate.
These were conducted as single discipline, by which I mean that the participants in the group all
operated as professionals working with specific adult social care client populations. They were
purposively sampled because they occupied job roles that required them to assess adults who may
be at risk of abuse and make decisions about the need to conduct safeguarding enquiries and to take
protective actions. These decisions involved assessing the adult’s vulnerability in order to apply the
eligibility criteria for safeguarding duties to be actioned. Focus group participants comprised of
registered practitioners from health and social care working in community social care across the
following disciplines – Learning Disability, Mental Health and Older Persons and Physical Disabilities
Services. Participants shared a common discipline or client group although they had different
professional backgrounds and qualifications. Two focus groups involved registered practitioners
from health and social care working in community social care across all the aforementioned
disciplines plus police officers working in specialist public protection services incorporating both
children’s and adult safeguarding, domestic abuse, missing persons and violent and sexual offenders.
Guidance suggests that a typical group size should be between six to ten members (Morgan 1998).
However, where expressions of interest exceeded this number, these were not declined to mitigate
against any persons who failed to attend on the day. This meant that some groups exceeded this
number.
Single discipline groups were preferred as this more closely replicates the working milieu in which
such judgements about an adult’s vulnerability to abuse are formulated.

Additionally, being

amongst others with whom they share professional identity might support the social comfort of
participants. However, due to the practical difficulties of arranging single discipline focus group
discussions with Police Officers an opportunity of police availability was exploited during a training
initiative which resulted in mixed agency focus group discussion.
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In total eight focus group discussions lasting between 45 – 60 minutes were facilitated using a
guided questioning schedule. A participant profile for the full study, including the focus groups is
available in Appendix 2. This number of groups was not pre-determined and through discussion in
supervision a decision to stop at eight was agreed as no new material was being generated and
patterns in the content were beginning to become evident.
The role of the moderator or facilitator is an active one which seeks to guide the discussion.
However, the emphasis is on facilitation rather than directing or leading. As such the facilitator gives
up a certain amount of control to the group which enables the group interaction to develop the
issues of most concern or saliency (Morgan 1988). My professional roles in relation to this area of
research interest supported the study in several ways – credibility with participants, knowledge of
and familiarity with practice context and skills in facilitating individual and group discussion.
However, care was required not to lead the participants in their discussions of the perception of
vulnerability so as to introduce features that are my insights rather than their own. Reflective
journaling and discussion in supervision served as an external mechanism of accountability to
observe for and mitigate against this.
3.5.2.b. Sampling and Data Collection
Participants were recruited to inform four different types of data, of which focus groups were one.
Participants were not involved in all four research methods but they were recruited from the same
populations.
Focus group participants were recruited via the safeguarding lead officers in Police, Adult Social Care
Services and Mental Health Partnership Trust.

These are persons with whom I had direct

acquaintance through my work role as a multi-agency safeguarding adults training consultant. These
persons all had a leadership role in safeguarding adults within their own agency and were able to
provide me with links to operational managers and endorse staff involvement, promoting the
research and staff involvement in it. I responded to their invitations to speak to managers and
operational staff groups about the nature of the research to enable them to think about whether or
not they wished to engage with any of the research activities individually or as a collective. Access
to and selection of the participants can be a difficulty encountered for some research. In this study
my local knowledge of and established working relationship with key personnel in all agency groups
positively enabled access to research subjects across all agencies.
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A research project brief was developed, explaining the purpose and process of the research, plus
desired research subject profile (Appendix 5). This was circulated by e-mail to operational managers
(provided to me by the adult safeguarding leads) of the relevant staff groups and voluntary
participation sought from relevant practitioners. Participants were asked to make contact with me
by telephone or e-mail and I provided a further information sheet and consent form to be returned
by e-mail or post. Thought was given about how to deal with a greater number of respondents than
the group number required. In the preparation of the information leaflet it was stated that focus
group composition would be as the result of random selection and should not be viewed as
rejection. This was an attempt to mitigate against any feelings of rejection experienced by the
volunteer. Where slightly higher numbers expressed an interest this was tolerated in case people
were unavailable to attend on the day or wished to drop out for some other reason.

Prior to participation in the focus group each participant received a written explanation of how the
research will be conducted, what their role in it will be, how things will be reported, the agreement
of confidence and any limitations to such confidentiality (Appendix 6). They were asked to sign a
consent form (Appendix 7 & 8) and reminded at the start of any process that they were free to
withdraw their consent at any point in the proceedings without question, offence or redress.

Team leaders in the various agencies and disciplines were then contacted to arrange a time to visit
and discuss the study aims and participant expectations. A participant information sheet and focus
group protocol was circulated to team members prior to this discussion session. A focus group time
was negotiated locally with each group at a venue convenient to their workplace. Any staff member
not wishing to participate was not required to attend, participation was by voluntary consent. Prior
to starting the focus group discussion the study aims were explained again, and written consent to
participation and audio recording obtained from each individual participant. The semi-structured
focus group discussion was facilitated using a prepared question schedule.

Each focus group lasted between 60 - 90minutes duration, was recorded using a Livescribe Echo
Smartpen (https://www.livescribe.com/en-gb/smartpen/echo/- accessed 25-11-17) to minimise the
potentially obtrusive effects of recording equipment. This pen has the appearance of an ordinary
writing pen and uses specially impregnated paper to link the written word to the audio recording
enabling the researcher to touch the paper and receive real time playback from any point in the
recording. “The Livescribe paper-based computing platform consists of a digital pen, digital paper,
software applications, and developer tools. Central to the Livescribe platform is the smartpen, a
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ballpoint pen with an embedded computer and digital audio recorder. When used with Anoto digital
paper, it records what it writes for later uploading to a computer, and synchronises those notes with
any audio it has recorded. This allows users to replay portions of a recording by tapping on the
notes they were taking at the time the recording was made. It is also possible to select which
portion of a recording to replay by clicking on the relevant portion of a page on-screen, once it has
been synced to the Livescribe Desktop software” – (https://en.wikipedia.org/wiki/Livescribe accessed 25-11-17).
Table 2 describes participants’ profile in the focus group, separating the specialists by either male or
female participants. Focus group participants from social care services were categorised according
to the client population with which they predominantly worked (mental health, learning disabilities,
or older persons and physical disability), gender, and status as either a generic practitioner for whom
safeguarding adults is part but not the whole of their work role) or specialist (for whom safeguarding
adults was the whole focus of their job role).
Police officers who participated in focus groups worked with all adult client group populations and
were all working exclusively in Public Protection of Vulnerable Persons (Adults and Children). Gender
was the only personal characteristic that was recorded and was representative of the typical
distributions in services.

Social Care has a predominantly female workforce and a similar gender

profile is evident in Police Public Protection Units.
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Table 3. Focus Group Participant Profile
Male Adult

Female Adult

Male

Female

Total

Generic

Generic

Specialist

Specialist

Discipline

Worker

Worker

Safeguarding

Safeguarding

worker

worker

MH

1

2

3

3

9

LD

3

12

1

0

16

OPPD

5

18

0

0

23

Police

0

0

3

7

10

Health

4

0

0

2

6

Total –

13

32

7

12

64/64

generic vs
Specialist

3.5.2.c. Data Analysis
As stated previously qualitative research strategies have a high regard for the importance of
language and its relevance in analysis that concerns itself with meaning and interpretation in human
interaction (Bryman 2012).

Originators of the GT approach Barney Glaser & Anselm Strauss (1967) assert that the aim is to
generate a theory to explain what is central in the data and that accounts for a pattern of behaviour
which is relevant and problematic for those involved. The task is to find a central core category
which is both at a high level of abstraction and grounded in or derived from the data that has been
collected and analysed. The first task is to find conceptual categories in the data. This is labelling
the data in order to separate, compile and organise it (Charmaz 1983) achieved by a process of
coding.
To draw conclusions or make observations relating to the whole will require identification of themes
in the data – common domains, topics, issues that occur in the different accounts. The audio
recordings of the interview and focus group were transcribed by the researcher.
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Whilst time consuming, this transcription task proved invaluable. It helped me to familiarise and
immerse myself in the data through recurrent listening and re-listening to the recordings. The
benefits of this in terms of bringing me closer to the data and helping to kick start the identification
of themes and seeing similarities and differences in the accounts within and between groups have
been reported by other research students (Barnes, R in Bryman 2012).
Charmaz (2000) argues for a constructivist approach to GT which recognises the effect of bias and
biography in the researcher’s development of categories, concepts and theoretical analysis. She
asserts that this is an iterative process which emerges from the researcher’s interaction in the field
and their questions about the data. Others have taken this idea further and celebrate the strengths
of the insider researcher position.
Yates (2004) advocates that attending to this experiential data as valuable. He justifies this saying
that inductively, hunches often come from personal experience with the phenomena and not just
from theoretical appreciation of the prevailing literature. Deductively he asserts that success rests
not only on the ability to think logically but the researcher who is able to locate their thinking within
their own experience is able to think more effectively and propositionally. In consideration this
allowed me to exploit my unique positioning as practitioner/educator and researcher, in relation to
the practice concepts and the operators of those concepts.
Data analysis was performed through a process of open coding, where themes in the data are
identified and given a code for later appraisal (Strauss & Corbin 1990). Data analysis began by
reading through all transcripts from focus groups. While no codes were created during the initial
read through, potential themes were noted. The transcripts and notes were then read through
again, creating initial codes. During the final read through codes were refined and combined to
highlight themes that were pervasive throughout the data. Using structure as outlined by Sheppard
(2004) to judge a core category, the analysis searched for the main themes. These were judged as
pervasive where they were frequently occurring across the data sets. NVivo 10, qualitative analysis
software, was used to assist in the coding process. NVivo10 allows for the easy organisation of data
and codes, and allowed the researcher to simultaneously consider codes across all data types.

3.5.3. Direct Observations
3.5.3.a. Rationale for Choice of Method
As part of the triangulation of methods in this mixed methods study direct observations of
professionals engaged in work place decision making with regard to referrals for an adult
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safeguarding response were undertaken.

As Dewalt & Dewalt (2002) observe, participant

observation supports a more holistic understanding of the phenomena under study. It is a living
form of theory in which theory is developed from practice rather than developed in the abstract
about practice. Direct observation within the usual surroundings of the professional evaluation of
vulnerability and decision making enabled me to see as well as hear what was salient to
professionals in assessing vulnerability. It provided opportunity for insight into the context in which
their evaluation of vulnerability took place and to observe what contextual activities informed the
formulation of their views. This added another layer to understanding what was most salient to
professionals in assessing vulnerability to abuse.

Using the natural setting of safeguarding

professionals offers some mitigation against the kind of self-censure in reported conversations from
focus groups.
The type or role of the observer can be seen on a continuum from complete participant – participant
as observer – marginal participant – the observer as participant – complete observer.
My role was that of observer as participant because, due to my role and history in this Local
Authority and Out Of Hours (OOH) Social Work Services, the position of marginal participant, i.e.
passive but accepted participant, was not achievable. My work roles gave me prior acquaintance
with many participants and it could be argued that my high visibility makes it impossible to be purely
an observer. This was quickly confirmed during the pilot sessions when practitioners expressed
difficulty and discomfort with silent and non-participatory observation by me as someone from
whom they were used to seeking advice and guidance on practice. Furthermore, in terms of the
methodology and data capture, it became evident that when practitioners were evaluating referrals
their thought process was not available for observation. Consequently, I adapted and re-negotiated
the protocol for observation, gaining participants’ consent to articulate their analysis of vulnerability
out loud during the course of referral management. This presented an increased risk of observer
effects. To minimise this strategies of ‘minimal interaction with the participants’ and ‘habituation’
(prolonged exposure to desensitise the observed to the observer) were employed. As Adler & Adler
(1994) note, this "peripheral membership role" enables the researcher to "observe and interact
closely enough with members to establish an insider's identity without participating in those
activities constituting the core of group membership".
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3.5.3.b. Sampling and Data Collection
The working environments of social care, health and police personnel are generally closed to the
public. Gaining entry, establishing rapport and familiarising oneself with the setting are necessary to
promote observation (Bernard 1994). He recommends the use of personal contacts to ease entry.
In this study the direct observations were conducted at the Central Referral Unit (CRU) which hosts
both children’s and adults’ safeguarding professionals from a number of agencies including children
and adult social care, police, community health and probation. The latter two agencies were
excluded from the observations as ethical approval had not been sought from their employing
bodies. The environment was already familiar to me, having previously worked in the Emergency
Duty Social Work Team and recently moved into the CRU as a Senior Operational Manager for
Safeguarding Adults for the district teams. I had no management role within the CRU. Many staff in
the OOH Service were previously known to me as peers. Many of the staff in the CRU (social care
and police) were known to me as participants in the joint agency (Police and Social Work) training
courses I had delivered in this Local Authority area.
In a similar way to the focus group participant recruitment strategy, participants were recruited via
the safeguarding lead officers in Police and Adult Social Care Services. However, on this occasion I
made direct approaches to the operational managers in the CRU (Detective Inspector for the police
and CRU and the Social Work Service Manager for CRU and OOH). These are persons with whom I
had direct acquaintance through past and present work roles. These two persons both had a
leadership role in safeguarding adults within the multi-agency safeguarding hub and were able to
provide me with direct access to their staff groups, endorsing and promoting their participation in
the direct observations. I responded to their invitations to speak to operational staff, individually
and collectively, about the nature of the research and, in particular, the nature of the direct
observation, to enable them to consider whether or not they wished to engage.

A research project brief was shared with both managers, explaining the purpose and process of the
research. This was then circulated by e-mail by them to operational staff inviting their voluntary
participation. The site of the direct observations was a single office base hosting the multi-agency
safeguarding hub and OOH Social Work Team so participants in the direct observations were
recruited from this pool of staff. Participants were asked to make contact with me by telephone or
e-mail and I provided a further information sheet and consent form to be returned by e-mail or post.
An additional protocol (Appendix 11) was designed to be shared with potential participants that set
out a code of conduct for the researcher as observer. This protocol made explicit that the demands
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of operations were to be prioritised over the needs of the research and made explicit reference to
the researcher’s objective to gather their views rather than judge their practice.
“Participants will be reminded that it is not the role of the researcher to evaluate their practice but
to record perceptions of vulnerability”.
The ethical demands of this research in terms of my obligations to the data subjects required
consideration of the power dynamic between the observer and the observed, especially in light of
my known roles as a practice educator and senior operational manager in this field of practice. I also
have obligations to the employers and needed to be mindful of the time demands being made of
participants who are public servants. Further consideration of ethical obligations will be explored
later in this chapter.
Prior to participation in direct observation sessions each participant received written explanation of
how the research will be conducted, what their role in it will be, how things will be reported, the
agreement of confidence and any limitations to such confidentiality (Appendix 6). They were asked
to sign a consent form (Appendix 7 & 8) and reminded at the start of any process that they were free
to withdraw their consent at any point in the proceedings without question, offence or redress.
Participants were registered professionals in social care working in specialist roles in adult
safeguarding and police officers specialising in public protective services but not exclusively in adult
safeguarding.

Table 4 below details the participant profile in the direct observations. Participants included social
workers and police officers. Social workers were identified as working either as a specialist or a
generic social worker. The three generic workers who participated in the direct observation sample
worked for the OOH Service. These workers cover all client groups outside of working hours and, as
such, are generic workers rather than specialist in contrast to the other seven social care workers
who all had roles specialising in adult safeguarding. The police officers work shifts and would be
consistent across the 24 hour period so both specialist and generic social care workers would be
working alongside these officers.
Table 4 describes the direct observation participants, noting the participants’ speciality and gender.
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Table 4. Direct Observation Participant Profile
Male Adult

Female Adult

Male Specialist

Female

Total

Generic

Generic

Safeguarding

Specialist

Discipline

Worker

Worker

worker

Safeguarding
worker

Social Care

0

3

2

5

10

Police

0

0

4

5

9

Total –

0

3

6

10

19/19

generic vs
Specialist

These observation sessions took place during the professionals’ normal working hours and involved
me sitting alongside practitioners for the duration of their shift lasting between eight – ten hours.
They included some sessions outside of normal working hours (OOH). During these OOH sessions
the police participants remained consistent whilst the OOH registered social care workers were
drawn from generic rather that specialist social care roles. A participant profile is available at
Appendix 14. Due to the open plan nature of the office environment the use of audio recording was
neither practical or appropriate so field notes were taken at the time of the observation which
related to the content of the referrals evaluated by the professionals, including any articulation of
the adults vulnerability, inter and intra professional group discussion of the referrals, direct case
discussion with the researcher (professional articulating their analysis of vulnerability out loud to the
researcher), observation of ancillary activities, such as telephone contacts and database
interrogation. Angrosino & DePerez (2000) describe this as ‘selective observation’.
A total of 16 direct observation sessions were conducted over a nine month period extending from
April - December 2015 and data saturation was achieved. A total of 107 case referrals/incidences
were observed in this period.
3.5.3.c. Data Analysis

The data for analysis comprised of the colour coded field notes recorded in written format during
the observation sessions. The data was categorised into four typologies as follows:-
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1. Researcher’s observations of reported rationale.

2. Observed discussion between professionals - intra and inter-agency.
3. Discussions between researcher and professional.
4. Researcher recording contextual activities, e.g. phone discussion, checking information
systems, such as SWIFT and GENYSIS.
As with the focus group transcripts, data analysis was preformed through a process of open coding,
where themes in the data are identified and given a code for later appraisal (Strauss & Corbin 1990).
Data analysis began by reading through all the field notes from direct observation sessions. While
no codes were created during the initial read through, potential themes were noted. The transcripts
and notes were then read through again, creating initial codes by marking the participants’ exact
words and using memos to comment on the reasons this might be of interest. The memos enabled
me to explore how the ancillary activities related to the reported indicators of vulnerability and thus
supported the professional’s overall evaluation of vulnerability.

3.5.4. Semi-Structured Interviews
3.5.4.a. Rationale for Choice of Method
Bryman (2012) observes that definitions of participant observation and ethnography at times are
difficult to distinguish. However, ethnography is often taken to refer to the written output of the
research.

This study does not assert to take an ethnographic approach but I would wish to

acknowledge that the methods used in this GT approach share commonalities with ethnographic
approaches. As Bryman (2012) sets out, ethnography can be taken to mean a research method in
which participant observation is used in combination with interviews with the informants under
observation as well as document analysis.
In order to understand the context of and influences on professional conceptualisation of
vulnerability I needed to probe for further details using the data derived from the real world
observations of these practitioners. Doing so would enable me to elicit these in a concrete way
related to actual practice examples within the direct experience of the professional rather than
some abstract retrospective assessment of the influences on their judgement and decision making.
Whilst reactive effects of being observed might have dissipated through the duration of being
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observed the interview also offers the professional a chance to balance the books and expand on the
observations made of them to give further insight into their thinking and reasoning.
In the original planning of the research process and activity I identified a need to capture not just
content but context of the practitioner’s recognition and response to vulnerability in AAR. This was
to be captured through just in time brief interviews based on cases selected during the observations
where there had been a decision to progress to further safeguarding enquiries, therefore, confirming
that the individual and their circumstance met the eligibility criteria to progress further enquiries.
However, during the pilot sessions it was recognised that this was not practically or ethically
achievable in the context of a busy duty response to new and urgent safeguarding referrals. Further
re-negotiation was required with participants and individuals who had been involved in the direct
observation sessions to participate in further interviews. These interviews adopted a similar semistructured approach as the focus group discussions (see Appendix 3) and case details from the field
notes were collated for each interviewee to prompt discussion regarding their observed practice.
In a way similar to focus groups the qualitative interview can be inductive as it seeks meaning
though interpretation and context. In analysis the use of coding enables the identification of
themes. However, in order to ensure that discussion remained focused on the areas of interest in
this study, a semi-structured interview was adopted. This has the advantage that the interviewer
has developed an interview guide whereby questions are clustered in relation to key topics or
themes but the respondent has a high degree of freedom in their responses in contrast to the more
formulaic survey techniques which provide the respondent with a number of forced choices. This
also assists in organising the data for later coding and analysis. Semi-structured interviews have
been the instrument of choice by other researchers concerned with the perceptions of staff in
relation to safeguarding adults work including beliefs about vulnerability (Taylor & Dodd 2003) but
these have yielded broad perceptions of most vulnerable groups rather than factors that delineate
vulnerability.
Interviews are useful for constructing the meaning of a phenomenon from a variety of perspectives.
My interest is in how individuals interpret or construct something. In this study I was also interested
in what influenced this construct. Participants discuss their unique perspectives to enable them to
construct their own meanings of the phenomena under investigation. McNiff (2002) argues for the
need for dialectical forms of theory in understanding practice – positivist approaches see truth as
one unified story. However, human stories are rarely one unified story told by one person who
knows, but an accumulation of multiple stories, told by the people themselves, who share different
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views, hopes and visions (Berlin 1998). Interviews offer access to these individual and collective
stories of practice.
In this study, the semi-structured interviews with practitioners served to elicit more detailed
descriptions from the professionals otherwise not available during direct observations. Professionals
were reminded of their direct case work from the field work notes as a prompt to help elicit further
detail about the features attended to by the professional in determining the individual’s vulnerability
to exploitation.
3.5.4.b. Sampling and Data Collection
Many researchers using interviews as their instrument of choice recommend the application of
purposive sampling in order to establish a good correspondence between the research question and
the research sample. Interview participants were identified from the pool of practitioners whohad
participated in the direct observations in the CRU. The working environment of the CRU is typical of
the Multi-Agency Safeguarding Hubs that have been adopted in many Local Authority areas.
Each participant was contacted by e-mail, reminded of their original consent to participation and
right to withdraw consent.

They were sent a copy of the interview protocol and given an

explanation of the change in arrangements for interview as it had not been possible to obtain details
of their thinking about referral decision making in real time. Participants who indicated consent to
participate in the interviews were then contacted to arrange an interview with them at a time of
their convenience and at their place of work.
Prior to participation in interview each participant received written explanation of how the research
will be conducted, what their role in it will be, how things will be reported, the agreement of
confidence and any limitations to such confidentiality (Appendix 6). They were asked to sign a
consent form (Appendix 7 & 8) and reminded at the start of any process that they were free to
withdraw their consent at any point in the proceedings without question, offence or redress.
Interviews were conducted in rooms where audio recording could be facilitated using the same
recording equipment used in the focus groups (Livescribe Echosmartpen). Each semi-structured
interview lasted variably between 30 - 60 minutes and was facilitated using a semi-structured
questioning schedule similar to that used with the focus groups.

The theoretical sampling approach recommends as many interviews as it takes to reach theoretical
saturation or until there are no new themes emerging from interview. The number of interviews
possible in this study was prescribed by the population of participants in the direct observation
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sessions. Interviews were conducted with five out of 10 social care participants and five out of nine
Police Officers. Further interviews were not conducted with the remaining available participants as
analysis indicated that no new themes in the data were emerging.
All participants in the interviews were full time specialists in safeguarding adults practice. These
participants worked either as social workers or police officers. Nine participants worked full time in
the CRU and one participant worked full time in a specialist adult safeguarding role and provided
professional cover in CRU. Table 5 describes interview participants. Participants were identified as
being male or female, and whether they were a generic social worker or a social worker specialising
in safeguarding work.
Table 5. Interview Participant Profile
Male Adult

Female Adult

Male Specialist

Female

Total

Generic

Generic

Safeguarding

Specialist

Discipline

Worker

Worker

worker

Safeguarding
worker

Social Care

0

0

1

4

5

Police

0

0

2

3

5

Total

0

0

3

7

10/10

The audio recordings of the interview were transcribed by the researcher. I refer the reader to the
costs and benefits of this reported in relation to the focus group data.

3.5.4.c. Data Analysis
As with the focus group transcripts, data analysis was preformed through a process of open coding,
where themes in the data are identified and given a code for later appraisal (Strauss & Corbin 1990).
Data analysis began by reading through all the interview transcripts. While no codes were created
during the initial read through, potential themes were noted. The transcripts and notes were then
read through again, creating initial codes by marking the participant’s exact words and using memos
to comment on the reasons this might be of interest.
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3.5.5. Document Analysis – Written Referral and Decision Making Records
3.5.5.a. Rationale for Choice of Method
The final method used to explore professional conceptualisation of vulnerability was the casework
record or written record of decision about the evaluation of the referral information to determine
whether or not a statutory duty to make safeguarding enquiries regarding the adult existed and
what the agency response would be. The data derived from the focus groups, interviews and direct
observations provided access to a rich description of what professionals say they do which could be
referenced against what I saw them doing to identify the frequently recurring themes in the data.
The written record of decision making is an instrument of recording which should capture the
professional’s articulation of vulnerability and provide further triangulation of any emergent themes.
It would also be free from any influence by the researcher unlike the other methods, but the written
record must be recognised as only a partial representation of the professional’s conceptualisation at
the time the record is made. As a practitioner in the field and having made many such written
recordings myself, I am aware of the context in which the records are made. Records cannot be
assumed to be either contemporaneous or to have been completed in ‘real time’. It is not
uncommon for written records to be compiled after some time has elapsed between the active
evaluation and decision making. In working environments when professionals may have multiple
competing demands and time pressure on task completion it would be tempting to think that their
written records represent an insight into the most salient features of their analysis but this cannot
be presumed.
However, these documents did represent the final part in the triangle of sources sequencing
information from what professionals say about vulnerability, what I saw them take into
consideration when assessing vulnerability to abuse and then finally what did they write/record
about their understanding of the person’s vulnerability in deciding whether further safeguarding
enquiries were warranted or not.
Underpinning the rationale for this mixed methods approach was a desire to improve the validity of
the research and the findings. Creswell & Miller (2000) describe validity in terms such as
trustworthiness, authenticity, and credibility. Creswell (2009) recommends using more than one
strategy of which the following were employed in this study:1.

Triangulation – converging different data sources.

2.

Use of thick description to add context to the finding to enhance their realism.
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3.

Clarifying bias – through reflection on researcher’s own role and how their personal
characteristics (history, experience, gender etc.) have influenced the interpretations.

Triangulation refers to the use of more than one investigative approach to a research question.
Denzin (1970) describes four types of triangulation but the one employed in this study was
Methodological Triangulation, which put simply is gathering data by more than one method.
The concept of triangulation has been of influence in the growing popularity of mixed methods
research in applied social sciences. The strength of the approach is said to lie in the enhanced
reliability of the findings where convergence is achieved across methods or data collection.
Examples of these are evident in adult protection research, more latterly in reports of the Brunel
study on developing decision training tools to detect and prevent elder financial abuse (Gilhooly et al
2008).
3.5.5.b. Sampling and Data Collection
Direct approaches were made to the performance/data management officers of both adults social
care teams and the constabulary already known to me.

These officers have access to large

databases of casework activity which can be linked to individual professionals, geographic areas
within the authority (including the CRU,) and to particular adult disciplines in the case of social
services - Learning Disability, Mental Health and Older Persons and Physical Disabilities. These
officers were requested to generate lists of 25 randomly selected cases where professional
involvement had been started and finished between October 2014 and September 2015. This end
date was chosen as the safeguarding referral form up to this date included a section which prompts
the professional to write an evaluation of the adult’s ‘vulnerability’. The Social Services’ Data
Performance Officers was asked to add additional filters in their searches to ensure that within each
discipline the case lists had a spread of cases across geographic teams, and individual social workers.
Similarly, to avoid oversampling a particular police officer a request was made to select cases for
each of the police officers currently operating out of the CRU. This approach sought to protect
against any bias in case selection and improve the representativeness of the written records
provided for content analysis.
Using these case lists and the unique identifiers assigned to each client record, contact was made by
e-mail with the Safeguarding Co-ordinators for each area and discipline with a request to provide me
with access to the full written record of the initial evaluation and decision making – also known as
the safeguarding alert and referral form. Copies of these records were stored in a folder on my work
area as an employee of Social Services in that authority to avoid any potential data breach by
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transmission of these documents outside the Local Authority. Excerpts from these full client records
in relation to the professional’s evaluation of vulnerability were pasted into a Word document
where all identifiable information had been removed. This document then formed the basis of the
data for content analysis. In relation to the police, the data management officer undertook this
anonymising exercise before sending me a document in which police officers’ decision making log on
safeguarding vulnerable adult referrals had been compiled using extracts from the police
information and record system.

Whilst individual officers were identifiable in relation to the

decisions made any personally identifiable information relating to victims, suspect and witnesses
had been removed.
Requesting information on cases that were complete ensured that the written record of decision
making should be populated. The profile of participants included in the written record sampling is
available at Appendix 4. A total of 98 written records of decision making in relation to persons
referred for a safeguarding evaluation and response were analysed.
3.5.5.c. Data Analysis
I have elucidated the process of coding in relation to the transcript outcomes of the focus groups,
interviews and direct observation field notes elsewhere in the chapter so will not repeat that here.
The compilations of written records of evaluation and decision making regarding vulnerability in
responding to safeguarding adults referrals by both police and social services were added to the
transcripts and notes detailed above in the performance of this qualitative content analysis across all
four data sources simultaneously in order to highlight the themes that were most pervasive and
improve the validity of the findings.
Validity is defined as the strength of our conclusions, the extent to which the researcher can make
justifiable inferences, legitimacy (Cresswell 2003). There are different types of validity and some
measures of validity might be more appropriate to qualitative methods. One such type is external
validity which refers to the ability to generalise the results of a study to other settings.
Guba and Lincoln (1994) in Bryman (2012) propose the following as criteria for assessing qualitative
research:

Credibility.



Trustworthiness.

There are 2 primary ways to achieve this – respondent validation and triangulation.
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Bryman describes research as being credible where it has been carried out according to principles of
good practice and has face value acceptance by the persons who were the subject of study, i.e. it
makes sense to them and accurately reflects their understanding of the world.
3.6. Ethical Considerations
Considering the consequences of one’s actions upon others, individually and collectively, is the
responsibility of all social researchers. As a practitioner in the field of social work I am familiar with
the need for accountability in public services dealing with human activity and have lived through a
period of increasing scrutiny through regulation, serious case review, the operations of the
Parliamentary Ombudsman and media attention focused on public services including police, health
and social care practice. More recently, we have witnessed an increasing concern to ensure that
research is conducted in compliance with any lawful requirements. Especially important has been
the Human Rights Act (1999), Article 8. The right to private and family life.
The Social Research Association (2003), which produced ethical guidelines, recommends a
framework of principles to enable individual researchers to consider the ethical issues pertaining to
their specific project within a wider system of shared values. There are a number of key phrases
which require further attention and I will elaborate each of these in relation to this study.
Voluntary participation which requires that people not be coerced into participating in research.
Closely related to the notion of voluntary participation is the requirement of informed consent.
Essentially, this means that prospective research participants must be fully informed about the
procedures and risks involved in research and must give their consent to participate.
Ethical standards require that participants are not put in a situation where they might be at risk of
harm (physical or psychological) as a result of their participation.

There are two standards that are applied in order to help protect the privacy of research participants
- confidentiality - they are assured that identifying information will not be made available to anyone
who is not directly involved in the study.

Many researchers prefer the stricter standard of

anonymity. In this study the use of unique identifiers ensured that individuals were not identifiable
in the data. Identification was limited to job role and number, e.g. Police Officer 4. The assignment
of identifiers to the named participants was stored separately and known only to myself.
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3.6.1. Obligations to Subjects, and their Employers

The subjects of this study were professionally qualified public sector workers. It is not anticipated
that there would be any predictable issues in respect of individual mental capacity to give consent,
and none were encountered. Voluntary consent to participation in this study was sought and
participants were reminded of their right to withdraw consent at any point throughout each phase
of the research.

This study was independently funded and not resourced from any of the

participants’ employing agencies.
To ensure that the consent given was informed consent, participants were given an information
sheet explaining the purpose of the study, how it would be carried out, what their role in it would
be, how data would be collected and stored (see section on confidentiality later) and how and to
whom the outcomes of the research would be disseminated (Appendix 6).
It is impossible for social research to be completely value free. Most participants had previous
acquaintance with me in my professional role as the multi-agency safeguarding adults training
consultant. The congruence of this role in enabling practice development potentially lent credibility
to assertions of the research aim to elicit practitioner perspectives. The power of being listened to
cannot be under-estimated, especially when placed against a backdrop of practice evaluations, such
as SCRs, which highlight the failings of practitioners but rarely give voice to their views and a
research norm of survey techniques aimed at testing practitioner decision making. The balance of
power between researcher and researched has to be considered in the overall research design and
the interpretation of the outcomes of research. As a researcher with a proven practice background
in safeguarding adults practice and an established role in learning and development for all the
professional groups engaged in this work, I aimed to redress the usual in-balance between observer
and observed by giving voice to the voiceless. As an informed observer, sharing characteristics of
the observed group, my status may promote trust and assurance.
However, as a researcher there is an obligation upon me to ensure that participants in the study
come to no harm. In this case, how the findings are reported will be of critical importance.
Practitioners may have some anxiety that their views will be reported back to employers or that
errors of judgement will be individually identifiable. The issue of confidentiality is of particular
importance in this study as the sampling was purposive and limited to two Local Authority areas. It
was likely that practitioners and their employing agencies will be invested in protecting their
individual, professional group, and agency integrity. This research was independently funded and
consequently I was under no funding contract with the employers of the participants. However, it
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must be acknowledged that at the commencement of this study my full time role in which I was
engaged was funded by the multi-agency SVA Board, which includes employers of the participants
such as police, health and social care. I, therefore, have a twofold responsibility to uphold
professional integrity in the conduct of this research and my own employment status and
reputation. In securing any co-operation approval from the employing agencies to conduct this
research by access to their paid staff I outlined the plans for dissemination so that all parties were
clear on what they were giving consent to, for the reporting of findings. Confidentiality was assured
to all participants with regard to the reporting of any data gathered and any quotes used did not
contain personally identifiable features. The aforementioned is notwithstanding my lawful and
professional obligations in relation to the reporting of abuse of an adult or child, prevention or
detection of a crime, including maladministration or misfeasance. In such circumstances, it was
agreed consultation with my supervisor would be sought to agree the next steps. Permission was
sought from participants to assign quotes to their professional grouping, e.g. ‘one police officer
commented that……’. As stated previously, complete anonymity could not be guaranteed as the
study is limited to two Local Authority areas. However, all attempts have been made to anonymise
the data reported. Data collected in this study falls in to the category of ‘personal’ rather than
‘personal and sensitive’ data and was processed according to the principles of the Data Protection
Act (1998). The data was stored on a University hard drive and an encrypted personal laptop
computer. It is not required beyond the period for completion for the PhD. Assurance of data
destruction has been given as part of ethical approval by the University.
3.7. Concluding Remarks
In this chapter I have set out the influence of reflexivity in the development of the research problem
and question and set the scene for this project. The research question is identified and the research
strategy is discussed with further detail of the rationale for the choice of particular methods
included in the overall mixed methods approach. Mechanisms of data collection and analysis are
described. It finishes with an outline of the key ethical considerations undertaken and underpinning
the project. In the design of this GT approach to the research project I have drawn upon a
framework proposed by Yardley (2000) as a guide to quality and fitness for purpose:

Sensitivity to context, social, theoretical and ethical.



