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 Signify-CAPACITY 
Definition of Capacity 

If you have ‘mental capacity’ you are able to make a particular 
decision for yourself. Mental capacity is not about someone’s 
capacity to make a range of decisions. The legal definition says 
that someone who lacks capacity cannot, due to an illness or 
disability such as a mental health problem, dementia or a learn-
ing disability, do the following: 
 understand information given to them to make a particular

decision
 retain that information long enough to be able to make

the decision
 use or weigh up the information to make the decision
 communicate their decision
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SAFEGUARDING ADULTS  

The aim of the workbook is to help raise awareness of safeguarding adults processes and procedures in the sector, 
including how to recognise and report abuse and the role of the alerter. 

Safeguarding challenges 
This guide aims to identify the issues that commonly lead to safeguarding referrals to Safeguarding Authorities. The 
underlying causes are also identified; neither are in order of prevalence. Prevention checklists are provided to help 
support workers to work towards a reduction in occurrence of these issues. This guide aims to identify the issues 
that commonly lead to safeguarding referrals from care homes. The underlying causes are also identified; neither are 
in order of prevalence. Prevention checklists are provided to help support workers to work towards a reduction in 
occurrence of these issues.  

The evidence underpinning this work was gathered from people using services, carers,  
commissioners, service providers, safeguarding leads and the Independent Safeguarding Authority (ISA). It shows 
clearly that most safeguarding activity relating to care homes occurs as a result of poor practice and poor quality of 
service rather than malicious intent. The impact of poor practice and neglect can be just as significant as intentional 
abuse and yet it is arguably far easier to prevent.  

In all cases of suspected neglect or harm, local multi-agency policies and procedures should be followed. The safety 
of the individual concerned should be of paramount importance, and all action taken and decisions made should be 
clearly recorded. Local protocols should determine when a concern should be referred through safeguarding 
procedures and when it should be dealt with through supervision, training and other practice improvement 
mechanisms.  

Learning Outcomes 

Once you have completed the workbook you will:  

• Understand what we mean by safeguarding adults;
• Be able to identify the different categories of abuse
• Have an understanding of who an ‘adult at risk’ is;
• Be able to identify the signs and behaviours that may indicate abuse is taking place;
• Know where abuse takes place;
• Understand the roles and responsibilities of the alerter;
• Have an increased awareness of safeguarding adults procedures and how you report your concerns.

No Secrets Guidance 

In 2000 the government published ‘No Secrets’ guidance.  Their aim was to ensure that local agencies were able to 
work together to produce multiagency policies and procedures to protect adults at risk from abuse.  

Following the publication of ‘No Secrets’ a multi-agency group was formed, the Somerset Multi-agency Safeguarding 
Adults Board.  Safeguarding policies and procedures were developed in Somerset with the purpose  of:    

• Having a consistent approach to safeguarding adults across all agencies
• Increasing public and professional awareness in all agencies
• Allowing a joint approach to issues.

In 2008, Somerset produced ‘Safeguarding Adults’. Somerset Adults Policy and Procedure. This document 
established a set of good practice standards to be used as both a tool to review work already being done and as a 
way of developing future safeguarding work to ensure that all adults have a right to live a life free from violence and 
abuse.  
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At the moment there is no separate safeguarding adult legislation but when working with adults other legislation can 
be used to help keep adults at risk safe from harm. Examples of the legislation that could be used include criminal 
law, and the Mental Capacity Act could be used when someone lacks the capacity to make decisions about how they 
are looked after, perhaps because of dementia or a learning disability. 

In all of these cases there is a concern that abuse may be taking place. 

Safeguarding Adults (ADSS 2005) states that: 

Abuse - the misuse of power by one person over another – has a large impact on a person’s independence.  Neglect 
can prevent a person who is dependent on others for their basic needs exercising choice and control over the 
fundamental aspects of their life and can cause humiliation and loss of dignity.  

• Abuse is a violation of an individual’s human and civil rights.
• Abuse may consist of a single act or repeated acts.
• Abuse may be deliberate or unintentional.
• It may cause harm temporarily or over a period of time.

TYPES OF ABUSE 

We will now look at what the different types of abuse are. After reading the definitions below look again at the 
answers you gave to exercise 2 and see if you want to make any changes. The types of abuse are:  

Physical 

This is the physical ill treatment of an adult, which may or may not cause physical injury. 

This may include: 

• Hitting, punching or slapping;
• Pushing or shaking;
• Kicking;
• Pinching or scratching;
• Improper administration of medication or treatments or denial of prescribed medications / treatments.

Physical abuse can also occur when people are not provided with adequate care and support, causing them 
unjustifiable physical discomfort.  This can include:  

• Inappropriate use of restraint or sanctions such as forced isolation;
• The withholding of food, drink or necessary aids to mobility or independence such as walking aids, hearing

aids, spectacles or dentures.

Sexual  

Sexual abuse includes acts which involve physical contact and others that do not.  Contact abuse may include rape, 
sexual assault and touching in a sexual way.  Non-contact abuse may include the person being forced to be 
photographed naked or made to let other people look at their body.  Sexual abuse can include an isolated incident of 
assault, or sexual acts within an ongoing relationship where that adult hasn’t given consent or is not able to, perhaps 
because they do not have the mental capacity to do so, or they are unable to because the abuser is seen to be too 
powerful.  Abuse usually involves acts performed by the perpetrator on the person being abused, but sometimes 
they may be forced to do things to themselves, the person abusing involves acts performed by the perpetrator on 
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the person being abused, but sometimes they may be forced to do things to themselves, the person abusing them, 
or others.  

Financial or material abuse.  

This involves an individual’s funds, resources or possessions being taken or inappropriately used by a third party.  
The person may be more at risk if they don’t understand their finances or depend on others for the management of 
their money.  Financial or material abuse may include:  

• Theft, fraud or extortion through threat;  
• Exploitation, e.g. preventing the adult access to independent legal advice, or exerting pressure to influence 

the drawing up of a will;  
• The misuse or misappropriation of property, possessions or benefits by someone who has been trusted to 

handle the adult’s finances or who has assumed control of their finances by default;  
• Preventing the adult’s access to his or her funds or possessions.  

