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Foreword 

 
All adults have the right to live life in a safe environment free from abuse and harm. 

The focus of safeguarding work must be on the outcomes that people wish to obtain 

in life, and the fact that they remain in control of their lives. 

 

Achieving the necessary balance between well-being and safety can only be realised 

by working alongside the person and understanding the relative importance of 

aspects of their life.  The well-being principles are underlined for organisations both 

in the statutory guidance and elsewhere, including in the NHS England (NHSE) 

safeguarding accountability and assurance framework (2015). Safeguarding Adults 

under the Care Act 2014 Understanding good practice 2017. 

 

The governing principle behind good approaches to, choice and risk is that people 
have the right to live their lives to the full as long as that does not stop others from 
doing the same. Fear of supporting people to take reasonable risks in their daily lives 
can prevent them from doing the things that most people take for granted. 

 
What needs to be considered is how ‘happy’ a person is with the situation and how 
safe they feel/how safe are other adults with care and support needs. By taking 
account of the benefits in terms of independence, wellbeing and choice, it should be 
possible for a person to have a support/care plan which enables them to manage 
identified risks and to live their lives in ways which best suit them. 

 
“The emphasis must be on sensible risk appraisal, not striving to avoid all risk, 
whatever the price, but instead seeking a proper balance and being willing to tolerate 
manageable or acceptable risks as the price appropriately to be paid in order to 
achieve some other good – in particular to achieve the vital good of the elderly or 
vulnerable person’s happiness. What good is it making someone safer if it merely 
makes them miserable?” 

 

Lord Justice Munby (Local Authority X v MM (By the Official Solicitor) and KM 

[2007] EWHC 2003. 

‘Safeguarding means protecting an adult’s right to live in safety, free from abuse 

and neglect. It is about people and organisations working together to prevent and 

stop both the risks and experience of abuse or neglect, while at the same time 

making sure that the adult well-being is promoted including, where appropriate, 

having regard to their views, wishes, feelings and beliefs in deciding on any 

action.’ DH Care Act Statutory Guidance 2016, paras.14.7-14.8 
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1. Introduction 

 
1.1 The aim of this decision-making framework is to provide guidance that sits 

alongside making safeguarding personal to support professional judgement in 

adult safeguarding work. 

 
The key principles within the Care Act 2014 aim to deliver person centred 

support: 

 

• Overall better outcomes for adults who have care and support needs 

based on measuring safeguarding outcomes and ensuring preventative 

and protective responses are meeting the needs of those we support 

and provide care for 

• A reduction in the demand for statutory service intervention promoted 

by earlier recognition and meaningful intervention 

• Support which is based on ‘tiers of need’ so that we channel more 

support and guidance through into universal and early help services 

• An effective universal approach which creates an environment that 

identifies risk and need and promotes resilience within a person’s life. 

 
1.2 This guidance is directed at all staff and volunteers in health, adult social care 

and partner agencies where adult safeguarding is their responsibility. 

 
1.3 This decision-making framework must reflect the following: 

 
• Personalised approaches which balance well-being with safety and 

prevention 

• Engaging the person in conversations about how best to respond to 

their safeguarding situations in a way that enhances their involvement, 

choice and control 

• Engaging core principles in practice about rights and risks ensuring that 

those who lack mental capacity (as well as those who have capacity) 

are empowered and included within safeguarding support 

• Empowering people so that they are partners in understanding and 

managing risk in their own lives 

• An emphasis on the need for transparency and openness in managing 

conflicting outcomes (both of the person and between the person and 

professional organisations) 

• The role of advocacy in all of the above. 

 
(Safeguarding Adults under the Care Act 2014 Understanding Good 

Practice 2017 pg. 22). 

 
1.4 Identification and early warning of abuse and neglect are critical, so that 

preventative services and organisations need to be able to spot signs of 

trouble or distress, intervene quickly and address these signs and symptoms 
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in a way which supports the person to increase resilience and improve 

wellbeing. 

 

1.5 The response required will be variable, dependent on the circumstances of the 

concern, and the route for enquiries may also vary dependent on the nature of 

the concern and the outcome sought. 

1.6 In cases of self-neglect early intervention is equally important. Often services 

feel disempowered and leave the person self-neglecting without considering 

the potential engagement opportunities to begin developing rapport at an 

early stage, in order that intervention can be successful when required. 

 
1.7 The Multi-Agency Risk Management Framework is designed to guide staff on 

how to manage cases relating to adults where there is a high level of risk, the 

circumstances of which sit outside the statutory adult safeguarding framework 

but for which a multi-agency approach is needed to manage these risks in the 

most effective way. 

The Multi-Agency Risk Management Framework. 
 

1.8 Where there are concerns about domestic abuse, risk assessment is a crucial 

part of helping to deal with domestic abuse and keeping people safe. Levels 

of threat, danger and violence need to be identified and established to ensure 

the most appropriate course of action, and also to ensure the victim’s safety. 

We recommend that all organisations routinely employ risk assessments and 

good practice is to complete the DASH Risk Indicator Checklist, as this is 

used on a multi-agency basis across Hampshire and Isle of Wight, alongside 

the Police and partner agencies. 

DASH Risk Assessment. 
 

2. Systems to support safeguarding responsibilities 

 
2.1 Safeguarding adults at risk is a multi-agency responsibility, capacity to do this 

is increased by excellent partnership working and diminished when this is 

absent. Whilst local authorities have the lead responsibility to coordinate 

safeguarding adults’ enquiries their staff are not the only, and sometimes not 

the best resource for the enquiry or the protection. 

 
2.2 Robust systems for exchange of information is essential in developing good 

partnership working. Commissioners of services need to ensure that there 

are very robust systems of quality assurance. If there are good protocols in 

place to address concerns regarding poor quality in commissioned services, 

with good oversight from commissioners, then leaving “one off” concerns 

about poor quality outside of the safeguarding process is a reasonable and 

justifiable risk. If there are no such protocols or working partnerships, then 

attention must be paid to developing these before any such guidance is 

agreed. 

http://www.hampshiresab.org.uk/wp-content/uploads/Multi-Agency-Risk-Management-Framework-16-02-16.pdf
http://www.safelives.org.uk/sites/default/files/resources/Dash%20without%20guidance%20FINAL.pdf
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3. Who is this guidance for? 

 
3.1 The guidance has been developed to support decision-making and to help 

ensure that appropriate referrals are received and to support an effective, 

timely and proportionate response to all safeguarding concerns received, and 

to differentiate between those concerns that are adult safeguarding and those 

which are not, and to provide a framework to support decision making under 

section 42 of the Care Act 2014. 

3.2 Additional guidance has been produced to provide a guide to reporting service 
standards and quality issues relating to providers: 

 

• Falls Guidance 

• Medication Errors Guidance 

• Pressure Area Care Guidance Link. 
 