Commitment and rigour, to the subject matter and good practice in research.



Transparency and coherence, in the arguments articulated.



Impact and importance, to theory and practice.
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Chapter 4
Serious Case Reviews – Universal Truths?
4.1. Introduction

This chapter starts by exploring the status of SCRs as a mechanism for learning lessons and the
critiques of this in recent years. I then report some of the themes arising from the analysis of
findings and recommendations of SCRs. Amongst these SCRs is an inferred criticism of practitioner
understanding of abuse and vulnerability. These suggest that their understanding lacks depth and
breadth and thus requires strengthening. This is set alongside commentary by Brown (2003) who
promoted the need to develop more nuanced definitions of abuse and vulnerability. The chapter
moves on to report empirical work undertaken in the analysis of SCR’s, identifying the areas studied
and the gaps. It provides a descriptive analysis of some of the demographic characteristics. The
imperfections and inconsistencies in data collection across SCRs highlight the precarious nature of
the outcomes of this process as vehicles for learning. Despite this, and the critique of others
(Manthorpe & Martineau 2011, Warner 2006) their value for learning is consistently promoted by
Central Government (DH 2017) and significant professional groups (ADASS 2005).

Serious Case Reviews (SCRs) occupy a status and gravitas in practice which imputes significance to
the wider safeguarding audience, and urges a need for learning from these adverse outcomes. The
recommendations represent a view of what practice ought to look like to avoid future bad
outcomes. They are important to examine as collectively they provide an insight into perceived
areas for improvement. In this chapter the findings and recommendations are explored to identify
recurrent themes.

It is argued that whilst themes relating to the recognition of abuse and

vulnerability can be identified, what these texts do not provide is the details of what is missing from
their recognition of vulnerability, nor how this relates to professional responses to it and the factors
which have a bearing on responses. Consequently, the insights they offer are partial.

This chapter reports on the findings from a thematic analysis of findings and recommendations from
114 Executive Summary reports of SCRs, the largest sample of reports undertaken in the UK at the
time of this study. These are a precis of the full reports of these reviews. They provide an insight
into practice in safeguarding adults where failures are believed to have occurred. Their value as
instruments of learning is promoted. An exhortation to SABs to disseminate learning contained in
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the Care Act 2014 Guidance (DH 2017) advances the idea that the learning can be extended beyond
the local context of the event and be applicable to the wider safeguarding community.

The impetus for this study derived from a personal observation of apparent repetition of themes
from a selection of SCR reports, read in the preparation of safeguarding training materials. The
inferred criticism of practice aroused my curiosity about how professionals conceptualised
‘vulnerability’ in adults at risk of abuse and what informs their responses to this.
The analysis of findings and recommendations of SCRs in this study confirmed that there was a
recurrent theme which recommended a need to strengthen practitioners’ understanding of abuse
and vulnerability. It constituted the origins of the research problem and forms the background to
the next two chapters, in which I argue that the findings which infer that failures relate to errors of
judgement and practice, thereby requiring remedial action, are not borne out from evaluations of
practice in the field.

4.2. What have we Learnt – Serious Case Reviews as Legitimate Mechanisms for Learning Lessons
beyond the Local Context?

The status of SCRs in adult safeguarding has undergone transformation during the course of this
study.

Initially, in contrast to Child Protection Guidance in Part 8 of the Working Together

documents (DfES 2010, 2013), the framework for vulnerable adults set out in the Department of
Health’s ‘No Secrets’ (2000) guidance, made no reference to mechanisms for reviewing cases of
particular concern. However, ADASS (2005) asserted this as a measure of good practice and
advocated it as a vehicle for promoting learning through the dissemination of findings from inquiries.
In the last couple of years the implementation of the Care Act 2014 changed the status of the SCR,
giving it a statutory footing. Section 44 makes the undertaking of the newly named Safeguarding
Adult Reviews (SARs) a duty upon Safeguarding Adults Boards (SAB). A SAB must arrange for a
review of a case where an adult has died or experienced serious abuse or neglect and the death is
known or believed to have resulted from abuse or neglect and there is reasonable cause for concern
about how the SAB or members of it or other persons with relevant functions worked together to
safeguard the adult. Co-operation is demanded to serve the aims of identifying the lessons to be
learned and applying those to future cases.

During the timeframe for this study the SCR Executive Summary reports sampled relate to a period
when the statutory obligations referred to above were not in operation. Consequently, SCRs have
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been conducted using different formats and protocols. As Walsh (2002) points out, one of the
stated aims of inquiries is to facilitate organisational learning at different levels. Originally intended
to operate as internal reviews to inform local policy, procedure and practice, these reviews and
subsequent reports have gathered gravitas as documents of collective worth in recent years.
Despite the inherent focus on failures, the expectation is that these inquiries will offer insights that
can be of use across the whole field of safeguarding adults whilst other lessons will be directed
towards specific agencies and areas of practice.

This thinking has been reinforced by the

Department of Health as recently as 2017 when it commissioned SCIE and RIPfA to improve the
quality and use of SARs, which included making the learning from them accessible through a national
library.

SCR reports across Local Authorities in England & Wales represent a significant body of literature
and as vehicles of learning for organisations. As Cambridge & Parkes (2004) assert, if inquiries are
robust in their design, they can generate findings that are reliable and transferable. The relative
import given to these documents has been remarked upon by Warner (2006) in relation to children’s
services and mental health services. She notes the intertextual effect between these reports and
subsequent policy and draws attention to the political pressure on practice which arises from the
production of these reports and media accounts. In reflecting upon her study of mental health social
workers Warner reports:-

“… practitioners did not all have to read the report of a major inquiry into homicide in order for
it to directly organise and co-ordinate their practice particularly in terms of managing their
fear of being personally involved in an inquiry themselves”. (Warner 2015, p. 116)

Her observations testify to the ripple effects on practice from these reviews and reports.

All this seems to urge learning as an imperative. However, there is a growing body of literature
which has begun to challenge their effectiveness as instruments of learning. In promoting the
development of a systems approach to case review Munro (2011) identified the role of hindsight
bias in distorting judgement about the predictability of certain events. As Macdonald & Macdonald
(1999) argue, the hindsight fallacy serves to make the sequence of events leading to an adverse
outcome appear predictable when, in fact, the context of risk decisions and actions are considered
decisions thought to be optimal at the time of taking but at some point become sub-optimal. This
being the case, they suggest that a bad outcome in and of itself is not evidence of erroneous
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decision making. However, as Munro has suggested the operation of hindsight bias in SCRs has led
to a tendency towards human error becoming the explanation for bad outcomes.

4.3 Serious Case Review – Thematic Analysis – Commentary
The findings of this thematic analysis of the conclusions and recommendations of adult safeguarding
SCR reports concur with the observations of previous authors in relation to the fragmented nature of
the data collected. Manthorpe (2013) cautions us not to see SCRs as presenting the whole picture.
However, in the thematic analysis of this study the understanding of vulnerability emerged as a
recurrent theme.

The initial reading of SCR summary reports identified recurrent commentary on the need to
strengthen practitioners’ recognition and response to abuse and vulnerability.

The relationship between identifying a person’s vulnerability and their being at risk of abuse is
commented on in these reviews. They suggest a lack of clarity exists in relation to what constitutes
vulnerability as, despite the presence of some clues, the adult was not identified as being such. For
example:-

“Recommendation 7.2.3 …. Safeguarding Adults Board to raise with partners the continuing
need for clear risk criteria and thresholds with respect to safeguarding vulnerable adults
corresponding to those for the protection of children.

The report identifies that Adult A’s case once again illustrates the need for clearer guidance of
what comprises vulnerability. Despite all the clues and markers – learning difficulties, poor
mental health, chronic physical ill health, hard to reach - easy to overlook and missed
appointments – none of the agencies in this case saw Adult A as vulnerable or alerted partners.
This failure to recognise vulnerability continues to pose a significant threat to effective
safeguarding of vulnerable people”. North Tyneside (2011)

Other reports have urged for review of existing definitions of vulnerability, questioning whether the
existing definitions, clearly hinged to eligibility criteria, are inclusive enough. This seems to be
especially true in cases where the adults at risk don’t quite reach the qualifying criteria for a service
or, in fact, refuse services that are offered. They identify a need to take into account the individual’s
context/circumstances as well as individual characteristics of vulnerability which might more readily
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identify them as eligible for services. In Rutland & Leicester the SCR Panel embraces the guidance
available from ‘No Secrets’ (2000) but asserts that still more needs to be done.

“Conclusions - 3.10 Such guidance is valuable, but those involved need to be able to recognise
vulnerability in the first place. When vulnerability is recognised, support then requires
effective collaboration between agencies. This is a developing area nationally for agencies.

“Recommendations Relating to all Agencies:-

4.11 It was the view of the Serious Case Review Panel that ….. A focus on individual or family
vulnerability, regardless of eligibility or presenting need for specific care services, would be
more likely to lead to a multi-agency safeguarding response.

4.12 The Panel therefore recommends that:-

The Safeguarding Adults Board should initiate a policy review, to establish whether current
definitions of vulnerability are inclusive enough and whether current procedures are sufficiently
well developed to enable effective responses to individuals or families subject to significant
community pressures”. Rutland & Leicestershire (2008)

The above quote illustrates a view that failures in recognition rest in the lack of definitional clarity in
the guidance documents available to staff. Recognition of vulnerability is referred to in several
reports as the pre-cursor to action or response. For example, Dudley (2010):-

“Recommendation 5 – Identifying someone as vulnerable. Individual agency reports have
highlighted clearly that their staff did not always recognise BD as a vulnerable person and,
therefore, did not take action to address that vulnerability”.

However, unlike Rutland & Leicestershire, in this report the lack of recognition is attributed to poor
staff understanding which can be inferred from the recommendation that staff should be identified
for training:-

“….. agencies identify which of their staff need to be able to recognise if a person might be
vulnerable and what action they should take to respond to this. Safeguarding Board
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members need to produce agency plans that ensure all staff who need to have this training
are identified….” (Dudley 2010)

The view that recognition is a matter of staff understanding and performance is re-enforced in other
reports. The quote below from a report in Bury (2009) suggests that the need for knowledge and
skill in this area of practice amongst staff groups is widespread.

“Recommendation 5.2.3. Ensure that knowledge and skills now being developed by call
handling staff in the recognition, assessment of and response to vulnerable victims
becomes firmly embedded in the practice of all officers and staff. This should include
assistance and support in managing the expectations of vulnerable citizens and helping to
facilitate their integration into local communities as well as improving their safety and sense
of security”. Bury (2009)

These excerpts from my initial reading of the SCR executive summaries appear to suggest that they
regard the recognition of vulnerability in adults at risk of abuse by professionals as problematic. It is
not clear how pervasive a problem it is and the causation of this problem is variously located by
these SCR summary reports, in policy and professional knowledge/understanding. In order to
understand the pervasiveness of the problem a thematic analysis of the findings and
recommendations of SCRs was undertaken and is reported in the next section.

4.4. Serious Case Reviews - Thematic Analysis of the Conclusions and Recommendations

Findings from this analysis indicated that the recognition and response to vulnerability by
professionals emerged as a significant theme making it worthy of further research attention. It led
to further work being undertaken in this study to explore if the findings from the SCR summaries are
replicated in practice where such failings have not been identified and scrutinised. The outcomes of
those research activities form the basis of subsequent findings chapters.

The problem of recognising and responding to vulnerability was categorised as a theme occurring in
20% of the sampled reports. This was often associated with circumstances where an adult was selfneglecting or had refused services, and was often characterised by inconsistencies across
professionals in the identification of vulnerability in the adult at risk. The problem of inconsistency
in recognising vulnerability was a characteristic also identified in other themes that were identified
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in the reports and was associated with poorly co-ordinated assessments, including risk assessment,
poor application of policy and poor implementation of the principle of the Mental Capacity Act.
Overall, problems in consistent identification of VULNERABILITY was a theme that occurred across
four out of the five categories of conclusions. Other commentators (Brown 2003, Action on Elder
Abuse 2004) have criticised the imprecise and poorly defined concepts of abuse and vulnerability in
adult safeguarding work.

An atmosphere of anxiety prevails in practice where many practitioners voice a fear of their
casework ever being the subject of an SCR. I would argue that these findings relating to failures in
safeguarding practice are not necessarily representative of practice and thus, whilst the learning
from them may be of universal significance, this is not necessarily because the failures are replicated
universally in the practice population.

Inadequate recognition and response to vulnerability, especially in adults who were difficult to
engage or refused services, was found to be a recurrent theme across the summary reports. Five
themes of varying strength were identified. The themes are presented below:-

1. Poorly co-ordinated assessment across agencies (including risk assessment and
determination of mental capacity).

2. Inadequate information sharing and recording practices.

3. Inconsistencies in understanding and application of concepts in SVA policy.

4. Ineffective application of the principles of the Mental Capacity Act.

5. Vulnerability inadequately recognised and responded to especially in circumstances of
service refusal and self-neglect.

Further details of the analysis of SCR summary report conclusions can be found in Appendix 13.

Reported problems in the consistency of identifying vulnerability emerged as a theme, particularly in
relation to people who refused services or were thought to be self-neglecting. It was also seen as a
problem in relation to many of the other main themes, including ineffective understanding and
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application of safeguarding policies, the principles of the Mental Capacity Act and co-ordinated cross
agency assessment, including risk assessment.

Categories 1, 2 and 5 bear some similarities to the following issues in reports identified by
Manthorpe & Martineau (2011) in their analysis of 22 SCR reports – namely, inter-agency
communication, no lead agency, threshold issues.
The analysis of the recommendations produced the following themes:

Providing for staff training and developing competence.



Reviewing and improving policy, procedure and guidance.



Facilitating information sharing and communication within and across agencies.



Developing effective governance systems.



Holistic multi-agency assessment, planning, monitoring and review.



Develop dynamic risk assessment and risk management by assertive outreach to vulnerable
adults.



Engaging with a wide range of agencies and interests in Safeguarding Vulnerable Adults.

The first two categories give an indication of where the principal actions for improvement are
perceived to lie. Staff training and competence will need to be related to policy and guidance where
the confusing definitions of vulnerability have been criticised. These categories show a strong
resemblance/congruity to those identified by Clay et al (2014) in his analysis of 41 SCR reports. This
is important because the triangulation of findings between independently conducted analyses
improves the credibility of these findings.

The primary purpose of an SCR is to learn lessons. If SCRs are to make an effective contribution to
improved safeguarding practice this is most likely to be achieved when the learning can form part of
the universal experience for all safeguarding practitioners. The perceived status of SCRs as
mechanisms for learning with universal application creates pressure on all professionals and
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agencies to learn in order not to repeat the mistakes. As Warner (2015) has commented, workers do
not even have to have read a SCR report to feel the effects of it in shaping their work.

In the thematic analyses of the conclusions and recommendations of the reports clusters could be
identified and categorised. Perhaps of greater interest and relevance is that the commonalities and
the lack of variation of theme between this analysis and that of Clay (2014) indicated that these are
not changing remarkably over time. This recurrence of themes from SCRs has been commented on
previously (Aylett 2008) as an indicator of our inability to learn from them. Clay makes a further
separation of the themes in the recommendations, identifying them as either operational or
strategic. The recommendations are typically bureaucratic and, as such, may represent a limited
pick list of responses available to organisations in bringing about change. However, they also seem
to suggest that professionals are not tuned in to vulnerability. This study seeks to explore if this
appears to be the case in practice.

4.5. Serious Case Review – Thematic Analysis – Case Report Demographics

In their analysis of the adult protection referrals in two English Local Authorities, Cambridge et al
(2011) found that almost half of the referrals (46%) were for people in residential or supported living
compared to just under a third (32%) for people living with a family. Assuming the proportions
relating to perpetrator characteristics reported by Cambridge et al are not untypical of wider patters
in Local Authority referrals, the data from the SCR reports generally mirrors this pattern.

Conversely, the UK prevalence study (O’Keefe et al 2007) reported that women were three times
more likely to report abuse as victims than men. This contrasts markedly with the gender profile of
the victims referenced in the SCR reports examined, in which men and women victims were equally
represented. This evidence suggests that particular victim characteristics, such as gender, might be
influencing referral to SCR and that male victims might be over-represented in such referrals. It is
also conceivable that service responses are poorer for men thus leading to outcomes that make an
SCR more likely.

A similar difference between general referral profile and SCR reports profile can be observed in
relation to location of abuse. In contrast to the figures from Cambridge et al (2011), stated above, in
101 SCR reports 45 (45%) referenced the location of abuse as ‘own home’ and 38 (37%) as
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residential/nursing care home’. This might suggest that circumstances which generate a need for
review are more frequently associated with abuse that takes place behind closed doors.

It is also evident that in almost half of the SCR reports examined (54 cases, 60%) the victim was
referenced as having some form of mental disorder, and of this cohort (26 cases, 23%) referenced a
specific mental illness. This is surprisingly high given the wider evidence on the under-reporting of
abuse in mental health services (Brown & Keating 1998, Williams & Keating 2000). Such evidence
suggests that mental disorder might also influence referral to SCR and that people with mental
health problems might be over represented as subjects of these reviews considering the wider
evidence of the under-representation of mental health in mainstream adult protection referrals. It is
not possible to say with any certainty what explains this but it is noticeable that people who refuse
services are a prominent group amongst the subjects of SCRs. The scarcity of resource in mental
health services and the inefficient use of these have been remarked upon by others (Saxena,
Thornicroft, Knapp & Whiteford 2007). Add to this the effects of stigma which constrain individual
access to the available resource and it is possible to speculate about a correlational relationship
between a high proportion of people with mental health needs as subject of SCRs and the availability
of resource to recognise and respond to their vulnerability when at risk of abuse.
It is interesting to note what is reported about case characteristics and what is omitted. In respect
of professional recognition of vulnerability it may offer some insights into any signs of vulnerability
located in either the innate qualities of the adults at risk, the context in which they are abused (or
find themselves vulnerable) and the character or condition of those who have abused which are
associated with cases of failure. In other words, are there signs of vulnerability that these cases
indicate which are overlooked or under attended to, such that they represent recurrent patterns or
signs of vulnerability which are not recognised or responded to by professionals?

Whilst the lack of consistency in reports makes analysis to support learning and practice
development challenging (Braye et al 2011, Manthorpe & Martineau 2013) they nonetheless shed
some light on our understanding in safeguarding practice.

I wanted to examine if the SCR

summaries reported particular characteristics of vulnerability which they claim or imply were being
overlooked or under-attended to by practitioners – routinely or otherwise.

Or, as with the findings of Braye et al (2015) in their thematic analysis of SCRs of persons thought to
have self-neglected, can no typical presentation be discerned to provide clues as to what signs of
vulnerability might not be understood by professionals. The presence or absence of any discernable
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patterns could then be compared to the reported and observed understanding of professionals
currently engaged in safeguarding adults practice.

4.5.1. Serious Case Review Report Process and Construction

This study, like others (Manthorpe & Martineau 2009), found that the quality and quantity of SCR
reports showed great variability. This is important to note as the lack of rigour and consistency in a)
the methodologies of the reviews and b) the formats for reporting, undermines the comparability of
the texts. I would argue that this presents challenges to the representativeness and universal
application of findings derived from them for practice by the wider safeguarding community.

The quality and quantity of information contained within the various SCR executive summary reports
collated evidenced the lack of consistency indicative of the lack of standardisation commented on
previously by Manthorpe & Martineau (2009). Some authors have considered aspects relevant to
report whilst others have not and there is no agreed format that would support consistency in
report content to support greater reliability of findings from analysis. As Manthorpe & Martineau
(2011, 2012) have observed, little is known about the rationale behind decisions whether or not to
commission an SCR. They similarly caution against seeing the reports as a full representation of
practice but recognise their potential as learning materials (Manthorpe & Martineau 2013).

The production of SCR report summaries was slow to start following the introduction of ‘No Secrets’
in 2000 with only six reports in the sample compiled within the first five years post policy
implementation. In 2006 ADASS produced some additional guidance on the conduct of SCRs. Since
then reports seem to have peaked at 19 and 22 per year, respectively in the years 2010 and 2011.

The profile of agency involvement in the SCR process predominantly included Local Authority Adult
Social Care Services, Police, Community Health Services, Hospital Trusts and Housing Agencies. Not
surprisingly the Local Authority Adult Social Care Services, given their lead agency responsibilities in
the development and implementation of adult protection policy and procedures, were involved in
the greatest proportion (60%) of the SCRs.

As with Manthorpe & Martineau (2009) this examination of the SCR executive summary reports
identifies an inconsistency and a lack of rigour in reporting the methodologies of the reviews but it
would appear that methods were predominantly paper-based culminating in a collation and analysis

132 | P a g e

of Independent Management Review Reports (IMRs) to support the production of the overall report.
IMRs form part of the traditional approach to the SCR process and involve the agency in producing a
chronology and analysis of their involvement through a review of case files and other documents
held by the agency in relation to its contact with the adult and direct discussion with staff involved.

The length of these summaries varied from four short paragraphs of two to three sentences, each
providing little or no demographic case details, to comprehensive detail extending over 75 pages.
One of the primary outputs of a report is the recommendations for action. These also showed
considerable variation with the numbers of recommendations ranging from one to 55. However,
40% of the reports produced between one - 10 recommendations and 30% of the reports produced
between 11 - 20 recommendations.

4.5.2. Report Demographics/Case Characteristics – Victim, Perpetrator and Location

In examining these case characteristics I sought to explore if there were any indicators to assist in
understanding whether particular signs of vulnerability were represented in the SCR case summaries
as being poorly understood by professionals and possibly overlooked or disregarded. There were no
discernible patterns to identify if signs of vulnerability associated with either victim, perpetrator or
the setting of the abuse were recurrently overlooked or disregarded. However, it is interesting to
note that persons with a form of mental disorder represented over 50% of the victims in reported
cases. Previous studies (Read et al 1998, 2002) have remarked on the apparent failures of mental
health services to recognise and respond to abuse of adults with mental disorder. Unsurprisingly the
persons alleged responsible fell predominantly into four major groups - family, friends, neighbours
and paid carers. This raises a question about whether professionals are identifying signs of
vulnerability in the conduct of the perpetrators and what might impede their assessments of a
victim’s vulnerability in this respect, such as the ‘rule of optimism’ which has been identified in
children’s services to influence the professional construct of a child’s vulnerability to abuse (Dingwall
et al 1983).

4.5.2.a. Who were the Persons Subject to the Abuse (Victims)

The characteristics of the abused adult were reported in 89 of the SCR reports. In these cases this
person was identified as having a mental illness in 16 (18%). This figure rose to 26 (29%) where
older people with mental health problems or dementia are included in the frequency count, and in
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28 (32%) cases the abused adult was identified as having an intellectual developmental impairment.
In total persons with some form of mental disorder represented 60% of the reported cases in these
case summaries. As already mentioned, the dominant definition of vulnerability in relation to
safeguarding adults from abuse has drawn a strong link between individual characteristics of illness
and disability and subsequent need for community care services. In the SCR summary reports it was
not always clear whether these adults with mental disorder were in receipt of community care
services, or the extent to which they had been offered and declined services. Further exploration of
this is required, particularly given the high percentage of persons with a form of mental disorder
represented in this sample. Difficulties accessing services for mental distress and disorder, as well as
the challenges for mental health professionals in engaging those with these needs in accepting
health, have been reported in recent years (RCP 2008). It has not been possible to draw any clear
conclusions about whether vulnerability associated with having a mental disorder is not well
understood by professionals or whether their ability to respond to it has been compromised by the
availability of resource. However, in one SCR where the adult is reported to frequently refuse
services the report writers comment on how clear evidence of a chaotic lifestyle and the need to
respond to this were precluded by the absence of a discernible diagnosis. The report notes that
although the adult had no formal mental health or learning disability diagnosis, professionals often
assumed he had one or the other or both. In their findings they conclude:-

“4.18. The absence of a clear disability or diagnosable condition seemed to create significant
problems of ownership between agencies. There are a number of examples where teams
and managers were clear that BD did not fall within their responsibilities and then
signposted the referrer to another team or agency. What was missing was any manager
taking leadership responsibility in resolving this”. Dudley (2010)

In this same report it is suggested that the solution lies in identifying staff who require training to
recognise who might be vulnerable.

In another SCR summary which commented on failures to recognise vulnerability (North Tyneside
2011) the visibility of the adult is commented on:-

“5.1. At the heart of this case lies the fact that Adult A was largely hidden from view
throughout her adult life. Her family circumstances, her mental health and her reclusive
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nature all combined to make her problems difficult to see, recognise and deal with. ” North
Tyneside (2011)

This is viewed in combination with errors in evaluation of her mental capacity and ability to lead an
independent lifestyle. The report also suggests that each agency adopted a narrow focus on their
own eligibility criteria:-

“7.2.3 …. Adult A’s case once again illustrates the need for clearer guidance of what comprises
vulnerability. Despite all the clues and markers – learning difficulties, poor mental health,
chronic physical ill health, hard to reach - easy to overlook and missed appointments – none of
the agencies in this case saw Adult A as vulnerable or alerted partners. This failure to
recognise vulnerability continues to pose a significant threat to effective safeguarding of
vulnerable people. ” North Tyneside (2011)

4.5.2.b. Who were the Persons Alleged Responsible for the Abuse (Perpetrators or Persons Alleged
Responsible)

Of the total (114) SCR summaries examined, information about the alleged perpetrator(s) was
available in 57 (50%) of these reports. It is interesting to note that within this cohort, the alleged
perpetrator(s) was referenced to be either a family member, friend or neighbours in 18 reports
(30%) and paid care staff in 26 reports (44%). It is not possible to assume a similar distribution
amongst the cases where the perpetrator identity was not reported. This missing information might
give further insight about whether particular types of perpetrator dominate in these cases, and
enable further theorising about whether professionals’ concept of vulnerability takes into account
the nature of these persons and their relationship to the abused. It also raises questions about
whether there are mechanisms operating in the view of professionals that obscure the visibility of
the adult’s vulnerability to abuse in relation to particular perpetrators. For example, professionals
may have vested interests in upholding a view of care settings and those working in them as being
caring and not abusive. In children’s services a phenomenon has been observed which has become
known as the rule of optimism in working with families that abuse which bias professionals’
judgement and decision making (Dingwall et al 1983). Alternatively, in what is often ‘behind closed
doors’ in intra familial abuse does the victim’s perception of the perpetrator govern the professional
assessment of vulnerability or are professionals alert to denial as a factor that may increase the
adult’s vulnerability to further abuse?
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Recommendations in the Rutland & Leicestershire (2008) SCR summary report highlights a need to
consider the overall context of the individual or family:-

“4.15. Vulnerability comprises a range of factors, and can only be properly understood through
an assessment of the individual/family in its overall social context. The Panel therefore
recommends that: Agencies responsible for assessment should ensure that it is informed by
holistic ways of viewing people and their social context, as well as by the need to assess
eligibility for services”. Rutland & Leicestershire (2008)

It suggests that referrals to Social Care in 2007 would have been responded to in terms of individual
eligibility which do not allow for a holistic approach to vulnerability. Whilst acknowledging that
widening the criteria might have resource implications the report urges the need for definitions that
encourage a more holistic evaluation stating that:=

“4.12. The Safeguarding Adults Board should initiate a policy review, to establish whether
current definitions of vulnerability are inclusive enough and whether current procedures are
sufficiently well developed to enable effective responses to individuals or families subject to
significant community pressures”. Rutland & Leicestershire (2008)

During the period of time (2000 - 2012) when the majority of the SCRs in this study were
commissioned and subsequent summaries published, the dominant definition of vulnerability
emphasised individual characteristics giving rise to the need for care services. In light of this any
patterns relating to the location of the abuse also might offer insight into circumstances where
abuse takes place and whether these feature in the understanding of professionals.

4.5.2.c. Where was the Abuse said to have Taken Place (Location/Setting)

As with the reported details of perpetrator identity, the location of the abuse was not reported on
all occasions. Location was reported more frequently than perpetrator which might suggest that
authors accord greater emphasis to this case characteristic as being of significance but in the
absence of a rationale from them this is speculative. Out of the 114 SCR summaries, 101 reported
the location of abuse. Of these 101, 45 (44%) referenced the location of abuse as ‘own home’ and
38 (37%) as residential/nursing care home. There is some correlation between the nature of the
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perpetrator and the location of the abuse. Unsurprisingly the kinds of persons causing harm did so
in locations where you would anticipate them to have contact with the adults who were abused.
This is more likely to be the case in the relationship between paid carer and care setting. It is
possible in cases relating to family, friend and neighbour where abuse occurs in the person’s own
home but this cannot be asserted with confidence as some adults also receive a care service in their
own homes. Consequently, a more detailed analysis of the relationship between the nature of the
perpetrator and the location of abuse is required to establish any links/patterns.

In summary, the people who appear in these reports as victims of abuse were most likely to be living
in their own homes or in a residential or nursing home, most had either a learning disability or
mental illness, and those that caused the harm were likely to be either, family, friends, neighbours
or paid carers. These characteristics do not immediately strike the reader as people or situations
where professionals would not discern signs of vulnerability and yet the need to strengthen
professional understanding of abuse and vulnerability remains a recurrent recommendation across
these summary reports.

4.6. Summary

This chapter has outlined the mechanism of SCR in adult safeguarding practice and critically analysed
its utility for universal learning as opposed to local learning. It highlights the inconsistencies in
review methodologies and report formats which I argue undermines the applicability of any learning
to a wider practice audience. Nonetheless, these reviews are still promoted by governing and
professional bodies as tools for learning so identifying what might be helpfully extrapolated is a
current pursuit for research in this field of practice.

The chapter then reports the findings of a thematic analysis of Adult Serious Case Review executive
summary reports which highlight a consistent finding/recommendation for a need to strengthen
practitioner understanding of vulnerability and abuse. However, no differentiation is made in the
recommendations as to whether this purports to understanding of ABUSE or VULNERABILITY. It is
argued that this recommendation for wider dissemination of the learning infers that the criticisms of
practitioners in these cases are also of wider relevance and application. Whilst the learning is
recommended for wider dissemination the criticisms of practitioners are also inferred to be of wider
application.
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I concur with the views expressed by Woods & Cook (2002) that no practitioner intends to make
mistakes. In other words, in order to learn the right lessons to improve practice we need to ask how
did the situation look to the practitioner so that the action taken seemed like the right one at the
time? This necessarily involves conversations with the practitioner in contrast to the previous
approach of document analysis by a distant observer as critics have suggested that:-

“well intentioned observers think their distant view captures the actual experience of those
who perform the technical task in context. Distant views can miss important aspects of the
actual work situation and thus can miss critical factors that determine human performance in
the field of practice”. (Woods &Cook 2002, p. 139)

So, could it be true then that in adult SCRs similar distant views risk such errors of omission? The
theme of inconsistencies in identifying VULNERABILITY and the associated exhortation to strengthen
practitioners’ recognition and response to vulnerability was recurrent across four out of the five
categories of conclusions. This deontological bureaucratic appraisal presupposes that the rules (in
this case the definitions of vulnerability) are in and of themselves correct. The imprecise definition
of the concept of vulnerability has been remarked upon previously by Brown (2003). What if the
definitions do not reflect the decision making of practitioners and bias them towards attending to
vulnerability as defined by individual characteristics (exemplified in the definition in ‘No Secrets’)
and away from a construction of vulnerability that is based on a social model that takes account of a
person’s context?

This aroused my curiosity about whether this criticism of professionals in safeguarding adults
practice could be asserted to be as universal as was implied. The findings and recommendation for a
need to strengthen professional understanding of abuse and vulnerability infer gaps in knowledge
and understanding but the nature of those gaps are not identified in these reports. This prompted
me to explore how professionals from different disciplines conceptualised vulnerability in adults at
risk of abuse. However, rather than do this retrospectively I chose to explore professional views
through discussion and observation of current practice with existing cases. The next four chapters
report on how professionals conceptualise vulnerability and what they report influences these
constructs.
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Chapter 5
Cues and Clues to Vulnerability – Part 1
5.1. Introduction

This chapter presents part 1 of a thematic analysis of the ‘cues and clues’ to vulnerability in Adults at
Risk of Abuse (AAR) discussed by professionals, and observed in their practice being used as
operators in their conceptualisation of vulnerability. It argues that professionals demonstrate a rich
and nuanced evaluation of vulnerability, identifying signs related to individual characteristics and
situational indicators in both the person’s context and the conduct of the Person Alleged to be
Responsible (PAR).

It begins with a definition of key concepts and categories to support the discussion of these in
relation to the main argument. This is that, contrary to the inferred criticism of poor professional
understanding of vulnerability alluded to in the findings and recommendations of SCR reports,
professionals do, in fact, have a very detailed and differentiated concept of vulnerability. This
concept captures a multitude of indicators located within the characteristics of the individual but
also their circumstances. In their discussion of these indicators professionals demonstrated that
their understanding went beyond mere identification but included an understanding of how these
features relating to the individual and their selfhood may contribute to their vulnerability to abuse.

The focus of this chapter will be the characteristics of vulnerability identified by respondents in the
study which I have categorised as Character, relating to features of the individual.

Differences between the professional groups in their use of these indicators will be explored further
in Chapter 7. The concept of ‘vulnerability’ is bound to that of ‘abuse’ and ‘risk’. This was evident in
the frequent conflation of these concepts during professionals’ discussion of their evaluation of
vulnerability. Respondents struggled to talk about vulnerability without talking about risk.

The saliency of these characteristics in the respondents’ concept of vulnerability was indicated
through the triangulation of themes recurrent across the data sets. In this respect major and minor
themes began to emerge. In elucidating how these are used to form a view of vulnerability I offer an
insight into the ‘richness’ of professional conceptualisation of vulnerability. This is demonstrated
through respondents’ nuanced operation of a multi-faceted concept of vulnerability which will be
139 | P a g e

summarised in a 3 part model in the following chapter. The importance of these signs for
professionals in identifying vulnerability was reinforced by the fact that many constituted the
opposite of resilience.