 

Neglect and Acts of Omission 

Neglect and Acts of Omission is the deliberate withholding of, or intentional failure to provide a necessary level of 
care and support for an adult to meet his or her needs. This could be active, where someone deliberately refuses to 
do something they know the person needs done to meet their needs, or passive, where the person might not realise 
what care is needed or how to provide it.  Neglect could include:  

• An adult’s medical or physical care needs being ignored;  
• Being given the wrong type or too much or too little medication;  
• Not allowing the adult to get help from health, social care or education services;  
• Withholding the necessities of life, for example adequate food and drink heating or clothing.  

 
Discriminatory 

Discriminatory Abuse is when a person may have prejudicial views about someone.  This could be because of the 
person’s disability, mental health problems or learning disability.  It could also be because of their age, race, gender, 
cultural background, sexual orientation or because they have a dependence on drugs or alcohol.  Discriminatory 
attitudes towards someone might lead to other types of abuse.  The person might also find it difficult to access 
services they require.  

 

 

Institutional   

Institutional abuse can include practices of an abusive regime, for example in  a care home or hospital, where the 
rights of the people that use that service are denied.  It may be that the needs of the person using the service are 
ignored in order to make an organisation easier to manage or to save money.  

It might include  

• Ignoring other forms of abuse that are taking place;  
• Abuse by more than one person or staff;  
• Staff misusing their power over the people who use their services;  
• Medication being used inappropriately to manage the person’s behaviour  



 

4 
 

• Bad practices not being reported.  
 

Later we will look at the importance of reporting bad practice and how we can do this by using whistleblowing 
(speaking out) procedures. Sometimes institutional abuse occurs when people are not treated with the dignity and 
respect they deserve.  The Department of Health has launched a ‘Dignity in Care’ campaign.  You can go on the 
website www.dhcarenetworks.org.uk/dignityincare for more information about the campaign and to sign up as a 
dignity champion.  The role of the dignity champion is to spread the word about the importance of treating everyone 
with dignity and respect in all the settings where care is provided.  Number 1 on the campaign’s 10 point dignity 
challenge is to ‘have a zero tolerance of all forms of abuse’.  

Psychological 

Psychological Abuse happens when we find that there is usually a psychological element to all forms of abuse.  It 
may include:  

 

• The abuser acting in a calm but destructive manner;  
• The person is intimidated, e.g. by threats of physical harm, shouting or swearing;  
• Humiliating the person;  
• Denial of the person’s basic human rights;  
• Indifference to the needs of the person;  
• Treating the adult as a child.  

 

Now you have read the definitions of abuse and had a chance to look at your answers again we will now look at the 
types of abuse we have identified in the case scenarios.  

Some of you might have heard the term ‘vulnerable adult’ in previous training.  One of the changes made as 
safeguarding adults work has developed is that we now use the term ‘adult at risk’ within safeguarding adult work. 
An ‘adult at risk' is defined as ‘someone aged eighteen or over, who is or may be eligible for community care services 
and whose independence and wellbeing would be at risk if they did not receive appropriate health and social care 
support’.  So it may be the person is not receiving community care services at the time the concern is raised, but if 
they had wanted to access services they would be eligible.  

The person may have a:  

• Physical disability or sensory impairment;  
• Learning disability;  
• Mental health problems;  
• Frailty; due to age, illness or disability.  

 
What factors could mean that someone is at greater risk of abuse? Often the person is unable to take care of 
themselves or protect themselves without help.  Think about Mrs Brown in case 1.  She relies on staff for basic needs 
like going to the toilet. They might be isolated because they don’t have any social networks including education and 
employment.  Mrs Smith in case 3 might have no one else visiting her except her neighbour.  She might be worried 
that if she complains about not getting her change no one will visit her and she won’t have anyone to go shopping 
for her.  
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It is important that when we consider someone is an ‘adult at risk’ as defined above, that we follow the inter-agency 
procedures to ensure they are safeguarded.  This includes reporting our concerns.  Signs the abuse may be taking 
place 

Think about some of the signs and behaviours that you might see that could indicate abuse is taking place.  After you 
have done this read the list of signs and behaviours that abuse may have taken place.  These are taken from the 
inter-agency procedures.  

• Psychological  
• Physical Abuse  
• Sexual  
• Financial/material  
• Neglect and acts of omission  
• Discriminatory  
• Multiple or institutional  

 
General signs that abuse has taken place. 

Signs that abuse may be taking place. It is important when reading this to remember that there may be other 
reasons for some of these signs and behaviours.  However if you are concerned that it may be abuse you must pass 
on your concerns.  We will look in more detail at how you do this later.  

Psychological Abuse 

• Low self esteem, depression or tearfulness;  
• Lack of confidence or anxiety;  
• A feeling of worthlessness and perhaps self-abuse or self-neglect;  
• Agitation;  
• Ambivalence or resignation;  
• Increased levels of confusion, a decreased ability to communicate or urinary or faecal incontinence;  
• Sleep disturbance;  
• The adult feeling or acting as if they are being watched all of the time;  
• The adult withdrawing themselves from valued social activities or contacts;  
• The adult using language they wouldn’t normally, e.g. communication that sounds like things the perpetrator 

might say;  
• The adult showing signs of behaviour that is out of character, e.g. overtly promiscuous, sexually overt, anger 

or verbal outbursts;  
• The adult showing deference or submission to the perpetrator.  

 
Lack of social inclusion 
People in residential care and their relatives often complain of lack of stimulation, activity, opportunities for social 
interaction, including sexual relationships, and community participation. The results of inactivity and social isolation 
can be experienced as harmful and abusive by individuals and can have a negative effect on mental health and 
general wellbeing.  
 
Commissioners should ensure that service specifications include support to access social activities and opportunities 
for community participation. 
 
Prevention checklist 

• The home provides frequent opportunities for individuals to be supported in activities of their choice both 
within the home and in the community. 
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• Each resident has a care plan that outlines their preferred social activities, who they prefer to spend their 
time with and how they wish to be supported. 