If you require additional information while using this outline document, please 
refer to the multi-agency safeguarding adults procedures, for further details: 
https://www.iow.gov.uk/Council/OtherServices/Safeguarding-Adults- 
Board/Guidance-Policy-and-Procedure 

 

4. Adult Safeguarding 

 
4.1 The Care Act 2014 tells us that statutory safeguarding responsibilities only 

apply in specific circumstances, where there is concern that the adult has care 
and support needs; and they are experiencing, or are at risk of, abuse or 
neglect; and they are unable to protect themselves from the abuse or neglect, 
or the risk of it, as a result of those care and support needs 

 
4.2 An adult with care and support needs may be a person over 18 years of age 

who: 
 

• Has a learning disability 

• Has mental health needs including dementia or personality disorder 

• Has a long-term illness 

• Has a physical disability 

• Misuses alcohol or drugs 

• Is elderly and frail due to ill health, disability or cognitive impairment, 
and requires extra help to manage their lives and to be independent. 

 
5. What is a safeguarding concern? 

 
5.1 Whenever there is information that may indicate an adult may be, or is, at risk 

of experiencing abuse, neglect or exploitation, this should be shared with the 
local authority even when it is also shared with other agencies that may need 
to be advised, such as the Care Quality Commission, Police, Clinical 
Commissioning Group etc. 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/675192/CSW_ulcer_protocol_guidance.pdf
https://www.iow.gov.uk/Council/OtherServices/Safeguarding-Adults-Board/Guidance-Policy-and-Procedure
https://www.iow.gov.uk/Council/OtherServices/Safeguarding-Adults-Board/Guidance-Policy-and-Procedure
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5.2 In order to ensure relevant information is co-ordinated and responded to as 
effectively as possible, it has been agreed that the local authority will be the 
agency responsible for receiving information relating to actual or potential 
safeguarding concerns that relate to an adult at risk. 

 

 

 
6. What is a quality concern? 

 
6.1 There is no simple answer to this. The difference between the quality of 

care or support and neglect is much contested. If a person if totally 
dependent on others assistance to meet basic needs, continual ‘poor 
practise’ can lead to serious harm or death. 

 
6.2 Poor practice is a concern which relates to the quality and standards of 

service delivery. 
 

6.3 Poor quality will always require a satisfactory response and it remains the 

responsibility of the employer and manager to prevent these where possible 
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and to ensure an effective response when they arise. Similarly, 

commissioning agencies are responsible for overseeing standards and taking 

corrective action where required. If quality concerns are not challenged and 

inappropriate support arrangements are not recognised and responded to, 

they can result in a further deterioration in standards leading to longer-term 

difficulties or even catastrophic consequences for individuals. 

6.4 Useful elements in deciding if there is a concern about the quality of care, 

which does not require action under the Safeguarding Procedures to 

safeguard the adult, are to ascertain if the concerns are: 
 

 

6.5 Incidents which indicate that poor quality of care is impacting on more than 
one adult, or that poor quality of care is recurring and is not a ‘one off’ must 
result in Adult Safeguarding Procedures being initiated as these incidents can 
be indicators of more wide spread, organisational abuse. A ‘one off’ incident 
is often an indication of a lowering of standards by health or care providers 
and should be taken seriously. 

 
6.6 Providers/Managers of services will be expected to identify, investigate and 

rectify quality concerns – poor practice in which the standard of care provided 
has fallen short of that which is expected and satisfactory, including failure to 
meet a service user’s care/support needs – but which have not resulted in any 
harm to an adult at risk. 

 
6.7 In the circumstances above it is the responsibility of the manager of the 

service to discuss the concerns with the person and /or their representatives, 
gain their views and wishes, investigate the concerns whilst ensuring that a 
risk assessment is in place to address the immediate safety of the adult and 
all users of the service, to review the support of the individuals involved in the 
incident and to ensure appropriate and proportionate multi-agency 
involvement to support and protect the individual and/or others at risk. 

 
6.8 The Provider/Manager must: 

 
a) Instigate a quality concern investigation 
b) Rectify the matter 
c) Take steps to prevent a recurrence 

Concerns of poor quality care that may not need to be raised as safeguarding: 

 

• Is a ‘one off’ incident to one individual (no pattern/history) 

• Resulted in no harm to the adult or others 

• Where there is clearly defined action to address the quality of care in a 
person-centred way, where information is shared on a ‘need to know 
basis and where the 6 statutory safeguarding principles are evidenced 

• Where there is a clear record of decision making. 
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d) Inform the commissioning agency of the matter by the method agreed 
with the commissioner. 

 

6.9 The Provider/Manager must also: 
 

a) Ensure that all pertinent factors are recorded, including the rationale for 
the decision not to report a safeguarding concern to adult services 

b) Keep new information under review in order to trigger any need for 
further action(s). 

 
6.10 If a provider investigation indicates that the nature and/or degree of risks 

constitute a safeguarding concern, then this should be reported to the local 
authority safeguarding team as soon as possible. 

 
6.11 Whilst some quality concerns may appear to be very minor it is important to 

remember that you may not be the only person who has noticed or 
experienced the poor care. There could be lots of people who have ‘low level’ 
concerns about the same thing but if you don’t pass the information on it 
cannot be addressed. 

 
6.12 Even if it has not affected you or someone you know directly, it could be 

affecting someone else who may not be able, or in a position, to say 
something about it. Abuse and neglect does not just appear from nowhere. 
Sharing information before something becomes abuse or neglect is really 
important, don’t think you are making a fuss about nothing. 

 
6.13 To determine when to move from single agency procedures (staff disciplinary, 

complaints, Serious Incidents, etc.) to the Safeguarding Adults Procedures, 
the decision-making guidance should be considered, this is only for guidance, 
but if you are concerned that abuse may have occurred, raise a concern or 
have a conversation with the Safeguarding Team in the local authority. 

 
 

6.14 If the decision is made that the concerns are not safeguarding concerns, then 
other processes must be discussed with the person and/or their 
representatives and used to address the concerns. Other processes and 
options could be: 

 

• Employers actions including: staff disciplinary procedures, training, 

reviewing practices or procedures 

• Care contracts monitoring 

• Incident or serious incident procedures 

• Complaints procedures 

• Referral to another agency such as DWP, Trading Standards, Health 

etc. 

• Referral for advocacy support. 
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7. Making Safeguarding Personal (MSP) 
 

7.1 Making safeguarding personal is a person-led and outcome-focussed 
approach, which is how we should be managing safeguarding on the Isle of 
Wight. The MSP framework encourages engagement with the person in a 
conversation about how best to respond to their safeguarding situation in a 
way that enhances involvement, choice and control as well as improving 
quality of life, wellbeing and safety. 
DH 2016, para. 14.15. 

 
7.2 Relationships and involving people from the beginning are more important 

than following a process; previously safeguarding has been driven by policy 
and practice rather than by what the person wants. 

 
7.3 This guidance makes it clear that MSP is not only for local authority 

professionals, but it is for everyone to evidence in their practice. Making 
safeguarding personal underpins all healthcare delivery in relation to 
safeguarding, with a focus on the person not the process. DH 2016, para. 
14.207. 