For example, mental incapacity was often cited as an indicator of

vulnerability to abuse and conversely mental capacity cited as an indicator that the person was less
likely to be vulnerable and, as such, was a sign of resilience. Their rich description of vulnerability
contradicts the view expressed in SCR reports that practitioners’ understanding of vulnerability
requires improvement. For example, North Tyneside (2011) report comments:-

“4.25. The learning point in two management reports was about improving staff
understanding of who might be vulnerable and then taking appropriate action to support
them”. North Tyneside (2011)

The data revealed that despite their assertions otherwise, the professional groups did have a broadly
shared view of vulnerability. However, variations between the professional groups were identified
which suggest a distinct difference between professionals in terms of their focus on either the victim
or offender when identifying signs of vulnerability. This will be discussed further in Chapter 7. Major
and minor themes emerged in the way professionals talked about identifying signs of vulnerability in
AAR. These were refined into further categories which I will define in the section below for the
benefit of understanding the contents of this chapter and the following two. This section will also
explain the relationship between the categories, themes and characteristics.

5.2. Critical Constructs – Characteristics, Themes and Categories Identified in Signs of Vulnerability

Three categories were defined from the themes emerging in the data – character, context and
conduct of others.

a) Character – in this category the themes related to signs of vulnerability which were identified by
respondents as residing in the personhood of the adult at risk of abuse. Whilst this term might be
more readily associated with mental or moral qualities, in this study the meaning has been taken to
encompass analogous concepts pertaining to constitution and attributes of the individual. These
attributes included physical, psychological, emotional frailties as well as interpersonal skills and
ability for self-action or advocacy. The characteristics of these themes were labelled as innate, not
because they were considered as natural or inborn but more because they were constitutional, i.e.
relating to the person’s nature or physical/mental condition – their persona.
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Themes assigned to this category included the adults’ health condition, abilities in comprehension
and communication, and dependency in relationship. Dependency was identified not just in relation
to reliance upon others for care giving but also to a state of emotional neediness in relationship.
Other themes included in the category of character related to the individual in relationship to
others, whereby their role in relationship to the abuser was identified as a sign of vulnerability
especially where this was related to an inability or unwillingness to recognise abuse or perceive the
person alleged responsible as an abuser. Respondents also described that a person’s vulnerability
was signaled to them by impact on the victim or their fear of the consequences of acknowledging
abuse to themselves. These included behaviours arising from shame and secrecy, which translated
into loss of confidence and ability in independence of thought and action. Indicators such as these
were discussed by respondents in relation to the adult’s vulnerability to re-victimisation and
prolonged or heightened state of vulnerability.

b) Context/Circumstance – this category denotes themes where respondents identified signs of
vulnerability that related the person’s circumstances rather than their individual characteristics. The
themes in this category were labelled as situational signs of vulnerability. In this respect a person’s
status as either hospital in-patient or client of social services was the factor that signified
vulnerability amongst respondents. In making this distinction from the person’s health status,
professionals were recognising that not all people with health challenges were in receipt of health or
social care services but could be vulnerable. However, this status seemed to act as a heuristic for
vulnerability. This might be explained by the fact that being in need of health or care support
constitutes part of the dominant definition of vulnerability in national policy.

Themes in this category included institutional care giving, and being in receipt of services. With
regard to both of these themes respondents identified signs of vulnerability which related to
patterns in the practices of care givers but also in the arrangements for care provision. For example,
poor discharge planning and gaps in service provision were discussed as signs of vulnerability which
related to the person’s situation rather than personhood (character). Characteristics of this theme
relating to the provision of care also included a lack of scrutiny, monitoring and oversight (internal
and external to the provider) and, as such, people who arranged and funded their services privately
were perceived as being particularly vulnerable. The detection of vulnerability in relation to the
location of the adult is not surprising. However, a significant theme to emerge as identifying persons
as vulnerable to abuse was that of ‘isolation’ where loneliness, and a small or absent social network
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were reported as signs of vulnerability. In this category respondent concept of vulnerability included
isolation created by either living alone or living with family and prevented from wider social contact.
In this theme attention was also given by respondents to social factors such as economic and social
status in terms of both abundance and lack. For example, wealth was not necessarily perceived as a
protective factor for the person, particularly if this was combined with a ‘neediness’ in relationship
and seeking company in locations where others might seek to take advantage.

c). Conduct or condition of others - in this category the themes discussed by respondents related to
signs of vulnerability which they identified from either the ‘conduct’ or ‘condition’ of other(s). The
themes in this category were distinct from the other two in that the signs were located in the
person(s) alleged to be responsible for the abuse or risk of abuse. Two broad themes emerged in
this category. The first related to signs in the ‘conduct’ of the PAR such as grooming and targeting,
controlling and coercive behaviour, as well as misuse of power in care relationships (including
disregard of the rules - not following the care plan and unsafe care practices). Other signs pertained
to the ‘condition’ of the PAR, for example, mental illness, substance misuse, poor impulse control,
and in relation to some paid carer’s – a lack of understanding, training or resource. However, this
concept also captured the idea of ‘professional blindness’ as a sign of vulnerability. This was seen as
vulnerability created for persons in care environments where persons who should have a critical
oversight of the quality of care, operate a rule of optimism and have placed misguided, misplaced or
un-evidenced trust in the care provider.

Characteristics of this theme were discussed by

respondents as interactive with either innate or situational signs of vulnerability.

d) Themes which occur in more than one category - There were some themes (Lack of Agency,
Comprehension, Communication and Lack of Advocacy) which occurred in more than one category.
This was because the characteristics within the theme were attributable to the individual and others
to the person’s situation or the conduct/actions of others. This is illustrated particularly in relation to
the theme of ‘challenges in communication’ where some characteristics reported by respondents,
such as communication impairment/inability to express need or give account, were innate to the
individual and indicative of the category ‘Character’ whereas others signs were indicative of the
category ‘Conduct or Condition of others’ because what respondents were identifying as a sign of
vulnerability related to communication being impeded or obstructed by others. Similarly, some
characteristics of the theme of Lack of Agency could be differentially categorised as both character
and context/circumstance. Lack of agency arising from loss of independent thought/action was
viewed by respondents as an innate characteristic of character whereas lack of agency by virtue of a
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lack of choice or control (because others were exercising control and making choices for the adult)
was considered to be a phenomenon external to the individual and attributable to their
circumstance rather than personhood.

When discussing a person’s ability to avert abuse or

exploitation respondents talked about the person’s vulnerability through lack of agency in distinct
ways, some of which related to characteristics of the person, some related to the person’s context or
situation particularly where the actions of others limited a person’s freedom and ability to take
independent action. Respondents talked about the person’s inability to act for self-preservation in
two ways. Firstly, as a matter of individual ability/inability due to mental, physical and emotional
inhibitors. Secondly, as a matter of circumstance/situation which often related to the exercise of
control by others through giving or withholding access to resources and information, thus limiting a
person’s ability to make informed choices or exercise control over their own situation. The overlaps
in characteristics between the themes and categories highlighted the complexity of the phenomena
and the detailed evaluations of professionals. In identifying signs of vulnerability professionals
demonstrated an ability to think broadly about the causation of these features, simultaneously
seeking clues in the person, their situation and the person who presented the risk of abuse to them.

Police and social workers discussed both innate and situational signs of vulnerability. Innate factors
or personal characteristics reported as signs of vulnerability included mental disorder, lack of mental
capacity and dependency. Common indicators of situational vulnerability included status as a
patient or client (service user), institutional care setting and being in receipt of care services both
within and without of care settings.

Social workers were distinct in attending to a person’s inability to avert abuse when conceptualising
vulnerability and often related this to the person’s lack of agency.

These constraints, which

interfered with their ability to exercise their freedom and exert choice and control, were seen as
arising either from characteristics relating to their own personhood or from the conduct of others.
In identifying vulnerability arising from ‘lack of agency’ respondents described this in terms of
physical inability to escape, emotional inter-dependency, fear of consequences in relationship, the
nature of the relationship and how this operated to uphold the person’s self-construct which was
incongruent with their view of self as a victim and their view of the other as an abuser.

Social workers were alone in identifying homelessness as a contributing factor to a person’s
vulnerability. Attention to the context of the person is not unique to social workers but this feature
of a person’s situation may be more salient to social workers, who, in their concept of vulnerability,
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may be operating a social model. A summary of the characteristics, themes and categories of
vulnerability is available at Appendix 12.

5.3. Characteristics of Character.

The category of character was abstracted from the themes where the indicators of vulnerability
related to the individual’s personal characteristics. Both police officers and social workers indicated
that an individual could have innate factors of vulnerability that are unique to them as a person and
are constant regardless of the individual situation or circumstance. Both were quick to identify
several common factors of vulnerability related to character that they often see in AAR. These kinds
of vulnerability included adult’s health condition/status, dependency, communication, relationship
skills (as a matter of both character and competence), mental impairment, the nature of their
relationship to the perpetrator, consequence for the client (in acknowledging the abuse) and lack of
advocacy. The strongest themes to emerge in this category were a) identifying the presence of a
mental disorder and the consequence of this in relation to the person’s mental capacity to make
decisions, b) dependency or reliance on others (not just for care or support but also emotional
enmeshment), and c) lack of agency in relation to the person alleged responsible.

5.3.1. Mental Disorder and Mental Incapacity

Findings of this study suggest that mental disorder is very frequently identified as a sign of
vulnerability and given detailed consideration by professionals. Furthermore, there was recognition
of the need for special attention due to the lack of visibility of mental illness. This this was a strong
theme discussed by respondents in relation to identifying vulnerability due to personal
characteristics. It was discussed as a factor in 100% of the focus groups, 100% of the interviews and
85% of the direct observations. It was given detailed attention by both police officers and social
workers and was often discussed in relation to the person’s mental capacity to make decisions about
their own safety and risk in relation to the alleged abuse.

Differences between the two professional groups were observed in relation to the detail of their
analysis of a person’s mental capacity. Social workers articulated their analysis of a person’s mental
capacity in ways which demonstrated compliance with the law when deciding if the adult was
vulnerable to abuse requiring a safeguarding enquiry and action. Police officers, on the other hand,
tended to make a statement about the presence or absence of mental capacity, without such
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analysis.

They often used the lack of mental capacity as a determinant for further police

involvement in safeguarding responses, relating this to the possibility or otherwise of progressing
criminal enquiries. This difference in the way mental capacity is treated and assessed may reflect
the different focus of the professional groups. Police officers were more concerned with detection
and the presence or absence of mental capacity assisting in determining if a crime had occurred.
Social workers were more concerned with protection, so the person’s mental capacity was
considered in relation to their ability to understand the nature of what had happened to them as
abusive and to decide how they wanted this dealt with.

In the sample of SCR summary reports reported in Chapter 4, people with some form of mental
disorder represented about 60% of the cases subject to SCR. The frequent occurrence in SCRs might
suggest that people with various forms of mental disorder are poorly served in safeguarding
responses, or just reflect the number of people who have a mental disorder who are also vulnerable.
However, in light of the apparent under–reporting of safeguarding concerns for this population,
which has been the subject of comment by others noted previously (Rose, Peabody,& Strategias
1991, Reed 1998 & 2002), this is a significant proportion of SCR case reviews. I would suggest that a
simplistic explanation of this high proportion of case representation amongst SCRs might be related
to the reported widespread failure to recognise and respond to abuse amongst this client
population. However, in the analysis of the SCR executive summary reports it was not possible to
establish if this is a function of failing to see mental disorder as an indicator of vulnerability.

Respondents in this study identified mental disorder as a sign of vulnerability and also understood
how it could be hidden from sight, requiring greater effort in attending to its presence in a person at
risk of abuse. As one social worker indicated in a focus group discussion:-

Social Worker No7
“You can see a physical vulnerability what you can’t see is a mental vulnerability, for perhaps
somebody’s got a psychological impairment in some way and that may not even be
diagnosed”.

Mental disorder was discussed as a factor that signaled vulnerability by both police and social
workers, in almost all of the direct observation sessions, focus groups and interviews. Mental
disorder was often discussed in relation to mental incapacity and was the most commonly stated
innate sign of vulnerability among all study participants. Dementia was the most common form of
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mental disorder or reason for mental incapacity. During the direct observation sessions in the
central referral unit (CRU) almost three quarters of the cases referred to CRU involved a person with
dementia. Other forms of mental disorder included learning disability, schizophrenia, bipolar
affective disorder and autism. The presence or absence of a mental disorder was not used
simplistically as both police officers and social workers spoke of needing to understand the nature,
degree or impact of the disorder.

Whilst mental disorder was the most commonly discussed reason for vulnerability, it wasn’t always
considered to be the most grievous. One police officer considered the issue of mental disorder in
terms of impact on day to day functioning and compared this with adults requiring daily care and
support. In his view:-

Police Officer 4
“Someone that goes to a support meeting every two weeks probably wouldn’t be a
vulnerable adult in my mind because their everyday life they can live. …… so somebody in
counselling for example, …… to me isn’t necessarily [vulnerable] ……. isn’t vulnerable as
someone who has carers coming in, or lives in a care home, or has such additional needs to
the extent that they can’t live a normal life without that extra support. So that is my version
of vulnerable adult”.

Social Workers also considered the nature and degree of the mental disorder in assessing the
possible impact of this on a person’s vulnerability:-

Social Worker 35 said that,
“I think with regard to diagnosis, I think you can’t ignore the diagnosis, so for example, if I
got something in that said that someone had a diagnosis of severe and enduring mental
illness, for example, I would want to know what phase of that person’s mental illness were
they actually in. It may very well be that the person has … been stable for the last 18 months
…… in their mental state, which would be quite different from somebody being in a cycle of
deterioration where they may be a lot more vulnerable to exploitation”.

This social worker demonstrated a detailed exploration/analysis of the significance and impact of the
mental impairment on the person’s vulnerability to exploitation. As the above quote illustrates the
presence of mental disorder in isolation was not treated as a determining factor but further
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consideration was given to the impact on that individual’s ability to protect their self from
exploitation. In their approach, by exploring the impact of the mental disorder, the social worker is
demonstrating an application of the two stage test for mental capacity set out in the legislation as
follows:1)
is there a disturbance in the functioning of the person’s mind or brain (temporary or
permanent) and,
2)
Is the impairment or disturbance sufficient that the person lacks the capacity to make a
particular decision?

Such an analytical approach shows complex conceptualisation as well as lawful compliance relevant
to the decision making framework for progressing safeguarding enquiries and actions.
Mental disorder was often linked in professional discussions and direct observations with mental
incapacity. It was seen as a critical factor in determining vulnerability and agency responses.

The impact of mental incapacity in signaling vulnerability was commonly linked to the adult’s
comprehension skills as the following quote evidences:-

Social Worker 13
“Capacity, capacity as well, [do] they understand what is happening to them or what their
situation is at the moment”?

Distinctions were drawn between incapacitated decisions and unwise decisions. Professionals drew
attention to the complex relational context of decision making for some AAR and the impact of this.
Examples were offered to illustrate how decision making by the adult was not entirely cognitively
driven, and that the decision to remain in exploitative relationships was influenced by other factors.
The following quote illustrates how the professional conceptualisation of vulnerability takes this into
consideration. They frame these factors as part of the universal experience of vulnerability as
opposed to individual characteristics which mark people out as different:-

Social Worker 31
“ So there’s some trading in that goes on, so if you do receive love from your family, although
this part of my life isn’t so good this part of my life is good …..’cos we’re all vulnerable to a
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certain extent aren’t we … but if we can make those trade offs so that I’ve got an okay life then
that’s fine, that’s how it is but I suppose that with a lot of learning disability guys there isn’t the
ability, perhaps communication wise, to understand or do that, to rationalise to do that”.

The salience of mental incapacity as an indicator of vulnerability and the attention paid to it by
professionals was further evidenced in the way they used this characteristic of the person to signal
resilience and an ability for self-preservation and determination by the adult. During direct
observations, people who were considered to have the mental capacity to make decisions for
themselves were not considered as vulnerable as those who could not. During a direct observation
in June 2014, Police Officer 6 reported on an argument that had taken place within a care home
between two sisters in front of their elderly father over who should have Power of Attorney because
the father favored one daughter over the other. The police officer commented that the older man
had mental capacity to decide who to appoint and was, therefore, not considered vulnerable and
the police were not progressing this as a safeguarding referral.

Mental incapacity was a critical determinant for professional engagement of the adult in the
safeguarding procedures, especially for the police, and related to their authority to act. In the
officer’s own words:-

Police Officer 3
“in criminal, mental capacity is erm, is the big one ‘cos then it opens up offences that we can
that we don’t have with people who have capacity. So that’s the big one reason for us cos you
can actually get some positive action”.

In contrast social workers sometimes took a different focus in the safeguarding context by seeking to
use their assessment of mental capacity as a justification for non-intervention even where other
agencies protested the adult’s vulnerability, supporting the adult’s right to self-determination and
service refusal. An example of this was reported in a focus group discussion:-

Social Worker 28
“when the social worker looks at capacity, that’s the main thing we look at, okay, somebody’s
environment, you know, suggested that this person is vulnerable, and all the agencies can see
that this person is a vulnerable adult, but then when it comes to social care you look at okay
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this person has got mental capacity to make that decision as to the way she wants, he or she
wants to live…”

The issue of service refusal was a phenomenon commented upon in a significant number of the SCRs
and clearly remains a difficult and contentious area for professional assessment. It highlights the
continuing dilemma in safeguarding adult practice of striking a balance between protection and
empowerment. Balancing the right to protection with the right to self-determination, including the
right to make unwise decision requires skilled understanding of both the principles of Making
Safeguarding Personal and the Mental Capacity Act. Government policies recognise the dilemma for
practitioners in balancing the needs, rights and choices of the individual and influence of
individuality in the practice of safeguarding:“There is a delicate balance between empowerment and safeguarding, choice and risk. It is
important for practitioners to consider when the need for protection would override the
decision to promote choice and empowerment”. (DH 2007, p 30, para 2.50)

Other researchers (Brown 2013) have observed this practice dilemma. The solution might lie in
improving the legal literacy of all professionals in this field of practice, employing the principles of
cross-agency training using core and common content as described by Aylett (2009). During direct
observations social workers and police officers frequently attempted to determine the individual’s
mental capacity to inform the safeguarding procedure for that individual.

The importance of this from a policing perspective was reflected in the comments of a CRU social
worker:-

Social Worker 36
“Yes, in actual fact now I’m just thinking about the police and what I’ve learnt from the police. I
have learnt that they’re more interested in the mental capacity status of the perpetrator rather
than the victim, unless they’re looking at, again it’s all based on crime, unless they’re looking at
neglect and the victim then has got to lack mental capacity”.

Further evidence of this focus was found in police officers’ written records where it was noted that
lack of mental capacity could be a concern for both the victim and the suspected perpetrator during
police investigations. Police officers recorded an incident where both parties lacked capacity noting
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that the crime report was made for recording purposes only, as an individual lacking capacity would
not be charged and further enquiries would not be progressed. These records often stated that:

“NFA by Police as both suspect and victim lack capacity - crime report for recording purposes
only. SSD are dealing with ongoing safeguarding - no further role for CRU or CST at this stage.”

In contrast to social workers the written records of police officers’ decision making indicated that
mental capacity/incapacity was asserted rather than overtly analysed by police officers. In the focus
groups and interview data there were frequent reports from police officers of the saliency of either
the victim’s or the offender’s mental capacity in determining police response. In the written police
decision logs, citing the victim or offender’s mental incapacity as a rationale for not progressing
further police action was a frequently occurring phenomenon – a rationale that was closely related
to the possibility of making further criminal enquiries and securing evidence for crime detection and
prosecution. It would seem that for police officers the evaluation of a person as lacking mental
capacity was a quick reference for decision making about police engagement related to the
determination of criminality and the possibility of criminal enquiries (a detective function) whereas,
for social workers, the focus of this evaluation was about the person’s ability or otherwise to
understand that what had happened to them was abusive and to decide what action they wanted to
be taken about this (a protective function). The importance of this phenomenon will be explored
later in relation to the influences of job role and legitimised work as influences on professional
recognition and response to signs of vulnerability.

5.3.2. Dependency or Reliance on Others

Dependency or reliance on others, as a characteristic of vulnerability, also emerged as a dominant
theme as triangulated across the data sets. It was discernible as a theme in 71% of direct
observation sessions, and in 100% of the focus group discussions and individual interviews with both
police officers and social workers. While dependency was a factor that was discussed by all
participants, the reason for the dependency identified by professionals varied. It was generally
framed as a loss of independent action or thought, but attention was also given to emotional
dependency and relational inter-dependency. Dependency was sometimes assumed and asserted by
respondents on the basis of individual characteristics, such as old age and infirmity, physical or
mental disabilities. Professionals also reported that dependency could also be situational, where
that adult was reliant on another and for some reason unable to leave the situation or protect
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themselves from exploitation. The theme of dependency was often discussed in combination with
the nature of the person’s relationship with their abuser and the interactive effects of this identified
as heightening the adult’s vulnerability. Respondents offered examples of adults who remained
vulnerable to exploitation because their reliance on their abuser made it difficult for them to
construct this person as such. Other examples were offered where individuals were unwilling or
unable to perceive their abuser as such because of the type of relationship they had with them, how
this was defined and how it defined them. In many of the cases described the abused adult took
responsibility for the behavior of the perpetrator. This level of differentiation testifies to the
nuanced conceptualisation by professionals. The complex way in which respondents thought about
and discussed the possible causes or reasons for dependency is illustrated in the quote below:-

Social Worker 35
“Perhaps erm, they are an older person who’s dependent on another to provide that care and
attention. Perhaps there is an illness which has rendered somebody unable to access the help
and support they need themselves independently which has led them to be dependent on
another, or perhaps there is a circumstance whereby they have been in hospital or been made
homeless, therefore, they are unable to pull together the resources that they need within
themselves. …… so a wide range of factors which have led to the person feeling less able to
protect themselves…”

Many participants indicated that they saw living in a care home as a proxy for dependency,
suggesting that they view dependency and vulnerability as co-terminus to one another. In a similar
way, they also reported a presumption that complexity of health or social care need equated to
greater dependency on others. This followed from the nature of needing to reside in a 24 hour care
environment suggesting that such persons were dependent on others to meet most, if not all, of
their daily needs.

Whilst residency in a care home was often associated with dependency as this signalled situational
vulnerability it was not considered a stand-alone or singular determinant of vulnerability. During
direct observations residency in a care setting was often used as a rule of thumb for vulnerability
due to reliance on others for care and support. However, on interview practitioners articulated a
more differentiated approach and combined dependency with other signs of vulnerability.

In interview Social Worker 35 illustrated this differentiated approach stating:-
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“If I had someone with a diagnosis, that’s what would come through my head initially and then
I think I would be looking at the level, the level of care and input they need from others around
them, support and how independently were they managing their own needs. Then within all of
that I’d be looking at level of dependence as well, so for example, it may be that someone
resides in a residential home, well that in itself actually, doesn’t necessarily make them as
vulnerable perhaps as [another person would be]”.

Other participants demonstrated that individuals could become dependent and, therefore,
vulnerable even if they didn’t require a carer to meet their daily needs. One police officer indicated
that the nature of the relationship with the perpetrator was said to make the person more
vulnerable still, since the victim was unable to see their abuser as such because of their status as a
close family member.

Police Officer 8 said that:“I suppose, working in here [CRU] people in residential care settings [are vulnerable]. I have
also had a few of sort of domestic type, anything like family members, daughters, cousins, the
person is wheelchair bound or physical disabilities. [This person] identifies the perpetrator as
close family members, which is who they are most vulnerable to rather than what makes them
vulnerable. Who is most likely to abuse them in a domestic setting”.

In these examples, both social workers and police officers located the signs of vulnerability in the
context of the AAR. However, they differ in respect of the meaning of the context for the AAR. For
social workers vulnerability relating to the person’s context was linked to their personal
characteristics of vulnerability which increased their dependency on others. This was signalled by
the setting in which they resided. Police officers tended to see vulnerability in the context of a
person as a matter in which there was close proximity between the adult and those who would harm
them.

One feature that professionals had in common with this theme was the adult’s inability to challenge
the actions of the PAR, thus perpetuating their vulnerability. One participant commented:Social Worker 7
“They are unable to change or challenge the person who’s exploiting them through emotional
or any other attachment”.

152 | P a g e

In their written records dependency was reported as a concern across a range of specialist areas. A
social worker specialising in older persons and physical disability noted that a patient was vulnerable
due to the high level of care she needed. This same practitioner noted:-

“According to the SA 1 risk assessment Vulnerability:- it is clear that Mrs J has high care needs
due to her age and physical frailty. She is thought to have a level of dementia”.

The SA1 risk assessment is a tool to support professionals in making their analysis of risk which
specifically draws attention to ‘vulnerability’ and invites the professional to record their evaluation
of vulnerability as part of the risk assessment. This attention to the variety of causes for dependency
(individual and situational characteristics, physical, mental and emotional) is indicative of a detailed
awareness of the complex interaction of factors that operate to maintain a person’s vulnerability to
exploitation. The conceptualisation evidenced in relation to this theme shows strong parallels with
theoretical understanding of the cycle of abuse from the field of domestic violence, in terms of the
use of power and control. The developing understanding of the dynamics of interpersonal violence
in intimate relationships (aka domestic abuse) offers much insight into features which form a pattern
in relationships which sustain a cycle of abuse. However, little attention is given to the dynamics of
a relationship of care and how power and control might operate in such relationships promoting
vulnerability to abuse. Clearly in the thoughts of these professionals how dependency might
heighten vulnerability to abuse is of great importance but is something that they struggle to
articulate. This may reflect the absence of a clear theoretical framework for understanding the
dynamics of abuse in relationships of dependency. Understanding from the field of domestic abuse
offers insights into such dynamics in intimate relationships but these may not translate effectively
into understanding ‘dependency’ in relationships of care giving.

5.3.3. Adult’s Physical Health Condition

In this study deterioration in an individual’s health condition was noticed and discussed as an
indicator of vulnerability for AAR. This was a frequently occurring theme in all professional groups
across the data sets. Relevant observations by professionals included having regard to the patient’s
physical illness or disability, weight loss, age and frailty.

It was a theme in 71% of direct

observations, and all of the focus group discussions and individual interviews. The prominence of
this as a sign for professionals in determining vulnerability is not surprising. Poor health often
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denotes disadvantage and signals a possible need for care and support from others. These features
were associated with loss of function and independence and spoke to a possible need for care and
support plus loss and control that positions the adult as vulnerable to exploitation. One social
worker described this as follows:-

Social Worker 19
“… I suppose vulnerability can come in any shape or form, age, frailty, mental health, learning
disability, where they’ve got an addiction which makes them vulnerable, something that takes
away control from that person, takes away their independence, whether that be independent
thought or action”.

This view was shared by a police officer:-

Police Officer 10
“To me, it is physical disabilities, mental health, or learning disabilities where the person
requires additional support from a service such as social services or mental health”.

The adult’s health challenges appeared to serve as a heuristic for care and support needs and
interestingly were a feature of the construction of vulnerability articulated in written records. The
written word was often much shorter than the spoken which further illustrates how this theme in
the concept of vulnerability served as a ‘shorthand’ for professionals. This might be due to the
striking correlation to the criteria upon which safeguarding duties operate.

The following observation was made in an Older Persons Physical Disability Practitioner’s written
records, “According to the SA 1 risk assessment Vulnerability:- it is clear that Mrs J has high care
needs due to her age and physical frailty”.

This statement indicates that this particular individual was considered as vulnerable and in need of a
high level of care due to her health condition and status.

In the sample of SCR summary reports examined the physical health condition of the adult was a
feature in almost a quarter of the reported cases. Whilst this was noticeably less than persons with
mental disorder, people with these life challenges represented a significant proportion of reported
cases where it was felt that there had been some fault-line in the application of adult safeguarding
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procedures. As remarked upon in an SCR summary report by North Tyneside (2011) chronic physical
health conditions were amongst the clues to vulnerability, and yet agencies failed to see the adult as
vulnerable. They suggest that this calls for clearer guidance on what comprises vulnerability.

Respondents in this study often referred to a person’s physical health condition as a sign of
vulnerability. It was amongst a number of themes that professionals operated as mental short cuts
in determining vulnerability to abuse. This was especially true where the theme approximated to
one of the critical determinants for safeguarding responses as set out in the legislative and policy
context of this practice. So, for example, where a person’s poor health was thought to give rise to
the need for care and support, respondents used this as shorthand to determining vulnerability as it
approximates to the first criteria for defining a vulnerable adult. In ‘No Secrets’ (2000) a Vulnerable
Adult is defined as being someone: “Who is or may be in need of community care services by reason
of disability, age or illness;…”. The context of professional assessment of vulnerability may also have
a bearing on the apparent primacy given to these signs, which I will explore further in Chapter 8.

5.3.4. Lack of Agency – Individual & Situational

The first three themes of mental disorder, dependency and health status described above were
equally strong for all of the major professional disciplines. In contrast, the theme of ‘lack of agency’
was a stronger theme in the accounts given by social workers compared with other professionals.
Lack of agency was identified as an indicator of vulnerability by social workers in almost three
quarters of the direct observation sessions and focus group discussions, and 80% of interviews.

For social workers in the study, lack of agency as a sign of vulnerability was talked about in terms of
a person’s lack of ability to produce a particular effect, namely inability to protect self. This was
largely expressed as the adult’s inability to remove themselves from the source of abuse to them.
Personal agency is manifest in control over thoughts and feelings to influence action. Independence
in this respect might be constrained by personal circumstance. According to participants, lack of
agency operated at an individual and situational level, dependent on the factors underpinning the
inability to escape. Professionals commented not only on a physical inability to escape but also how
this lack of agency could derive from co-dependency in a relationship as well as a lack of resource
meaning that the adult was able to exercise less choice or control in their circumstances. For some
individuals, lack of agency was caused by a permanent disability that left them unable to defend
themselves. In this respect there was one occasion during focus group discussion where the police
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reported vulnerability in terms of the AAR’s inability to physically escape or resist the PAR. There
was one notable comment by a police officer during a focus group discussion. The officer recalled a
series of offences/doorstep crimes relating to bogus callers or rogue traders. This officer highlighted
the targeted actions of the offender and talked of the adult’s lack of agency in terms of both physical
limitations and fearfulness as a consequence, thus maintaining their silence on the abuse they had
experienced and perpetuating their vulnerability to further offences. The officer is suggesting that
physical indicators of the physical limitations of a person signal to the abuser that there is a possible
vulnerability to be exploited as they are less likely to have the ability to remove themselves from the
offender and, therefore, exercise agency to avert exploitation. Consequently, the outward sign of
impaired physical ability coupled with the desire and intent of the perpetrator to exploit, co-exist
and create vulnerability to abuse.

Police Officer 1
“… they were vulnerable in the community because I think they were targeted by individuals …
they’re targeted because they could see you know the houses, the ramps, they can tell from the
house that a disabled person or a person that isn’t as mobile [lives there] … it’s a very easy
target isn’t it, they’re not going to chase after you ‘cos they can’t ‘cos of their impairment and
chances are in those cases they’re not going to talk because [fear of retribution]”.

Lack of agency was never discussed as a reason for vulnerability in interviews with police officers.
For others, lack of agency could be situational if the individual was placed into a situation that
diminished their ability to defend and care for themselves. In this respect this social worker
indicated that lack of agency contributed to what she referred to as her “worst case scenario” for
situations leading to abuse when associated with poor care providers in formal care settings. This
social worker was drawing attention to the toxic combination of cultures of abuse from which there
is no escape.

Social Worker 34 stated that:“Where you have got a culture that is sliding down hill and people don’t really care and I
actually think that it is kind of the worse scenario for me. Because you have people who should
have a trusting relationship and who don’t care … So it is quite relentless and for me it is
insidious and no relent from it and [the people receiving care] cannot remove [themselves]
from it.”.
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The ‘it’ that the social worker is referring to here is the ‘culture of care’ which is pervasive and
potentially overwhelming for an individual leaving them feeling powerless to challenge and change
the situation they find themselves in. The pervasive and persistent nature of cultures of care which
are abusive erodes the individual’s resilience and capacity to challenge, as it is easier to raise
complaint about individual misdemeanors than those that are perpetrated by many as the victim’s
belief that they will be believed is undermined.

Whilst the majority of participants indicated that a lack of agency is caused by a mental or physical
illness, this participant illustrated how a lack of agency could be a combination of situational and
individual. She paralleled the combination of lack of agency (character) and residency in a care
setting (context or circumstance) to the features of domestic abuse. Social Worker 34 detailed her
experience with a domestic abuse victim by saying:-

“I think most frequently it’s a combination of the environment that they’re in and the
relationship between the alleged perpetrator and the victim.… so it’s the relationship between
those two people. And with the service user on service user incidents and the domestic
violence, the people in those residential settings can’t get out of those residential settings and
a lot of the time domestic abuse victims don’t feel that they can get out of that environment as
well”.

The social worker here is drawing attention to the parallels between service user on service user
abuse and domestic abuse, where there is an interaction between the nature of the relationship
between victim and perpetrator and the setting in which the abuse takes place. There is a sense, in
both situations, that the adult is unable to remove themselves from the situation and consequently
the people that are the source of harm.

Whilst this common feature of an inability to remove oneself from the context in which the abuse is
occurring bears some similarity, in these different life circumstances the inhibitors for people
experiencing domestic abuse are more complex than the direct comparison suggests.

The difference between professional groups in their attention to the person’s lack of agency as a
sign of vulnerability might be explained in relation to their professional roles and responsibilities
bounded by the operating legislation. Section 42 Care Act makes the duty of enquiry in safeguarding
adults a Local Authority duty. As agents of the Local Authority the responsibility for making this
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determination rests with social workers. Consequently, a lack of agency approximates to an inability
to defend oneself against abuse or exploitation, confirming the criteria exercised for Local Authority
duties have been met. From a police perspective the victim’s ability to protect themselves from
abuse is irrelevant at the initial stages of their decision making. As Police Officer 4 pointed out:-

“Yeah, but I think that is partly because …. from a criminal point of view the vulnerability
doesn’t matter because they are a victim whether they are vulnerable or not so actually we
have to ….. see if it is a criminal matter or not”.

The distinct difference between the professional groups in relation to this indicator of vulnerability
reflects the marked differentiation in lawful obligations. National and local guidance set out a
mandate for information sharing. The Care and Support Regulatory Guidance (2017) is relatively
silent on the procedures of initial planning requiring cross-agency discussion. However, the current
guidance from the National Policing Improvement Agency (2012) does seem to encourage police
involvement in initial planning/strategy discussions, the purposes of which are to share information
in support of the Local Authority making a decision to progress a Section 42. It is worthy of note that
during a nine month period involving 114 incidences of observations of referral evaluation and
responses by staff in the CRU, I observed only one multi-agency strategy discussion to share
intelligence and jointly agree and plan the response to the referral. This leads me to conclude that
whilst information sharing is apparent in this setting, joint decision making on the response to
safeguarding concerns is not embedded. Consequently, lack of agency as a sign of vulnerability to
abuse is likely to remain predominantly a single agency indicator.