• Individuals' preferred activities are supported and not restricted by staff shift patterns. 
• Residents are encouraged to form relationships, and supported to safely pursue sexual relationships if they 

wish. 
• Transport is not a barrier to participation and individuals are supported to use transport that suits their 

needs. 
• Friends and family members are welcomed and are able to spend as much as time as they wish with their 

friend/relative.  
• Specific attention is given to those people who are at particular risk of social isolation because of mental 

incapacity, physical disability, or lack of family or friends.  
• Action to be taken is recorded in their care plan. 

 
Physical Abuse 

• Injuries in unusual place, e.g. cheeks, ears, neck, inside of mouth or buttocks;  
• Injuries that are the shape of objects, e.g. hand, teeth marks, cigarette burns, rope burns;  
• Injuries to head or scalp, e.g. black eyes;  
• The presence of several injuries, bruises or scars of a variety of ages (look for fading);  
• Burns or scalds with cl clear outlines or that have a uniform depth over a large area, e.g. the buttocks;  
• Unexplained fractures, dislocations or sprains;  
• Injuries that have not received medical attention;  
• Marks of physical restraint;  
• Skin infections;  
• Dehydration or unexplained weight changes;  
• Medication being ‘lost’ or ‘misplaced’;  
• Evidence of over and under use of medication;  
• Sleep deficit or unexplained fatigue;  
• A change in the adult’s usual behaviour patterns or physical functioning;  
• Behaviour that indicates that the adult is afraid of the perpetrator or is avoiding the perpetrator, or is afraid 

in the presence of certain objects;  
• The person flinches at physical contact or asks not to be hurt;  
• He or she seems reluctant to undress or uncover parts of the body;  
• A person being taken to many different places to receive medical attention.  

 
Physical abuse between residents 
Care homes often have to deal with altercations and abuse between residents, some of which entail physical attacks. 
This could be the result of tensions between people living in close proximity, and may also be caused or exacerbated 
by misunderstandings due to dementia, learning disability, or mental health problems. Some instances of challenging 
behaviour may be due to poor relationships with, and poor management of, residents. Training in managing 
challenging behaviour, appropriate restraint and de-esculation situations is important. 
 
Care homes often have to deal with altercations and abuse between residents, some of which entail physical attacks. 
This could be the result of tensions between people living in close proximity, and may also be caused or exacerbated 
by misunderstandings due to dementia, learning disability or mental health problems. Some instances of challenging 
behaviour may be due to poor relationships with, and poor management of, residents. Training in managing 
challenging behaviour, appropriate restraint and de-esculation situations is important. 
 
Prior to someone choosing a home, their assessment should consider their compatibility with other residents and 
any risks to the individual or other residents due to challenging behaviour. In order to reduce or avoid abuse and 
harm, care homes should work to prevent such incidents occurring by identifying triggers and supporting individuals 
who perpetrate abuse as well as their victims. 



 

7 
 

 
Prevention checklist 

• All residents are assessed in terms of their risk of being abused or of abusing others. 
• Physical screening takes place to rule out infections which could alter behaviour. 
• Staff are trained to identify the causes of challenging behaviour and understand that it may be used as a 

method of communication. 
• Where risks are identified, plans are in place to support individuals and to prevent and reduce the risk of 

abuse. 
• Care home staff are trained and competent in the management of challenging behaviour and supported by 

community health care professionals. 
• Medication is reviewed regularly, whenever behaviour changes and at least every six months. 
• Investigations are carried out to assess for medical or other reasons which may be causing behaviour that is 

difficult to manage. 
• Where there are ongoing issues between individuals, the care home takes a multi-agency approach to long-

term resolution.  
• All incidents of abuse between residents are recorded and reported under local safeguarding procedures. 

Close family or friends should be informed unless there is a legitimate reason for not doing so. 
 
Rough treatment, being rushed, shouted at or ignored 
The research underpinning the SCIE Dignity in care guide highlighted that people receiving care support often feel 
they are being roughly treated, rushed or ignored. People can experience such treatment as abuse. Unexplained 
bruising is a common reason for safeguarding referrals and rough handling may often be the cause. Care workers 
should be mindful that the people they are caring for may be in pain due to illness or disability and may bruise easily 
due to physically frailty. People with dementia, learning disabilities or mental health problems could be fearful of 
physical intervention due to lack of understanding of what is happening to them.  
 
Shouting, raised voices or the tone used may also cause distress and harm to people and they may experience such 
interactions as intimidating. This can occur when people make assumptions about the person's inability to hear or 
understand, it can be due to cultural difference where a worker may naturally converse more loudly than the care 
recipient, or it could be a result of the care worker being busy and stressed due to inadequate staffing levels. Tone is 
Important: people should be addressed in a respectful manner and not in a way that is sharp, abrupt or 
condescending. 
 
It is very important that the home demonstrates a 'zero tolerance' approach to insensitive care and that residents 
are encouraged to comment on their experience of receiving care so that such matters can be addressed. 
 
Prevention checklist 

• The home actively promotes Dignity in care and has a zero tolerance approach to insensitive care. 
• The home has adequate staffing levels so that staff are not forced to rush or ignore requests from residents. 
• Staff are trained and competent in manual handling techniques and the use of mobility aids. 
• Care provision is personalised and tailored to individual needs. 
• Residents' individual communication needs are recorded on their care plan and staff are trained in how to 

communicate with people with particular difficulties. 
• Care plans identify those most at risk of being subjected to abuse (this includes people who are quiet or 

isolated, unable to communicate well and those who are demanding or considered difficult to work with). 
• Residents are never denied access to staff call buttons and alarm cords. 
• The home regularly seeks feedback from residents and relatives on the quality of care provided. 
• Problems arising from cultural differences between staff and residents are identified and addressed through 

training and supervision. 
• Staff are encouraged to identify and challenge inappropriate care by their peers. 
• The home has a whistleblowing policy, which includes the option of alerting externally through the local 

authority 
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Sexual Abuse 

• Sexually transmitted diseases, recurrent bouts of cystitis or unexplained pregnancy;  
• Pain, itching, tears, bruises or bleeding in genital or anal areas;  
• Bruises on the abdominal area, inner thighs or breasts;  
• Torn or blood-stained underwear;  
• Evidence of soreness when the adult is sitting or walking;  
• Unexplained problems with catheters or going to the toilet;  
• ‘Love bites’;  
• Oral infections;  
• Behaviour that shows the adult is trying to take control of their body image, e.g. symptoms of eating disorders 

such as anorexia or bulimia;  
• Withdrawal;  
• The adult using overtly sexualised behaviour or language that is unusual for them;  
• Disturbed sleep pattern;  
• Any sudden changes in behaviour, particularly incontinence or confusion. 