 
7.4 Throughout this guidance, the key focus is on developing a real 

understanding of what the person being safeguarded wishes to achieve, and 
agreeing, negotiating and recording their desired outcome or goal. It is about 
working out with the person (and their representative or advocate if the person 
lacks capacity) how best to bring about those outcomes and then being able 
to measure our success in this. Any adult with care and support needs should 
be in a position to confidently say: 
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This flowchart provides a brief overview of the process for referring a safeguarding concern to the local 

authority and should be used in conjunction with the written procedure .  RED denotes where a safeguarding 

decision should be made asap or within 24 hours from time of concern being raised.           

A concern is raised with you or you have become aware that abuse or neglect of an adult at risk has 

occurred or is suspected AND you are a nominated REFERRER in your organisation.

Undertake any other immediate actions 

required as part of your organisation s 

disciplinary, health and safety or other 

relevant internal procedures.

In an emergency contact the relevant emergency 

services (police, ambulance, fire and rescue service) – 

be aware of the possible need for forensic evidence.

See guidance for Preserving Evidence.

Ensure the immediate safety and welfare of the adult at risk, is anyone else at risk 

including any children? (including the person alleged to have caused the harm, particularly if 

they also have care and support needs).

Carry out initial information gathering:

• Speak to the adult at risk and find out their views, wishes 

and desired outcomes. Explain your role and 
responsibilities

• Could events have occurred as described?         

• Check records

• Speak to the person raising the concern to clarify events.

Using the information gathered, make a decision whether a referral to the local authority is required i.e. an 

 adult at risk  is at risk of or has been subject to abuse or neglect from another person and due to their care and 

support needs are unable to protect themselves. See Multi-Agency Adult Safeguarding Procedures. 

Where a child is at risk see www.4lscb.proceduresonline.com  

Take appropriate action to 

address the concerns i.e.: 

refer to a MARM, refer for 

Care Act assessment, risk 

manage etc.

NOReport a safeguarding concern?YES

Seek the consent of the adult at risk to make a referral. 

Where appropriate, follow the Mental Capacity Act 2005.

Is consent 

given? NO
Is there overriding public interest e.g. other people /

children could be at risk; a possible crime has been 

committed; risk to health and safety of others? 

YES YES

NO

Report a safeguarding concern to the Adult Safeguarding Team on 01983 814980 or complete the 
Safeguarding Concern referral form (LINK) and email it to: safeguardingconcerns@iow.gov.uk 
Out of Hours if your concern cannot wait until the next working day contact: 01983 821105.  
Children Safeguarding Contact: Isle of Wight Children s Services: 0300 300 0117 (24 hours). 

Consider any other actions 

required to support the needs 

of the adult or other actions 

such as complaints processes, 

training needs or regulatory 

action if appropriate.

Keep a careful record of all actions, decisions and information gathered (these may be required at a later date). 

• Speak to staff who may have seen or heard something

• Complete a body map where required

• Contact Police to report a crime

• Follow other processes CQC Reporting, SI etc.

Gather information required to make a referral to local authority.

The following diagram outlines a response pathway to a safeguarding concern.
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7.5 The local authority is required to provide information regarding the number of 

safeguarding concerns it has received and, in this context, a ‘safeguarding 
concern’ is defined as: the first contact between a person concerned about 
abuse or neglect of an adult and the local authority. 

 
All responses to safeguarding concerns should be underpinned by the six 
principles outlined in the Care Act 2014 and a making safeguarding personal 
(MSP) approach. 
 

The following six statutory principles must be considered during all 
aspects of safeguarding work and s42 enquiries: 

 

Empowerment - 
People being supported and encouraged to make their own 
decisions and informed consent. 

Prevention - It is better to take action before harm occurs. 

Proportionality - 
The least intrusive response appropriate to the risk 
presented. 

Protection - Support and representation for those in greatest need. 

 

Partnership 
 

- 
Local solutions through services working with their communities. 
Communities have a part to play in preventing, detecting and 
reporting neglect and abuse. 

Accountability - 
Accountability and transparency in delivering 
safeguarding. 

 

8. The role of MAST (Multi-Agency Safeguarding Triage) 

 
8.1 The Isle of Wight MAST provides triage and multi-agency assessment of adult 

safeguarding concerns. It brings together professionals from a range of 
agencies into an integrated multi-agency team. The MAST team share 
information from every agency. They make assessments and decisions. The 
most appropriate intervention is agreed in response to the person’s identified 
needs. 

 
9. Section 42 Enquiries 

 
9.1 The local authority staff receiving or identifying information that could indicate 

there is a safeguarding concern will undertake basic checks with reference to 
any pre-existing relevant information as they would any other information 
referral received. 

 
9.2 If the information received and/or identified through initial basic checks and a 

conversation with the adult appears to indicate the adult affected meets the 
three-part test, then an enquiry under section 42 of the care act is triggered. 
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The Care Act 2014 makes it a legal requirement for local authorities to make 
enquiries, or cause others to do so, if it believes an adult is experiencing, or is 
at risk of, abuse or neglect. 

 

Section 42 Enquiry Duty 

 

1. This section applies where a local authority has reasonable cause to 
suspect that an adult in its area (whether or not ordinarily resident there): 

 

a). has the need for care and support (whether or not the authority is 
meeting any of those needs, 
 

b). is experiencing, or is at risk of, abuse or neglect, and  

 

c). as a result of those needs is unable to protect himself or herself 
against the abuse or neglect or the risk of it. 

 

   
2. The local authority must make (or cause to be made) whatever enquiries it thinks 

necessary to enable it to decide whether any action should be taken in the adult’s 
case (whether under this Part or otherwise and, if so, what and by whom). 

 
 
 
 
 
 
 
 
 
 
 
 

An adult at risk 
of or 

experiencing 
abuse and 

neglect

An adult, as a result of their 
care and support needs are 

unable to protect themselves 
from abuse or neglect or the 

risk of it.

An adult with a 
need for care 
and support
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9.3 This above criteria is important in this decision-making framework as it 
outlines the adult safeguarding statutory duty for the local authority and the 
criteria at each step to support professional judgement to decide on the 
required action following a notification of a safeguarding concern. 

 
9.4 Section 9 of the Care Act relates to the duty on the local authority to assess 

the care and support needs of a person. The test is that there is a reasonable 
belief that the person has care and support needs, therefore people falling 
under section 42 of the Care Act will also fall under section 9. 

 

9.5 Section 11 of the Care Act says that adults can decline to have their care and 
support needs assessed except when they lack the mental capacity to make 
that decision and the local authority believes the assessment is in their best 
interests; or where there is a concern that the person is experiencing or is at 
risk of abuse or neglect. This means that where there is a requirement for 
there to be an adult safeguarding enquiry, there is likely to be a requirement 
for the local authority to assess the person’s care and support needs and the 
person. 