5.3.5. Nature of Relationship to the Perpetrator

The nature of the relationship with the perpetrator was a notable characteristic in SCR summary
reports with a third of reported cases identifying the person alleged to be responsible as either a
relative, neighbour or friend. This part of the chapter explores how professionals attended to this in
their recognition of an adult’s vulnerability and identifies the complex inter-relationship between
multiple dynamic relationship factors observed in the reports of professionals. The detailed
attention given to this feature of the AAR vulnerability supports my assertion that their
conceptualisation is very rich and well informed.
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This study found that professionals reported the AAR’s relationship to the PAR played a significant
role in their determination of how vulnerable that individual was to the abuse. Participants held the
view that a close relationship to the abuser often exacerbated the victim’s unwillingness to report or
even perceive the abuse. Police Officers and Social Workers both discussed how the nature of the
relationship signified vulnerability to them in terms of proximity and access to abuse, intra-personal
influences for the AAR including guilt, shame and taking responsibility for the PAR. They showed
insight into how the nature of the relationship supported the mechanisms of abuse in terms of the
effect upon the AAR’s ability to acknowledge the PAR as abusive and to accept intervention from
external agencies which meant the AAR remained in a position of vulnerability to repeat
victimisation.

These professionals demonstrated an understanding that a person’s inability to take agency was
impeded not just by characteristics of the individual (physical inability to escape), or issues of
dependency or reliance for care provision but by the ‘nature’ of the relationship which means that in
order to perceive themselves as a victim of abuse and the person responsible as a perpetrator of
such abuse they may need to disentangle themselves or even change their construct of themselves
or view of self. Their strong attachment to defining themselves by a primary role, e.g. parent or
grandparent, interferes with their ability to see the PAR as an abuser rather than child or grandchild
according to respondents in this study. This is how the nature of the relationship contributed to
their vulnerability to abuse and re-victimisation. Respondents’ understanding of vulnerability
extended beyond just identifying the PAR as a person with whom the victim had a close relationship
but also to theorising about how the nature of the relationship interfered with the victim’s agency
and subsequent heightened vulnerability.

Whilst professionals were not explicit about the use of theory to inform their understanding of
vulnerability to abuse, the phenomena they observe (dynamics of abuse in intimate partner abuse)
are well articulated in the literature on domestic violence (Pence & Paymar 1993, Dutton 2006), and
it is noteworthy that the circumstances where they seem to be translating this understanding are
situations of intra-familial abuse/risk of abuse. There was often an overlap between the nature of
the relationship to the PAR and the relationship skills of the AAR where the inter-play between the
character and competence in the way the adult managed relationships and the nature of the person
with whom they were in a relationship of abuse was remarked upon as signaling vulnerability
particularly to repeat victimisation. This was especially true of intra-familial abuse. Professional’s
use of theory may not have been evidently conscious but I would suggest it was nonetheless
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competent. Their thinking about vulnerability demonstrates an understanding of how social beliefs
about relationships support the exercise of power and patterns of coercive control in relationships of
abuse.

Participants reported incidences of family members or valued friends exploiting or abusing their
clients, and their clients reluctance to either acknowledge the abuse or accept intervention to stop
it. Police Officer 1 spoke about this with the following example:-

“… a particular lady I dealt with who was vulnerable but couldn’t see it herself because it was a
member of the family, it was, it was almost like she didn’t want to acknowledge what was
going on although it was blatantly obvious there was, I knew that she was being mistreated, …
but obviously she didn’t see that because of who it was, she didn’t see that because that would
be an assault”.

The same phenomenon was observed by Social Worker 9 who reported in a focus group discussion

“… especially if it’s a relative, those relationships I think, that’s the [problem], someone’s ability
to identify that person as an abuser.”

Both professional groups referenced intra-personal aspects of the victim which impacted on this,
acknowledging the complex inter-personal dynamics operating to maintain the AAR position of
vulnerability and victimhood.

Social Worker 9 reported an incidence where she believed a woman felt fear and guilt in reporting
the abuse by her son.

“I also think guilt is another thing … a lady I support in T had a son who was very aggressive
with her … she was involved with the domestic violence team at T police station. But this lady
was scared of her son, … she was frightened of him, …. she used to have to get out of the
house, … but it took a lot of persuasion … to get her to get him out of the house, and then to
change her locks so that he couldn’t get back in. And it was a lot of hard work, ‘cos she felt
guilty ‘cos it was her son and she shouldn’t be doing that to her son”.

160 | P a g e

Participants often interpreted the AAR’s lack of action in terms of emotional consequences. There
were examples of the influence of family loyalty from both professional groups. The following
quotes illustrate this:-

Police Officer 1
“Yeah because of that person’s loyalty that couldn’t be happening because of who that person
was and they wouldn’t do that”.

Social Worker 8
“It’s complex family dynamics. Grandparents with a huge sense of loyalty … and were put
through every type of abuse but mistakenly believed that they were helping her. The
grandparents were in their eighties … [they suffered] physical abuse, emotional abuse,
financial abuse. One of the things that make people vulnerable is the nature of the
relationship.”

Varied consequences of the abuse for the abused was reported as a sign of vulnerability as it was
associated with the victim’s reluctance or inability to act in the interests of their own protection and
thus render themselves vulnerable to further abuse. These consequences included fear, loss of a
valued relationship, loss of income, housing or care, shame, and secrecy. Several participants
indicated that fear of the consequences of acknowledging abuse prevented their clients from
seeking help. There are parallels between these perceived consequences and those reported by
people who experience domestic abuse as barriers to leaving a violent relationship. This theme was
present in 43% of focus groups. Social Worker 4 commented on the stigmatising effects of such
consequences and in the case of her own client she commented that the consequence in
acknowledging abuse was a loss of pride or of social standing.

Social Worker 4 said:“It’s also about pride and about not wanting to lose face. If somebody does actually recognise
that someone is ripping them off there is the fear of alienating that person but also
embarrassment of admitting it. … they feel they can’t say ‘cos they’ll lose face and they’ll lose
the person’s support, friendship, perhaps the social standing”.
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Police Officer 2 echoed the statements of Social Worker 4 by saying that embarrassment was a big
reason people were unwilling to report abuse. She indicated that it was difficult for people to admit
that they had been scammed or tricked. This participant indicated that:-

“I think there’s a series going on across the whole of the county where people are ringing up
elderly vulnerable adults telling them they’re a Met Police Officer and they’re investigating
their bank, … [telling them] you’ve got thousands of pounds which is counterfeit money and
you need to go and withdraw it, we’ll send a taxi, give it [the money] to them and then we’ll
put your real money back for you. And they do and the embarrassment for client, everything
that surrounds that, that goes with that, it’s horrendous”.

Professionals often discussed these themes in terms of the interactive effects between them which
built a picture of vulnerability that attended to the dynamics operating for the victim in relation to
themselves and the PAR. These signs were woven together, inextricably linked in the narratives of
the victims which professionals teased apart by deconstructing the accounts in their search for clues
that conveyed vulnerability to abuse. This was noticed where they observed that the adult’s ‘need’
for relationship outweighed their need to be free from abuse. In their discussion of the nature of
the relationship between the AAR and the PAR professionals demonstrated an understanding of
vulnerability that was cognisant of both the inter and intra personal effects of these relationships
which perpetuated the cycle of abuse and vulnerability.

5.3.6. Inter-Personal Skills – A Matter of Character and Competence

A distinct but related minor theme emerged in relation to the way people were perceived by
respondents in terms of how they ’do’ relationships. These signs of vulnerability were not limited to
intimate personal relationships and encompassed non familial relationships.

This issue of relationship skill was commented on in 7% of direct observations, 71% of focus groups
and 10% of interviews. In the interviews and direct observations this phenomenon was commented
upon less frequently. It should be noted that case content for these data sources related to a duty
environment where it is less likely that this level of understanding of interpersonal functioning will
be explored due to the fast pace of decision making. In contrast the focus group data drew upon
professional experience based on continuous relationship with clients, thereby enabling
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professionals to understand more about how individuals managed in relationships and the skills or
deficits in skill that they brought to these relationships.

The poor quality of skill in managing relationships, particularly social awareness, was identified by
professionals. They saw people as falling into one of two groups. Some they regarded as having the
ability to read the motivations of others but who chose not to acknowledge it (trustworthy persons),
and others they saw as lacking the ability to read the motivations of others and so were taken in by
their actions (gullible persons). Respondents directly referred to Type 1 persons as too trusting, but
Type 2 have been categorised as gullible by me using the concepts identified by Greenspan et al
(2001). Features associated with Type 1 (character) included unwillingness to recognise the abuse,
loyalty to the perpetrator, feelings of responsibility for the abuser and an acceptance of or
accommodation to the abuse. Those associated with Type 2 (competence) included being unaware
of risk (linked to cognitive ability), inability to recognise abuse and poor insight into other’s
motivations (gullibility).

Social Worker 1 also indicated that she found that a willingness to trust others could be a significant
vulnerability factor when it was found in excess. Social Worker 1 indicated that being unable to
judge the trustworthiness of other people put her clients at risk. She indicated this by saying:-

“I think the other thing for me is, it’s around, it’s just one factor but it’s people’s
trustworthiness of other people”.

In the written records of a learning disability specialist, the social worker noted how a mentally
capacitated individual was unable to resist the abusive conduct of an associate due to his pliancy and
amiability. The social worker recorded that:-

“Ch has on many occasions demanded money from Co and has not paid him back. She has
also demanded expensive phones and iPads. Co has capacity to make decision with regards
to this incident but he is very vulnerable and easily led because he likes to please others”.

During a direct observation session in August 2014 the following was recorded in the field notes
showing the social worker’s subtle search for the meanings in the reported conduct of this AAR.
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“Social Worker 36 reports that she thinks he is vulnerable due to Parkinson’s health condition,
which he can’t manage that independently, he recognises that he needs support, seems a bit
embarrassed at lending money. …. He is vulnerable because without the support and
intervention of the registered manager to minimise the risk of further exploitation he is unlikely
to be able to say no. His vulnerability is mitigated by the supportive actions of others and his
acceptance of this support and advice. He is vulnerable because of his reliance on others to
notice and intervene for him”.

In the above example the social worker demonstrates an increasingly nuanced approach in her
reported conceptualisation of the person’s vulnerability, starting with the identification of his health
condition and presumed loss of independent functioning, thus positioning the adult in a relationship
of dependency. In her assessment the social worker adds to this the adult’s response to any
prevailing abuse in terms of the consequence for him (embarrassment) and an absence of support or
advocacy from his son. The adult’s vulnerability is framed in terms of his continued reliance on
others to notice the potentially abusive actions of others as he appears unable or unwilling to
construct this view of others himself. This conceptualisation of vulnerability as an interactive
operation of multiple features was typical in the study of these professionals, especially where the
adult evidenced poor relationship skills.

5.3.7. Challenges in Communication for the Adult

Disruption in an individual’s ability to communicate effectively was discussed as an indicator of
vulnerability to abuse in 57% of focus groups and 28% of direct observations. Vulnerability arising
from communication impairment was, surprisingly, discussed solely by social workers. They
ascertained two separate forms of communication impairment – communication impairment
(related to individual abilities) and communication impediment which variously related to either the
context such as failures to facilitate supported communication (context) or obstruction of access
(conduct of others). Nonetheless, participating social workers asserted its importance for them in
determining an adult’s vulnerability.

Social Worker 10 indicated that:“communication is the key really, or the fear of being able to communicate honestly or
otherwise, or the ability to communicate accurately or otherwise”.
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Social Worker 26 echoed these sentiments, indicating that if people can’t communicate they are put
in a vulnerable position, and that communication difficulty can often be exacerbated if they are not
surrounded by people who are willing to make an extra effort to communicate effectively with the
individual.

Social Worker 26 indicated that:“They have difficulty communicating either … through physical disability and in particular
people who can’t use language, you know, spoken language and erm, think quite often I’ve
come across failings, where people don’t want to put in that extra effort to communicate in a
way they are more able to communicate with, you know, picture boards and you’ve got sign
language, people who don’t speak English get interpreters, ….”

Conversely, the ability to communicate was also viewed as a protective factor and antithesis to
vulnerability in some direct observations. In a direct observation session during June 2014 the
researcher made the following field notes:-

Social Worker 13 reports on referral regarding married older couple who had gone into nursing
care home. On admission some of his medication has been recorded on her MARS sheets and
so administered to her and he did not get his medication. The 89 year old woman had
dementia but she is able to communicate needs clearly …

Once again, the degree of discernment demonstrated by social workers in the variety of ways that
communication might be impaired/impeded pertaining to both individual characteristics and
conduct of others, challenges this idea that professional understanding of vulnerability requires
strengthening.

The difference in attention given to this feature of vulnerability between social workers and police
officers could be explained in relation to the way the professional groups perceive their role in
safeguarding responses. For police officers, communication impairment may be considered once
the officer has identified that a crime is to be detected and thus has defined a role for themselves in
relation to the adult at risk of abuse. Social workers are employed by an agency which has a lead
role in safeguarding. A key principle is that of making safeguarding personal which necessitates
engagement with the AAR to determine their wishes and feelings in relation to the allegation of
abuse which might explain their attention to this aspect of vulnerability.

165 | P a g e

5.4. Summary

In Chapter 4 the analysis of SCR reports identified that a theme across these SCRs was a perceived
need to strengthen practitioners’ understanding of abuse and vulnerability inferring that practice
understanding in this respect was deficient in some way. This chapter is the first of three which
examines what signs of vulnerability professionals talked about in relation to assessing adults at risk
of abuse. These signs are organised into three categories to make their conceptualisation of
vulnerability manageable. The chapter starts by defining the categories and themes and focuses on
the key themes or clusters of characteristics, as identified by professionals relating to
personhood/individual factors which have been categorised as ‘Character’.

It is argued that in this category of character, professionals attended to an extensive range of
characteristics demonstrating a highly differentiated and nuanced concept of vulnerability relating
to personhood. In their concept of vulnerability (reported and observed) they showed an
understanding that transcended mere identification of the signs and were able to discuss the
meaning of such indicators in relation to those particular signs. This was particularly noticeable in
their discussion of the nature of the relationship with the person alleged to be responsible for the
abuse where they considered how the person’s view of self, their position of reliance or dependency
on that person, the setting in which the abuse was taking place and the victim’s ability to exercise
control in this setting, plus the emotional consequences of acknowledging the abuse interact
dynamically in causing that person to be vulnerable to abuse in their view.

The strongest themes to emerge in this category were a) identifying the presence of a mental
disorder and the consequence of this in relation to the person’s mental capacity to make decisions,
b) dependency or reliance on others (not just for care or support but also emotional enmeshment),
and c) lack of agency in relation to the person alleged responsible. Social workers, in particular,
articulated their analysis of the person’s mental capacity using a functional test approach which
demonstrated complex conceptualisation as well as lawful compliance relevant to the decision
making framework for progressing safeguarding enquiries and actions. Social workers’ focus in this
was of a protective nature in determining to what extent the person might need support from
others to make decisions in the interests of protection from risk. Police officers also made frequent
reference to a person’s mental capacity which they reported to be a key determinant for them in
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whether or not there should be further police involvement which hinged upon the pursuit of
criminal enquiries. Their focus was of a detective nature.

Historic definitions of vulnerability have focused on characteristics of the individual. The
construction of vulnerability which places a focus on the individual has been criticised for the failure
to attend to the circumstances that give rise to vulnerability (Fitzgerald 2009). If these definitions
and criteria act as the primary guide for practitioners it might be expected that their concept of
vulnerability shows a similar tendency. The next chapter explores how professionals’ concept of
vulnerability is informed by indicators arising from the person’s circumstance or context.

167 | P a g e

Chapter 6
Cues and Clues to Vulnerability – Part 2
6.1. Introduction

This chapter presents part 2 of a thematic analysis of the ‘cues and clues’ to vulnerability in Adults At
Risk of Abuse (AAR) discussed by professionals, and observed in their practice being used as
operators in their conceptualisation of vulnerability. It adds to the argument that professionals
demonstrate a rich and nuanced evaluation of vulnerability, identifying signs related to the both
individual characteristics and situational indicators in both the person’s context and the conduct of
the Person Alleged to be Responsible (PAR).

The focus of this chapter will be the characteristics of vulnerability identified by respondents in the
study which I have categorised as Context or Circumstance, relating to features of the person’s
situation. As with the category of character, the strength of the themes in respondents’ concept of
vulnerability relating to context was indicated through the triangulation across the data sets. Once
again professionals described a range of indicators that they attended to in assessing someone as
vulnerable to abuse. Major and minor themes emerged in the analysis. Professional recognition and
attention to signs of vulnerability related to a person’s context suggest that their concept of
vulnerability encompasses individual and situational signs, extending beyond the operational
definitions which guide and govern their practice.

Professionals also demonstrated that they gave consideration to vulnerability arising from the
conduct or condition of the persons alleged responsible. Police officers, in particular, often reported
signs of vulnerability which they identified not on the personal or situational characteristics of the
individual abused but rather in the behaviour or motivation of the abuser. Whether the locus of
vulnerability was attributed to either person or setting, the characteristics of vulnerability were seen
as being external to the individual. Again, the interactive effects of a person’s context in relation to
the person alleged responsible was discussed by respondents demonstrating a holistic assessment of
person, place and perpetrator in conceiving the causation of vulnerability.

The clusters of characteristics of vulnerability bear some resemblance to Rightland’s (2003) clusters
of risk characteristics (Dispositional or Personal factors, Contextual or Situational factors). Using this
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as a conceptual framework, an emergent model of vulnerability is proposed to make this
manageable conceptually.

6.2. Context or Circumstance of the Victim

The official policy guidance ‘No Secrets’ (2000) that underpinned public services adult protection
responses for 15 years used to define a ‘vulnerable adult’ as follows: ‘A person who is 18 years or
over and who is or may be in need of community care services by reason of disability, age or illness;
and is or may be unable to take care of, or unable to protect him or herself against significant harm
or exploitation’. This definition formed the basis of decision making and is likely to have become
entrenched in the psyche of professionals. The definition was criticised as being pejorative
(Fitzgerald 2009) in as much as it locates vulnerability in the characteristics of the person.

Drawing on the social constructionist approach similar to the social model of disability (Oliver 1983),
Wishart (2003) argued that vulnerability to abuse is a consequence of the effects of the world the
person inhabits as opposed to the individual characteristics of impairment. In this way vulnerability
to abuse is re-constructed in terms of the individuals’ situation or circumstance. Whist the wording
in the Care Act (2014) removed the potentially stigmatising reference to personal characteristics it
still attaches the concept of abuse with need for care and support.

Others (Brown et al 1999) have suggested that there is confusion about what constitutes
vulnerability and the causation of abuse, and that many safeguarding polices infer that vulnerability
to abuse is a product of personal impairments. They argue that these ways of constructing the term
vulnerable adult ignore the influence of structural inequalities as a social constructionist model
would promote. In the context of these legal and policy definitions it might be expected that signs
of vulnerability arising from the person’s circumstances or the behaviour of the PAR might not
feature in professional conceptualisation of vulnerability. The findings of this study refute that and
assert that despite these definitional constraints the understanding and conceptualisation of
vulnerability to abuse is informed by professionals’ knowledge of these factors.

In identifying the signs of vulnerability that professionals discussed, themes emerged relating to the
person’s context or circumstance or what I have termed their Position (situation or circumstance)
rather than their Condition (individual characteristics). On a perfunctory level, participants indicated
that it was possible to mitigate vulnerability by removing the person from the circumstances causing
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them to be vulnerable. However, there was also recognition that in a practical sense, this was
significantly more complicated. A multiplicity of factors within the person’s context was recognised
as signs of vulnerability, many of which were considered to be pernicious and insidious.

Furthermore, the interactive and circular operation of individual and situational vulnerability was
commented on. Examples of this were commonly described by participants in relation to older
persons whose status as a resident of a care home put them in a position of contextual vulnerability
which, coupled with their physical or mental health needs (individual vulnerability), served to limit
their capacity to exercise choice and control. In such circumstances the absence of social support
and external advocacy was seen as significant in them remaining vulnerable in the care home. In the
experience of these professionals the archetype of the adult most vulnerable to abuse was someone
who had a significant mental impairment which rendered them dependent on others to meet all
aspects of their daily living needs, unable to initiate help from others, unable to communicate
complaint and without access to advocacy, being cared for by services where there was a lack of
scrutiny or oversight by others and unable to remove themselves from that setting. This archetype
exemplifies the layered approach to vulnerability in the minds of the professionals which taken
together increased the ‘tariff’ of vulnerability.

6.2.1. Social Isolation

Isolation was a dominant theme in relation to the person’s circumstances in respondents’ discussion
about signs of vulnerability. In fact, for some social workers they identified isolation as an overriding
factor in identifying a person to be vulnerable. Isolation was discussed in terms of a lack of social
connection to others, loneliness and being un-befriended. It was commonly associated with residing
in institutional care where access to former social networks was limited. Isolation was seen to be a
significant factor in increasing an individual’s vulnerability. It was discussed or observed in 50% of
direct observation sessions, 100% of focus groups and 60% of interviews.

Social Worker 26 indicated that, as a social worker, isolation was something that she paid particular
attention to when assessing vulnerability. She drew attention to how isolation could operate to
increase vulnerability, not just through the absence of support but also how being in need of care or
support, which is not available to a person through friends and family, puts people into the position
of a ‘virtual friends group.’ This observation demonstrates this social worker’s insight into the
operation of potential abuse through professional boundary breaches, where the circumstances of
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the individual and their care provision come together to create a situation, intended or otherwise,
where a ‘friendly carer’ then becomes a ‘friend who cares’.

Social Worker 26 stated in a focus group discussion that:-

“… I do see isolation as very big vulnerability, you know people with very small social networks
rather than coming into contact with someone who seems like .., they’ve got a good
connection to their local community, perhaps through a faith group, or if it’s the family that
seem to be looking out for them, although I was just saying you come across some very
vulnerable people who don’t seem to have many people in the world or contacts and if so all
the social contacts they’ve got is through provision, services that they are reliant on then I
automatically think that that person might be a bit more vulnerable to abuse or targeting of
others”.

Others construed isolation as arising out of the individual’s impairment and the consequences of
this.

Social Worker 35 indicated that isolation was a factor that increased an individual’s

vulnerability by saying:-

“And I guess another vulnerability is something that is within themselves so, for example, a
learning disability which has led someone to be dependent on others or it may be someone
who perhaps is very isolated from others or a matter of personality, so a wide range of factors
which have led to the person feeling less able to protect themselves”.

Both social workers and police officers identified how loneliness and isolation operate to sustain
people in relationships of abuse and how abusers capitalise on this to prevent the person getting
access to help or exercising a different choice.

Police Officer 1 spoke about how fear of isolation might prevent a victim from making complaint to
the police:-

“…cos you can have someone who, if that’s all they’ve got, then they become vulnerable
because the person who’s looking after them, that’s all they’ve got, so it’s that fear of isolation
if they do speak up against them…”
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Social Worker 7 related a case where the actions of others kept the adult in isolation from others
which alerted him to the adult’s vulnerability. He stated in a focus group discussion:-

“ We’ve had a couple of cases where we’ve had individuals who’ve been prevented t accessing
what they’ve wanted to do by their parents who’ve made decisions about them, that is without
them and have prevented them from having access to people from outside of the family home
… or have been controlling of who the individual will speak to outside of the family home and
to resist outsiders … to allow them a voice so the sign of vulnerability is in the obstructive or
constraining behaviours of the perpetrator”.

Again, this feature of vulnerability is not considered in isolation by the professionals and this
interactive ideation is typical of what has been observed previously, suggesting a complex, multilayered interpretative approach to the conceptualisation of vulnerability. Their understanding of the
impact of isolation was evident in the inter-relationship between this and a lack of advocacy which
heightened the un-befriended person’s vulnerability.

The absence of an advocate was seen to increase an individual’s vulnerability in 7% of direct
observations and 30% of interviews. In circumstances where an AAR was unlikely to be able to
comprehend the events in relation to themselves advocacy was considered to be a protective factor
and the lack of it an indicator of vulnerability as the person is unable to advocate for themselves.

Social Worker 35 indicated the importance of having advocates, but also the importance of those
advocates and the system around them understanding and comprehending the situation.

Social Worker 35 stated:“… if I receive something in that says that for some reason a person doesn’t have another
person to address their needs on their behalf or alongside them I think, for me, that is one of
the most significant factors and it is something I would pick out in the interaction”.

6.2.2. Status of being a Patient or Client

An individual’s status as a recipient of health or medical patient or social care services was a
reoccurring reported reason for determining vulnerability. This status of being either a patient or a
client was discussed in 36% of direct observation sessions, 43% of focus groups, 60% of interviews
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with social workers and 20% of interviews with police officers. During direct observations the
absence of comment on this feature of vulnerability may relate to the particular case characteristics
of the referrals at that time. In their talk about vulnerability professionals took their lead in
identifying vulnerability from the person’s status as a patient or client (circumstances of being in
receipt of formal services) not merely as having a defined health challenge. Professionals operated
this status of being a hospital inpatient or client of social services as a shorthand for ‘vulnerability’.
Vulnerability was presumed on the basis that the adult met service eligibility criteria and exemplifies
the ‘rule bound eligibility driven’ approach to determining vulnerability.

Social workers were more likely to consider patient/client status as an indicator of vulnerability than
police officers. They also indicated that they would not treat this indicator as a definitive factor for
vulnerability. It served more as a cue to them to make further enquiries to understand how this
status might impact on their vulnerability to abuse. In this way the social worker’s resistance to
construing people in such categorical ways illustrated the operation of the policy making power that
Lipsky (1980) described as being within the gift of Street Level Bureaucrats. The Social worker’s
autonomy was exercised in the discretion she could use in the construction of her concept and by
adopting or rejecting a categorical approach to evaluating the person’s vulnerability. This social
worker contrasted this approach to her colleagues in health whom she considered operated a
paternalistic approach in the operation of this label. This participant indicated this by saying:-

“I think that we all come at it from our own perspective. I struggle with Health’s view that
everyone is a patient, and failing to sort of actually see people actually as having an ability to
express their [own lifestyle choices]”.

In contrast, some police officers indicated that they believed simply the act of becoming a patient
made an individual vulnerable. Police indicated that when someone became a patient at a hospital
they were relying on another for their care and that was a vulnerable position.

One police officer indicated that:“just going into hospital, regardless of having surgery, just going in and becoming a patient
makes you vulnerable because you’re reliant on [someone else for your care]”.

The context for this professional conferred a degree of reliance on others and a disempowering lack
of control. In this way professionals began to evidence a view of vulnerability as a universal part of
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the human condition. Situational vulnerability is something that we might all encounter irrespective
of our personal characteristics. This concept parallels some of the changes witnessed in English law
when amendments to the Safeguarding Vulnerable Groups Act (2006) following the implementation
of the Protection of Freedoms Act (2012). This heralded a shift of focus, removing the association of
the term vulnerable adult with personal characteristics and placing it in relation to particular
settings. This legislative change re-framed vulnerability in terms of the type of ‘regulated activity’
provided, which included provision of health care, so the emphasis was on the person’s context
rather than their individuality.

6.2.3. Homelessness

The issue of homelessness was not a significant feature in the SCR summary reports. In fact, only 1%
of cases sampled were in reference to persons considered to be rough sleeping.

The small percentage of reported cases that featured homelessness as a characteristic of the adult’s
circumstances would suggest that vulnerability due to homelessness is not a significant feature in
the understanding of professionals. However, few, if any, street homeless people are in receipt of
mainstream health or social care services.

In this present study homelessness emerged as an identifiable feature of vulnerability reported by
professionals. Homelessness was discussed as an indicator of situational vulnerability in 60% of
interviews with social workers, and was observed to add to vulnerability in 21% of direct
observations. It is quite noticeable that homelessness as an indicator of vulnerability should emerge
as a theme unique to social workers. This would suggest that social workers, at least, understood the
issue of homelessness as an indicator of vulnerability.

One could speculate that social workers are more likely to have studied psychological theories in the
course of their training, including Maslow’s hierarchy of needs. For these social workers the absence
of security of tenure for accommodation was a fundamental issue in ascribing vulnerability. One
participant reported that homelessness was one of the first things she considered when assessing
vulnerability highlighting it as a feature of saliency and primacy in her thinking.
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In the Social Worker 36’s own words:-

“That’s what they will be looking at first in vulnerability I think. Housing, has the person got
housing, we’ve had referrals come through that a person is vulnerable because they are
making them homeless.”.

There was an understanding that homelessness made someone vulnerable to abuse because of the
associated absence of resource to promote self-protection.

In Social Worker 35’s own words:-

“I guess there are a number of [factors that contribute to vulnerability] … perhaps they’ve been
made homeless, therefore they are unable to pull together the resources that they need within
themselves”.

The issue of homelessness also arose during direct observation sessions.

Field notes from

November 2014 detailed the social worker’s report of an older lady who left her care home which
one would expect to be secure housing, to receive hospital care, and when she was released from
the hospital the care home refused to accept her back. Notes from this observation session
illustrate the impact for the family who are sometimes secondary victims from this kind of conduct:-

“Female Social Worker reporting on referral received on a 99 year old female in residential
care. Referral made by CQC having received information from a family member expressing
concerns about the care of the client. Care home refused to take client back after absence of
only six hours to undertake hospital visit and assessment…. Family member very distressed at
home’s refusal to take her relative back”.

This level of reporting of homelessness as a sign of vulnerability was surprising in light of the few
number of safeguarding referrals made in relation to the population of homeless persons. Street
homeless people are noticeable by their absence in the demographics of safeguarding referrals.
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6.2.4. Institutional Care Provision

In the sample of SCR reports institutional care settings represented 50% of the locations in which
abuse had taken place. Within these, in 25% of cases health or social care personnel were identified
as the perpetrator. If professional conceptualisation of vulnerability to abuse failed to consider this
contextual factor then the need to strengthen their understanding in this respect could be
reasonably argued. However, this was not the case with professionals in this present study, in fact
institutional care provision was a strong theme, especially in the focus group discussions. This theme
was observed across 86% of focus groups, 30% of interviews and 7% of direct observations. The
difference might be explained by context in which the assessment of vulnerability takes place.
Institutional care may not have been a feature in the direct observations as these took place in a
duty environment where assessments are conducted within 48 hours based on limited information
and without the same access to the extent of local intelligence about service providers and particular
settings. Whilst professionals in this duty context would have access to information about quality
ratings by the regulators, they would not have the same level of contact with local providers that
participants in the focus groups would do. Focus group participants would be able to directly
observe service settings and receive feedback from clients and other observers which would help
them to form a view about the culture of care.

Vulnerability relating to institutional care was framed by participants in terms of under resourcing,
institutional care practices and cultures of care, as well as the outcomes of these on an adult’s
conduct recognising the perpetuating effects of institutionalised practices on vulnerability to further
exploitation. Attention was also given to the unintended consequences of institutional care which
intensified individual vulnerability through the increased exposure to the company of others whose
ability to manage their own behaviour may be compromised in some way, and social isolation. From
the focus group discussions the following commentary by social workers illustrates the construction
of this theme:-

Social Worker 29
“Vulnerability can be institutional, the institutions provided all of the care and there’s very
little contact with the outside, and people are very vulnerable, yeah culture”.
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Social Worker 11
“… and environment, especially with people with challenging behaviour, we put everyone with
challenging behaviour in the same environment and then the abuse is perpetrated you know
through [exposure to others who can’t self-regulate and present a risk of harm]”.

In interview Social Worker 37 spoke about this in greater depth as a selection of quotes from this
interview elucidate.

Social Worker 37
“Yeah, so thinking about service user on service user incidents in places such as dementia units
and C House [C House is a facility for people with learning disability and challenging
behaviours], people haven’t got insight into what they’re doing and the consequences of what
they’re doing, not able to weigh that up, people get very agitated with each other and that
results in escalation of challenging behaviour and that, you know, they sometimes hit each
other unfortunately, erm , and some of the triggers may be they can’t cope with lots of noise
around them and a crowded environment……

And also because, the other thing is staffing levels, you know, staffing levels are quite low, and
it’s training of the staff as well, how to deal and recognise the triggers sometimes……

And is there a culture in those staff as well…. there’s a culture that develops and other
members of staff don’t feel that they can actually challenge these staff who have been there,
new manager went in and found it al.”.

All of the above serves to demonstrate a thorough grasp of the mechanisms at work in institutional
settings which make people vulnerable to abuse. Whilst this theme predominantly featured in the
discourse of social workers, the toxic nature of institutional settings was not unnoticed by police
officers who reported and were observed to look for clues of vulnerability in the histories of
incidents related to such settings.

The attention paid to the notion of institutionalisation and its impact on vulnerability should be no
surprise if professionals have a good understanding of the nature of abuse and vulnerability. The
issues of power and powerlessness in these settings has been rehearsed in the discourse on the
relationship between exclusion, marginalisation, discipline and punishment by authors such as
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Goffman (1961) and Foucault (1997), and with further critiques from the analysis of NHS enquiries
(Martin 1984) all of which pre-date the implementation of formal safeguarding policies in the UK.

6.2.5. Poor Quality Care Service Provision

A similar theme was poor care service provision as this encapsulated signs of vulnerability where an
adult was in need of care and support but not necessarily receiving it in a formal care setting.
Participants drew attention to poor service planning (particularly in relation to hospital discharge),
poor quality provision, gaps in service and lack of choice and control. These might appear obvious
factors to increase vulnerability to abuse, but professionals in this study showed an understanding
beyond the obvious. In their conceptualisation of vulnerability due to poor care provision they drew
attention to the heightened vulnerability of adults receiving private care (self-funders). They
suggested that the absence of State scrutiny signalled less resilience in comparison to others
receiving services commissioned by a public body where external oversight of quality would exist.

In their thinking about vulnerability professionals simultaneously considered both the presence and
absence of protective factors or indications of resilience which is a complex cognitive task. It is much
easier to conceive of something through its positive presence rather than through an absence.
These professionals were thinking about vulnerability not only in terms of features that were
present but also features that were absent.

6.3. Conduct or Condition of Others

McCreadie et al (2008) attempted to explain the discordant views of practitioners about what
constitutes a vulnerable adult in relation to ambiguities inherent in the policy definitions. The
difference of views were evident and distinct in locating the locus of vulnerability in either the
person or their situation/circumstance. As mentioned previously, Brown et al (1999) proposed that
some of this definitional confusion could be countenanced if definitions attended to the origins of
and vulnerability to abuse in the individual’s environment or the perpetrator’s behaviour rather than
their individual impairment.