 
Financial or Material Abuse 

• Sudden loss of assets or unexplained withdrawals from a person’s bank/savings account;  
• Unusual or inappropriate financial transactions;  
• The disappearance of bank statements, other documents or valuables including jewellery;  
• Visitors whose visits always coincide with the day the person’s benefits are cashed;  
• A person’s inability to explain what is happening to their income;  
• Insufficient food in the house or bills not being paid;  
• Loans being taken out by the adult in circumstances that give cause for concern;  
• Disparity between the adult’s assets and living conditions;  
• Reluctance on the part of family or friends or the person controlling funds to pay for replacement clothes or 

furniture;  
• The person who is managing the adult’s finances being concerned with money, or perhaps experiencing 

some kind of financial difficulty themselves;  
• A feeling that the adult is being tolerated in the family home due to the income their benefits generate, and 

not being included in the activities the rest of the family enjoys;  
• Recent changes in property title deeds, or alterations of wills or signing over assets.  

Financial abuse 

A study into the abuse of older people in the UK found that financial abuse is the second most prevalent type of 
mistreatment after neglect. The No secrets definition of financial abuse is:  
'financial or material abuse, including theft, fraud, exploitation, pressure in connection  
with wills, property or inheritance or financial transactions, or the misuse or  
misappropriation of property, possessions or benefits’. 
 
Older people, particularly people with dementia, are among those at greatest risk of  financial abuse. Indications are 
that 60–80 per cent of financial abuse against older people takes place in the home and 15–20 per cent in residential 
care (Help the Aged 2008). People in care homes may be better protected than those who are isolated or living 
alone, for example, they may be less likely to be targeted by rogue traders or telesales fraud, but there are different 
risks of financial abuse for this group. Some residents will have little or no control over their own money and are 
reliant on relatives or the home to safeguard their finances. Examples of financial abuse in care homes include:  
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• the home using resident's own money to pay for things for the home without the person's agreement 
• a care worker accepting an inappropriate gift or reward 
• a relative receiving benefits on the person's behalf but not passing on the personal allowance  
• an appointed deputy not managing the person's finances in their best interest. 

 
A report on financial abuse highlighted that some care providers did not see it as their role to raise concerns about 
the decisions of a 'deputy' or an 'appointee'. Others reported that they had raised concerns with the local authority 
only to be told that – if a deputy or appointee was in place – nothing could be done. 
If people are to be safeguarded against financial abuse then concerns about deputies and appointees must be 
reported so that best interests meetings can take place. If the local authority receives an alert it can apply to have 
the deputyship or appointeeship revoked and awarded to the local authority deputy.  
 
Prevention checklist 

• The home keeps clear records of people's individual finances. 
• People's individual finances are audited monthly by the home manager or administrator – relatives are kept 

informed of transactions as appropriate. 
• The home ensures that residents receive their full entitlement of benefits and income. 
• Care home staff understand that they have a responsibility to report concerns about financial abuse through 

safeguarding procedures. 
• Local authority income teams make a safeguarding referral if a person's care fees are not being paid. 
• The local authority deputy maintains links with care homes in the area. 

 
Neglect and Acts of Omission 

• Malnutrition and/or dehydration;  
• Unexplained rapid or continuous weight loss or weight gain;  
• Poor physical condition, e.g. skin ulcers or excoriation, pressure sores or a pale or sallow complexion;  
• Hypothermia due to inadequate heating or lack of suitable clothing;  
• The adult not having access to necessary aids to mobility or independence, e.g. walking aids, hearing aids, 

spectacles or dentures;  
• The adult being exposed to unacceptable risk;  
• The wearing of inadequate or inappropriate clothing;  
• Evidence of untreated medical problems;  
• Evidence of personal care support not being given, e.g. poor hygiene, incontinence odour, dirty fingernails, 

old food residue in-between teeth, broken or missing dentures or stained clothing;  
• The adult being left in a soiled or wet bed, or expected to sleep in dirty or soiled bedding;  
• Callers/visitors being refused access to the person;  
• Missed medical appointments and a carer’s/care worker’s reluctance to involve health and social care 

professionals in the person’s care.  
 
Falls 
Residents should be supported to stay as active and independently mobile as possible and the support they need 
should be recorded in their care plans. Some people who are frail or have mobility problems may be at greater risk 
of falling. The consequences of falls can be very costly for both the individual – in terms of their health, wellbeing 
and mobility – and for services. Following a fall, the individual may require more intensive services for longer and, in 
some cases, may never return to previous levels of mobility.  
 
A fall does not automatically indicate neglect and each individual case should be examined in order to determine 
whether there is a safeguarding concern. There are a number of things that can be done to reduce the risk of falls 
while keeping residents active and mobile. 
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Prevention checklist 
• All residents are assessed on the risk of falls and care plans reflect the support needed by individuals to 

remain active and mobile. 
• Individuals are supported to make decisions about how they may reduce their risk of falling. 
• Where there are concerns about a resident's capacity to understand the risk of falling, the outcome of a 

capacity assessment is recorded in the person's care plan.  
• Any restrictions or restraint used to reduce the risk of falls, for people lacking capacity to manage their own 

risk, is evidenced in records of the best interest decision-making process and in the care plan.  
• All care staff are trained and competent in moving and handling procedures. 
• Appropriate referrals are made to community health care professionals following risk identification. 
• There is a clear process for staff to follow when someone has fallen, including how to help the person up, 

when to refer for medical attention and when to refer for safeguarding.  
• Appropriate aids and equipment to reduce the risk of falls are provided promptly following risk 

identification. 
• The home provides good nutritional care and residents are properly hydrated; poor nutrition and hydration 

can cause dizziness and weakness.  
• The home provides opportunities for residents to exercise and individuals are supported to stay as mobile as 

possible. 
 