 
Section 11 does not require the person to be unable to protect themselves 
Section 9 and 11 of the Care Act 2014 can apply to a person with care and 
support needs who is experiencing or at risk of neglect but who does not fall 
within s42 Care Act because they are able to protect themselves. In such a 
case, the duty to assess the person’s care and support needs applies, but the 
duty for there to be an adult safeguarding enquiry does not. 

 

 

9.6 An enquiry should establish whether any action needs to be taken to prevent 
or stop abuse or neglect, and, if so, by whom. ‘Making Safeguarding 
Personal’ shifts the focus of adult safeguarding work to a person-centred 
approach, working with the person to achieve their desired outcomes and 
support them to manage the risk of abuse and/or neglect. 

 
9.7 The decision to carry out a safeguarding Section 42 enquiry does not depend 

on the person’s eligibility to receive local authority services but should be 
taken wherever there is reasonable cause to think that the person is 
experiencing, or is at risk of, abuse or neglect. 

The statutory guidance says: 
 

“An adult with possible care and support needs or a carer may choose to refuse to have an 

assessment.  The person may choose not to have an assessment because they do not feel that 

they need care or they may not want local authority support. In such circumstances local authorities 

are not required to carry out an assessment. However, where the local authority identifies that an 

adult lacks mental capacity and that carrying out a needs assessment would be in the adult’s best 

interests, the local authority is required to do so. The same applies where the local authorities 

identifies that an adult is experiencing, or is at risk of experiencing, abuse or neglect. Where the 

adult who is or is at risk of abuse or neglect has capacity and is still refusing an assessment, local 

authorities must undertake an assessment so far as possible and document this. They should 

continue to keep in contact with the adult and carry out an assessment if the adult changes their 

mind and asks them to do so.” 



15 

 

 

 
9.8 A local authority must carry out (or request others to carry out) whatever 

enquiries it thinks are necessary in order to decide, in consultation with the 
adult, whether any further action is necessary, and what that action should be. 

 
9.9 If the local authority decides it is appropriate to undertake an enquiry, but it is 

unclear whether the adult meets the criteria for an enquiry into the care act 
2014, it should be assumed that the adult meets the criteria until further 
information is available to inform this decision, or until the safeguarding 
concern is addressed. 

 

The action that local authority staff take to respond to this information 

constitutes an ‘enquiry’ including where that involves: 

- A conversation with the adult or their representative (which should always happen 

at the earliest opportunity that it is safe to do so). 

- Gathering any additional information to assist in determining what is the most 

appropriate response to the information received. 

If the action undertaken during the enquiry at this point results in it being 

established that: 

- this is not a safeguarding concern, or the safeguarding concern has been resolved 

or 

- the adult is no longer at risk of abuse or neglect (real or suspected). 
 

If the above has been reasonably established, then the local authority’s duty under 

section 42 will have been discharged and the enquiry concluded at this point. Other 

appropriate responses will be determined to address the issues involved in the same 

way as it would for any other contact requesting its actions or assistance. 
 
 
 
 
 

10. Concerns which do not meet criteria for a Section 42 enquiry 
 

10.1 Where the concern does not meet the grounds for a Section 42 Enquiry the 
MAST Adult Safeguarding Lead Practitioner within the LA, should consider 
whether information and advice, universal services and or care and support 
planning would be required and initiate alternative processes accordingly. 

 
10.2 The MAST Adult Safeguarding Lead Practitioner within the LA should ensure 

that the adult at risk is contacted and ensure they are informed of decisions 
made. Where the referral was received from a professional the MAST Adult 
Safeguarding Lead Practitioner within the LA, should also ensure that 
decisions are confirmed in writing to that professional the decision not to 
progress under Section 42 and an explanation of this decision is shared and 
then recorded. 
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11. Consent 
 

11.1 ‘The wishes of the adult are very important, particularly where they have 
capacity to make decisions about their safeguarding needs. The wishes of 
those that lack capacity are of equal importance.  Wishes need to be 
balanced alongside wider considerations such as the level of risk or risk to 
others including any children affected. All adults at risk, regardless of whether 
they have capacity or not may want highly intrusive help, such as the barring 
of a person from their home, or a person to be brought to justice or they may 
wish to be helped in less intrusive ways, such as through the provision of 
advice as to the various options available to them and the risks and 
advantages of these various options.’ Care Act Statutory Guidance 2016. 

 
11.2 Consent is not essential when deciding whether concerns should be raised. 

However, wherever possible you should discuss your concerns with the 
person and/or their representative and seek their consent explaining that one 
possible outcome may be an enquiry led by adult social care. Where the 
person is not willing or able to freely give their consent to information about 
their circumstances being shared you will need to consider the following: 

 

• To what extent is the person able to make a particular decision or take 
a particular action for themselves to protect themselves at the time the 
decision or action needs to be taken? 

• Are there any children and/or other adults at risk involved, or is there a 
potential risk to others? 

• Is an advocate required to support the individual? 
 

11.3 If the person does not consent to information sharing you may also consider 
the following factors with them in supporting them to make an informal 
decision: 

 

• How severe/serious is the harm/potential harm caused? 

• Is the abuse likely to be repeated or escalate? 

• Is there evidence that the person may be subject to intimidation, 
threats, coercion or control? 

 
11.4 ‘Where an adult lacks capacity to make decisions about their safeguarding 

plans, then a range of options should be identified, which help the adult stay 
as much in control of their life as possible. Wherever possible, the adult 
should be supported to recognise risks and to manage them. Safeguarding 
plans should empower the adult as far as possible to make choices and to 
develop their own capability to respond to them’ Care Act Statutory Guidance 
2016. 

 
11.5 ‘Any intervention in family or personal relationships needs to be carefully 

considered. While abusive relationships never contribute to the wellbeing of 
an adult, interventions which remove all contact with family members may 
also be experienced as abusive interventions and risk breaching the adult’s 
right to family life if not justified or proportionate. Safeguarding should 
recognise that the right to safety has to be balanced with other rights, such as 
rights to liberty and autonomy, and rights to family life. Action might be 
primarily supportive or therapeutic, or it might involve the application of civil 
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orders, sanctions, suspension, regulatory activity or criminal prosecution, 
disciplinary action or de-registration from a professional body.’ Care Act 
Statutory Guidance 2016. 

 

12. When does an enquiry start? 

 
12.1 A safeguarding enquiry starts when the initial information gathering gives 

reasonable cause to believe that all 3 parts of Section 42 (1) are met, 
whatever enquiries the local authority think are necessary to decide whether 
any action should be taken, must reflect MSP and the 6 safeguarding 
principles,, or where s42 (1) is not met the decision has been made that it is 
necessary and proportionate to respond in line with adult safeguarding 
procedures. 

 
13. Section 42 Enquiry approaches 

 
13.1 The local authority will take account of the information it already does/does 

not have, or requires, in order to determine the most appropriate responses to 
the safeguarding enquiry. It is important, when considering the management 
of any intervention or enquiry, to approach reports of incidents or allegations 
with an open mind. 