The findings of the present study are that professionals are attending to signs of vulnerability
associated with the conduct of others in the way they think about vulnerability to abuse. This was
particularly true of police officers but also noticed in social workers. Their conceptualisation was not
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constrained to the behavior of others but included the ‘condition’ of the PAR. In this way they
attended to signs which included aggression, alcohol dependency, drug misuse, a lack of selfregulatory behaviour (no insight or poor impulse control), carer stress, carer lack of knowledge,
carer with own health problems and the PAR’s history of abuse to others. Characteristics of Conduct
in the other which were identified as signifying vulnerability for the AAR included, controlling or
coercive behaviour, misuses of power/professional boundary breach, unsafe care practices, poor
leadership, manipulating information, failure to report abuse/safeguarding concerns, failure to
deliver care, creating dependency and professional disregard due to disbelief. While this is not an
exhaustive list of behaviour that could impact on another person and make them vulnerable, the
data indicated that these were common or likely scenarios witnessed by participants.

Police officers were more likely to identify vulnerability in the controlling or coercive behaviour of
others and spoke of the AAR as being ‘targeted’.

Police Officer 1 expressed it like this:-

“…. they were vulnerable in the community because I think they were targeted by individuals
within their catchment area … they’re targeted because they could see, you know, the houses
the ramps, they can tell these characteristics from the house, you can tell that a disabled
person or a person that isn’t as mobile”.

This view was supported by a colleague who recognised that environmental signs might identify an
adult as an easy target for those with an intention to exploit.

Police Officer 3 commented:“Sometimes the places that people are living as well, sometimes people with a learning
disability living on a Council estate and local youths targeting them because they are seen as
vulnerable because they are open to manipulation”.

Social workers, by comparison, tended to focus their attention on abuses of trust within a
relationship and ill-equipped care providers as the following quotes reveal.
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Social Worker 36 stated in interview:-

“Still getting quite a lot of those ‘cos there is that reliance on that person or co-dependency,
you know, they put all of their trust, they may be family members and yet they are vulnerable
from those people because they don’t behave appropriately towards them”.

Social Worker 37 offered this insight:-

“Inadequate staffing and poorly trained staff increase the cared for adult’s vulnerability as [the
carer is] unable to meet the need appropriately ... and otherwise good and skilled carers not
resourced to carry out their task”.

6.4. Dynamic Concept of Vulnerability which considers the Interaction between Signs Identified
from a Person’s Condition (Innate Signs) or from their Position (Situational Signs)

The evidence so far confirms that a simple binary model of vulnerability which locates the signs
within either the person or their situation fails to capture the dynamic operation of the evaluation of
vulnerability which not only took account of account signs that relate to the conduct or condition of
the PAR but also commented on the links between the nature of the relationship and the context of
contact between the AAR and the PAR.

In an interview one social worker summarised this:-

Social Worker 37
“I think most frequently are the, it’s a combination of the environment that they’re in and the
relationship between the alleged perpetrator and the victim”.

The interaction of signs of vulnerability, both personal and situational, has been a recurrent way of
discussing vulnerability amongst these professionals. However, ‘interactive’ effects in the causation
and maintenance of vulnerability were also understood in terms of the relationship between past
and present events. During a direct observation session in November 2014, Social Worker 35
reported that she believed an individual to be vulnerable, both because of his history of abuse and
because he was currently living in his car. According to this participant, these social circumstances
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made her client more vulnerable than he otherwise would have been. In the following field notes,
made during the direct observation session, the social worker makes this observation:-

“Social Worker 35 reporting on referral received for a 55 year old male amputee and multiple
health problems, wheel chair user. Adult reports having depression. States he has been
mentally abused and physically abused by his wife. Slapped and pushed back in his wheelchair
and gets ‘put down every day. States he is living in his car”.

Whilst other commentators have suggested that the operation of a social model of abuse is
compromised by the difficulties arising from confused understanding and definitions of abuse and
vulnerability, the findings of this study indicate that professionals give much thought to how a
person’s social circumstances might influence their vulnerability, including issues of disadvantage
and discrimination that are structural in nature. In this study professionals discussed signs of
vulnerability in a person’s social circumstances in terms of living conditions (including living with
family carers), access to support, social status, economic status and housing circumstances
(availability and location).

The present study did not overtly explore the individual professionals’ rationale in the way they
constructed their view of vulnerability so it is not clear what models informed their thinking and if
this was a function of conscious or unconscious competence. Nonetheless, the signs to which
professionals give attention are indicative of their operation of a social model of abuse in their
conceptualisation.

For respondents in this present study the concepts of risk and vulnerability were often considered
simultaneously and were sometimes conflated in their thinking. They were sometimes understood
as opposite ends of a continuum. Brearley (1982) points out that vulnerability is a risk related
concept and assigns its similarity in usage to the terms hazard and danger. However, he highlights
that in common usage there is a slight distinction as ‘vulnerability’ refers to someone who is
susceptible to loss: hence loss is a possibility, whereas ‘being in danger’ refers to the likelihood of
danger; hence loss is a probability. The inter-changeable use of the terminology and overlap in
concept is not surprising when the language of risk is explored.
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Rightland et al (2003) commented that researchers often focus on clusters of characteristics of risk
or categories to make this manageable conceptually. They identified clusters delineating a typology
of risk factors that included:-

•

Historical or Developmental factors.

•

Dispositional or Personal factors.

•

Symptom(presenting issues) factors.

•

Contextual or Situational factors.

The clusters of characteristics of vulnerability emergent in this study evidence strong parallels with
Rightland’s typology of risk factors. The typology of vulnerability is outlined in the figure below.

Figure 1. Tri-Partite Interactive Conceptual Model of Vulnerability

Conduct
of other

Context

Character

This tri-partite interactive conceptual model of vulnerability was observed to be operating
irrespective of the bias towards individual characteristics evident in definitions used in law and
policy.

6.5. Summary

This chapter has explored the signs of vulnerability that professionals identify in thinking about
vulnerability as it arises from a person’s situation rather than their personhood. It adds to the
previous chapter in confirming the breadth of indicators attended to by professionals in forming a
182 | P a g e

view about an adult’s vulnerability to abuse. The themes identified in relation to context bore some
similarities to some of the contextual features of the circumstances of persons reported in SCRs,
particularly in relation to setting. It is argued that professional understanding of vulnerability as
indicated in the person’s circumstances is well understood and attended to by professionals who
gave a detailed rich description of situational indicators of vulnerability.

Dominant definitions of a vulnerable adult in law and policy in England & Wales focus on
vulnerability in terms of individual characteristics. If professional conceptualisation is governed
purely by such definitions it might be argued that their concept is limited by these definitions with a
subsequent focus on signs located in the individual rather than their situation. In this case, the
message from SCR summary reports that vulnerability is poorly understood might be explained by a
failure to consider situational signs of vulnerability in favour of individual signs. Professionals in this
study reported many and various signs of vulnerability indicated to them from the person’s
circumstances.

As was the case with characteristics identified relating to the individual, professionals demonstrated
that their understanding was more complex than sign identification.

In their thinking they

frequently articulated the interactive effects of these signs of vulnerability. Further cognitive
complexity was evident in their search for and identification of vulnerability through the positive
presence of some features and the absence of others.

Vulnerability was also construed in terms of cause and effect in relation to abuse and features of a
person’s situation were discussed this way. For example, isolation was discussed as a factor in both
the causation of vulnerability and as a consequence. It was also thought about in terms of impact in
as much as ‘loneliness’ and social isolation in the context of care need might create the circumstance
where the person’s care provider becomes viewed by them as a ’friend’. This creates the risk of
‘professional boundary breaches’ leading to abuse in the relationship whether by accident or intent.
Differences between the professional groups were less marked in relation to situational signs of
vulnerability, except in relation to signs within the conduct of the PAR. Police officers were more
likely to identify signs of vulnerability for the adult victim in the coercive and controlling behaviours
of the PAR whereas social workers tended to see these signs in terms of abuses of trust or illequipped care givers.
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Both professional groups identified signs of vulnerability indicated in the person, their circumstances
and the conduct of the abuser. Both used a dynamic approach which considered the interactive
effects of these various signs in evaluating the person’s vulnerability. However, there were
differences between them in the focus on these signs. In the next chapter I will explore professional
differences further in terms of professional focus on either victim or offender.
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Chapter 7
Cues and Clues to Vulnerability – Part 3
7.1. Introduction

This chapter presents part 3 of a thematic analysis of the ‘cues and clues’ to vulnerability in Adults At
Risk of Abuse (AAR) discussed by professionals, and observed in their practice as informing their
conceptualisation of vulnerability. It adds to the argument that professionals demonstrate a complex
and competent understanding of vulnerability identifying the iterative and blended approach to
combining signs when evaluating vulnerability. The data revealed that despite their assertions
otherwise, the professional groups did have a broadly shared view of vulnerability. During focus
group discussions participants often reported that other professionals had a different view of
vulnerability from themselves, but they often showed a number of commonalities in the signs of
vulnerability they identified. However, some differences between the professional groups were
identified which suggest a distinct focus on either the victim or offender in their search for those
signs.

It is argued that the victim/offender focus can be explained in terms of role differentiation between
police officers and social workers which are aligned with the detective and protective components of
safeguarding activity. There were also observed differences of approach relating to the context in
which evaluations took place in terms of duty work versus ongoing case work. Theories of decision
making models, outlined in the literature review, and the operation of heuristics are explored for
interpretative value. However, the differences may be explained entirely in terms of professional
identity. Consequently, this chapter acts as a bridge to the next which discusses what else is
operating in the professionals’ decision making for responding to identified signs of vulnerability to
abuse.

The chapter starts by elucidating professionals’ approaches to building a picture of a person’s
vulnerability and the dominant concepts informing this in combination with one another, suggesting
some signs of vulnerability feature more frequently in their thinking. It goes on to outline the
differences between the professional groups in their focus for sourcing the signs and seeks to
explain this in terms of professional identity and role differentiation.

185 | P a g e

7.2. Combining the Signs of Vulnerability – “I’m Reluctant to Attribute just one…”

The title above draws on a quote from a social worker who when asked in interview what were the
most significant signs amongst all that she had articulated. Her response typified that of almost all
participants who described their concept of vulnerability as an evolving process, a process rather
than an event. They spoke of collecting the cues over varying periods of time. In the words of two
social workers during focus group discussions:-

Social Worker 10…
“… you don’t always actually get told all the information, that’s kind of part of your learning
and dealing [with the person] you unearth new bits of information.”

Social Worker 4
“… quite often you go into a situation, perhaps when you just go in and you walk in the door
and the first few words are spoken, you’re listening, you’re looking, you’re smelling, you’re just,
your senses are on overdrive … you then try to build a picture, what is it, what is it that’s wrong
because there’s something very wrong..”

This social worker exemplifies what Ferguson (2016) has described as the ‘deeply embodied practice’
(p. 67) of social work during family home visits where all the senses come into play in seeking to
understand the worlds of those who occupy these spaces.

Interview participants also described more than one sign of vulnerability, and often combined those
signs of vulnerability in ways that mirrored their colleagues of the same profession revealing
patterns in the combinations.

The most frequently listed signs of vulnerability across both professional groups were dependency
and mental capacity. Police officers were most likely to list dependency, mental capacity or age as
signs of vulnerability. Only social workers indicated that illness, disability or poor social skills were
signs of vulnerability. The professional groups did show differences in the number of signs they used
in combinations. Police officers listed between one and three signs of vulnerability, while social
workers listed one to six signs of vulnerability. Social workers more frequently combined the
following signs of vulnerability – dependency, mental incapacity, isolation and illness. An example of
the types of combinations from the analysis of interview transcripts is available at Appendix 14.
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It is not surprising that professionals adopted this approach of piecing together various signs of
vulnerability to build their overall picture of the person at risk of abuse. It is interesting to note that
whilst there were some shared understanding of vulnerability across the professional groups there
were also some notable differences between the professional groups in what I have termed victim
or offender focus. It was found that police officers tended to focus on the offender, which might
explain the smaller number of signs discussed by them in relation to the adult at risk. In particular,
the police focus on the mental capacity of the victim or offender was a key determinant for them, as
discussed in earlier chapters.

Both professional groups attend to situational signs and, as such, vulnerability is constructed in
terms of both the condition (innate) and position (situation). Differences between the professional
groups showed in the ways they combined the categories. The dominant combination amongst
social workers was a combination of Condition - (Innate signs located in the Character &
Competence of the Adult) + the Position they find themselves in (Situational signs identified in the
Context of contact with the abuser). In contrast the dominant combination amongst police officers
was Position – (Situational signs identified in the Conduct of the abuser) + Position (Situational
signs identified in the Context of the abusers contact with the adult at risk).

In this analysis of the interview data (tabulated in Appendix 14) it is difficult to ignore that signs of
vulnerability such as ‘lack of agency’ or ‘conduct of others’ do not appear in these combinations.
These have been reported elsewhere in the data as being of particular importance in informing the
conceptualisation of professionals. This might be explained by the small number of persons involved
in the interviews in comparison to the larger number of persons and data used to form the ‘signs of
vulnerability’ themes.

Earlier in this chapter I argued that professionals have demonstrated a conceptualisation of
vulnerability that is rich in description, highly differentiated and operates on an interactive and
additive approach to build a bigger picture. Despite this, their concept of vulnerability illustrates
what Spiers (2000) described as an etic rather than emic approach.

Etic approaches view

vulnerability as susceptibility to harm, something which may be externally evaluated and quantified
in some way. The emic approach relates to the state of being threatened, requiring a more
qualitative evaluation usually judged by the internal appreciation of the person and their situation.
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Further detail of these approaches can be found in the Literature review. Emic approaches were not
so evident in this study.

However, one social worker demonstrated insight into this apparent absence of attention to the
lived experience of the AAR. In response to a question in interview of what signs of vulnerability she
thought were given less attention her response was:-

Social Worker 34
“I think we are obsessed as a department with the physical side and we don’t give any sense of
people’s ability to cope with what their situation is, you know, it is about it is never about how
they feel about the situation”.

This social worker reports being constrained by the organisation to thinking about vulnerability in
etic terms despite being alive to adopting an emic approach. The absence of an emic approach lends
supports to the historical critique of safeguarding procedures that drove the sector-led Making
Safeguarding Personal (MSP) initiative. In response to peer challenges and the review of ‘No Secrets’
in 2009, two prominent themes emerged, of which one was that people (recipients of safeguarding
enquiry activity and interventions) felt that they were propelled through a process over which they
had little control and the other was data that the ‘system’ collected focused on outputs rather than
outcomes. It would appear that practitioners and service users share dissatisfaction with the
dominant etic approach to thinking about vulnerability. The MSP initiative arose from a new desire
to take a more person-centred approach to safeguarding adults from abuse, one that seeks to
understand their views and desired outcomes to determine interventions tailored to the individual
and their strengths. SCIE (2014) recommend that Safeguarding Adults Boards have a role to play in
considering how to embed MSP.

However, there is still a long way to go in embedding an emic approach in safeguarding adults
practice as evident in early reports on performance of Councils engaged with the MSP initiative.
ADASS (2015) identified their standards of current and desired practice. Most described themselves
as being at a Bronze level, which included working with people as soon as concerns are raised about
them to identify the outcomes they wanted. This principle, whilst laudable, fails to consider whether
any prior decision has been taken to exclude an adult from safeguarding based on an etic approach.
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Principles of MSP could support an emic approach to evaluating vulnerability but it remains to be
seen to what extent this operates amongst professionals as part of the referral decision. It should be
noted that the data gathering period for this study largely relates to the period 2013 - 2015 and it is
unlikely that the principles of MSP would have been embedded in practice at this time.
Consequently, the outcomes of this study may not be a reliable indicator of current practice.

This is important because it helps us to understand how a social model of vulnerability might
struggle to prevail where the focus of the concept of vulnerability is individual rather than situational
causation. The person centred and outcome focused approaches promoted by the MSP initiative
should make it possible to adopt an emic approach, which takes account of the adult’s lived
experience. However, the current pressures on public resources and a legal mandate, which is
predicated on criteria that do not explicitly encourage this approach, may conspire against
professional practice which seeks to apply a socially constructed conceptual model.

It has been argued that the data supports the view that in their conceptualisation professionals see
vulnerability as a complex, context bound and contingent phenomenon. The next section of this
chapter explores what else influences professionals’ responses to signs of vulnerability.

7.3. Professional Differences in their Victim or Offender Focus for Signs of Vulnerability

Whilst the professional groups shared commonalities in their conceptualisation of vulnerability there
was one theme to emerge from the data which distinguished the two groups and that was their
respective focus in attending to the signs. It is argued that the victim/offender focus could be
explained simplistically in terms of the role differentiation of police and social workers between the
detective and protective elements of safeguarding activity. However, this focus cannot be explained
entirely in terms of professional identity.

7.3.1. Offender Focus

The data triangulated across all four sources indicated that police officers were more likely to focus
on the offender rather than the victim in identifying signs of vulnerability to abuse. Whilst this was
particularly noticeable amongst police officers, the attribution of indicators of vulnerability in the
conduct or condition of others was also observed amongst social workers. During interviews both
police officers and social workers described how they attended to the conduct or condition of the

189 | P a g e

alleged offender/abuser in considering whether safeguarding responses were required.

Direct

observation and written records revealed that the abuser was often discussed in combination with
the status of the adults at risk as either a patient or client. An assessment of the abuser was
factored into an individual’s vulnerability.

This offender focus amongst police officers was not an indication of their lack of concern for the
victim (as often they would try and direct the adult to an appropriate service), but rather related to
their reported primary purposes of their job role. Police officers indicated that they relied on
specialised services to assist individuals experiencing situational vulnerability. When asked about
how they handle situations of abuse, police indicated that the first steps they took were often to
investigate the situation and individuals surrounding the abuse. If an elder was being abused, for
example, police indicated that their first step would be to investigate the care home. Police Officer 4
indicated this by saying:-

“If we look at abuse in sort of a care setting for example, we would have to look at the care
home, other reports of that care home, also looking at the individual’s history as well. In terms
of they themselves, [if they] suffered abuse previously they could be abusers. … they have been
in they have been abused that would suggest some vulnerability so yeah, certainly their
history, or as I said, the history of the care home. Individual previous history of abuse and
residency in care setting with previous history if abuse or poor care”.

This quote indicates that part of determining vulnerability to abuse for this police officer was to
investigate past reports filed on behalf of the abused or to investigate past actions of the abuser. In
this way, the police officer is determining vulnerability, but in a way that is focused on criminal
actions and history. These police officers also investigated the context of the abuse, i.e. the setting in
which it occurred, considering whether there was a history of abuse in the setting as well as any
history of the individual being abused and whether this had also occurred in a similar setting.

Similar statements to the one above were made by other police officers, demonstrating a pattern of
behavior that separated police officers from other types of service professionals. One police officer
indicated that he too would approach a situation of potential abuse through the criminal history of
those involved. Police Officer 4 indicated that:-
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“I always check the carers. Say for example, allegation of theft against a carer, who goes into a
house before just run it though our system to see if we have any trace, because we are very
quick to write things off too. This old dear has just lost it, actually it doesn’t mean it hasn’t
been stolen it just means they can’t remember it, but at some point we have to think what
evidence have we got but if this person has got previous for it…..”

This response was unique to police officers where the intelligence gathering related to the conduct
of the offender or PAR. Police officers have access to information systems that permit the storage of
information about offenders as befits their detective functions. Information systems used by other
agencies do not have such facilities or authorities, as such storage would not be compliant with their
obligations under the Data Protection Act 1999.

However, the approach was not unique in relation to the settings of abuse and social workers
similarly attended to background information about past or current histories of abuse and
evaluations of standards of care when assessing the AAR vulnerability in that setting. Field notes
from direct observations recorded the views of Social Worker 34 as follows:-

“[Person’s] Vulnerability [is because this is a] secure hospital setting for people with mental
disorder under detention of the Mental Health Act. It is the environment that makes them
vulnerable and their own behaviours because they are unable to manage their own behaviour
due to learning disability or mental illness, staff need to protect, and we know that this setting
fails to protect people adequately”

7.3.1.a. Vulnerable Offenders and the Risk to Others

Social work focus on care settings was especially true when presented with cases of service user on
service user abuse. The quote below illustrates how this social worker sought to interpret the
context of care in examining the causation of harm and vulnerability to further exploitation in a care
setting. She describes how multiple persons lacking insight into their own behaviour living together
creates vulnerability to abuse due to their misunderstanding of each other’s behaviour and
responses, which lead to escalating increasingly challenging behaviour. Additionally, the physical
environment contains other stressors that trigger harmful behaviours towards others. This close
proximity of multiple persons unable to manage their own behaviours promotes an environment of
heightened irritability and poor impulse control creating the perfect storm for abuse to prosper:-
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Social Worker 37
“Yeah, so thinking about service user on service user incidents in places such as dementia units,
people haven’t got insight into what they’re doing and the consequences of what they’re
doing, not able to weigh that up, people get very agitated with each other and that results in
escalation of challenging behaviour and … they sometimes hit each other unfortunately, …”

Police officers in this study also demonstrated a propensity to assess the vulnerability of the
offender. This represents a shift in focus relating to the offender from someone whose conduct
made others vulnerable to abuse to someone whose personal characteristics made them vulnerable
themselves. However, the police officers’ thoughts were still governed by crime detection. In their
assessment of the offender as ‘vulnerable’ they focused on the mental incapacity of the offender
which was crucial in deciding to progress further police enquiries/actions or not. As the quote below
illustrates, if the victim lacks mental capacity but the offender has mental capacity to understand
and co-operate with the criminal justice system then police action may progress for the purposes of
crime detection. The favoring of crime detection over adult protection is a distinguishing feature
between the professional groups and will be explored further in this chapter in relation to job
role/definition and organisational priorities as sources of influence on conceptualisation of
vulnerability. There were very few occasions when other agencies indicated that they assessed the
offender’s vulnerability and where this did occur it was largely in relation to persons in the role of
unpaid carer.

Police Officer 5 indicated the importance of assessing offenders as well by saying:-

“It has to be the capacity thing that t I keep coming back to. But to be honest, police wise, that
is our starting point to protect … However, if one doesn’t have capacity then that changes our
view on it, if they don’t both have capacity again it changes our decision so if the victim doesn’t
have capacity but the offender has capacity we’ll look to prosecute the offender because they
know what they’re doing but if it’s the other way round we won’t … and if neither of them have
got capacity then it’s not in the public interest”.

Police Officer 3 supported the view that mental capacity was a key determinant for police
involvement. He stated:-
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… in criminal, mental capacity is erm, is the big one ‘cos then it opens up offences that
we can, that we don’t have with people who have capacity. So that’s the big one
reason for us ‘cos you can actually get some positive action”.

Police Officer 4 offered an explanation which also lent support to the idea that the police focus on
the offender and the mental capacity of the persons involved was related to their justification for
their involvement in the case. This participant relayed the role of the police as being set apart from
support for which he suggested there were other specialised services to intervene. According to this
participant, police were offender focused because their primary role was to process and investigate
the offender. In this way the needs of the victim appeared secondary in their thinking. This
participant stated that:-

“If this a criminal matter … the vulnerability of the victim doesn’t impact on that because it is
either a crime or it is not. It doesn’t matter whether that person has got vulnerabilities or not,
they are a victim but is [primarily] whether they are a victim of crime … so that is probably why
we focus more initially on the offender because that’s how we can get involved because we are
not a support agency”.

As stated earlier in this chapter, it was not that police officers lacked concern for the vulnerable
adult but simply that they didn’t see that they had a role to play. Police Officer 1 supported Police
Officer 4’s statement that police interaction with vulnerable individuals was limited to a strict
adherence to the limitations of their job. This participant indicated that, while a police officer may
want to advocate further on the behalf of a vulnerable individual, they sometimes can’t do more
than initially detain and question that alleged abuser. Police Officer 1 indicated this by saying:-

“And I think that links in with what you said ... earlier about the case conferences where there’s
no prosecution because the amount of times we get told … you don’t need to go to that case
conference because you’ve done your bit and you’re not taking it any further, the police
involvement is finished … we don’t go to that case conference because as police officers what
do we get out of that?”

The observation of an offender focus amongst police officers observed and self-reported in the data
was supported by the reflections of other professionals who confirmed experiencing this approach in
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their contact with the police. There was an acknowledgement that this difference might be driven
by job role and topic knowledge/expertise.

Social Worker 36 indicated that:-

“I think it’s about their approaches, variations have come about because of the discipline they
are in. So a police officer is looking for a crime, has a crime been committed … maybe that’s too
simplistic”.

Social Worker 34 agreed with Social Worker 36, in that she believed police officers often had a view
that was based on their job role, which is to assess and prevent crime and enforce the law, which by
nature focuses on the offender.

Social Worker 34 said that:-

“I think that we all come at it from our own perspective. Police, I am not sure that I really
understand totally. They are looking at it purely from a sort of has a crime been committed,
can we get a case to court. And I kind of understand that because that is their area of
expertise”.

The influence of job role relation to offender focus in both recognition and response to vulnerability
will be considered further in Chapter 8.

7.3.2. Victim Focus

While police officers tended to have an offender focused approach to assessing vulnerability, social
workers tended to take a victim focused approach. This observed difference in emphasis was
demonstrated across all four data sources. When describing individuals as vulnerable to abuse,
social workers tended to primarily focus on the individual being assessed, rather than on a potential
offender. The exceptions were where the offender was also considered to be a ‘vulnerable adult’.

I have argued that the difference in focus may be a function of professional orientation. Police
officers looked for ways in which vulnerability could influence and be influenced by criminal
behavior and wider public safety. Social workers, on the other hand, approached vulnerability from
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a protective stance. Social workers expressed a priority for protecting an individual rather than
seeking justice for a crime. Social Worker 34 indicated how she, as a social worker, assessed and
addressed vulnerability, attending to both individual and situational signs of vulnerability, saying:-

“I would be interested in sort of the nature of [the adult’s] physical health, their mental health,
their situation in terms, are they experiencing some sort of crisis, …. As well as mental health, I
am probably looking at that. Probably any learning difficulties, any condition identifying,
medical condition that would kind of trigger they may have areas that they would need
support”.

Another social worker echoed this sentiment.

They indicated that they would examine the

individual they were assessing for evidence of that person’s vulnerability. This participant indicated
that they would examine that person’s physical and mental state for signs of vulnerability and would
make a decision based on how that person was coping with the situation they were in.

Social Worker 35 stated that:-

“The first thing [I would look at] ... it relates to somebody not being able to protect themselves
from something that’s happening outside of themselves perhaps. So, for example, somebody
has experienced some [trauma] but has not been able to protect themselves in any way from
this happening. Perhaps they are an older person who’s dependent on another to provide that
care and attention. Perhaps there is an illness which has rendered somebody unable to protect
themselves or made them less able to access the help and support they need themselves
independently … therefore, they are unable to pull together the resources that they need within
themselves”.

Another participant indicated that, like police officers, he would look at the victim’s surroundings to
help assess vulnerability. However, rather than looking for offenders, as the police indicated, this
participant looked at the situation as it related to the victim. While the participant was examining
the victim’s surroundings, the attention was still primarily placed on the individual rather than on
outside forces.
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Social Worker 34 indicated that:-

“[I would look at] their ability to kind of function in society, whether they are at risk of others
and easy targets if they live in, say, a supportive living environment then there would be a bit
of a network around them but if they go to some dodgy area of town or something like that …
Linking that with their network as well because if they are probably living there they probably
haven’t got a good social network either of family and friends”.

The difference of approach was acknowledged by Police Officer 4 who, whilst reporting some
commonalities, also suggested a degree of confusion and ultimately cited his deference to social
care personnel as the persons with the expertise in identifying vulnerability.

This participant stated:-

“Like I said, there seems to be a lot of confusion between vulnerability in terms of adult services
and vulnerability to mental health …. I think we all pretty much sit on the same side of the
fence to say what is and what’s not. Clearly the experts in the field are adult social services I
think so that is why it is good that they are here because we will defer to their knowledge
ultimately”.

The predominance of victim focus by social workers might be explained in terms of the protective
bias of social workers over the detective one. Social workers have operated social welfare decision
making in the best interests of incapacitated adults since the implementation of the Mental Capacity
Act (2005) in 2007 and are increasingly familiar with using this legislation to support interventions in
the welfare interest of the adult. It is much more common territory for them than their colleagues
in the police.

Despite the difference in focus on offender and victim characteristics both

professional groups demonstrated an ability to identify signs of vulnerability across multiple
domains. Lipsky’s (1980) work on street level bureaucracy offers a possible explanatory model for
this variation in focus across the professional groups.

7.4. Commentary/Conclusion

Lipsky (1980) applied the term street level bureaucrat (SLB) to frontline workers in the public service
sector. This term encompassed many frontline workers but it is evident that the roles of police
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officers and social workers, like those in the present study, were central to the development of this
paradigm. Lipsky (1980) argued that frontline workers were not merely implementers of policy but
creators of policy in their actions as they seek to navigate the context and constraints of their work
environments. He identified five characteristics of the structure of work noteworthy for
understanding the influence street level bureaucrats hold 1. who they are and their status in an
organisation (frontline workers); 2. with whom they interact (clients and citizens); 3. the inherent
discretion they wield; 4. the autonomy they necessarily have; and 5. the policymaking power they
derive from their position, discretion, and relative autonomy. Participants in this study were able to
act with relative autonomy in making decisions about which persons they would process under the
safeguarding procedures. In giving consideration to the policy definitions and criteria for response
they exercised discretion over whom to include and exclude. Whilst they evidenced an emic concept
of vulnerability for persons at risk of abuse, which encompassed individual and situational signs of
vulnerability, they spoke of constraining their responses to an etic approach as guided by definitions
of a vulnerable adult in law and policy. There were other factors which influenced their responses
which showed how the linear relationship anticipated by safeguarding policy directives was being
over written in frontline decision making. Practitioner reference to their own service eligibility
criteria was one way in which they were able to restrict their versions of vulnerability and to exclude
situational signs of vulnerability from their concept, thus limiting the scope of persons to whom they
would give a safeguarding response. As one practitioner appositely put it:-

”Situational stuff goes out of the window if they don’t meet the eligibility criteria”.

Working in the context of limited resources SLBs often have to decide how to devote and distribute
their time, exercising discretion over whom to simply process and whom to employ more timeconsuming skill with. For both professions there is some autonomy to operate situational rather
than categorical compliance with work rules and procedures. However, in times of limited resource
a tendency towards categorical compliance may prevail which could help our understanding of this
role-boundaried differentiation of focus. In the present study the exercise of discretion by
professionals in relation to their observance of organisational priorities was evident in the detective
and protective focus which differentiated the professional groups. Participants spoke in terms of job
role and priorities in deciding to engage with a ‘vulnerable adult’ as part of the safeguarding
procedures. The police, in particular, paid an overriding attention to crime detection and identified
the protective needs of adults as the responsibility of other ‘support’ agencies.
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This chapter has reported on the similarities and differences between professional groups in
evaluating vulnerability. Police officers and social workers both evidenced an approach to assessing
vulnerability that looked to build a picture of the person’s vulnerability by attending to and
combining signs of vulnerability identifiable in both the person and their situation. This interactive
way of conceiving of vulnerability is further evidence of the complex understanding of vulnerability
in these professional groups. This approach to evaluating vulnerability, derived from the collation of
multiple indicators, is not necessarily surprising but what was of interest were the differences
between the two professional groups that emerged in the focus they took in searching for those
signs.

Police officers evidenced a marked focus on the conduct of the person alleged to be responsible as
part of the situational signs they attended to. This approach was not exclusive to police officers as
social workers also looked for signs in the conduct or condition of the PAR but their primary focus
was on signs of vulnerability in the victim themselves.