Poor nutritional care 
Poor nutritional care in care homes and hospitals has been frequently highlighted in recent years. This led to a host 
of reports and guidance to support improvements in the health and social care sectors. 
Food is the 'highlight of the day' for many people in care homes and a measure of the overall quality of the service. 
Between 19 and 30 per cent of all people admitted to hospitals, care homes or mental health units are at risk of 
malnutrition. The consequences of malnutrition and dehydration can be very costly for the individual in terms of 
their health and wellbeing, and for services as people may become ill and require more intervention for longer, and 
also for the home in terms of reputation and referrals. 
 
Prevention checklist 

• The home carries out nutritional screening for residents on admission and regularly thereafter.  
• Care plans reflect the individual's nutritional needs, including those as a result of medical conditions or risk 

of malnutrition.  
• Concerns highlighted in screening are acted upon and timely referrals are made to community health 

professionals. 
• Daily food and fluid intake is recorded for those who are identified at risk. 
• The home provides a choice of good quality food in adequate amounts. 
• Privacy is offered to those who have difficulties eating or need help and may wish to avoid loss of dignity in 

communal eating areas. 
• The food is well prepared in a safe environment and food hygiene standards are met. 
• Individual needs and preferences, including any specific dietary, cultural and religious requirements, are 

recorded in individual care plans and catered for.  
• Residents have access to food and drink 24 hours a day. 
• Food is provided in an environment conducive to eating and with regard to individual choice (e.g. when and 

where people want to eat).  
• The home ensures that there are sufficient staff and volunteers to support those in need of help and 

encouragement to eat their food. 
• Residents who are able to prepare their own snacks and drinks are encouraged to do so. 
• The home seeks regular feedback from residents on the quality of food provision. 

 
Maladministration of medication 
There are isolated cases of medication being mismanaged intentionally, such as the  
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misappropriation and misuse of drugs by staff. There are more widespread issues regarding the misuse of sedatives 
to control challenging behaviour. There is no doubt that such issues are extremely serious and should be referred 
through safeguarding procedures.  
 
The issue of poor management of medication, however, is far more common. Recent research for the Department of 
Health shows that 7 out of 10 residents are exposed to at least one medication error per day. Mistakes are made by 
people across the process from the GP to the pharmacist and care home staff. In the care home, incidents occur 
where the resident is accidentally given the wrong medication, given too much or too little of their own medication 
or given it at the wrong time. Most errors do not result in significant harm but mistakes can lead to serious and, in 
some cases, fatal consequences. 
 
Good medical care also includes the proper use of non-oral medication, equipment and  
appliances including catheter care, use of oxygen etc. Only trained staff should be providing such care. 
 
Prevention checklist 

• All residents should be supported to manage their own medicines unless they are assessed as lacking mental 
capacity to do so. Medication should be stored in the resident's room in a locked cupboard. An assessment 
should be made of the risk to each resident and to others as a result of them having unsupervised access to 
the cupboard. Robust systems for medication administration and record-keeping are clearly set out in the 
home's procedures. There is evidence that the manager checks adherence on a regular basis. 

• All staff responsible for administration of medication receive regular training and can demonstrate that they 
are competent in this area of practice. Training includes administration procedures, knowledge of the 
medicines and expected effects of taking them, including side-effects and knowledge of the conditions or 
illnesses being treated.  

• Staff are aware that they should report concerns about over-medication through safeguarding procedures. 
The home has an open and supportive culture. Staff discovering an error feel confident in reporting it and 
are not tempted to cover it up. Staffing levels are always adequate to enable staff to adhere properly to 
agreed practice and protocols on the administration of medication. 

• The GP carries out regular reviews of all patients receiving medication and there is a focus on the reduction 
of medication where possible. The home works with the GP and pharmacist to examine mistakes with a view 
to improvement. 

• Staff receive support from community health professionals in the management of health conditions. The 
home has a multi-agency and person-centred approach to the management of challenging behaviour. Where 
the decision to use, or not use, medication could be considered as serious medical treatment, staff should 
adhere to the Mental Capacity Act. If a person lacks capacity, and there are no relatives or friends to act in 
their best interests, staff should refer to an Independent Mental Capacity Advocate (IMCA). 

 
Pressure sores 
Many people who are frail and have restricted mobility are at risk of developing sores on the points of their body 
which receive the most pressure. These are known as pressure sores and are sometimes called bed sores or ulcers. 
Pressure sores start with skin discoloration but, if left untreated, they can become very deep and infected; in the 
worst cases they can be life threatening. With management and care, pressure sores can be avoided in most cases. 
 
Pressure sores are not always due to neglect and each individual case should be considered, taking into account the 
person's medical condition, prognosis, any skin conditions and their own views on their care and treatment. These 
things, rather than the grading of the pressure sore, should determine whether a safeguarding referral is 
appropriate. Other signs of neglect, such as poor personal hygiene and living environment, poor nutrition and 
hydration may help to influence this decision. 
 
Prevention checklist 

• All care staff receive training on how to prevent pressure sores and how to identify the early stages.  
• All residents are assessed on the risk of developing pressure sores.  
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• Individuals at risk of developing bed sores are assessed for appropriate equipment and it is provided 
promptly. 

• Key people in the home are trained in pressure sore care. 
• Commissioning care homes: common safeguarding challenges 
• Staff make timely referrals to, and receive prompt support from, community health professionals in pressure 

sore management. 
• Body maps are completed to identify and monitor any current pressure sores.  
• Managers regularly review pressure sore care and develop action plans, including identifying training, where 

needed 
 

 
Discriminatory Abuse 

• An older person being acutely aware of their age or of ‘being a burden;  
• The same may apply to a person who has a physical or sensory impairment;  
• The adult may seem overly concerned about how others perceive their behaviour, skin colour, sexual 

preference etc;  
• The adult may try to be more like other people and hide their individuality;  
• The adult may react angrily when attention is drawn to their individuality;  
• The adult’s carer may be overly critical or anxious about these issues;  
• Disparaging remarks may be made;  
• The person may be made to dress differently.  