 
13.2 In considering how to respond the following factors need to be considered as 

part of the initial risk assessment: 
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13.3 Whatever the subsequent action, after it has been received as a safeguarding 
concern the local authority safeguarding team must record an accurate 
narrative of the concerns, needs, risks and desired outcomes and provide 
feedback to the referrer and decide how the adult at risk will also receive 
feedback. 

 
13.4 A proportionate response to safeguarding concerns is important as well as 

one that underpins the principles of safeguarding and MSP. 
 

13.5 The following diagram outlines examples of an approach to gathering 

information a professional should follow during the start of a Section 42 

Enquiry. 
 
 
 

 

13.6 Some safeguarding concerns that meet the s42 (1) will always trigger an 
enquiry, such matters include the following: 

 

• Where the adult at risk wants an enquiry to help address their 
protection and safety needs 

• Anything that may constitute a criminal offence 

• All professional worker incidents/allegations that involve an abuse of a 
position of trust i.e. allegations made against a professional/paid worker 

• Any alleged act or omission which resulted in injury or other form of 
harm 
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• Any situation in which the person alleged to have been harmed is 
assessed as lacking the capacity to consent to what has occurred, and 
a best interest decision has been made 

• Any situation in which the person alleged to have been harmed has 
capacity to consent but may have done so under duress 

• Any situation where other adults/children are or may be at risk of harm. 
 

13.7 Where a crime is suspected and referred to the Police, then the police must 
lead the criminal investigations, with the local authority’s support where 
appropriate, for example by providing information and assistance. The local 
authority has an ongoing duty to promote the wellbeing of the adult in these 
circumstances. 
Care and Support Statutory Guidance 2016. 

 
13.8 Where there is concern about the safety of a person with care and support 

needs, the enquiry lead within the Local Authority should liaise with the Police 
about what actions to take so as to ensure the adult is protected and the 
police investigation is not jeopardised. 

 
13.9 The welfare of the adult and others, including children, is of paramount 

importance and requires continued risk assessment to ensure the outcome is 
in their best interests and enhances their wellbeing. 

 

13.10 During the course of a criminal investigation the safeguarding enquiry lead will 
retain the lead role for coordinating the multi-agency approach to ensure that 
the wellbeing and wishes of the adult will be considered throughout, especially 
when they do not wish to provide any evidence or support a prosecution. 

 
13.11 If a Section 42 Enquiry cannot be resolved through such initial activities (see 

diagram on page 16), then the local authority’s duty under Section 42 
continues. This might include the need for formal safeguarding meetings, 
which might involve the adult at risk, their representatives and represented the 
local authority adult social care through to a multiagency meeting. For large- 
scale enquiries it will be necessary to hold one or more multiagency large- 
scale enquiry meetings. 

 
13.12 The Local Authority cannot delegate its duty to conduct a Section 42 Enquiry, 

but it can cause others to make enquiries. This means that the Local 
Authority may ask a provider or partner agency to conduct its own enquiries, 
and report these back to the Local Authority in order to inform the Local 
Authority decision about whether and what action is required in the adult’s 
case. 

 

13.13 While the Local Authority has overall responsibility and the duty to conduct 
enquiries, this does not absolve other agencies of safeguarding 
responsibilities. Relevant partner agencies involved in providing services to 
adults who may have care and support needs have a legal duty to cooperate 
in adult safeguarding enquiries, unless doing so is incompatible with their own 
duties or would have an adverse effect on their own functions. 
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13.14 This includes sharing information to enable the enquiry to be made 
thoroughly, participating in the enquiry planning processes, and undertaking 
enquiries when they have been ‘caused’ by the Local Authority to do so. 

 
13.15 Enquiries will follow the model outlined in the diagram below and will 

generally move between planning, enquiry and evaluation phases. Enquiries 
will need to be flexible and be able to move fluidly between planning, enquiry, 
and evaluation as the circumstances of the case require. 

 

 
 

13.16 It is important to remember that the aims of adult safeguarding are to reduce, 

prevent or stop abuse or neglect wherever possible. To safeguard adults in a 

way that supports them in making choices and having control about how they 

want to live; promote an approach that concentrates on improving the life of 

the adults concerned, raises public awareness so that communities as a 

whole, alongside professionals, play their part in preventing, identifying and 

responding to abuse and neglect. 
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13.17 Provide information and support in accessible ways to help people understand 

the different types of abuse, how to stay safe and what to do to raise a 

concern about the safety or well-being of an adult and address just because 

the abuse and neglect. 

 
14. Other kinds of enquiries 

 
14.1 Local authorities may also choose to undertake safeguarding enquiries for 

people where there is not a Section 42 enquiry duty, if the local authority 

believes it is proportionate to do so and will enable the local authority to 

promote the person’s wellbeing and support a preventative agenda, Care and 

Support Statutory Guidance March 2016. 

14.2 Non-statutory enquiries (referred to as a discretionary enquiry in your 
multi- agency procedures) 

 
The enquiries where an adult does not meet all the Section 42 criteria, but the 
local authority considers it necessary and proportionate to have a 
safeguarding enquiry. 

 
15. When does an enquiry conclude? 

 
15.1 A safeguarding enquiry (a statutory or non-statutory) is concluded when all 

the necessary information gathering is complete, and all the necessary 
actions have been explored and agreed with the adult at risk and or their 
representatives and the risks are managed, minimised, reduced, delayed or 
prevented. 
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Adult Safeguarding 

Decision Support Tool 
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16. Purpose 
 

16.1 The purpose of this practice tool is to assist practitioners in assessing the 
seriousness and level of risk associated with a safeguarding adults concern. 
It is primarily for use by Safeguarding Adults Managers, within the Local 
Authority, to assist with their decision-making at the point of receiving a 
safeguarding adults concern; however, others may find it helpful to refer to 
this tool when responding to a concern of abuse or neglect. The tool is not 
intended to replace professional judgement. 

 
Rather than assessing a referral solely on the nature of abuse, it is important 
to consider what the appropriate action might be. This Decision Support Tool 
is intended to help practitioners make a proportionate and timely response to 
concerns raised about the safety or welfare of adults who fall under the 
scope of this guidance. 

 
The tool has been developed to ensure a common understanding across 
local partnerships and agencies with a view to ensure a consistent 
approach. A number of reasons are provided to support the need for this 
tool: 

 

• Identification and management of different levels and degree of risks 
of abuse and neglect 

• Establishing a benchmark to assess the level of vulnerability of an 
individual 

• Establishing a measure of consistency. 
 

16.2 Consistency 
 

There is a need for a consistent approach to safeguarding adults. This tool is 
linked to the locally agreed multi-agency procedures and is for use by 
practitioners in adult social care and in the MAST (Multi-Agency Safeguarding 
Triage). 
 
It is important to ensure that all safeguarding concerns receive a consistent 
approach to aid decision making and where safeguarding concerns meet the 
Section 42 criteria, these are responded to with a proportionate enquiry 
reflecting the six statutory safeguarding principles, and that the guidelines for 
timescales are explicitly referred, alongside the principles of MSP, ensuring 
that all decisions are clearly recorded. 
 