The differences between the professional groups identified have been explored in terms of
professional orientation. This approximates to a police focus on detection and a social work focus
on protection but this is too simplistic an interpretation and demands further examination. The next
chapter examines some of the things professionals have reported as influences over their response
to vulnerability rather than their recognition of it in AAR. Chapter 8 will develop this theme,
exploring what was found regarding the influences which constrain the professional responses to
signs of an adult’s vulnerability to abuse.
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Chapter 8
Recognising Vulnerability is one thing, Responding well that’s a Different
Matter. Influences on Recognition and Response to Signs of Vulnerability
8.1. Introduction
This chapter explores the reported influences on the professional approaches and responses to their
conceptualisation of vulnerability in the Adult at Risk (AAR). Previous chapters have detailed what
informs their concept of vulnerability. This chapter reports on what professionals described about
‘how’ their concepts are constituted and what influences this. A thematic analysis identified two
major themes in the data relating to professional approaches and responses to the signs of
vulnerability. The themes are categorised as ‘occupational rules’ and ‘methods or mechanics of
enquiry’. It is argued that the differences observed between the professional groups reported in
Chapter 7 are tied to professional role and work environment rather than their professionals’
understanding of vulnerability to abuse. Lipsky’s (1980) theory of street level bureaucracy and ideas
about the exercise of discretion provides a conceptual framework for these interpretations. Decision
making theories offer insights into the governance of the rules based approaches observed.
Section 2 reports on the thematic analysis of the reported influences on professional responsiveness
to signs of vulnerability in adults at risk of abuse and the categorisation is developed. The themes of
these main categories are explored in the next sections of the chapter. Using Lipsky’s theory of
street level bureaucracy as a conceptual framework these influences are discussed in terms of the
operation of discretion in professional decision making.
Section 3 looks at the theme of occupational rules which influence response to vulnerability and
suggests that competing rules interfere with professional response to signs of vulnerability to abuse
in the adult population. It argues, like many others, that SCRs fail to take account of how the ‘rules’
are experienced in practice as a way of explaining the disconnect between professional
understanding of vulnerability and their response to it, suggesting that the recommendations for a
need to strengthen practitioner understanding of abuse and vulnerability are partially informed.
Section 4 looks at approaches or ways of identifying signs of vulnerability and explores how
professional differences impact on the way professionals approach their concept of vulnerability
which reflect a detective or protective focus. These constraints are reported as being related to job
role and employing the organisations objectives and priorities.
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8.2. Recognition of Vulnerability and Responses to it – The Former Cannot Presume the Latter
Recognition and response to signs of vulnerability showed individual variation amongst professionals
as expected, even amongst practitioners of the same professional group. However, patterns
emerged in the data indicating that social workers and police officers have distinct methods for
recognising and responding to vulnerability. The two themes that emerged were categorised into
‘occupational rules’, pertaining to characteristics such as job role, agency priorities and service
eligibility criteria or ‘Methodologies/Mechanics of approach’ pertaining to the ways information was
ascertained to inform the view of vulnerability. The influence of job role and agency priorities
informed their understanding of legitimate work. These influences were remarked upon by both
professional groups. There were also commonalities between the professional groups in the sorts of
limiting factors which related to job role and agency priority. These included service eligibility
criteria, lack of authority to act in the form of legal mandate, lack of resource and lack of expertise.
In respect of the methodologies of approach, both professional groups reported and were observed
to be engaged in information gathering. Differences between the two major professional groups
were noticeable in relation to the reported use of intuition in identifying signs of vulnerability. Social
workers were unique in their reported use of intuition.
Methodologies/Mechanics of approach broadly described two methods of soliciting information.
The first related to ‘how’ professionals gathered signs of vulnerability which included information
gathering from multiple sources and combining the signs and the operation of intuition.
Professionals talked about building a picture by gathering information from multiple sources,
drawing on tacit knowledge to fill gaps in their understanding or using tacit knowledge to overcome
time pressure to formulate a view of vulnerability. The second referred to the other influences on
‘how’ professionals attended to signs of vulnerability which included time restraints for decision
making, as well as experience and expertise. Unsurprisingly professionals reported key influences on
the concept of vulnerability to include personal and professional experience, and dominant
theoretical frameworks for understanding. Expertise was discussed in terms of available intelligence
about a person or service but also about personal competence derived from being either a specialist
safeguarding professional versus a generic practitioner in the respective professional discipline.
Occupational rules described a collection of themes pertaining to influences which had a regulatory
impact on both recognition and response to vulnerability but these were more frequently discussed
as influences on response to vulnerability rather than their conceptualisation of it. Themes here
included job role, service expectations and eligibility criteria, resource allocation and authority to
act. Participants reported that significant influences on their approach to vulnerability were a sense
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of authority and autonomy to act or intervene and consideration of whether there was a legitimate
role for them in responding to the identified vulnerability that was endorsed by their agency and
seen as a priority. In this respect frequent reference to service eligibility criteria was made to help
define the response to vulnerability accorded with their defined job role and their employers’
requirements of them. Their belief about whether or not their superior officers (police and social
work) would endorse their involvement as ‘legitimate’ work was a key factor in exercising discretion
over response to any signs of vulnerability they observed.
An ability and authority to respond at times interfered with recognition of vulnerability to abuse – in
other words ‘If I can’t do something about it then I can’t see it’.
8.3. Occupational Rules which Influence Professional Response to Vulnerability
“Situational stuff goes out the window if they don’t meet the criteria…..”
8.3.1. Job Role, Service Eligibility Criteria and Organisational Priorities
As Ash (2013) observed, serious case reviews (SCRs) and other inquiries rarely explore the work
environment and the impact of this on practice decision making. Often the focus is on whether the
practice was compliant with policy and provides little insight into how the ‘rules’ are experienced by
the frontline worker. As Lipsky (1980) asserted, understanding this is necessary if we are to
understand why policy is not always implemented as the policy makers intended.
A strong theme emerged in the data illuminating the perceived constraints on professional response
to vulnerability. These included job role, eligibility criteria, service expectations and resources
limitations. Whilst it is not surprising that these were reported as significant influences on
professionals there were some interesting similarities and differences between the professional
groups in terms of how these impacted on responses to adults vulnerable to abuse and the ways
they approached seeking and recognising signs of vulnerability.
The exercise of discretion was evident across all professional groups and served to support their
engagement or otherwise in safeguarding enquiries and actions. In doing so participants from both
professional groups indicated that they were limited in their safeguarding ability by service eligibility
criteria, a lack of legal mandate to act and lack of professional authority. Social workers tended to
refer to constraints specifically in terms of an adult’s eligibility for their service whereas police
officers tended to frame this in terms of the priorities of the agency they worked for and what was
perceived as legitimate work for the police to undertake. These factors bear no relation to the
working criteria for progressing safeguarding enquiries in relation to persons who have been
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identified as vulnerable and at risk of abuse. This meant that it was perfectly possible for the
professional to have and operate a very detailed, complex understanding of vulnerability but for
their responses to be governed by ‘other rules’ relating to beliefs about job role definition and
agency priorities. And so. commenced the ‘battle of the rules’. Unequivocal compliance with certain
occupational rules, which were seen as defining ‘legitimate work’, meant a loss to the exercise of
situational discretion in applying the ‘rules of safeguarding adults from abuse’ defined by policy and
law.
Social workers spoke in terms of ‘service eligibility criteria’ as defining what was considered as
‘legitimate’ work. For many of them the overwhelming driver in deciding to progress formal
safeguarding response was contingent upon ‘eligibility criteria’. This overrode any conceptualisation
of vulnerability to abuse that included situational factors in its formulation. Their construction of
vulnerability is strongly influenced by what they believe to be the key drivers of their job role and
work activity that is legitimised by the agency.
Police officers reported that the priority of their role was to serve and protect. They viewed their
role in terms of crime detection and prosecution and often stated that they had no role to play in
safeguarding an adult if a crime had not occurred as they weren’t a service agency. This
demonstrates that police officers locate their primary function in safeguarding in detection rather
than protection. Police construction or conceptualisation of vulnerability pivots on offence
identification (detection) hence their offender focus in attending to signs of vulnerability. The
primacy of agency objectives is summarised in the words of Police Officer 6:“Doesn’t it depend on what objectives your organisation’s for? …. we can all read off what a
definition is, that’s quite easy to do and go by it but our objectives for our organisation is to
protect and prevent individuals, protect victims, prevent people being harmed, serious harm,
those are all our objectives, ultimately that is what we’re there for erm, is to lock people up“
(Bold Italic – my emphasis)
In terms of eligibility criteria, Police Officer 4 indicated that he could only take safeguarding
measures if an action met the criminal threshold. Suspicious or risky situations, if not criminal, were
not situations in which a police officer would necessarily intervene. Police Officer 4 described this in
the following way:“You know if it meets the criminal threshold then absolutely it is, but we have to now be so
much more careful about how we use our limited resources”.
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This serves to illustrate how police officers limit their involvement in safeguarding adults from abuse
to detective rather than protective activities. What was also of interest was that in some cases
police officers had a broader approach to vulnerability than was captured by the definitions used to
operate safeguarding adults activity under the Care Act 2014 and this related directly to definitions
pertaining to victims of certain crimes. For example, Police Officer 10 indicated that police had
specific eligibility criteria as to who could be considered a vulnerable adult.
Police Officer 10 said that:“Well we in, in Police, in general policing terms we would class any victim of domestic abuse as
a vulnerable victim but that is not the same as a vulnerable adult so we have an additional,
they get an enhanced service if you are a vulnerable victim, which you could be if you are a
victim of hate crime, if you are a victim of DA but, … that is not the same as being a vulnerable
adult”.
This view of vulnerability was related to the construction of vulnerability in law under the Youth
Justice and Criminal Evidence Act 1999 which details the typology of victim entitled to enhanced
services. This definition/criteria is distinct from the definitions/criteria adopted to trigger a
safeguarding response and referral to Local Authority Social Care Services.
This is interesting because it illustrates the confusing landscape of the legal and policy context of this
work and how this gives rise to difference in recognition and response to signs of vulnerability in the
adult population. The detective focus of police involvement was reinforced by some police officers
who indicated that the best way they could ensure the vulnerable were safe was to make sure other
appropriate agencies were aware of it.
Police Officer 5 indicated that aside from it not being a police officer’s role to determine
vulnerability they were bound to follow procedure by stating that:“we all have to do in the same way”.
This police officer indicated that there was, at least to some extent, a procedure that limited what he
was able to do in any given situation. By referring the adults to the correct agency, this police officer
was directing the individual towards the care they needed whilst staying within the boundaries of his
expertise and jurisdiction, or legitimate work. Legitimate work of the police was seen as being
limited to the progress of criminal enquiries (detection). They did not identify a role for themselves
in the protection of the adult other than to signpost them to other services. Despite their ability to
identify and understand vulnerability there was a distinct view that this was not a policing priority
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and that, on the whole, they would be guided by social workers who they perceived to be the
experts in determining whether an adult was vulnerable or not.
During a direct observation one police officer demonstrated this during an interaction with a social
work colleague by commenting that, in terms of determining whether an adult was vulnerable or
not, he would accept the view of social services, stating:“… if you guys say he’s a vulnerable adult then he’s a vulnerable adult because you are the
experts in this”. (Police Officer 4)
This police officer’s feeling of a lack of expertise was reflected by other professionals in relation to
their ability to conceptualise vulnerability. However, the findings reported in Chapter 7 suggest that
professionals in this present study across both disciplines, including those who reported themselves
as less expert, have developed a body of knowledge and skill which they apply in a nuanced way.
They consider a number of inter-related signs and show an understanding of the meaning of these in
comprehending the adult’s vulnerability to abuse.
The lack of expertise in safeguarding adults discussed by police officers must not be confused with a
lack of understanding about the landscape of adult health and social services which has many
pathways. This contrasts with police officers’ experience of working with children’s service where
there is a single pathway for access to social care services. One participant indicated that he and his
colleagues were occasionally confused on the appropriate services to refer vulnerable individuals to.
He indicated that:“I think that is sometimes where it gets confusing for us is ... physical disability in adults who
are not elderly tend to go to adult services and then mental health conditions go to mental
health and that big problem we have here is that we don’t know which mental health centre to
use”.
Another participant agreed with the above assessment, adding that more training could be useful in
addressing the issue. While more training wouldn’t remove the job limitations placed on police
officers, this participant indicated that it would, perhaps, allow police officers to work more
efficiently with other agencies with increased understanding, especially in relation to determining an
adult’s mental capacity.
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Police Officer 1 indicated:“I think there probably needs to be more discussion about what capacity is and what it entails
and the varying degrees of capacity. That's something I think we are bad at and probably need
input ….”
This officer’s comment about training is interesting given the observed absence of this essential
understanding in the National Policing Curriculum on Protecting Vulnerable People. This is
particularly striking given the saliency of this sign of vulnerability in police understanding of
vulnerability and their decisions to become involved in safeguarding enquiries. Job role definitions
were also reported to be significant for social workers in defining work activity that is legitimised by
their employing agency. It is possible that social work conceptualisation of vulnerability pivots on
welfare intervention (protection) hence their victim focus in attending to signs of vulnerability.
Social workers reported that their service eligibility criteria placed constraints upon their responses
to adults they believed to be vulnerable to abuse. This approach was reported despite there being
no reference to ‘eligible’ needs for care and support in Section 42 Care Act 2014 (criteria to
determine the duty to make safeguarding enquiries for adults at risk of abuse). One social worker
stated…..
“… so the first thing we look at in the mental health team, is do they have eligible needs,
would they meet criteria for secondary mental health services. I’d imagine the learning
disability service will have its own criteria and the older people’s service will have its own
criteria still”. ( Social Worker 8)
The magnitude of this influence in overriding any attention to signs of vulnerability related to the
adult’s situation rather than their personhood was best illustrated by the same social worker who
stated……
“Situational stuff goes out the window if they don’t meet the criteria, lucky to get a decent
signposting, so I think if they don’t meet the criteria for service, ‘cos we’re not commissioned to
provide that service, adult protection [doesn’t progress]”.
The overriding influence of service eligibility criteria is significant in light of the Care Act 2014 criteria
for safeguarding enquiries. The Care Act 2014 removed the term ‘vulnerable adult’ but is still hinged
to an adult’s need for care and support. I would argue the criteria still encourage a focus on
individual rather than situational factors in the construction of being ‘At Risk’ of abuse. There is a
sense in which the response is governed by the worker’s belief that this is something his service ‘can
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do something about’ and, if not, then the default position is to search for other services to respond.
This was echoed in focus group discussions, particularly the two mental health groups where
workers talked very candidly about ‘making it another agency’s problem’ when faced with persons
they believed failed to meet their service eligibility criteria and, thereby, attract a safeguarding
intervention from themselves. In interview one social worker summarised this effect as follows:Social Worker 36
“Yes, I think sometimes if you haven’t got a response to something you tend not to want to
look at i.”
Eligibility criteria help to define the limits of legitimate work for social workers. The exercise of
discretion evident here is to give primacy to the adult’s eligibility for a service from them over
response to the adult’s vulnerability to abuse. Whilst social workers recognise an adult’s
vulnerability to abuse they sometimes felt their service was ill-equipped to respond. Despite the
demonstrated capability of professionals to conceptualise vulnerability in very rich and complex
ways, their adherence to criteria driven decision making in responding to vulnerability to abuse
means that abuse or risk of abuse acts as the first gatekeeper to safeguarding services. The idiom
‘Do not pass go, Do not collect £200’ translates to ‘Do not see abuse, Do not regard signs of
vulnerability’.
Another example of the exercise of discretion was also evident in the operation of the criteria for a
Section 42 safeguarding enquiry itself. There was evidence of their predominant use of ‘eligibility
criteria’ to prioritise abuse over vulnerability. In both focus group discussion and direct observation
professionals demonstrated this abuse first approach, relegating considerations of vulnerability to a
secondary place in the professionals’ evaluations.

This approach closely allies itself with the

eligibility criteria for a Section 42 enquiry. It provides a mandate for professional response and,
therefore, legitimises professional response. As summarised by Social Worker 5:“…and that’s your question you’re looking at the definition of a vulnerable adult but the
starting point is the definition of abuse so you look at, you know has abuse taken place, I mean
you know, is there significant harm …. has this person suffered significant harm , yes or no, and
then you move to actually, are they a vulnerable adult … the question of abuse comes in for
me first and then the vulnerable, the vulnerability second”. (Bold italics my emphasis)
The approach described above risks missing opportunities to act for the prevention of abuse rather
than protection in response to its occurrence. If professional responses to vulnerability to abuse are
constrained (even if only in the minds of the professionals themselves) by what constitutes
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legitimised work then such missed opportunities are likely to prevail. I would argue that the
methodologies of SCRs in adult safeguarding have failed to examine this kind of context to decision
making which has been promoted in Children’s reviews (SCIE 2009).

Consequently, the SCR

summary reports give no attention to whether the reported lack of understanding of abuse and
vulnerability by professionals is as a result of an exercise of discretion by frontline practitioners.
Their use of discretion was in favour of occupational rules to override adherence to safeguarding
policy. This is particularly worthy of note given the historic absence of a statutory duty to safeguard
adults in England & Wales until 2014. The implementation of this statute in 2015 coincided with the
primary period of data collection in this study (2013 - 2015).
The influence of job role over professional response to vulnerability in AAR was also evident in
explanations offered by professionals who identified differences between the professional groups in
their initial contact with a member of the public. This is illustrated in Police Officer 2’s comments to
a social work co-participant during a focus group discussion:Police Officer 2
“is that because of the way you first meet whatever client base you guys work with ‘cos from
our perspective something has happened for us to be there? …. so having gone there for
whatever reason we assess the situation and then we might think oh do you know what, this
person is vulnerable”.
The participant quoted above suggests that police officers and social workers differ in the usual
mode of contact with the public by their respective professions. Police officers’ contact is usually
precipitated by an event (crime possibly constituting abuse) – something has happened, whereas
social work point of contact tends toward assessment of need which may focus attention on need
and vulnerability.

Lipsky (1980) refers to how people come into contact with Street Level

Bureaucrats not as volunteers and are quickly identified as clients, victims, suspects by a process he
calls people processing. This normative approach to classifying people who come into contact with
the different professional groups supports the distinction between them with the police adopting a
detective focus and social workers a protective focus.
One of the features of cases subject to SCR reports is ‘chronicity’ and with the above approach to
decision making there may be lost opportunities to gather and record intelligence about chronic
patterns particularly in relation to individuals who don’t meet any service eligibility criteria. The
difference of approach between police and social workers was discussed in relation to their initial
contact with the public. The mode of contact with social work implies a preventative approach to
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anticipated events whereas the mode of contact with police officers implies a reactive approach to
existing or current events. The concept of safeguarding adults refers to the promotion of well-being
whereas the concept of Adult Protection refers to responding to an abusive incident(s). In the
context of current resource limitations, public bodies will often be constrained to what they have to
do (duties) rather than what they can do (powers). Whilst one of the key principles of safeguarding
adults practice is the principle of ‘Prevention’, the approach of professionals outlined above would
indicate that this principle may be given lower priority over ‘Protection’ or even seen as a luxury in
times of resource restraint.
8.3.2. Law & Policy – Authority to Intervene
As would be expected legal implications and obligations were reported by both professions to have
an influence on their responses amongst other things.
As social worker 31 put it:“…it’s my profession that gets in the way of my judgement of vulnerability because there’s lots
of different things there isn’t there … resource issues, obviously legal implications but there’s
all these different things going on in your head when you’re formulating that decision isn’t
there”?
Previously, in the example given by a police officer regarding how they would assign all persons
experiencing domestic abuse to a category of vulnerable adult yet not consider all of them as
requiring a response from adult safeguarding services, we saw how the concept of vulnerability as
constructed in law had a bearing on professionals’ concept of vulnerability.

However, the

implications of law and policy were primarily discussed in relation to the professionals’ authority to
intervene. There are parallels here with the rule bound responses related to eligibility criteria. This
is not surprising given that for both professional groups their individual and agency authority to act
are framed in terms of legal criteria which constitute their duties and powers. The limitations of
lawful authority were presented by participants as statements of the status quo.
Social Worker 26 articulated this as follows:“… we’re always looking around, where do we get our permission from now, ordinarily it
would be the adult that we are working with, that’s where we seek to get our permission from
so it has to be that they want this and work in partnership with us, the one time you can
intervene without their permission is when you’re using the Mental Health Act or the Mental
Capacity Act, and this lady, if we’ve considered that she’s not got an enduring mental health
208 | P a g e

problem and she’s got capacity to make these decisions, no matter how unwise they seem, as
an agency we have no permission to intervene”.
Safeguarding adult practice operates within a context of law and policy and professionals in the
present study understood this when considering their responses to vulnerability in AAR. In contrast
to their discretionary use of service eligibility criteria, here professionals were describing an inability
to exercise discretion in the absence of rules which supported their actions. They felt constrained in
being able to respond due to the limitations of lawful authority where the permission to intervene
could not be secured from the adult.
8.3.3. Resource Limitations
Reductions in personnel have been a feature across the public sector workforce over recent years
and it is, therefore, not surprising that workers should cite limited resources as a constraining
influence on their response to adults vulnerable to abuse.

In Lipsky’s (1980) Street Level

Bureaucracy Theory he identifies working in the context of limited resources as a factor supporting
the exercise of discretion as workers have to decide how to devote their time. However, in the
context of the central referral unit (CRU), professionals operate with significant autonomy. It was
particularly interesting to note the comments of one police officer working in this environment who
reported that, in contrast to her peers out on area, she felt liberated in her decision making about
police responses to adults vulnerable to abuse as she had no responsibility to resource the police
enquiries. As such she was able to make ‘resource blind decisions’. This contrasting position serves
to reinforce Lipsky’s assertion about how front line workers are able to exercise discretion which
impacts on how they interpret and employ policy.
The Police Officer’s comment was made within the context of a working environment which focuses
on screening new referrals and signposting any onward investigative activities to colleagues out on
district/area. Commenting on the impact of the work environment this officer stated:Police Officer 10
“So, I don’t think it has changed my view on vulnerability, as such, but it just is a lot easier for
me to make a commitment to a joint investigation and allocate it to PPU because I haven’t any
additional pressures outside of here. That is the difference between here and on area.”
Limited resource was a theme that emerged frequently among police officers and occasionally
among social workers. Police officers indicated that they had to exercise strict control over the
allocation of police time. One police officer indicated that the police were often unable to prioritise
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a victim of abuse for police response unless such activity was likely to lead to the arrest and
detention of an offender. This participant indicated that:Police Officer 4
“You know there is no point in police doing a joint visit to a victim if we are never going to deal
with the offender. If it is purely a quality of care issue, and again not to be selfish about police
time being more important, but it is not our job. You know if it meets the criminal threshold,
then absolutely it is, but we have to now be so much more careful about how we use our
limited resources.”
A paucity of resource was also an issue that arose during the direct observations. A police officer
was overheard to say that, due to the lack of funding available to them, police will only do what they
have to do rather than what they can do to assist the vulnerable. This police officer indicated that
he felt unless legislation requires certain practices, or police force policy requires a certain action,
then it would not be implemented because of the scarcity of resources.

The officer drew

comparisons between children and adult safeguarding practice in relation to police involvement
where the former had a legal mandate for joint police and social care response and the latter did
not.
For social workers the impact of limited resources also operated as a constraining factor on their
recognition of abuse. They described the interactive impact of limited resources and professional
recognition and response to vulnerability. This was debated in detail in one particular focus group
discussion. The following excerpt from that focus group illustrates how in crisis situations, with
limited care provision, professionals might fail to consider the wider risks of abuse to the individual
in those environments. The accommodation need amidst crisis overrides the professionals’
consideration of what is the most suitable environment for the adult and limits their recognition of
the perverse outcome of increased vulnerability to abuse in this new setting. Dogmatic adherence
to process, coupled with limited resource in times of crisis, serves to create the perfect storm where
people with challenging behavior are placed in environments that then expose them to greater risk
of abuse. Participants suggest that market forces in social care provision limit the range of service
responses and, thereby, contribute to the creation of vulnerability to abuse in their client
populations. This is enabled by creating circumstances in which service providers may be more
inclined to accept referrals that they should decline due to their need to fill beds in order to sustain
business continuity and viability. The following excerpts from a focus discussion illustrates this as
follows:-
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Social Worker 31
“I can see what S is saying ‘cos when we’ve got an emergency and we’re looking for a
placement for someone with challenging behavior. … yeah, thinking about it when I give you
the agreement that, yeah, I’ll fund it I don’t think God are we making that person more
vulnerable because we’re now putting in a home, I don’t”.
Social Worker 32
“And also because of our processes and procedures now they have to come in a certain
category of homes, we have to put them in those certain categories of home don’t we”.
Social Worker 31
“Yeah we have to follow that but no, now what’s just come into my head is I don’t think, I
follow the proper processes ‘cos I have to I have no choice but I don’t think to ask is this person
going to be more vulnerable there, what would I do with them if they are? You don’t have time
to do that do you , if it’s tonight you have no choice, if it’ s Friday night
Social Worker 33
“But the market place is like that and the onus is on the provider, you know we can’t negate,
you know, if they are putting somebody into a risky situation, they know what the dynamics
are”.
8.3.4. Summary
The exercise of discretion is a central feature of Lipsky’s SLB and more recent researchers (Ash
2013). In this section of the chapter the examples from the discourse of professionals illustrate their
use of discretion in the face of limited resources in two different ways with differing outcomes for
the public. There have been many examples of how police officers have to decide how to devote
their time, drawing on the absence of lawful mandate as a justification. Their compliance with work
rules and procedures contrasts with what Lipsky asserted is the more common use of their
autonomy to exercise situational compliance. However, one officer demonstrated how the work
context liberated her from operating situational compliance with work rules and how being able to
apply categorical compliance was to the benefit of the adult.
In the case of this police officer a ‘resource blind’ approach enabled her to adopt a purist approach
to the criteria which favored the involvement of specialist police personnel (PPU) for vulnerable
victims of crime. The Police Officer’s use of discretion was illustrative of how, in the absence of work
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place demands to allocate the ongoing investigative work, it was possible to observe categorical
compliance with service criteria. This worker was relieved from the exercise of situational discretion
as they did not have to manage the resource consequences of their decision.
In the social work example, the impact of resource limitation had an effect on their risk assessment.
The degree of choice available to them led to decreased attention to the perverse outcomes of
decision making. The response to vulnerability from threatened homelessness created vulnerability
to abuse due to the possible unsuitability of the environment which exposed the adult to a
significant number of others with challenging behaviour. However, during a time of crisis the service
options were limited and so a hierarchy of vulnerability was operated in the decision making of the
social worker. Contrary to the rational evidence based approach to decision making that the public
might expect to be operated, this social worker demonstrated how attempts to apply the principles
of successful decision making recommended by Beckhard & Harris (1987) are compromised by the
working contexts. The degree of choice available affects the worker’s ability to consider the wider
effects and possible perverse outcomes of their decisions. The discourse of this social worker about
this real case dilemma is illustrative of the exercise of discretion which Lipsky argued could not be
removed from the everyday practice of SLB due to the complexity and uncertainties of working in
human services.
SCRs have been observed (Ash 2013) to rarely consider the impact of work environments. There is
an obvious and apparent dissonance between the complex conceptualisation of vulnerability and
subsequent responses that fail to attend to further indicators of vulnerability as perverse or
unintended outcomes of managing risk and vulnerability. In this case it would seem that, in order to
cope with the uncertainties of competing need, a hierarchy of vulnerability emerges. It is possible
that they are making a judgement about interventions based on probabilities and possibilities which
translates as ‘Vulnerable from Homeless’ = probable risk versus ‘Vulnerable to abuse by increased
exposure to others with challenging behaviour in the accommodation available to address the
homelessness’ = possible risk. This kind of probabilistic mental model was described by Gigerenzer
(1991, 1996) as a one reason decision making style. The combination of human crises and resource
limitations demand immediate responses and might encourage a worker towards such a ‘fast and
frugal’ heuristic.
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8.4. Methodologies of Approach to Recognising Vulnerability, Information Gathering and Ways of
Knowing – Evidence and Intuition
8.4.1. Introduction
The use of intuition was exclusively reported by social workers. This approach to recognising signs of
vulnerability is illustrative of recognition-primed decision making described by Zsambok & Klein
(1997). The differences might be explained in relation to the dominant paradigms of the professional
groups and respective training and work modus operandi. Such an interpretation could be overly
simplistic and at risk of stereotyping as intuition is not exclusively the province of social work. Police
officers may well operate this decision making approach but do not reference it as explicitly as social
workers. The professional groups also showed marked differences in their written articulation of
vulnerability. This difference can be explained in terms of the role-boundaried activity indicative of
the detective/protective foci of the respective disciplines.
Information gathering was a core activity for all professionals in forming a view of the adults’
vulnerability. The methods or mechanics of this activity varied across the professional groups in
terms of type and number.
8.4.2. Intuition
Intuition was a theme that emerged amongst participants who were social workers as a mechanism
for identifying signs of vulnerability. It was discussed by social workers as a factor in their approach
to assessing vulnerability in 50% of the focus groups and 40% of interviews. While participants
didn’t claim intuition to be the exclusive domain of social workers, it was noticeable that this theme
was not evident among police participants.
The detective/protective difference between the professional groups has been noted previously in
the victim/offender focus. The tasks of detection and protection demand different styles which may
reflect the dominant paradigms of the job roles. Police focus on detection requires an evidence
based approach. The traditions of this within policing services might explain why police officers did
not report the use of intuition. The respective focus of the two professional groups was reflected in
the written records of their decision making. As has been evidenced from police commentary
previously, the police do not place a priority on determining vulnerability as a service objective, their
primary focus is crime detection. This was evident in police decision making logs. In over 100 logs
examined there was no explicit reference to an assessment of the victim’s vulnerability.
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Social worker’s, on the other hand, are charged with making the decision to exercise safeguarding
enquiry duties and are necessarily concerned with attending to the person’s ability to protect
themselves from exploitation. Their documentation contains specific prompts to encourage an
articulation of vulnerability. Despite this, amongst the social care case records examined there were
a significant number of cases where no such record was evident.
Table 5 below shows the distribution of case records exhibiting explicit evaluation of the AAR
vulnerability.
Table 5. Recording of Vulnerability in Written Case Records
Police

Social Care Learning

Social Care Mental

Social Care Older

Disability

Health

Persons & Physical
Disabilities

Total number of

32

17

25

24

0

6

7

11

0%

35%

28%

46%

records reviewed
No of records with
explicit record of
vulnerability
% of records with
explicit record of
vulnerability

The methodologies of SCRs in adults safeguarding have historically been reliant upon Independent
Management Reviews, a paper based review to evidence their agencies involvement. Written
records form the articulated views of the professional. However, the nature of intuition or tacit
knowledge is that it is accumulated knowledge which is not under conscious control. Intuition is
sometimes referred to as the immediate apprehension of the mind without reasoning (Concise
Oxford Dictionary) or understanding without rationale (Benner & Tanner 1987). In this current age
of evidence based practice there has been a widely held view that professionals should not be
making decisions (and in particular clinical decisions) based on intuition. Accepting that what we
intuit is difficult to articulate then it is not difficult to see how this might not form part of the
records, especially if this approach to evaluation and decision making is not endorsed as legitimate
practice.
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In Children’s Services there has been recognition that this is a flawed methodology for
understanding the dynamic operation of professional understanding and skill in these cases. The
evidence from the present study suggests that the written record conveys a far from complete
picture and if relied upon as the major source of information then it is hardly surprising that authors
of SCRs would conclude that practitioner understanding of abuse and vulnerability requires
strengthening. I would argue that the systems approach to SCRs, advocated by SCIE from their
developments of SCR methodologies in Children’s Safeguarding following the Munro report, which
acknowledged the absent voice of the practitioner, would provide better access to a more holistic
understanding of practice. Adults safeguarding has been slow to adopt this change.
In the present study, social workers made frequent reference to the use of intuition in forming a
view about a person’s vulnerability. Participants who spoke of intuition or “gut feelings” indicated
that their intuition encouraged them to further investigate a case when there might have been few
indications of abuse.

For some of these participants, intuition was often the first clue that

something was wrong, and that feeling led them to explore further and eventually corroborate their
concern. This would validate the use of intuition as what is described here would seem to support
the implementation of what has become known as ‘professional curiosity’. The use of intuition by
social workers might be explained by the application of social work values in terms of sustained
concern for their clients and the ‘protective’ focus of their engagement with the public.
One participant said that intuition could be especially useful in situations where the victim could not
explicitly say what had happened to them. The inability to recognise your own vulnerability or that
what is occurring to you is in fact abuse is not an uncommon feature amongst victims of abuse.
Social Worker 2 stated:“Sometimes they can’t say [they are vulnerable], you can have gut feelings, … There can be
something that with a bit more [you can find out] …., you might not screen it in straight away,
but it’s there at the start and you perhaps want to get some more information about [the
situation]”.
Social Worker 4 agreed with the statements made by Social Worker 2, indicating that when she is
first assessing a case, often there is so much information to process that her initial impression of the
situation is often based on a gut feeling, or on her intuition. Social Worker 4 explained this
phenomenon by saying:“Quite often you go into a situation, perhaps when you just go in and you walk in the door and
the first few words are spoken, you’re listening, you’re looking, you’re smelling, you’re just,
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you’re senses are on overdrive and your gut feeling you then try to build a picture, what is it
what is it that’s wrong because there’s something very wrong, and then it’s unexpected, …
quite often I think quite a big trigger that something is very wrong is comments made out of
context ...”
Social Worker 10 was more explicit about the features of intuition, commenting that she often relied
on body language or social cues to learn more about a delicate situation.
Social Worker 10 described this by saying:“I pick up body language sometimes not making eye contact, you ask them a direct question
but they have to get the answer from the partner”.
It is possible that the element of intuition described by other social workers could be related to body
language and social cues, as was the case with Social Worker 10. However, these observations rarely
form part of the written record: even if the professional is able to recall what informed their overall
impression it is rare that this is recorded. Nonetheless, the use of tacit knowledge is still valued by
professionals who are often dealing with complex human problems where simple evaluations and
clear cut solutions are not readily available. In such situations, professionals might draw on tacit
knowledge to fill in the gaps in order to try and make sense of a situation. One participant explained
the usefulness of intuition where she had incomplete information. This participant reported that
they often deal with clients who are a known entity and, as such, they have all the relevant
information to make an informed decision about the individual’s vulnerability. In situations where
social workers don’t have all the information, or don’t know the individual, then intuition enabled
the social worker to make a decision drawing from their past experience and knowledge.
Social Worker 32 said that:“I still think there’s an element of gut reaction, ... If it’s a client that we’re unaware of you’re
going along on your own but at that same time you know, … we’d be making a decision on
what we’re going to do based on our own internal reasoning and have we come across
anything similar to this”.
The role of experience in the use of intuition was remarked upon by another social worker who
attributed her gut feelings to her experience assessing vulnerable individuals and evaluating
different types of potentially dangerous situations. This participant indicated that intuition was part
of how she made the decision to proceed on a case immediately, rather than waiting and allowing it
to develop.
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In Social Worker 36’s own words:“…call it experience, intuition. It sort of happens automatically, if you know what I mean. I’m
not quite sure, but I think it’s possibly my experience and, as I say, a certain amount of
intuitiveness about a situation might make me think, oh yes I need to look at it this way…”
This social worker worked in a specialist unit where assessing vulnerability to abuse was a daily
occurrence so their level of experience would be greater than most. The lack of expertise that some
reported as a factor impeding their assessment of vulnerability may well be a function of experience
and exposure. This might mean that the operation of fast and frugal heuristics in determining
vulnerability was less available to them than to practitioners with greater experience.
The use of intuition in a busy duty environment was particularly interesting. The assessment of an
adult’s vulnerability to abuse necessitates timely decision making if protective actions are required.
Where decisions were necessary under time constraints, or with limited information, professionals
described ‘intuition’ as a default position. This was illustrated by one social worker who indicated
that he relied on intuition when he was required to make a quick decision. This participant also
believed that his intuition was informed by his experience working the job, and that he drew from
past situations and clients when he had to make a quick decision.
In Social Worker 12’s own words:“… a lot of things you do on the hoof, when under pressure, and you use your knowledge and
your history and experience in terms of people that you’ve met and things that you’ve done
and situations that you are familiar with”.
These participant reports appear to show that in recognising and assessing vulnerability intuition
operates as a short cut in identifying cues of vulnerability in circumstances where there is limited
opportunity or time pressure to assess and decide whether an adult is sufficiently vulnerable to
warrant further safeguarding intervention. This became apparent during the direct observation of
practitioners in the CRU, where decisions to progress a referral or not were required within a 24 – 48
hour time frame. In this context practitioners could be observed to be using a typology of case
characteristics which supported quick decision making based on single indicators. As one participant
indicated, if the adult is in a residential care home, as far as vulnerability was concerned, they didn’t
look much further than that but made a presumption of vulnerability on the basis of having care and
support needs requiring such accommodation. This could have been interpreted as a simplistic
conceptualisation of vulnerability. However, on further exploration through interviews the same
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practitioners were able to provide a rich description of their conceptualization of the adult’s
vulnerability which, in the duty work context, had been reduced to one or two features.
In such circumstances the written recordings of decision making are likely to reflect the truncated
version of vulnerability rather than the detailed and differentiated understanding that underlies
these broad brush indicators. They are a partial insight into what was influencing the professionals’
thoughts and actions at any particular time as others who proposed the ‘systems’ approach to SCR’s
in children’s services have commented on (Fish et al 2008). This approach advocates an exploration
of all variables that may influence frontline workers’ efforts to engage with the public including
procedures, tools and aids, working conditions and resources
8.4.3. Information Gathering
Information gathering was a core activity reported and observed across both professional groups.
However, there were differences between the professional groups in the number and type of
sources utilised to access information.