 
Multiple or Institutional abuse 

• Arbitrary decision making by the agency/organisation or service;  
• In care home, strict, regimented or inflexible routines for rising, retiring, mealtimes, going to the toilet and 

bathing etc;  
• Over-medication of people;  
• Evidence of inappropriate physical intervention taking place;  
• The absence of effective care plans and risk assessments;  
• A lack of regard for people’s dignity and need for privacy;  
• Denial of individuality and opportunities to make informed choices and take responsible risks;  
• Lack of stimulation and opportunities for people to engage in social and leisure activities;  

 
• Lack of provision to meet specific cultural or spiritual needs;  
• Lack of personal clothing and possessions;  
• In care settings an unsafe and unhygienic living environment.  

 
Institutionalised care 

• 'Institutional abuse occurs when the routines, systems and regimes of an institution result in poor or 
inadequate standards of care and poor practice which affects the whole setting and denies, restricts or 
curtails the dignity, privacy, choice, independence or fulfilment of adults at risk‟ (SCIE 2010). For example, 
people being forced to eat or go to bed at a particular time can be experienced as abuse.  
 
The culture of the organisation may promote institutionalised care and may cause 'the practices of well-
intentioned staff to deteriorate‟. It may also allow intentional abuse to go unreported. 

• Care homes should promote a personalised service through flexibility and avoid strict routines. Staffing rotas 
should be focused around residents‟ individual needs and preferences. 
 

Prevention checklist 
• The home demonstrates good management practice and strong leadership. 
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• All residents have their needs and preferences recorded on their care plan and  staffing is arranged to 
accommodate this. Where best interests decisions need to be made because of lack of capacity, the person 
is still involved in addition to family or friends who can represent them. 

• Residents are involved in any decision that affects their care, including personal decisions (such as what to 
eat, what to wear and what time to go to bed), and wider decisions about the service (such as menu 
planning or recruiting new staff).  

• Those who need support with decision-making due to cognitive impairment receive the help and advice they 
need and have access to advocacy. 

• Staff are trained and competent in communicating with people with communication difficulties or cognitive 
impairment. 

• Residents are supported to pursue activities and interests of their choice and this is not restricted by staff 
shift patterns (e.g. if a resident wishes to go out in the evening they can return at a time of their choice). 

• Night staff are available to support residents and not restricted in doing so by task-centred work. 
• Visits from family and friends are encouraged and not restricted to certain times. Their involvement in 

decisions and the running of the home is encouraged. 
 

 
General Signs that abuse may have taken place 

• Difficulty experienced by practitioners in gaining access to the adult on their own, or the adult gaining 
opportunities to contact them;  

• The adult not getting access to medical care or appointments within other agencies;  
• Isolation of the adult;  
• Regular transferring of the adult’s case from one agency to another, or ‘agency hopping’;  
• Repeated visits by the adult to a GP or A&E for no obvious reason, or where there is no apparent change in 

health or medical circumstances;  
• Reluctance by the adult or his supporters to seek GP or medical help;  
• Refusal by the adult to accept support from a previously trusted carer/care worker;  
• Where one or more agencies – e.g. police or welfare, raise concerns.  

 
Abuse could take place in any setting.  In the case studies we have shown it taking place in care, in the person’s own 
home or in a relative’s home.  There are of course many other places where abuse could take place.  This could 
include places the person visits, for example day centres or community activities or even health care settings.  It may 
be behind closed doors, because the abuser doesn’t want to be found out, or in public, because the person who is 
abusing doesn’t realise that what they are doing is wrong.  

Who is an abuser 

Anyone could be an abuser.  It could be a staff member or volunteer in any organisation or someone in the 
community including those who think the person is ‘easy pickings’ for example the bogus workman.  It could also be 
a member of the person’s family.  Abuse can take place within any family relationship.  Adults at risk can be victims 
of domestic abuse, so called ‘honour based’ violence or forced marriage.    

Sometimes one adult at risk can abuse another, for example in a residential setting.  This should still be reported as 
both the person who has been abused and the person who has abused may need support. People can abuse 
intentionally e.g. they might want to hurt the person, or unintentionally, for example by not realising that the way 
they are caring for someone is wrong.  This might be because they haven’t been trained to undertake a particular 
procedure or they have been told by another member of staff to do it a particular way, for example lifting someone 
incorrectly  or tying someone to a bed to stop them getting up during the night. If you, as a member of staff, are 
concerned about being asked to do something you feel is wrong, or you are have not been trained to do, talk to your 
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manager.  If you are still concerned or think your manager is implicated you may need to consider using your own 
whistleblowing procedures. We will discuss whistleblowing later.  

Who is an alerter? 

The definition of an alerter is: any person in contact with, or who has knowledge of, an adult about whose safety 
they have concerns, or who they believe to be at risk of abuse or neglect. So you can see that anyone on the list and 
indeed anyone at all can be an alerter. Therefore everyone needs to know about their responsibilities and how to 
report their concerns.  Later in the workbook we will tell you how concerns are reported for staff in different 
organisations and for members of the public.  But first we will look at what as an alerter you have to do to if 
someone tells you about something that’s happened to them, or if you have observed something happening or see 
signs or behaviour that raises your concern that the person may have been abused.  

Reporting your concerns – how to make an alert. 

The answer to question 3 in exercise 7 states that you have to report your concerns when an adult at risk may have 
been abused.  Later in this workbook we give you details on how staff from all organisations should do this.  It is 
important that you discuss any concerns with your line manager or supervisor who will look at whether a 
safeguarding referral should be made.  You will see that members of the public can also contact Social Care Direct 
themselves if they have any concerns.  For everyone who has a concern however the first thing they have to do is 
consider if the person is in immediate danger, and if so take preventative action and dial 999.  

Basic Forensic Awareness 

It is important to remember that if abuse has taken place that we need to ensure the welfare and the immediate 
safety of the adult at risk.  However it is important to consider that if you are the first on the scene where someone 
is abused what you do can have an effect on the forensic evidence that the police are able to collect and use in a 
prosecution.  Points for you to consider include:  

• If the abuse happened in one or even more rooms you should ideally close off the rooms until the Crime Scene 
Investigator (CSI) arrives to obtain forensic evidence  

• If it is rape or sexual assault advise the victim not to change or wash clothes or wash themselves.  If the person 
is wearing an incontinence pad it should not be destroyed.  