It is essential to remember the Decision Support Tool only provides a 
limited illustration of safeguarding concerns that can occur along with an 
indication of the possible range of responses: 
 

• It does not have to be rigidly adhered to and cannot account for all 
 potential scenarios 

• There may be circumstances where a situation is deemed initially 
to be a quality concern,    but because you are aware of similar 
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incidents having occurred in the past your assessment of the risks 
the could be higher 

• The risk assessment tool should be used in conjunction with the 
criteria to assist with judgements about the degree of seriousness of 
the concerns 

• There is no longer a “significant harm” threshold for action under 
Section 42. 

 
The Care Act 2014 states: ‘Everyone is entitled to the protection of the law and 
access to justice. Behaviour which amounts to abuse and neglect, for example 
physical or sexual abuse or rape, psychological abuse or hate crime, wilful neglect, 
unlawful imprisonment, theft and fraud and certain forms of discrimination also often 
constitute specific criminal offences under various pieces of legislation. Although the 
local authority has the lead role in making enquiries, where criminal activity is 
suspected, then the early involvement of the police is likely to have benefits in many 
cases.’ (Care Act 2014, section 14.70). 

 
In all situations when a crime has been or is about to be committed, the person 
raising the concern should call 999 or the local police. In all emergency situations, 
the person raising the concern should call 999 immediately. An emergency is 
defined as: 

 

• A situation where life and limb are at risk 

• A situation when an unknown suspect / alleged perpetrator might escape 

• A need to preserve forensic evidence. If there is any doubt about whether 
there is an emergency, call 999 and seek Police advice. 

 

If the decision is not to initiate a Section 42 Enquiry, then information should be 
shared to enable other processes to be used to address the concern. 

 
Other processes and options could be: 

 

• Employers actions including: 
- Staff disciplinary procedures 
- Training 

• Reviewing practices or procedures 

• Adult Social Care assessments 

• Referral to the regulator – Care Quality Commission 

• Care Contracts monitoring 

• Incident or Serious Incident procedures 

• Complaints procedures 

• Referral to another agency such as DWP, Trading Standards, Housing, 
voluntary sector organisations 

• Referral for Advocacy support. 
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17. Judgements about risk and seriousness *N.B. If the person lacks capacity to understand the risk of harm and make a decision about 
how this should be managed, then their advocate/representative(s) should be consulted in order to make a best interest decision. 
Factors Judgement Decision 

1. Vulnerability of the adult at risk  
 
 
 

 
Less Vulnerable 

 
 
 
 

 
More Vulnerable 

Does the adult have needs for care and support? 

Does the adult have supportive family and social 
networks? 

Does the adults have control over their 
environment? 

Does the adult have capacity to protect themselves? 

Does the adult have the communication skills to 
report a concern of abuse or neglect? 

Does the person lack mental capacity to make decisions in 
respect of their wellbeing, safety and protection needs? 

Is the person dependent on the person alleged to have caused 
them harm? 

Does the adult have little or no control over their environment? 
Can the service provider meet their responsibilities to the 
person? 

Has the person alleged to have caused them harm been 
threatening them or coercing/controlling them into making 
decisions? 

Questions 2-9 relate to the abusive act and/or the alleged person responsible for abuse and/or neglect. 

2. Seriousness of the risk of or actual abuse 
Refer to the criteria table. Look at the relevant categories of abuse and use your knowledge of the case 
and your professional judgement to gauge the seriousness of the concern. 

 
Low 

  
High 

3. Patterns of abuse 
Repeated concerns, patterns, history involving 1 or more adults should be assessed and considered as safeguarding 
concerns and escalated under the safeguarding adults’ procedures. 

Isolated 
incident 

Recent abuse 
in an ongoing 
relationship 

Repeated 
abuse 

4. Impact of abuse on the adult at risk 

Impact of abuse does not necessarily correspond to the extent of the abuse. Different people will be affected in different 
ways. The views of the adult at risk will be important in determining the impact of the abuse. 

 

No impact 
Some impact 
but not long- 

lasting 

Serious long- 
lasting impact 

5. Impact on others 

Other people may be affected by the abuse of another adult. Are children involved/at risk? Are relatives or other 
residents/service users are distressed or affected by the abuse? Are other people intimidated and/or their environment 
affected? Are there risk to the public? 

 

No one else 
affected 

Others 
indirectly 
affected 

 

Others directly 
affected 

6. Intent of person causing the harm 

Is the act/omission a violent/serious unprofessional response to difficulties in caring? Is the act/omission planned and 
deliberately malicious? Is the act a breach of a professional code of conduct? *The act/omission doesn’t have to be 
intentional to meet safeguarding criteria. 

Unintended 
or ill- 

informed 

 
Opportunistic 

 

Deliberate/ 
Targeted 

7. Illegality of actions 

Always seek advice from the Police if you are unsure if a crime has been committed. Is the act/omission poor or bad 
practice (but not illegal) or is it a crime? 

Bad 
practice- 

not illegal 

 

Criminal act 
Serious 

criminal act 

8. Risk of repeated abuse to the adult at risk 
Is the abuse less likely to recur with significant changes e.g. training, supervision, respite, counselling, support or very 
likely even if changes are made and/or more support provided? 

Unlikely to 
recur 

Possible to 
recur 

 

Likely to recur 

9. Risk of repeated abuse on others 

Are others (adults and/or children) at risk of being abused: Very unlikely? Less likely if significant changes are made? 

The person alleged to have abused or neglected/setting represents a threat to other adults at risk or children. 

 

Others not 
at risk 

 
Possibly at risk 

 

Others at 
serious risk 
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18. Is it a Safeguarding Concern? 

PROBABLY NOT A 
SAFEGUARDING CONCERN 

SAFEGUARDING CONCERN 

 
Where the incident has been 
assessed as an Isolated incident, 
resulting in little or no harm and 
where appropriate and 
proportionate action has been 
taken. 

A Safeguarding Concern is: 

• An adult who has needs for care and support (whether or not any of those needs are being met) and 

• the adult may be experiencing, or is at risk of, abuse or neglect, and 

• as a result of their care and support needs, the adult is unable to protect themselves from either the risk of, 
or the experience of, abuse or neglect. 

Where there are concerns about self-neglect refer to the self-neglect policy and the multi-agency risk management 
policy. The latest Guidance on Responding to Self-Neglect can be found in the useful links section. 

Internal provider/agency 
responsibilities to investigate the 
concerns. 
The approach should reflect the 6 
statutory safeguarding principles and 
MSP. 

There should be a focus on outcomes 
for the adult at risk and action taken to 
prevent, reduce or delay the risk of 
harm and promote the adults 
wellbeing. 

Internal investigations may trigger 
other internal/external responses: i.e. 

• Disciplinary 
• Complaint 
• Referral to another agency 
• Incident reporting to CQC 
• Notification to professional 

body. 