Participants search for further information is another

indication of the comprehensive approach to evaluating vulnerability that has been argued in this
thesis. Whilst the paucity of information from others is reported to drive this information gathering
activity, their conduct supports the idea of an ‘additive’ approach to conceptualising vulnerability by
gathering the clues and combining the cues to vulnerability as was reported on in Chapter 7. This
contrasts with the ‘one reason’ kind of decision making observed during direct observations. Even
where a single ‘attention grabbing’ feature or characteristic of vulnerability was remarked upon
during practitioners’ discussion of their evaluations of incoming referrals to the CRU, what was also
observed consistently was additional information seeking suggesting that practitioners were not
content to assess someone as being vulnerable to abuse on the basis of single indicators.
Social workers indicated that their approach to assessing vulnerability and risk often involved initial
information gathering. Many participants indicated that the initial information they received often
lacked the necessary details of the case that would allow them to make an informed judgment on
the level of vulnerability an individual faced.
Social Worker 35 indicated this by saying:“I guess when I get a case in I immediately start to do a risk assessment and I guess that’s
where I start to cluster that information largely, that initial risk assessment. But quite often,
the information we receive initially is fairly poor so you make, you make these searches…”.
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Police officers also indicated that they used information gathering to help ascertain an individual’s
vulnerability. Male Police Officer 5 indicated that police officers are often required to act quickly
with very little information, and the necessity of those quick judgments meant that mistakes could
be made and then rectified when enough information was gathered to more clearly see the entire
situation. Police Officer 5 described a situation where he and a colleague had to revise their initial
judgment after gathering additional information.
Police Officer 5 said that:“My point being … we used to do the male cave man thing and go, well bloke’s got to be the
offender [in a domestic violence situation]. I think a similar thing does creep in when you talk
about vulnerability, we do make some judgments, which we have to do, but based on very little
information sometimes … but in a lot of the AP stuff we have the ability to obtain that
information I think”.
During the direct observation field notes indicate that police officers sought further information
through the interrogation of a single information system accessible only to themselves. In other
words, they curtailed their information search to intra-agency intelligence sources.
Police Officer 8 provided an example of this on interview:“We have warning systems on the Police system, we would always, if something came in from
*** from adult protection we would look at the referral received and then we would look at the
victim mmm and then we would go to the warning signs”.
Social workers were observed to seek information from multiple sources both intra and interagency, including internal and external databases, websites and telephone discussions with various
professionals in health and social care in community and in-patient services. For example, following
a report of possible service user on service user assault within a care setting field notes recorded
ancillary activity by Social Worker 37 to inform her evaluation of the adult’s vulnerability and the
presence or absence of protective factors within the setting. Field notes indicated that Social
Worker 37 checked the CQC website and reported that the CQC inspection report indicates all
standards were met at the last inspection. (Suggesting that a care environment where good care
delivery is a protective factor, thereby, reducing vulnerability to abuse).
Once again this search for information from multiple sources serves to build a picture of a person’s
vulnerability by searching for signs identified from either their personhood and/or their
circumstance.
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8.5. Summary
In this chapter I have discussed the reported constraints on professional response to signs of
vulnerability. Using Lipsky’s model of Street Level Bureaucracy (SLB) as a conceptual framework I
have argued that, where these constraints are a function of the legal and policy context,
professionals report being limited in their exercise of discretion. However, the other constraint upon
their response to vulnerability and abuse relates to their beliefs about what constitutes legitimised
work of their professional groups and their employing agencies. These factors are more accessible
to participants use of discretion and tended to be used to support exclusion from further
safeguarding activity rather than inclusion. Service eligibility criteria were cited as a reason to
exclude an adult from a safeguarding response by the professionals’ particular agency and
professionals described an exercise of discretion driven by their understanding of what resources
their agency had to contribute to the solution. As one social worker put it:”Is this something my agency can do something about or is it someone else’s problem to
solve?”
It might be expected that faced with ambiguous definitions and a lack of clarity about threshold
criteria to support decision making in adult safeguarding practice participants might exercise
discretion in deciding who to respond to. I would argue that for these professionals this is where
they defaulted to the frameworks of service eligibility criteria and agency priorities as these provided
a frame of reference for their exercise of discretion.
Despite the rich and differentiated concept of vulnerability evident amongst the professional groups
these constraints of service eligibility criteria and agency priorities influence professional
understanding of their authority and autonomy to act. The primacy of work role and agency
priorities means that professionals tend towards the operation of an a-priori decision which may
preclude their concept of vulnerability to abuse, particularly for persons who fall outside their
professional or agency authority to act. For social workers the primary question was ‘is it abuse’ and
for police officers ‘is it a crime’. In both cases these ‘first’ questions influenced whether or not any
further consideration was given to the adult’s ‘vulnerability’ and especially their ‘vulnerability to
abuse’. In summary, whilst professionals were able to articulate a very detailed and comprehensive
understanding of ‘vulnerability’ to abuse – seeing it did not equate to acting in response using the
framework of adult safeguarding procedures. Recognition is one thing – response is yet another.
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Chapter 9
Discussion and Conclusion
9.1. Introduction
In this thesis I have argued that, in contrast to the implied criticisms from the findings and
recommendations of multiple Serious Case Review (SCR) executive summary reports, the concept of
vulnerability in Adults At Risk of Abuse (AAR) is well understood by professionals working in
safeguarding practice. They demonstrate a differentiated and nuanced approach to constructing
their concept, drawing upon a multiplicity of factors/characteristics which I have categorised into
three main typologies – character, context and conduct of others. An explanation of the ‘failures’
identified in SCRs has been offered in the separation of professional recognition and response to
vulnerability. It is suggested that the latter is governed by other factors which fail to legitimise the
conceptualisation of vulnerability demonstrated by professionals in operating the formal
safeguarding procedures.
This chapter will summarise the findings of this study and synthesise these within existing research
and theory, identifying its limitations and contributions. It is divided into the following sections :

What was researched and how.



Main findings and arguments linked to existing research and theory.



Limitations of the research and recommendations for future developments.



Unique contribution of this study to this field of practice research.

9.2. Research Question and Methods - Revisited
The motivation and interest for this area of research stemmed from a professional curiosity which
has been developed over time as a practising social worker and multi-professional practice educator.
In these work roles I read and disseminated the findings of Serious Case Reviews (SCRs) related to
adults. It was impossible to not notice the recurrent themes across these adult SCRs, a similar
phenomenon has been observed in children’s reviews. Many of the findings and recommendations
highlighted areas for improvement by practitioners. However, in contrast to the changes in
methodologies witnessed in the conduct of child death reviews (SCIE 2009), the methodologies of
adult SCRs rarely capture the voice of the practitioner. The inference of these findings was an
implied failure on behalf of practitioners to understand the nature of abuse and vulnerability in AAR.
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This study sought to fill the gap in our knowledge by exploring how professionals think about
vulnerability and reconsider the findings of SCRs in the light of this. Consequently, this study was
primarily interested in what signs of vulnerability practitioners employ when assessing the risk of
abuse/exploitation in adults and what contextual factors have a bearing on the conceptualisation
and subsequent responses.
The principal research question was "How do police officers, health and social care practitioners
conceptualise vulnerability when assessing adults at risk of abuse and how do these
conceptualisations vary across the professional groups"? The secondary question was “How can the
findings and recommendations of SCRs be informed by this”?
This research was conducted as part of a self-funded PhD study and received no external funding.
Whilst it is important to acknowledge that there were pragmatic reasons for choosing to conduct
this research within the workplace, more importantly it enabled me to exploit my ‘insider’ position.
This provided me with knowledge of the practice and access to established networks to create a
sample of participants.

This pre-existing proximity to practice and the people supported the

creation of trust at both an agency and individual level. This would be significant in gaining access to
professionals and promoting openness from participants to explore their perspectives in the light of
the criticisms detailed in the SCR reports.
Furthermore, the interpersonal skills (particularly interviews skills) developed in practice are readily
translatable into the chosen methodologies. Drawing information together from multiple sources,
including what is heard, read and observed, is a well-trodden path for social workers. These work
skills lend themselves to a number of qualitative research strategies. However, as van Heughten
(2004) observes, there is a risk of biased reporting in the ‘insider’ practitioner research approach.
This can be guarded against by self-awareness, honesty and reflection within an accountable
relationship. In this study, the skilful probing questions from my supervisors were especially
pertinent and ultimately supported this shift in my thinking that moved me from a positivist to a
relativist approach, returning me to a paradigmatic position more resonant with my social work
values, and ultimately shaped the choice of methodologies to ensure a close fit to the research
question.
The grounded theory approach was a natural selection for this study as it sought to understand the
world of the participant without imposing pre-existing ideas or expectations. Miller & Jones-Harris
(2005) argue that grounded theory approaches are best suited to answer questions relating to
questions about beliefs, attitudes or personal experience. A mixed qualitative methods design was
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chosen to support an interpretivist approach which in the analysis brought together data from a
number of routes to access the practitioner by hearing, seeing and reading what they did. For this
reason, research activities included focus group discussion, interviews, direct observations of
practice in the work place and reviewing written records of practice decision making.
Using the insider researcher position I was privileged to access some very candid discourse from
professionals participating in the research.
9.3. Conceptual Confusion - Background and Context to the Study
This study commenced with an acknowledgement of the ‘confusing and ambiguous’ nature of the
term ‘vulnerability’ in adult safeguarding practice echoed amongst academics, researchers,
professional sector leads/bodies and campaign organisations. This was thought to underpin the
discordant views expressed by practitioners about what constitutes a ‘vulnerable adult’. The
dilemma in policy and practice was succinctly summarised by Brown et al (1999) as follows:“… there is a central confusion about what constitutes vulnerability and what causes abuse –
in many adult protection policies vulnerability to abuse is assumed to be a product of the
individual’s impairment and not their environment or the perpetrator’s behaviour. This goes
against the grain of the social model of abuse as well as of disability, which would emphasise
structural inequalities such as gender, race and poverty as contributory factors. Hence, many
would argue that victims of abuse are universally vulnerable because of their experiences of
abuse and should be treated in policy and practice as a seamless group”. (Brown et al 1999,
p. 9)
Brown’s argument was echoed in the call for clarity by the Association of Directors of Adult Social
Services…
“We need clear national definitions to give consistency. The term ‘vulnerable adult’ is
currently subject to different interpretations by different agencies according to guidance
issued to them to support their core business. There is also a public expectation about who
and what the term ’vulnerable’ means.

All of which has the potential to lead to or

exacerbate confusion and misunderstanding. The definition should enable everyone, not just
practitioners, to understand who a ‘vulnerable adult’ is”. (ADASS 2009, p. 2)
This conceptual confusion forms the backdrop for this research study. We know very little about
how professionals conceptualise vulnerability in practice, and how they make sense of this apparent
confusion when making decisions ‘on the frontline’. In his theory of street level bureaucracy, Lipsky
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(1980) argued that these frontline workers become the ultimate policy makers through their
exercise of autonomy and discretion in decision making, whilst others (Howe, 1991) assert that the
exercise of discretion is constrained amongst public sector workers by the operation of law and
policy. This research draws upon these theories in seeking to interpret the differences between
professional recognition of vulnerability and their responses to it.
9.4. Main Findings and Arguments
In the midst of this confusing context this study sought to explore how practitioners conceptualised
vulnerability in assessing adults at risk of abuse and to understand the findings and
recommendations of SCR summaries in the light of this. This study found that professionals had a
very differentiated and dynamic conceptual model of vulnerability which took account of both
individual and situational sources of vulnerability as well as their interactive effects. This is indicative
that professionals were operating a social model of vulnerability.

I found that professionals

exercised discretion in their operation of competing occupational rules and favoured some rules
over others having the effect of screening themselves out of safeguarding enquiries and
interventions.
In operating a social model of vulnerability the professionals in this study evidence a holistic
approach, unlike the definitions in law and policy which emphasise the characteristics of individuals
and have been criticised (Fitzgerald 2009) for not capturing the situational aspects of vulnerability.
Professionals operating within this policy context and the current eligibility driven service criteria are
limited in their capacity to respond creatively to the vulnerability they see. The findings of SCRs, as
reported in the summaries, do not show any attention to these structural constraints on
professional practice.
I would argue that without providing greater freedom and discretion in decision making for
professionals in adult safeguarding practice, from the rule bound criteria driven practice that
prevails, the operation of a social model of vulnerability will remain an aspiration not an
implementation.
9.4.1. Serious Case Review Reports – Fallible Findings from Faulty Formulas?
In the course of this study difficulties were encountered in gaining access to full SCR reports. Where
these were available publicly they were not available in full. Further access requests met with cooperation from most but not all local and metropolitan authorities. The desired transparency in
publication to support the dissemination of learning to the wider safeguarding communities in the
UK, despite the exhortations of Flynn (2010) and others for a coherent strategy for collation and
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dissemination, remains a work in progress. However, work has now commenced on improving the
quality and use of the newly named Safeguarding Adults Reviews (SARs) through the collaboration of
SCIE and RIPfA at the request of the Department of Health.
My experience and my subsequent analysis of the reports concurs with the findings of Manthorpe &
Martineau (2011) in respect of idiosyncratic construction of reports despite their common purpose,
and it echoes the views expressed for the need for standardisation which would make the data they
contain more amenable to meaningful interpretation. The report summaries I analysed varied
considerably in quality and quantity. The length of reports varied from four short paragraphs of two
to three sentences, each providing little or no demographic case details, to comprehensive detail
extending over 75 pages. This lack of consistency undermined the quantity of data available in
conducting the analysis of case characteristics. For example, information about the Person Alleged
Responsible (PAR) was only reported in 50% of the reports analysed.
My thematic analysis of case findings and recommendations identified inadequate recognition and
response to vulnerability by practitioners as one of the top five themes to emerge. These themes
bore similarities to the findings of Manthorpe & Martineau (2011) but used a sample size more than
five times of that study. The issue is voiced most loudly in a recommendation contained in a report
from North Tyneside (2011) as follows:“Adult A’s case once again illustrates the need for clearer guidance of what comprises
vulnerability. Despite all the clues and markers – learning difficulties, poor mental health,
chronic physical ill health, hard to reach - easy to overlook and missed appointments – none of
the agencies in this case saw Adult A as vulnerable or alerted partners. This failure to
recognise vulnerability continues to pose a significant threat to effective safeguarding of
vulnerable people”. North Tyneside (2011)
The limitations of SCR methodologies have been rehearsed in Children’s Services since the review
undertaken by Dr Eileen Munro (2011). This review led to the development of the ‘learning
together’ systems approach (SCIE 2009) which seeks to understand the context of practice decisions
and the voice of the practitioner. The findings of my study support this view and endorse a move
away from the distant views taken from observations through paper based reviews. My research
found written records to be an unreliable source of information as record writing lacked any
consistent format or was silent on the issue of assessed vulnerability, as reported in Chapter 5.
In Chapter 4 the thematic analysis of SCR executive summary reports identified themes in the
findings and recommendations relating to practitioner understanding of vulnerability. These reports
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infer that the underlying errors of judgement in cases that have tested the adult safeguarding
system are as a result of deficits in practitioner understanding of abuse or vulnerability.
The present study found that professionals working in adult protective services from many
disciplines had a differentiated concept of vulnerability to abuse and a nuanced approach to
assessing this in adults at risk of abuse. Their conceptual model was dynamic and explored the interrelationship between characteristics that fell largely into three domains including individual,
situational characteristics and the conduct or condition of the PAR. This blended approach to
constructing their concept of vulnerability meant that vulnerability was not seen as a matter of
either the individual’s Condition (innate vulnerability) or Position (situational vulnerability) but an
interplay between the two, with the conduct of others as an added domain which operated like a
volume switch that turns the noise up on vulnerability. This finding refutes the suggestion that
improvements in practice are to be found in strengthening practitioner understanding as they have
demonstrated a highly differentiated and nuanced approach to evaluation of vulnerability.
Vulnerability is a bounded concept in risk assessment. The categories of characteristics of
vulnerability evidenced in the concept of participants in this study demonstrate strong parallels with
the approaches to risk assessment noted by others. In their work Carson & Bain (2008) noted the
following two approaches or levels to understanding risk – 1) factors associated with the individual
and 2) the context or situation within which they live and interact, their social circumstances.
Safeguarding adults from abuse is an area of public service work which is strongly governed by law
and policy. In the UK the foundational Government guidance document ‘No Secrets’ (2000)
exemplifies policy, which prescribes and defines vulnerability based on individual characteristics.
More recent guidance (Care & Support Statutory Guidance 2017) within the lifetime of this study has
retained this focus and locates signs within the person, although there has been some expansion
with the inclusion of signs in the situation pertaining to organisational abuse. Police guidance (NPIA
2012) is unique in how it organises signs into a binary model identifying signs located in the victim
and those located in the offender.
Theoretically the mandates of law and policy should prescribe the practice of public servants and it
would be reasonable to expect these to underpin the thinking of professionals and govern their
actions. The evidence is that the definitions of vulnerability in safeguarding adults policy do not
constrain the thinking and understanding of professionals in the field. This study has shown that
they have an expansive concept of vulnerability. However, despite this comprehensive
understanding of vulnerability it was not surprising to find that professional understanding of
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vulnerability did not govern their response to it. In his theory Lipsky (1980) sought to explain why
policy implementation might differ from the intentions of the policy makers. Lipsky argued that
understanding was to be found in the context and constraints of the work environments of frontline
workers who he claimed were not merely implementers of policy but generators of it too. This was
achieved through the actions of these workers as they sought to navigate the dilemmas and
constraints of the real work environment. One of the characteristics of what Lipsky called the
‘structure of work’ was the worker’s inherent discretion and their autonomy to exercise this.
The present study found discretion operating amongst professionals, who drew upon service
eligibility criteria and organisational priorities in determining their involvement or otherwise, in
safeguarding enquiries. The rules which govern safeguarding responses, i.e. the criteria for Section
42 enquiries, and the definitions of vulnerability and abuse are not the only set of rules that govern
the work environment of the professionals involved. Faced with limited resources, professionals
exercised discretion in favour of other occupational rules.

These rules were based on their

understanding of legitimate work for their job role and employing organisation’s objectives and
priorities. Eligibility criteria became a justification for non-intervention by their service and a reason
to pass responsibility to others. A distinct ‘detective/protective’ split between the professional
groups existed which accorded with job roles. Whilst such an approach is not surprising, it lends
strength to the view that assessment of risk and vulnerability in safeguarding vulnerable people from
abuse is best undertaken jointly. In the proposals for a multi-agency safeguarding hub for
safeguarding children Boulton (Cooper 2011) asserted that such arrangements would enable a more
consistent approach. The outcomes of the present study would suggest that it may also encourage a
more comprehensive and integrated approach.
Adult safeguarding practice is a developing area amongst professionals in health, social care and the
criminal justice services, and practice research is still in its infancy in comparison to other related
fields. Consequently, a discrete theoretical understanding of adult abuse and vulnerability is not yet
formulated. Participants in the present study did not specifically articulate theoretical concepts
underpinning their conceptualisation of vulnerability but in their discussion of vulnerability in AAR
they spoke about concepts and understanding from allied fields, for example, domestic abuse,
institutionalisation and social inequalities models. The tripartite conceptual framework of
vulnerability - character, context and conduct of others – offers support to the argument that the
understanding of vulnerability by both police officers and social workers might reasonably be
conceived as a social model of vulnerability. Their understanding takes into consideration signs of
vulnerability identified in both the individual and their situation, and treats these as interactive
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factors contributing to vulnerability unlike the historic definitions of a vulnerable adult detailed in
the policy guidance ‘No Secrets’ (2000).
However, whilst these professionals showed that their concept of vulnerability took into account
both individual and situational vulnerability there was little sign that they considered vulnerability
from the perspective of the adult’s lived experience. As highlighted in Chapter 7 the absence of an
emic approach is illustrated in the criticisms of safeguarding policy during the review of ‘No Secrets’
(AEA 2009, ADASS 2009), which prompted the development of the Making Safeguarding Personal
initiative to capture the person’s internal appreciation of their situation in safeguarding procedures.
I would argue that policy definitions have encouraged an etic rather than an emic approach to
evaluating vulnerability. It is conceivable that future SARs might comment on professional
understanding where such an approach has not been applied.
Crucially, when speaking about their concepts and the application of these in safeguarding practice,
participants called attention to the fracture between their ability to recognise vulnerability in AAR
and their ability to respond. Whilst obstacles to response were acknowledged to include an absence
of permission from the adult themselves and a lack of professional authority to intervene, a greater
emphasis was placed on constraints pertaining to legitimised work discussed in the form of job role
definitions, agency priorities and service eligibility criteria. These three themes emerged as the
critical decision rules operating across the professional groups.
The findings concur with the views expressed by others including Ash (2013) who, when seeking to
identify the realities and constraints faced by social workers in implementing policy to protect older
adults from abuse, also drew upon Lipsky’s theory of SLB as an interpretative framework. I would
argue, like Ash that the SCRs pay little attention to the cultural context and consequently fail to
understand how the rules are experienced by frontline workers and influence how policy is
implemented. Instead, policies are reviewed, re-drafted and renewed, staff are re-trained and
‘lessons’ are ‘learned’ again.
Clark-Daniels (1995) found that social workers decision making about elder mistreatment was
influenced by resource rationing in terms of access to service support. In a similar way, participants
in the present study repeatedly rehearsed the effect of an adult’s eligibility for services from their
agency as a significant influence on the way they approached vulnerability in AAR. Ellis (2011)
described different micro-environments acting upon social work decision making, including
managerialism and professionalism. The dominance of managerialism in the discourse of
professionals about vulnerability in AAR serves to illustrate and explain the dissonance between a
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rich understanding of vulnerability and a limited response. For this reason signs of vulnerability
which cannot be responded to by the professional by reason of professional authority or
organisational legitimacy are sometimes disregarded or discounted.
Lipsky (1980) suggested that frontline workers grapple daily with cognitive dissonance, which is
inherent in their work, as their concepts of public service are challenged by what Lipsky describes as
‘a corrupted world of service’ (Lipsky, 1980, p. xiii).

This is a world where they encounter

ambiguous policies and resource limitations. Central to Lipsky’s theory is the operation of discretion
in decision making by SLBs which effectively creates the policy they carry out. This makes the
frontline worker the final creator of policy in practice as they seek to navigate a method of
implementing policy against the backdrop of work pressures and uncertainties. This is especially
true where policy is ambiguous. An oft-cited Lipskian quote sums up the process: “... the decisions
of street level bureaucrats, the routines they establish, and the devices they invent to cope with
uncertainties and work pressures, effectively become the public policies they carry out” (Lipsky,
1980, p. xii). The ambiguity of adult safeguarding policy in the UK, and difficulties with definitions of
abuse and vulnerability, have been remarked upon by others (McCreadie 2002, Brown & Stein 1998).
To date we have known little about the relationship between how the concept of vulnerability is
operationalised by frontline staff in safeguarding practice.
Lipsky also proposed that the discretion of SLBs was shaped variously by the degree of freedom in
decision making that was permitted by the agency. Lipsky’s theory offers an interpretative
framework for the findings of the present study. The implementation of safeguarding adults policy
pivots upon the operant thresholds employed by professionals making these decisions. I have found
that the ambiguous definitions of vulnerability have been problematic for the practitioner involved
in protecting adults from abuse. However, I would argue that the problem is not a matter of their
lack of understanding of vulnerability but more to do with defined job roles and the contextual
constraints of legitmised work by their employing agencies. The ‘thresholds’ for progressing their
involvement in safeguarding enquiries and interventions, have been conflated with and predicated
upon the adult’s eligibility for a service by their agency and match to the ‘client specification’.
I would suggest that the gatekeeping function of eligibility criteria might be operating as a
mechanism of psychological defense for professionals to protect them from feeling overwhelmed
should they decide to respond to all those that they conceived as vulnerable to abuse. The findings
of my study concur with the views of Ash (2013) who discussed this defense to dissonance in terms
of a ‘cognitive mask’, which both protects and distorts. Borrowing from Ash’s concept the ‘mask of
defense’ is required to protect the professional from the cognitive dissonance when using their
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concept of vulnerability to recognise vulnerability to abuse it does not mean using it to inform their
response. The mask is comprised of a weave between defined job role, agency priorities and service
eligibility criteria (legitimised work). In this way the practitioner is able to protect themselves against
an overload of work available from the identification of vulnerability to abuse and thus ration their
responses.
For police officers in the present study this kept their focus on ‘offence detection and prosecution’
as legitimate work for them in safeguarding adults from abuse, whereas for social workers a
different tariff was active, which curtailed responses to those persons with prescribed vulnerabilities
that could be categorised as fulfilling a ‘service eligibility’ criteria. It is possible that this mechanism
serves to limit professionals in applying the principle of prevention in favour of the principle of
protection.

Recommendations in the SCRs summary reports, which infer a need to improve

practitioner understanding of abuse and vulnerability, also imply that a response to
recommendations might make such adverse outcomes in safeguarding practice preventable. Whilst
‘seeing’ the ‘accident waiting to happen’ the ‘doing’ of something in response is constrained.
Participants talked about this in terms of the features of their work context or what Lipsky described
as ‘a corrupted world of service’ (Lipsky 1980, p. xiii). In order for professionals to apply the social
model of vulnerability to abuse of adults in practice, the policy makers might do better to ‘describe’
rather than to ‘define’ vulnerability thereby leaving more room and permission for the frontline
practitioner to operate a concept of vulnerability which takes account of and is responsive to the
dynamic relationship between individual and situational signs or characteristics.
As Judge Munby emphasised when minded to avoid a definition of a vulnerable adult, characteristics
of vulnerability should be considered ‘descriptive, not definitive: indicative rather than prescriptive.’
(Munby 2006)
9.4.2. Complex Concepts – Combining the Individual (Condition) and Situational (Position) in Signs
of Vulnerability
As noted, the SCR findings and recommendations often reported a need to strengthen practitioner
understanding of vulnerability and abuse. However, they do not differentiate between these two
concepts so it has not been possible to identify whether this recommendation applies equally to
practitioner understanding of both concepts. The presumption of policy is that where abuse is
identified then adult safeguarding actions would be prompted. In the same way it might presume
that where vulnerability to abuse is identified that similar responses are initiated. Where they are
not, the inference from SCR findings is that this is as a result of practitioner failures to recognise
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vulnerability – to see the signs.

However, the findings of the present study indicate that

professionals from a number of disciplines are alert to a multiplicity of signs of vulnerability and
aware of the interactive effects of these to engender vulnerability to abuse in adults. There was
some concordance between the signs identified by participants in the present study and those
reported in other studies. Fulmer et al (2005) sought to identify which factors were of greatest
significance in elders with a confirmed diagnosis of neglect. Indicators of abuse that concur with
those reported by Fulmer include cognitive status, functional status, social support and
personality/character.
There were also similarities between the signs identified in the present study and those detailed by
Greenspan et al (2001) who developed a model of vulnerability in younger persons with
developmental disorders which sought to identify elements of personal competence as an antithesis
to vulnerability. Greenspan suggested that the interactive effect of personal and environmental
factors combined to promote, or protect people, from vulnerable outcomes. Central to the model
are the concepts of credulity and gullibility, pertaining to the individual’s social competence.
Participants in the present study identified signs of vulnerability as a function of a person’s character
to include unwillingness or inability to perceive the PAR as an abuser, which approximates to
Greenspan’s signs of social incompetence. Additionally, like Greenspan, participants in the present
study understood vulnerability of this nature to be heightened when personal circumstances which
constrained their social competence (e.g. reliance or dependency on others) were combined with
the conduct of others who were positioned to take advantage of such naivety.
Even stronger parallels were evident between the characteristics of vulnerability for AAR identified
by participants in the present study and those identified in Forbes-Parley’s (2007) study of staff
working with adults with learning disabilities. The characteristics associated with vulnerability which
showed commonality across both studies included inability to understand, inability to communicate,
inability to protect oneself, neediness and reliance on others, lack of skill and the status of being
cared for. The similarities observed across both studies with regard to the signs of vulnerability
recognised by professionals, improves the confidence in the trustworthiness of the present study’s
findings.
The blended approach of professionals who simultaneously attended to both individual and
situational signs of vulnerability could be conceived as a social model of understanding vulnerability
in action.
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However, the present study also found that a practitioner’s response to vulnerability to abuse was
not governed simply by their construct of vulnerability. This finding echoes the observations made
by Johnson (2012). She set out to study and collect information about multi-agency adult protection
activity in Scotland but in the course of this observed the lack of co-terminosity between practitioner
constructs of ‘abuse’ and ‘adult protection’. Johnson’s report offers a post hoc commentary as the
original data set did not set out to examine the relationship between the two concepts. She
illustrates that evidence from practitioners in her study contradicts the ‘policy’ presumption of a
linear relationship in that adult protection would follow from ‘abuse’ identification. The present
study purposefully explored the question of ‘other influences’ on professional constructions.
Although the identified influences were reported to mostly affect practice responses, professionals
also indicated that these constraints limited the degree of differentiation they might operate in
attending to signs of vulnerability. Organisational constraints such as agency priorities and service
eligibility criteria served to reduce the shutter size on the metaphorical lens of practitioner gaze on
vulnerability. They somehow short circuited the professional’s otherwise expansive view of
vulnerability. As discussed in Chapters 7 and 8, for police officers this meant that the detection of
crime was their primary concern and vulnerability as such didn’t matter. For social workers their
view of vulnerability was limited if the person didn’t meet the service eligibility criteria.
9.4.3. Seen Through a Glass Darkly – Eligibility Criteria and other Constraints on Responding to
Vulnerability to Abuse
In Chapters 5 - 7 of this thesis a detailed exposition of the professional concept of vulnerability is
reported highlighting the subtleties of discernment operated in their construct. We saw this in
Chapter 6 where I described how practitioners were using an interactive combination of signs of
vulnerability, from three domains – character, context and conduct of others. However, the primacy
of conceptualisation as a determinant for action in progressing safeguarding responses is challenged
by other influences operating in the world view of practitioners. As Johnson (2012) observed in
relation to the concepts of abuse and adult protection, a similar lack of co-terminosity was observed
in relation to the concepts of vulnerability and adult protection, which contradicts the ‘policy’
presumption of a linear relationship between understanding and action. The overriding governance
of criteria in driving decision about action was summarised appositely in the quote from one
practitioner as follows:“Situational stuff goes out the window if they don’t meet the criteria…..”
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The quote above illustrates how professional recognition and conceptualisation of vulnerability was
not the primary determinant for response. This would suggest that it is not a question of not
seeing/recognising vulnerability but more one of not responding as the limitations of resource
encourage professionals to exercise discretion to limit their involvement, guided in their thinking by
what they consider to be legitimate work defined by job role and organisational priorities.
The observed difference between the understanding of vulnerability and their responses to it by the
participants in this present study echo the observations of Baldwin (2000), who remarked on the
influence of knowledge, values, experience and the use of discretion as factors impinging on the
policy implementation in practice. Lipsky’s model of SLB and the operation of discretion offers an
interpretative model for the reported influences by practitioners. Professional discretion of
participants in the present study was affected through use of frameworks such as organisational
context, job role definitions and agency focus of eligibility criteria in the gatekeeping of resources.
These were reported by professionals to support their rationales for response limitations in the face
of perceived vulnerability in adults the professionals encountered. As commented on in section
8.4.1., in the battle of ‘rules’ that govern public sector work these professionals exercised discretion
in favour of some rules over others to determine their involvement in responding to signs of
vulnerability given the prevailing limitations on resource, primarily their own time.
This thesis argues that to understand the findings of SCR’s about practitioner understanding of
vulnerability there has to be an understanding of the context and other influences which have a
bearing on decision making in practice. Findings of the present study in relation to the complex
constructs of vulnerability used by practitioners contradict the views found in some of these
summary reports about a need to improve practitioner understanding of vulnerability. Similar
arguments have been made by Galpin & Parker (2007) who recommended that the process of
understanding adult abuse and policy needs to take into account professional knowledge and
ideologies as these reinforce and validate practitioner recognition and response. They proposed
that “policy makers need to have greater understanding of the different organisational and
professional groups, and how these might shape their understandings of the content of policy and
terms such as vulnerable adult and adult protection” (Galpin& Parker 2007, p. 13).
I would argue that this understanding needs to be extended to consider the constraints of the
working context of professionals in this field of practice. Policy presumes a linear relationship
between the identification of vulnerability to abuse and safeguarding responses. The inferred
criticism in SCR findings and recommendations suggests a poor understanding of vulnerability and
abuse. I would argue that professionals exercise discretion about response to vulnerability as they
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are operating in work environments where there are competing sets of rules. In the context of
resource limitations, primacy is given to occupational rules which are perceived by them as
legitimised work. These are construed in terms of job role definitions, service eligibility criteria and
organisational objectives and priorities. Consequently, whilst professionals have a very
comprehensive understanding of vulnerability and are able to identify both individual and situational
signs of vulnerability, their responses to what they ‘see’ are constrained through this operation of
discretion. This was particularly noticeable amongst police officers who took an offender focus in
identifying signs and a ‘detective’ approach to engagement in safeguarding responses defined by the
detection and progression of criminal enquiries.
The influence of the work context of professionals as described in the paragraph above might
suggest to policy makers that it would be better to describe rather than define vulnerability and that
changes are required which endorse or legitimise practitioner responses that liberate them from the
rule bound eligibility criteria driven approaches to decision making reported by these participants.
However, I do not say this from a position of ignorance of the function of criteria to gate keep access
to public resources. Consequently, I recognise that this may not be a politically persuasive argument
in light of current fiscal adversities and increasing pressures on public service resourcing, especially
personnel resource.
9.5. The Argument in Summary
 Serious Case Reviews and their public reports have developed a certain gravitas. The imperative
to disseminate their findings and for lessons to be learned infers that these lessons have wider
application beyond the local level at which they are conducted. If not this, then the associated
media coverage raises their status in the minds of many practitioners.

 Amongst the many recurrent themes to emerge from numerous executive summary reports has
been the recurrent finding and recommendation for the need to strengthen practitioners’
understanding of vulnerability and abuse, inferring a deficit amongst professionals in this
respect. The definitions of vulnerability and abuse in safeguarding adults practice have
historically been subject to criticism with suggestion (Brown et al 1999) that there is confusion
about what constitutes vulnerability.

 Through speaking with professionals, observing them in practice and examining their written
records I have found the professionals in this study had a very differentiated and dynamic
concept of vulnerability in relation to adults at risk of abuse.

Their conceptualisations
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encompass both individual and situational sources of vulnerability using characteristics which I
have categorised as Character, Context/Circumstance and Conduct/Condition of others. Their
concept of vulnerability to abuse within the adult population took into account the interactive
effects of these characteristics in understanding the overall vulnerability of the adult and
operating the criteria for progressing safeguarding enquiries.