• If there is financial abuse it is important to act quickly to report your concern as there may be some evidence 
.e.g. CCTV footage.  It might be appropriate to leave any documents alone, e.g. cheque books or bank books, 
so no one can touch them, however if there is a risk that others will handle them put them in a clean plastic 
bag to preserve any fingerprint evidence.  
 

Remember it is not your job to investigate 

Whistleblowing (Speaking out)  

We have talked about reporting our concerns and how we do this. But what if you have believe the manager you 
normally report to is implicated or you have practice concerns that you have already passed on but believe nothing 
has been done? Every organisation should have their own Whistleblowing (speaking out) procedures.  These 
procedures provide the assurance of your organisation that paid and voluntary staff can raise concerns about 
behaviour of others or about practice.  Procedures should also give information about how the member of staff who 
raised the concerns is supported whilst concerns are investigated.  They also need to say how members of staff who 
are alleged perpetrators are supported.  If you don’t know where your Whistleblowing (speaking out) procedures are 
in your organisation ask your manager or Human Resources department.  

Safeguarding Adults in Somerset:  A Guide for Managers of Care Homes 
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RESPONDING TO STAFF REPORTING A DISCLOSURE: 
• Take the information given seriously and take action 
• Advise the staff member to take a statement and follow the Do’s and Don’t’s on the Guidance for Workers, if 

deciding not to undertake the initial interview yourself 
• In life-threatening or violent situations dial 999 
• In non life-threatening situations, where a crime is suspected contact the Police Public Protection Unit: 

 
Somerset West Police District: 
01823 363320 
Somerset East Police District: 
01935 402115 

When contacting the Police ascertain whether:- 

o any evidence should be preserved before they arrive 
o if victims and witnesses should be kept apart 

• Inform staff to co-operate with the Police and the investigating officer 
• Inform the Community Directorate Manager and CSCI that a safeguarding adult issue has arisen and keep them 

briefed of the situation 
• Advise the staff reporting the disclosure that no-one else in the care team should discuss the incident with the 

vulnerable person 
• Ensure that any evidence is either handed to the Police or held securely, eg:- 

o CCTV footage 
o Financial records 
o Care and medical records 

• Establish and arrange support where required for:- 
o The vulnerable person 
o The staff member receiving the disclosure 
o Staff team 
o The accused, if he/she is a vulnerable adult 

IN-HOUSE INVESTIGATIONS 
• Obtain Police clearance and confirm with Community Directorate staff before starting your investigation 
• Appoint an Investigating Officer not directly involved with the incident 
• For more information on how to conduct an investigation please refer to Section 6 of the Somerset Safeguarding 

Adults Policy 
• After completion of the investigation inform CQC  
 
National Customer Service Centre: 
Telephone: 03000 616161 
Fax: 03000 616171 
Opening hours are Monday to Friday, between 8.30am and 5:30pm, excluding bank holidays. Calls will be charged at 
the standard rate. 

CQC National Customer Service Centre 
Citygate 
Gallowgate 
Newcastle upon Tyne 
NE1 4PA 

• and the Community Directorate Manager of the outcomes. For more information about Somerset’s Safeguarding 
Adults Policy, please visit: http://www.somerset.gov.uk/somerset/socialservices/adults/safeguarding/svp 
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SAFEGUARDING IN SOMERSET WORKSHOP 
 

Safeguarding - To do nothing is not an option 
Anyone who has contact with an adult at risk has a duty to report actual or suspected abuse or neglect 
 
IF AN ADULT AT RISK DISCLOSES ABUSE OR NEGLECT TO YOU: 
 
Do 

 
• Make sure the immediate safety of the person 
• Before doing anything else, take advice from your line manager or a senior manager 
• Stay calm and try not to show shock or disbelief 
• Listen carefully to what they are saying asking them to tell, explain and describe what happened 
• Write down what the person said because this information may be used as evidence 
• Preserve evidence, e.g. paperwork, clothing, blood, semen on the person, bedding 
 
DO NOT 
 

• Press the person for more details or show them photos of possible abusers 
• Ask closed or leading questions 
• Promise to keep secrets 
• Contact the alleged abuser 
• Pass on the information to anyone other than people who 'need to know' 
• Bathe the person I clean any areas or move anything 
 
What You Need to Record 
 

• Write down any injuries, describing the colour, size, depth and shape 
• Take photographs of injuries if possible 
• Note in writing the state of the clothing of both the adult at risk and the alleged abuser 
• Note what was said, using the exact words and phrases spoken, wherever possible, including dates and 

times 
• Describe the circumstances in which the disclosure came about 
• Note the setting and anyone else who was there at the time 
• Write what exactly happened, not your opinion 
• Use a pen or biro with black ink, so that the report can be photocopied 
• Be aware that your report may be required later as part of a legal action or disciplinary procedure 

 
WHO IS AN ADULT AT RISK? 
• A person 18 or over who may need health or care services, and 
• is limited in their ability to protect themselves from significant harm or being taken advantage of, due 

to: 
• Frail ty in old age 
• Mental or physical Ill heal th 
• Physical disability 
• Hearing, visual or other communication disabilities 
• Learning disabilities 
 
What is abuse? 
• Actions or a failure to act which causes harm to a vulnerable person or puts them at risk 
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Abuse takes many forms: 
 

• Physical 
• Emotional 
• Financial 
• Sexual 
• Neglect 
• Discrimination 

 
WHO MIGHT ABUSE? 
• A relative or carer 
• Neighbours, friends 
• Paid care staff 
• '.Another vulnerable person 
• A stranger 
 
ABUSE CAN HAPPEN ANYWHERE 
• The person may be abused in: 
• Their own home 
• Care/ nursing homes 
• Day centres 
• Workplaces 
• Hospitals 
• Prisons 
• Other places in the community 
 
HOW TO SPOT ABUSE 
An abused person may have one or more of the following: 

• Unexplained bruising, marks, genital area bleeding or injuries 
• Signs of malnutrition/ weight loss 
• Ulcers/ bed sores 
• Loss of appetite/ over-eating at inappropriate times 
• Poor heating, lighting, clothing and scruffy appearance 
• Significant changes in behaviour or how the person usually is: 
o Anxiety 
o Confusion 
o Fearfulness 
o Disturbed sleep 
o Avoiding social contacts or a specific person 
o Expressions of anger and/ or frustration 
o Loss of self-esteem and confidence 