• Ensure that you always record 
incidents and subsequent actions 
taken 

• Monitor regularly for patterns to 
ensure that concerns remain 
isolated incidents 

• Consider if any possible 
alternative action is applicable. 

The purpose of a safeguarding enquiry is to find out, what if anything has happened and to decide what action in needed to 
help and protect the adult. The action that local authority staff take to respond to this information constitutes an ‘enquiry’ 
including where that involves: 

• A conversation with the adult or their representative (which should always happen at the earliest opportunity that it is 
safe to do so). Ensure early discussions about advocacy. Refer to Care Act section 68 advocacy duties. 

• Gathering any additional information to assist in determining what is the most appropriate response to the information 
received. 

The enquiry aims to: 

• Establish the facts about an incident or allegation 

• Ascertain the adult’s views and wishes on what they want as an outcome from the enquiry 

• Assess the needs of the adult for protection, support and redress and how they might be met 

• Protect the adult from the abuse and neglect, as the adult wishes 

• Establish if any other person is at risk of harm 

• Make decisions as to what follow-up actions should be taken about the person or organisation responsible for the 
abuse or neglect 

• Enable the adult to achieve resolution and recovery. 

If the action undertaken through the ‘enquiry’ at this point results in it being established that: 

• This is not a ‘safeguarding concern’, or 

• The safeguarding concern has been resolved, and 

• The adult is no longer at risk of abuse or neglect (real or suspected) then the local authority’s duty under Section 42 
will have been discharged and the enquiry is concluded at this point. 

An enquiry should be proportionate to the situation and the level of risk involved. This could be a conversation with the adult, 
or representative if they lack capacity, right through to a much more formal multi-agency plan or course of action. That will 
help to achieve the outcomes. 

The process of undertaking enquiries should be tailored to the individual needs and circumstances of the adult. It should be 
proportionate to the level of risk involved and take account of the adult’s ability and capacity to make decisions for 
themselves. All enquiries undertaken must be lawful and take full account of the consent and wishes of the adult. Less 
serious concerns are likely to be dealt with at initial stage of a section 42 enquiry, whilst the more serious concerns will 
require more formal processes for example multidisciplinary safeguarding meetings. Consider the need for a large-scale 
enquiry where concerns are serious or complex situations. Refer to the Large-Scale Enquiry Policy. 
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Is it a Safeguarding Concern? Note: this decision support tool is a guide showing limited illustrations of types of abuse, to help you when 

deciding on the best course of action and you should use your professional judgment in making decisions. 

Physical Abuse 

 
Minor events that still meet 
criteria for ‘incident 
notification’. 

 
Dispute between service users with 
no harm, quickly resolved and risk 
assessment in place. 

Minor bruising caused by family 
carer due to poor lifting and 
handling technique. No harm 
intended. Immediately resolved 
when given correct 
advice/equipment. 

 

Adult does not receive prescribed medication 
or wrong dose. No harm occurs, action taken 
to prevent further risk of harm. 

 
One off incident – no 
harm 
Defined action taken. 

Inexplicable minor marking found where there is no clear 

explanation as to how the injury occurred. 

Recurring missed medication or administration errors in relation to one service user 

that caused no harm. 
SAFEGUARDING – 
Possible harm 
Some risks, initial 
enquiries may 
resolve/address the 
concerns. 

Inexplicable marking or lesions, cuts or grip marks on more than one 

occasion, or to more than one individual. 

Recurrent missed medication or administration errors that affect more than one adult 

and/or result in harm. 

Physical restraint undertaken 

outside of a specific care plan, 

or not proportionate to the 

risk. 

Withholding of food, 

drinks or aids to 

independence. 

 
Inexplicable 

injuries. 

Deliberate maladministration of 

medicines, e.g. sedation. 

Without proper medical 

supervision or outside the 

Mental Capacity Act 2005. 

 

SAFEGUARDING 
Significant risks, 
harm caused or 
likely. 
May require more 
formal enquiries. 

 
Physical assaults-injury, 

death. 

Grievous bodily harm/assault with or 

without a weapon, leading to 

irreversible damage or death. 

 
Any potential criminal act 

against an adult at risk. 

Pattern of recurring administration errors or an incident 

of deliberate maladministration that results on ill-health 

or death. 

Financial Abuse 

 
Inadequate financial records. 

 

Isolated incident of staff personally benefiting from the support they offer service users in a way that does not 
involve the actual abuse of money or misuse of power. 

One off incident – no 
harm 
Defined action taken. 

Adult not routinely involved in decisions about how 

their money is spent or kept safe. Capacity in this 

respect is not properly considered stop. 

Staff personally benefit from the support they 

offer service users, e.g. accrue ‘reward points’ 

on their own store loyalty cards when 
shopping. Adult lacks capacity. 

Failure by relative to pay care fees/charges where 

no harm occurs but receives personal allowance 

or has access to other personal monies. 

SAFEGUARDING – 
Possible harm 
Some risks, initial 
enquiries may 
resolve/address the 
concerns. 

Adult’s monies kept in a joint bank account, unclear 

arrangements for equitable sharing of capital and interest. 

Failure by relative to pay care fees/charges and adult at risk experiences distress or 

harm through having no personal allowance or risk of eviction/termination of service. 

Misuse/ misappropriation of property, possessions, or benefits 

by a person in a position of trust or control. 

 
Personal finances removed from adult’s control without legal authority. 

 
SAFEGUARDING 
Significant risks, 
harm caused or 
likely. 
May require more 
formal enquiries. 

 
Fraud/exploitation relating to benefits, income, property or 

will. 

 
Theft. 

Scams or doorstep crimes. IWASP have produced 

a checklist on ways to tell if a person is a scam 

victim, along with things you can do that may help 

a scam victim. Please see IWASP checklist in 

useful links. 
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Direct Payment Specific 

Direct payment financial returns show 
payments for unauthorised expenditure. 
One off mistake – payment returned. 

Isolated incident of direct payment 
recipient not sending in financial 
returns. 

Isolated incident of direct 
payment recipient benefitting 
from interest from direct 
payment account. 

Direct payment used flexibly to meet 
user needs, but not as described on 
support plan. 

One off incident – no 
harm 
Defined action taken. 

 
Large excess in 
user accounts 
indicating care 
may not being 
provided, some 
reports of 
inadequate care. 

 

 
Direct payment not 

set up correctly 

despite advice and 

guidance. 

e.g. Personal 

Assistant not set 

up with Her 

Majesty’s Revenue 

and Customs 

(HMRC); no audit 

trail for payments 

no liability 

insurance. 

 
 

Cash payments 

made against advice 

with no evidence of 

payment and care 

not provided. 

Information obtained 

that suitable person 

or Personal 

Assistant has 

criminal conviction 

which gives rise to 

concerns about their 

role-suitability. 

Excess of float in 

direct payment 

account is being 

used for other 

purposes other than 

on the support plan 

e.g. utility bills or 

equipment. 