 However, I also found that professionals’ recognition and understanding of vulnerability were
not the only influences on how professionals responded to these ‘cues and clues’ to
vulnerability. Obstacles to response were discussed in terms of constraints within the workplace
including job role definitions, agency priorities and service eligibility criteria.

These three

themes emerged as the critical decision rules operating across the professional groups. Where
competing rules existed professionals exercised discretion in favour of these rules which
legitimised their involvement.

 Strengthening safeguarding responses which guard against weaknesses in recognising and
responding to signs of vulnerability to abuse might be better achieved through liberating
professionals from the eligibility driven rules based approaches to decision making, endorsing
their concept of vulnerability and supporting judgements to intervene based on this.
Additionally, adherence to perceived agency priorities shackles the professional response to
adults who are vulnerable to abuse and limits creative collaborative working between different
professional groups.

9.6. Research Questions Re-Visited
In Chapter 3, I outlined the study aims and the rationale for the methods of enquiry adopted. I
would re-assert that the design was a good fit for the research questions by briefly re-visiting these
in relation to the key findings.
The study aimed to:1. Identify and describe how safeguarding adults practitioners conceptualise vulnerability.

2. Identify and describe what else affects their conceptualisation and subsequent response to
signs of vulnerability to abuse.
3. Understand and analyse the recommendations of SCRs in the light of this.
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The principal research question was "How do police officers, health and social care practitioners
conceptualise vulnerability when assessing adults at risk of abuse and how do these
conceptualisations vary across the professional groups"? A secondary question was “How can the
findings and recommendations of SCRs be informed by this?”
The in-depth discussion with professionals through focus groups and interviews has provided a rich
description of the factors that professionals report inform their concept of vulnerability in adults at
risk. These have been categorised into three broad domains – Character, Context and Conduct of
others to make them conceptually more accessible. The differentiated approaches of all professional
groups, particularly their attention to situational signs relating to both the settings and persons
responsible for abuse, is such that it might be conceived that professionals are operating a social
model of vulnerability when assessing AAR of abuse. This is in contrast to the definitions in past and
current law/policy which have been criticised for taking a focus on the individual and not the
circumstances which give rise to vulnerability. Further evidence of both individual and situational
factors in the operation of the concept was derived from direct observations of practitioners
engaged in live decision making where many of the factors described in focus groups were observed
to be utilised in the understanding of vulnerability by safeguarding professionals.
A difference between social workers and police officers was observed and reported in what was
termed ‘victim focus’ or ‘offender focus’. This was explained in terms of the ‘protective’ and
‘detective’ difference associated with the respective job roles.

The examination of what

practitioners said about their work offered insights into similarities between the professional groups
in relation to other reported influences on their responses to the identified signs of vulnerability in
the AAR. These were related to service eligibility criteria and job role limitations and requirements
of their employing agencies.
These findings reported in Chapters 5, 6 and 7 are set against the inferred weaknesses in practitioner
understanding of abuse and vulnerability which was reported as a recurrent theme in Chapter 4. In
Chapter 8 it was argued that professionals have a complex understanding of vulnerability and that
the dissonance between their conceptualisation of vulnerability and their responses to it are a
function of the contextual constraints of their work environments in terms of what is legitimised
work endorsed by their employing agencies. These serve to constrict their view of vulnerability by
giving ascendancy to how the service they work for can respond. These conclusions strengthen the
arguments that others (Flynn 2010, Munro 2011) have made about the need to adopt a systemic
approach to the conduct of SCRs in order to report not only on what was done but also to give
understanding and speak meaningfully to the interpretation of these events by taking account of the
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context of their occurrence. It is a rare professional in human services who seeks to conduct an illinformed and poorly performed work task.
9.7. Limitations of the Research and Recommendations for Development
The nature and purposes of qualitative research are inductive rather than deductive. There is no
suggestion that the findings of this study offer a causative explanation to refute the findings and
recommendations of the SCR reports. The findings point towards an explanation of the findings of
SCRs where the systems approach has not been adopted. Current work that the Department of
Health has commissioned from SCIE and RIPfA aims to improve the quality and use of safeguarding
adults reviews (SARs). It aims to draw together and develop an online library of open access
resources on the SCIE website containing reviews, reports, guidance and tools to support
practitioners working in safeguarding (www.scie.org.uk/consultancy/safeguarding-reviews-audits accessed 07-10-2017). A National repository of SARs and the employment of a systems approach to
SAR methodologies would assist future research to re-visit and review these findings to test this
theory further in the future.
It is recognised that research is vulnerable to the influence of the values and beliefs of the
researcher and consequently the research cannot be entirely value free. This will be evident in the
theoretical models used to support the interpretations offered.

Lipsky’s SLB theory offers a

supportive explanation of the mechanisms that operate in the implementation of policy into practice
which take account of the challenging circumstances in which professionals in human services have
to work and make decisions. This offered a conceptual framework to counter the inferred criticism
of practitioners emerging in the themes of SCR findings. It is, therefore, important to recognise that
as an existing practitioner and practice educator I have a vested interest in the learning that can be
derived from SCRs and a concern with the validity of their findings.
Validity in this study was approached through methodological triangulation. However, it has been
argued (Bryman 2012) that the data from different qualitative methods, such as in-depth interviews
and focus groups, cannot necessarily be considered equivalent as one concerns itself with the
private views of the individual and the other the public views of the individual. In this study there
were a couple of risks in relation to the focus group discussions despite the use of a semi structured
approach. The first risk was the presence of a dominant voice, and the second was the presence of a
dominant theme. For this reason the strength of a theme on the basis of frequency counts within
any particular focus group could not be relied upon. Consequently, the thematic analysis of signs of
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vulnerability was developed by examining the recurrence of themes across data sets to improve the
credibility of the findings.
Regrettably, due to time constraints, the planned activity of mixed focus group discussion to explore
respondent validation of the findings was not completed within the time of writing this thesis.
Consequently, it has not been possible to test whether the representation of professional
conceptualisation of vulnerability resonates with the views of participants in the study. Further
testing of the concepts with other (non-participatory) representatives of the professional groups
would also have tested whether the findings were generalisable.
The sampling methods in this study were purposive which might undermine the generalisability of
findings. Participants were purposively selected as they were likely to yield helpful data related to
the research question and not necessarily achieve representativeness. However, participants were
occupants of professional groups operating to common policies and procedures employed nationally
in the UK. Consequently, they shared some common frameworks for operating their decision
making with other professionals in their sample population.
In the data analysis there was also a risk of researcher influence in interpretation during the coding
of the data and subsequent categorisation. Once again, this is where respondent validation of the
reported model of vulnerability and the associated characteristics of the assigned categories would
have proved useful in testing the findings. It was observed that signs were often combined as
professionals pieced together their picture of the adult’s vulnerability. However, the present study
has not explored any patterns in the combinations of signs, although it has been possible to observe
a difference between the professional groups in the number of signs combined in their concept of
vulnerability. Retrospectively there was a missed opportunity during direct observations to observe
whether the interaction between professional groups in the context of the multi-agency referral unit
had any influence on the number or types of signs. Further research could attend to this through
case study analysis in single discipline and mixed discipline cohorts.
The focus of the present study was of professional conceptualisation of vulnerability in AAR. I have
elucidated the signs that professionals use to conceptualise vulnerability, i.e. what they think makes
people vulnerable to abuse and exploitation. However, in terms of understanding what does make
people vulnerable to abuse, and thereby strengthen professional understanding of vulnerability in
this context, perhaps a way to extend this in the future would be to address this question to the
people who perpetrate the abuse. Asking them what signs of vulnerability they attend to in
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identifying victims might help us to have a better understanding of what actually makes people
vulnerable to abuse as well as what professionals think makes them vulnerable.
9.8. Contribution of this Study to Research and Practice
In this study I have adopted the position of ’insider researcher’ which I would suggest has been both
a weakness and a strength. It has enabled me to access otherwise difficult to access professional
groups and establish an empathic approach that has fostered a great degree of candid response
from participants who I would suggest have been very honest and transparent in their responses and
positive in their engagement with the study.
This unique access to multi-professional views of current safeguarding practitioners adds to a
relatively small but important body of literature on practitioner views on vulnerability of adults at
risk of abuse. Unlike previous studies, my research has solicited views of vulnerability in relation to
the whole adult population and not limited itself to the study of one adult client group.
The present study provides insight into the key signs which operate in cross disciplinary professional
conceptualisation of vulnerability in Adults at Risk of abuse and proposes a tri-partite conceptual
model to make vulnerability more conceptually manageable for practitioners. The model
encompasses signs of resilience as well as vulnerability to support multi-professional assessment of
AAR of abuse. In practice this is a small contribution but if the descriptors can be incorporated into
documentation that supports practitioner decision making and guide people away from a criterionbased evaluation of vulnerability there are possibilities for encompassing the ever present broader
view of vulnerability which extends beyond existing service eligibility criteria. For social workers in
particular, service eligibility criteria are necessarily going to be guided by the Care Act 2014 eligibility
criteria. In determining eligibility the Local Authority must consider three conditions, the first of
which is that the adult’s needs for care and support arise from or are related to physical or mental
illness or impairment and NOT caused by other ‘Circumstantial’ factors. A ‘descriptive’ rather than a
‘definitive’ approach to conceptualisating vulnerability would create permission for professionals to
operate a concept of vulnerability which takes account of and is responsive to the dynamic
relationship between individual and situational signs or characteristics. Supporting practice
judgement which adopts this social model of vulnerability creates space for professionals to shake
the shackles of bureaucracy, as has been previously recommended in the review of children’s SCRs.
Munro (2011) has argued previously for a de-bureaucratisation of social work decision making in
child protection in favour of supporting practice judgement. In adult safeguarding this might be
better achieved by providing descriptions of vulnerability that are indicative rather than definitive.
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Whilst I acknowledge that this will not overcome the operation of discretion in deferring to
alternative occupational rules, such as service eligibility criteria, I would argue that it would support
the exercise of practice judgement to give greater credence to professional assessment of
vulnerability which is not tied to individual characteristics. Failure to do so will emanate in a
practitioner position where….

“Situational stuff goes out the window if they don’t meet the
criteria…..”
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Appendices
Appendix 1
Sources, Databases and Journals accessed for the Literature Review
The starting points for the literature search process were a series of primary and secondary sources
from online databases, online journals, websites, libraries and journals. A search strategy was carried
out, implementing the search term list (see below) within each of the following online sources, in
addition to library collections. An alphabetical list of the online sources searched is shown below:








Academic Search Complete
Cochrane Library
Digital Dissertations
Ethos
Google Scholar
IBSS
SCIE
ProQuest Dissertations & Theses

Search terms
The following terms were used in combination with one another (see grid formation):










Adult Abuse
Adult Protection
Safeguarding Adults
Vulnerable Adult
Social Vulnerability
Risk Assessment
Mental Disorder
Multi-Agency Working
Training and Guidance
Decision Making
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Appendix 2
Participant Profile across all Research Activities
Appendix Two
Social Care CRU

Male Generic

Female Generic

Direct Observations
Focus Groups
Interviews
Written Records
Totals

0
0
0
0

Direct Observations
Focus Groups
Interviews
Written Records
Totals

0
1
0
7

Direct Observations
Focus Groups
Interviews
Written Records
Totals

Male Specialist
3A
0
0
0

Female Specialist

Discipline Total Episodes No of participants overall

2(1) B
0
1
0

5(1)
0
4
0

10
0
5
0
15

5
0
5
0
10

0
2
0
12

0
3
0
1C

0
3
0
3(0)

0
9
0
23
32

0
9
0
20
29

0
3
0
3

0
12
0
12

0
1
0
0

0
0
0
1

0
16
0
16
32

0
16
0
16
32

0
5
0
1

0
18
0
17

0
0
0
1

0
0
0
3

0
23
0
22
45

0
23
0
22
45

5(2)
7(6)
3
5

9
10
5
7
31

4
9
5
7
25

0
2
0
0

0
6
0
0
6

0
6
0
0
6

Mental Health

Learning Disability

Older Persons Phy Dis
Direct Observations
Focus Groups
Interviews
Written Records
Totals
Police
Direct Observations
Focus Groups
Interviews
Written Records
Totals

0
0
0
0

0D
0
0
0

Direct Observations
Focus Groups
Interviews
Written Records
Totals

0
4
0
0

0
0
0
0

4(2) E
3F
2
2

Health

Total Male Generic
24
Total Female Generic
76
Total Male Specialist
G
Total Female Specialist
Total episodes of practitioner involvement across all study activities
Total no of practioners involved/sampled in the study
Key
A
B
C
D
E
F
G
H

0
0
0
0

20(19)
H

41(34)
161
147

Reduce number to 1 as oneMale specialist participant duplicated in the interview sample
Reduce number to 1 as four Female spcialits participants duplicated in the interview sampl
Reduce number to 0 as three female specialists in the menatl health written records sample appear in the CRU/social care sample
Reduce number to 2 as two male specialists police officers are duplicated in the interview sample
Reduce number to 2 as three female spaecilaist police offficers are duplicated in the interview sample
Reduce number to 6 as one female specialist police officer is replicated in the written record sample
Number adjusted to 19 due to participant duplication in research actitivity
Number adjusted to 34 due to participant duplication in research actitivity
Total no of social care practitioners sampled in the study
Total no of health care practitioners sampled in the study
Total number of police offciers sampled in the study
Total no of participants sampled in the study

116
6
25
147
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Appendix 3
Interview protocol and schedule for brief interviews


Researcher will read notes from direct observation sessions and identify key questions for each
informant based on their descriptions of clients’ vulnerability during the direct observations e.g.
in your reporting of that case you said the client was vulnerable because they were in
residential care. Tell me what is it about being in residential care that you think made this
person vulnerable?



Researcher to have a copy of the transcript of observation session at hand to refer to during
interview if necessary.



Researcher would not generally share the details of the transcript with the interviewee, as this
may distract the interviewee from the task, by trying to recall case details, and to reduce the risk
of the informant feeling that the judgement/decision making is being judged by the researcher.
The direct observation filed notes also contain the researcher’s observations and might bias the
respondent if shared.

Interview Questions
Specific questions prepared in advance based on individual practitioner’s reporting and researcher’s
observations during the direct observation sessions.

1. What do you think are the characteristics of vulnerability in adults? (Prompt – if it helps, think
about some recent cases you have dealt with in CRU under safeguarding procedures and what it
was about them that suggested to you that they were vulnerable).

2. How

would
you
organise
these
characteristics?
(Prompt
–
victim/offender/environmental/situational). If helpful offer the respondent examples.

e.g.

3. Which of these characteristics have you encountered most frequently in your safeguarding
work?

4. In your view which of these characteristics are the most significant in defining a vulnerable
adult? What tends to most inform your view of vulnerability?

5. How consistently do you think these characteristics are employed across different agencies and
professional groups?

6. What reasons do you think help explain any such differences? Prompt – professional
orientation/type of agency/experience.

7. Are there any characteristics of vulnerability which you think tend to be overlooked or
disregarded?
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8. How does working in the CRU influence the way you see vulnerability in the adult population?
(Prompt – to what extent do you think the views of other professionals have influenced yours?
Can you give me an example?
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Appendix 4
Participant Profile in Written Records Sample
Discipline

Total no of
No of new
Practitioners practitioners to
in sample
overall study

Male
Generic
Adult
worker

Female
Generic
Adult
worker

Male
Specialist
Safeguarding
worker

Female
Specialist
Safeguarding
worker

MH
LD
OPPD
Police

23
16
22
7

20
16
22
2

7
3
1
0

12
12
17
0

1
0
1
2

3
1
3
5

Totals

78

60

11

41

4

12

Key
MH

- Mental Health

LD

- Learning Disability

OPPD - Older Persons & Physical Disability
Additional Information/Explanation


The total number of practitioners sampled in the written document analysis is different from the
number of documents analysed as some practitioners were sampled more than once, i.e. had
more than one case record that appeared in the sample.



The number of participants new to the overall study sample is due to the fact that in the written
document sample some practitioners’ case records were sampled who had participated in either
the direct observations, interviews or both. This was true in five out of the seven cases of police
written decision making documents and three of the mental health case records where the
initial risk assessment had been completed by staff in the CRU before being progressed out to
the area mental health teams.
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Appendix 5
Briefing - All Agencies. Research Project
“Practitioner Perceptions of Vulnerability in assessing adults at risk of abuse”
The Researcher
Jay Aylett is a qualified Social Worker, currently registered with the Health Professionals Council. Jay
has worked in social care (older persons/adults with mental illness/adults with learning disability) for
over 25 years. She is currently employed by **** Safeguarding Vulnerable Adults Board as the
multi-agency training consultant. Jay currently works in close contact with police officers, and staff
employed by the Constabulary, Local Authority Families and Social Care Department and the
Mental Health Partnership Trust.
This research project is being undertaken under the supervision of Dr Paul Cambridge and Dr Jo
Warner at the University of Kent as part of PhD study.
The Research Project – Purpose and Aims
A number of serious case reviews of adult abuse have recommended that there is a need to
strengthen practitioners’ recognition and response to abuse and vulnerability. These reviews have
rarely included the voice of the practitioner. Early researchers and commentators have suggested
that the definitions of a vulnerable adult used in policy are imprecise.
This study is interested in what cues practitioners employ when assessing vulnerability and how they
utilise these in determining vulnerability when assessing the risk of abuse/exploitation to that adult.
It aims to:

Identify and describe how safeguarding adults practitioners perceive vulnerability.



Analyse how practitioners employ these cues in assessing adults at risk of abuse.

The data will be analysed to identify key themes for building a theory/model to inform and
support future practice and development in relation to this critical aspect of practice decision
making.
The focus of the research is on the perception of vulnerability. It is not the purpose of this study to
evaluate the quality of practitioner decision making and no judgements are being made in this
respect.
The project is expected to last between 18 – 24 months during which time participants will be
approached to participate in one of the activities outlined above. Participation is voluntary and all
participants are free to withdraw their consent to participation at any point without need for
explanation.
What will Participants be Expected to do?
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Your support is sought in promoting voluntary participation and facilitating access to records.
Participants are being recruited from police, social care and health practitioners whose duties
involve safeguarding adults from abuse.
Participants are being asked to either:-

a) Participate in two x 90 minute meetings (called a focus group – of approximately eight
participants) to discuss how they identify a person as being vulnerable, or

b) Permit the researcher to observe them in practice making decisions about safeguarding adult
referrals and then participate in a brief (15 minute) interview about that decision and how they
made it. Observations will take place on approximately 12 occasions over a six - nine month
period, requiring a time commitment of approximately three hours of practitioner time.

c) View records made by practitioners when responding to referrals identified to be of a
safeguarding adults nature, using existing audit mechanisms.

Benefits of Agency Participation


Any theoretical models generated by this grounded theory approach might also inform their
individual, local and possible national approaches/future understanding of judgement about
vulnerability for adults at risk of harm to improve/support current recognition and response to
those risks.



Theoretical models will directly inform the development of further learning events involving
safeguarding practitioners.



Feedback will be given to the research participants before final reporting of the study findings. A
wider multi-agency safeguarding adults practice conference will be offered to the agencies
whose staff participate in the research.



This Local Authority has a strong reputation as a leader of innovative practice in safeguarding
adults. Participation in research evidences commitment to practice development and multiagency collaboration.

Further Information
Anyone wishing to discuss the research further whilst considering their willingness to participate
should contact Jay Aylett at ja323@kent.ac.uk.
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Appendix 6
Participant Information Sheet
Research Project - Practitioner Perceptions of Vulnerability in Assessing Adults at Risk of Abuse
The Researcher – Chief Investigator
Jay Aylett is a qualified Social Worker, currently registered with the Health Professionals Council. Jay
has worked in social care (older persons/adults with mental illness/adults with learning disability) for
over 25 years. She is currently employed by Kent & Medway Safeguarding Vulnerable Adults Board
as the multi-agency training consultant. Full CV will be made available upon request. This research
project is being undertaken as part of PhD studies at the University of Kent under the supervision of
Dr Paul Cambridge and Dr Jo Warner.
The Research Project – Purpose and Aims
Safeguarding adults from abuse is a growing concern for public policy. Public officers such as social
workers, police officers and health care practitioners are required to act for the protection of
vulnerable adults at risk of abuse. Using the definitions outlined in the government guidance
practitioners make judgements about 'what is abuse' and 'who is a vulnerable adult' in recording and
reporting concerns using safeguarding procedures.
Research into safeguarding adults from abuse is comparatively new and existing research has
predominantly focused on the nature and extent of abuse in the population of older adults and
people with learning disability. A number of Serious Case Reviews of adult abuse have
recommended that there is a need to strengthen practitioners’ recognition and response to abuse
and vulnerability. These reviews have rarely included the voice of the practitioner. Whilst there
have been a few studies which look at how practitioners recognise and respond to signs of abuse,
there have been none pertaining to perceptions of vulnerability. Early researchers and
commentators have suggested that the definitions of a vulnerable adult used in policy are imprecise.
This study is interested in what cues practitioners employ when assessing vulnerability and how they
utilise these in determining vulnerability when assessing the risk of abuse/exploitation to that adult.
It aims to:1. Identify and describe how safeguarding adults practitioners perceive vulnerability.
2. Analyse how this effects practitioner behaviour in assessing adults at risk of abuse.

The data will be analysed to identify key themes for building a theory/model to inform and support
future practice and development in relation to this critical aspect of practice decision making.
What will Participants be Expected to do?
Voluntary participants are being recruited from police, social care and health practitioners in Kent
and Medway whose duties involve safeguarding adults from abuse.
Participants are being asked to either:277 | P a g e



Participate in two x 90 minute meetings (called a focus group) to discuss how they identify a
person as being vulnerable. The discussion will be facilitated by the researcher. This first group
meeting will be comprised of professionals from the same discipline/agency (health/social
care/police) from their own agency. The second discussion will be comprised of mixed
professional backgrounds (health/social care/police), or



Permit the researcher to observe them in practice making decisions about safeguarding adult
referrals and then participate in a brief (15 minute) interview about that decision and how they
made it.

The focus of the research is on the perception of vulnerability. It is not the purpose of this study to
evaluate the quality of practitioner decision making and no judgements are being made in this
respect.
The project is expected to last between 18 – 24 months during which time participants will be
approached to participate in one of the activities outlined above. Participation is voluntary and all
participants are free to withdraw their consent to participation at any point without need for
explanation. Participants in the focus groups will be asked to sign a statement of confidentiality with
respect to the contents of this meeting.
What can Participants Expect from the Researcher?
Participation in this research is based on informed consent and any records will be compliant with
the requirements of the Data Protection Act 1990. Any records containing personally identifiable
information (i.e. name, e-mail address or other contact information) will be stored separately from
any field notes so that any comments made cannot be linked with particular individuals. All persons
taking part in focus group discussions will be asked to sign a statement of confidentiality to
safeguard the confidence of all participants. Participants are assured of anonymity in the reporting
of any findings and no personally identifiable data will be reported.
An initial report of the findings will be disclosed to participants before any external publication is
made in either the preparation of the PhD thesis or writing articles for academic journals.
Further Information
Anyone wishing to discuss the research further whilst considering their willingness to participate
should contact Jay Aylett at either ja323@kent.ac.uk or jay.aylett@kent.gov.uk.
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Appendix 7
PhD Research Project - Practitioner Perceptions of Vulnerability in Adults at Risk of Abuse
Direct Observation and Practice Interview Participant Consent Form

I (insert name),…………………………………, hereby consent to participation in direct practice observation
and short interviews for the research project “Practitioner perception of vulnerability in adults at risk
of abuse” to be facilitated by Jay Aylett, PhD student, University of Kent.

I have read and understood the project information leaflet and understand that my participation in
this research is voluntary and that my consent to participation can be withdrawn at any point
without need for explanation, by giving notice to Jay Aylett.

Signed

………………………………………………………………………………………………………………………

Date

………………………………………………………………………………………………………………………

Work Contact Address ………………………………………………………………………………………………………………………
………………………………………………………………………………………….………………….……………………………….……………
……………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………….
E-mail

………………………………………………………………………………………………………………………

Telephone/Mobile

………………………………………………………………………………………………………………………
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Appendix 8
Research Project – Practitioner Perceptions of Vulnerability in Adults at Risk of Abuse
Focus Group Protocol (Ground Rules/Terms of Reference)

1. All group members to maintain confidentiality about the views shared by participants or case
details shared by way of illustrating these views. (Statement of confidentiality to be signed by all
present at the focus group).

2. Confidentiality cannot be guaranteed where information is shared by any group member that
leads either the facilitator or others present to have reasonable belief that a child or vulnerable
adult is currently at risk of abuse/harm.

3. Where participants offer case illustration by way of elaborating their views they will seek to
anonymise the case using pseudonyms for names of persons or place and minimise sharing of
personally identifiable details that would promote case recognition by others.

4. Each group member’s views are of equal relevance and importance to the research project so
participants will avoid dominating discussion so that all persons can be given an equal hearing.

5. The facilitator will seek to promote the inclusion of all participants and personal attacks on the
views expressed by any participant will be challenged.
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Appendix 9
Criteria for mapping SCR Executive Summary Reports
















Date of report.
Author – name or not stated.
Methods – not stated or stated (if stated IMR or other).
Purpose, scope and methodology of review outlined – yes or no.
Victim – gender, age, disability, residence (community or institution), mental capacity, service
refusal, use of alcohol.
Perpetrator characteristics – gender, number, use of alcohol, previous history of aggression,
mental illness.
Nature of abuse – neglect, death or other.
Agencies involved with Victim.
Agencies involved with Perpetrator.
Agencies involved in SCR.
Source of request for SCR.
Conclusions.
Relevant recommendations (especially vulnerability identification) – record types of
recommendation re. information sharing, data capture, identifying vulnerability, identifying risk,
ASB, training.
Thematic analysis to be done on: Conclusions - categorise
 Recommendation – categorise
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Appendix 10
Freedom of Information Request
Then between 7 - 16 March 2013 the following Freedom of Information request was submitted to
the same Councils:“Serious Case Reviews: Adult Safeguarding”
I am a PhD student at the University of Kent under the supervision of Dr Paul Cambridge & Dr Jo
Warner. I am conducting research to explore how practitioners perceive vulnerability in assessing
adults at risk of abuse. As part of this study I hope to conduct a thematic analysis of Serious Case
Reviews, in particular examining recognition and response to vulnerability.
Please can you provide electronic copies of both the Full and/or Executive Summaries for all Serious
Case Reviews (SCRs) undertaken in relation to Adult Protection/Adult Safeguarding cases in your
authority from 2000 - 2012.
If this is not possible I would welcome your explanation in respect of this request.
I would be pleased to provide confirmation of ethical approvals for my research by the sponsoring
agency (University of Kent) if this would assist you in considering this request.
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Appendix 11
Research Project – Practitioner Perceptions of Vulnerability in Adults at Risk of Abuse
Researcher Conduct Protocol - Direct Observations of Practice (Ground Rules/Terms of Reference)

1. The researcher will negotiate and agree in advance a programme/schedule of direct
observations in consultation with consenting participants. This programme will be notified in
writing to all participants.

2. At the commencement of each observation session the researcher will agree a suitable position
within the workplace environment to conduct the observations to minimise disruption to the
participant’s work activity.

3. The researcher will not take any active part in case discussion and will be a silent observer.
4. The researcher will make themselves known to any non-participating staff in the work place and
explain their role in the workplace, reassuring non-participating staff of confidentiality except
where the researcher believes that their conduct places either a child or vulnerable adult at risk
of harm or their activity is of a criminal nature.

5. The researcher will use a standardised format for recording observations and limit any note
taking to the expressed content of that recording schedule.

6. Participants can request to view any records of direct practice observations relating to
themselves. These will be made available to the participant on completion of the full
observation schedule.

7. Participants will be reminded that they are free to withdraw consent to participation at any
point during the study without any prejudice by the researcher.

8. Participants may request that records relating to direct observations of them are withdrawn
from the study. This request will be made in writing to the researcher if the request post-dates
the completion of the observation schedule.

9. Participants will be reminded that it is not the role of the researcher to evaluate their practice
but to record perceptions of vulnerability.

10. Participants should raise any concerns about the conduct of the researcher to the attention of
the site manager/line manager in the first instance who reserves the right to withdraw
agreement to the presence of the researcher in the workplace. Complaints or dispute that
cannot be resolved with the researcher or other comments about the conduct of the researcher
should made in writing to the Post Graduate Office, SSPSSR, Faculty of Social Sciences,
Cornwallis North East, University of Kent, Canterbury, Kent CT2 7NF.
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Appendix 12
Summary of Characteristics of Vulnerability on Themes and Categories
Characteristics of vulnerability discussed by Themes
respondents
Physical disability, chronic mental health Adults
Health
problems, weight loss, age/frailty, mental illness, Condition/Status
learning disability, dementia

Category

Reliance - particularly on care givers, neediness in Dependency
relationship, dependent on someone or a service
for support, lack of choice

Character

Dementia, Schizophrenia, memory problems, Mental Disorder or
unable to comprehend the abuse to them, poor Impairment
insight, Autism (Service Provision gaps), Aspergers,
Anxiety, Depression, history of making unwise
decisions

Character

Inability to recognise abuse, loyalty to the Relationship
perpetrator, trusting, unwilling or unable to see (Character
perpetrator’s conduct as abusive, feeling Competence)
responsible for the abuser (Grandparent victim of
Grandchild offender), unaware of risk (linked to
cognitive ability), poor insight, acceptance
of/accommodation to the abuse – resignation,
feels worthless, minimises the abuse, low self
worth/value, gullible, no knowledge of alternatives
(not informed), poor social skill (associated with
Learning Disability)

Character

Skills Character
&

Unwilling to perceive person as an abuser, Nature
of Character
neighbour, parent (V)/child (P), grandparent Relationship to the
(V)/child(P)
Perpetrator

Loss of self-esteem, fear of acknowledging the Consequence for the Character
abuse, shame, secrecy, loss of confidence, loss of client
(in
ability (independence of thought or action)
acknowledging the
abuse)
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Immobility, unable to get out of the situation, loss Lack of Agency
of independent thought/action, lack of choice or
control

Character
or
Context/circumstance
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Characteristics of vulnerability discussed by Themes
respondents
Unable to recognise abuse, lack of knowledge of Comprehension
alternatives

Category

Decisions taken without the adult’s involvement, Lack of Advocacy
unable to self-advocate, no choice or control

Character or Conduct of
others

Impaired, unable to give account, unable to express Communication
need, impeded or obstructed by others, views not
solicited by professionals (not being involved)

Character
Some
characteristics
communication
impairment relate to
Conduct or Condition of
Others (highlighted)
Context/circumstance

Recent hospital in-patient, current contact with
community services (health or social care), open to
our service (Social Care), current hospital in-patient,
in receipt of 24 hour care which indicates high
dependency needs, they are vulnerable because
they are in our service (meet eligibility criteria)
Small social network, loneliness, no family or
friends, institutional living
Institutionalised practices in delivery of care,
consequences of institutionalisation for the adult
(repeated patterns which provoke/invite abuse by
others), Prison, Mental Health Hospital, care setting
Private care, no State scrutiny, poor discharge
planning, gaps in service provision, self-funders,
cared for by PA – no service monitoring, limited to
contact with other vulnerable people with poor
social skills or challenging behaviours, lack of
choice, unfamiliar environment/people/routines
Living with family carers, presence or absence of
support, social status, economic status, housing
circumstances (availability and location), absence of
care support, history of abuse/repeat victimisation,
loss of independence, receiving care support
services

Patient or Client
Status

Character or Context
(e.g.
lack
of
information giving by
others)

Isolation

Context/circumstance

Institutional Care

Context/circumstance

Service Provision

Context/circumstance

Social
Circumstances

Context/circumstance
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Characteristics of vulnerability discussed by
respondents
Aggressive, alcohol dependent, drug misuse,
befriending, trust put on care environment by
professionals (rule of optimism), abuser unable to
manage own behaviours (no insight or poor impulse
control), targeting – identifying visual cues of
disability (ramps and rails) or observe
habits/routines, carer’s stress, rogue traders,
making decisions for the adult (capacitated adult),
carer with own health problems, perpetrator with
history of abuse to others, misuses of
power/professional boundary breach, not following
the rules – disregards Care Plan, unsafe care
practices,
poor
leadership,
manipulating
information, failure to report abuse/safeguarding
concerns, failure to deliver care, mental illness,
poor impulse control, failure to decrease risk of
assault in patients with history of assaulting,
position of trust – standards of that trusting
relationship not upheld, creating co-dependency,
controlling/coercive, lack of knowledge by carer of
cared for needs, professional disregard due to
disbelief – heard this before and nothing had
happened

Themes
Conduct
Condition
Others

Category
or Conduct or Condition of
of Others
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Appendix 13
First and Second Level Analysis of Conclusions in Safeguarding Vulnerable Adults Serious Case
Review Executive Summary Reports
2nd Level (categories)
1st Level (themes)
Poorly co-ordinated assessment across agencies  Lack of holistic assessment
(including risk assessment and determination of  Poor
engagement
with
mental capacity)
Housing/GP/Fire & Rescue.




Inadequate information sharing and recording 
practices


Inconsistencies
in
understanding
application of concepts in SVA policy


and 



Ineffective application of the principles of the
Mental Capacity Act





Vulnerability inadequately recognised and 
responded to especially in circumstances of
service refusal and self-neglect



SVA
by
Poor risk
assessment/no routine risk assessment on
case closure
Problems in consistency of identifying
VULNERABILITY. Need to identify lead
professional where TEAMS are joint working
Poor joint working. Need to involve carers
and family members in SVA
Poor information sharing between agencies
Inconsistent or absent recording of
concerns/duplicate recording systems. No
mechanism for feedback or follow up after
referral is made
Poor transfer of care arrangements
Poor understanding of the SVA Policy
Differential operation of threshold for
referral in SVA
Problems in consistency of identifying
VULNERABILITY
Problems in consistency of identifying
VULNERABILITY
Difficulties in decision making where the
person deemed to lack mental capacity in a
specific area
No MCA Assessment
Poor engagement with services or service
refusal
Self-neglect/service refusal not fully
considered
Problems in consistency of identifying
VULNERABILITY
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Appendix 14
Summary Table of the Combinations of Signs of Vulnerability from Interview Participants
Participant

Police
Officer 4

Dependency

Mental
Capacity

Age/
Frailty

Isolation

Illness

Disability

✔

✔

✔

✔

Poor
Social
Skills

✔

Police
Officer 5

✔

✔

✔

Police
Officer 8

✔

✔

Police
Officer 9

✔

✔

Police
Officer 10

✔

Social
Worker 34

✔

Social
Worker 35

✔

✔

✔

✔

✔

Social
Worker 36

✔

✔

Social Worker
12

✔

✔

Social
Worker 37

✔

✔

✔

✔

✔
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