• The exact words and phrases spoken, wherever possible, including dates and times 
• Describe the circumstances in which the disclosure came about 
• Note the setting and anyone else who was there at the time 
• Write what exactly happened, not your opinion 
• Use a pen or biro with black ink, so that the report can be photocopied 
• Be aware that your report may be required later as part of a legal action or disciplinary procedure 

 
Safeguarding is ... 
Those actions taken by the state or its agents to protect vulnerable people from harm or 
Exploitation It involves preventing abuse happening and responding appropriately when it does 
A vulnerable person is someone who is limited in their ability to protect themselves  
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Safeguarding - what's happening? 
• Increased public awareness and willingness to complain due to improved levels of staff training and willingness 

to report 
 
Resulting in 
 
• Referrals to local authorities increasing in number and complexity but. .. 
• How much abuse is there? 
• Increased activity in the Courts 
 
What's expected of you as service providers? 
 
Care standards expectations (Outcome 7) 
People who use services are protected from abuse. or the risk of abuse, and their human rights are respected and 
upheld. 
 
1 Identifying 
2 Preventing 
3 Responding appropriately 
4 Reporting 
5 Minimising restraint 
6 Exercise and discussion 
 
What is expected by you: 

• Clear procedures understood by staff - how to raise concerns, how concerns will be dealt with.  
• Staff training to raise alertness to signs of abuse or neglect 
• Good working relationships with outside agencies including local authority safeguarding learns 
• Communicating a zero tolerance approach to abuse and neglect 
• Promoting a culture of openness which encourages service users and staff to raise concerns 
• Managers having a good knowledge of the service users and a positive relationship with care staff 
• Using information from investigations and inspections -your own and those of others – to 
• adapt the service you provide 
• Protection for whistleblowers 

 
The safeguarding process 
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How it works in Somerset 
 
• Safeguarding referrals, investigations and protection planning are led by the various social work team 

managers in Adult Social Care or Community Mental Health Teams 
 
• The safeguarding team - provide specialist advice about the operation of safeguarding procedures to: 

o Anyone considering making a referral 
o Social work teams and their managers 
o Professionals 1n other organisations e.g. police and NHS 

 
Poor quality or safeguarding? 
 
Key things to consider when deciding whether to refer : 
• Was a vulnerable adult put at risk of significant harm or have they been harmed? 
• Harm is not just physical - failure to respect a person's dignity is harmful 
• Whether the person affected is aware of the problem is not relevant 
• Whether the actions of the person responsible were intentional is not relevant 
 
Care provider investigation process 
• SCC/CMHT team manager asks you to conduct an investigation 
• Standard letter to confirm 
• Two weeks to report back- usually 
• Conclusion discussion with the TM 
• TM records the outcome 
 
What makes an effective investigation? 
• Clarity about the concern 
• A clear plan with a clear set of questions to answer 
• Reliable sources of evidence 
• Co-operation by those involved 
• Skilled and experienced investigator 
• Independence 
• A good report 

Concern/Review

Referral

Assessment/InvestigationConclusions

Protection Plan
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• Clear outcomes or recommendations 
 
Preparing your staff 
You are responsible for ensuring that your staff have an appropriate level of understanding about abuse and neglect 
and know how to raise a concern 
 
What resources are available for basic safeguarding training? 
• E-learning - free from SCC 
• Other online programmes e.g. SCIE 
• Written materials for reading 
• Face to face training - in house or purchased e.g. using materials from the sec pack 
• Bite size chunks for induction/team meetings/supervision e.g.using the case examples and questions 
• Any others? 
In your planning, think about 
What methods might work best in your service? Or with particular staff? 
What about staff for whom English is a foreign language? 
Mental Capacity Act safeguards 
Main purpose of the Act: to protect the rights of people who lose the ability to make their own decisions 
As well as setting out the principles for how capacity should be judged and how decisions should be made. 
The Act created several protective measures. 
What are these? 
 
What makes an effective investigation? 
• Clarity about the concern 
• A clear plan with a clear set of questions to answer 
• Reliable sources of evidence 
• Co-operation by those involved 
• Skilled and experienced investigator 
• Independence 
• A good report 
• Clear outcomes or recommendations 
 
Preparing your staff 
You are responsible for ensuring that your staff have an appropriate level of understanding about abuse and neglect 
and know how to raise a concern 
What resources are available for basic safeguarding training? 
• E-leaming - free from SCC 
• Other online programmes e.g. SCIE 
• Written materials for reading 
• Face to face training - in house or purchased e.g. using materials from the sec pack 
• Bite size chunks for induction/team meetings/supervision e.g. using the case examples and questions 
• Any others? 
 
In your planning, think about 
What methods might work best in your service? Or with particular staff? 
What about staff for whom English is a foreign language? 
Mental Capacity Act safeguards 2 
1. Lasting Powers of Attorney/ Court Deputyship 
2. Advance decisions (ADRT) 
3. Independent Mental Capacity Advocates (IMCAs) 
4. The Court of Protection 
5. Deprivation of Liberty Safeguards (DoLS) 
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The best source of information about these is the MCA Code of Practice 
 
Learning from practice - and applying it 
1. The good reputation of a home manager made it difficult for staff to raise concerns 
2. A disabled woman"s use of the complaints procedures made it difficult for care workers to engage effectively 
3. A home's poor understanding of the mental capacity act led to a resident not receiving timely medical treatment 
for a condition which proved fatal 
4. A poor admission assessment resulted in a rapid placement breakdown 
5. A contributory factor in the death of a man with learning disabilities was that various organisations didn't share 
information they held  
How do you hear about relevant learning? 
 
Disclosure and Barring Service 
What has been your experience of: 
• Checking the register? 
• Referring an employee? 
 
Disclosure and Barring Service 
Employers must refer someone to the DBS if they: 

• dismissed them because they harmed a child or adult 
• dismissed them or removed them from working in regulated activity because they might have harmed a 

child or adult otherwise were planning to dismiss them for either of these reasons, but the person resigned 
first 
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