Suitable person or 

Personal Assistant 

found to be illegally 

working in the country. 

No harm caused, but 

suitable person 

responsibility 

removed, Personal 

Assistant dismissed. 

 
 
 
SAFEGUARDING – 
Possible harm 
Some risks, initial 
enquiries may 
resolve/address the 
concerns. 

Pattern of un- submitted financial returns 

by suitable person with inadequate 

explanation. 

Payments made from direct payment 

account for unauthorised expenditure 

by suitable person, not on support 

plan. 

Suitable person not able to 

provide evidence to 

demonstrate they are managing 

the direct payment. 

Pattern of repeated non-payment of 

bills/personal assistant wages, 

meaning care is withdrawn. 

 
Direct payment is not being spent on some or all care on support plan, leading to 

neglect. 

Irregularities on financial returns leading to requests for further evidence 

which are continually ignored by suitable person or evasive action is 

taken, including avoidance of attempts to review person on direct 
payment. 

 

SAFEGUARDING 
Significant risks, 
harm caused or likely. 
May require more 
formal enquiries. 

 
Misuse/ misappropriation of direct 

payment by another. 

Person in a position of trust or suitable 

person, e.g. suitable person is using 

some of the Personal Allowance or 

agency time for their own needs, and 

person is neglected. 

Creation of fictitious Personal 

Assistant where payment is 

actually going to suitable 

person. 

Adult at risk is misusing/ 

misappropriating direct payment by 

recipient, but under coercion by 

another. 

Neglect 

Isolated missed home care visit where 
no harm occurs. 

Adult is not assisted with a meal/drink 
on one occasion and no harm occurs. 

One pressure ulcer of low 
grade (grade 1 or 2). 

Temporary environment restrictions, but 
action to resolve in place. 

One off incident – 
no harm 
Defined action taken. 

Inadequacies in care provision 

that lead to discomfort, or 

inconvenience and no 

significant harm occurs e.g. 
being left wet occasionally. 

Occasionally not having 

access to aids to 

independence N.B. If regular 

may be restraint. 

 
Adult at risk living with family 

carer who is failing with 

caring duties. 

 
Occasional inadequacies in 

care from informal carers. No 

significant harm. 

 
Pressure ulcers multiple grade 

2’s. 

 

SAFEGUARDING – 
Possible harm 
Some risks, initial 
enquiries may 
resolve/address the 
concerns. 

Recurrent missed care visits where risk 

of harm escalates, or one missed visit 

where harm occurs. 

Poor transfers between services, e.g. 

hospital discharge without adequate 

planning and harm occurs. 

Inappropriate or incomplete 

DNAR. 

 
Pressure ulcers grade 3 or above. 

Ongoing lack of care to the extent that health and wellbeing deteriorate 

significantly, e.g., dehydration, malnutrition, loss of independence or confidence. 
Mismanagement of pressure ulcer grade 3 or 4 by professionals/paid carers. 

SAFEGUARDING 
Significant risks, 
harm caused or 
likely. 
May require more 
formal enquiries. 

 
Failure to arrange access to life saving 

services or medical care. 

Failure to intervene in dangerous 

situations where the adult lacks the 

capacity to assess risk. 

 
Gross neglect resulting in 

serious injury or death. 

Serious injury or death as a result of 

consequences of avoidable pressure ulcer 

development e.g. septicaemia. 
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Organisational 

Stimulation or opportunities for people 
to engage in meaningful social and 
leisure activities and where no harm 
occurs. 

 
In the short term, service users not 
given sufficient voice or involved in 
the running of the service. 

 
Service design where groups of 
service users living together are 
inappropriate. 

One off incident of low staffing 
due to unpredictable 
circumstances, despite 
management efforts to address. 
No harm caused. 

One off incident – 
no harm 
Defined action taken. 

Denial of individuality and 

opportunities for service users to 

make informed choices and take 

responsible risks. 

 
Care planning documentation not 

person centred. 

Denying adult at risk access to 

professional support and services, 

such as advocacy. Poor, ill-informed, 

or outmoded care practice. No 

significant harm. 

 
More than one incident of low 
staffing levels, no contingencies 
in place. No harm caused. 

 
 

SAFEGUARDING – 
Possible harm 
Some risks, initial 
enquiries may 
resolve/address the 
concerns. 

 
 

Rigid or inflexible 

routines. 

Service user’s dignity is 

undermined, e.g. lack of 

privacy during support with 

intimate care needs; shared 

clothing, underclothing, 

dentures etc.. 

Failure to whistle blow 

on serious issues when 

internal procedures to 

highlight issues are 

exhausted. 

 
 

Failure to refer 

disclosure of abuse. 

 
Inappropriate or 

incomplete DNAR. 

 
Single incident of 

low staffing resulting 

in harm to more 

than one person. 

Ill-treatment of one 

or more adults at 

risk, such as unsafe 

manual handling. 

 
Failure to report, monitor or 

improve bad care practices. 

 
Unsafe and unhygienic 

living environments. 

Failure to support an 

adult at risk to access 

health and/or care 

treatments. 

 
Punitive responses to 

challenging behaviour. 

Repeated incidents 

of low staffing 

resulting in harm to 

one or more 
persons. 

 
SAFEGUARDING 
Significant risks, 
harm caused or 
likely. 
May require more 
formal enquiries. 

 
Staff misusing their position if 

power over service users. 

Over-medication and/or 

inappropriate restraint used 

to manage behaviour. 

 
Widespread, consistent ill 

treatment. 

Stark or sparse living 

environments caused by 

legal process. 

Low staffing levels which 

result in serious injury to 

more than one person 

(corporate manslaughter), 

Discriminatory 

Isolated incident when an inappropriate prejudicial remark is made to an adult 
and no distress caused. 

Care planning fails to address an adult’s diversity and associated 
needs for a short period, 

One off incident – no 
harm 
Defined action taken. 

Isolated incident of teasing motivated by prejudicial attitudes – service user to service user. 
SAFEGUARDING – 
Possible harm 
Some risks, initial enquiries 
may resolve/address the 
concerns. 

Recurring taunts. Recurring failure to meet specific needs associated with diversity. 

 
Denial of civil liberties, e.g. voting, 

making a complaint. 

 
Humiliation or threats. 

Denial of an individual’s appropriate 

diet, access to take part in activities 

related to their faith or beliefs, or not 

using the individual’s chosen name. 

Making an adult at risk 

partake in activities 

inappropriate to their faith or 

beliefs. 

 

 
SAFEGUARDING 
Significant risks, harm 
caused or likely. 
May require more formal 
enquiries. 

 
Hate crime resulting in 

injury/emergency medical 

treatment/fear for life. 

 
Hate crime resulting in serious injury 

or attempted murder, and honour- 

based violence. 

 
Exploitation of an adult at risk for 

recruitment or radicalisation into 

terrorist related activity. 

 
 

Female genital mutilation of 

an adult at risk. 

 



 

 

Psychological 

 
Isolated incident where adult is spoken to in a rude of other inappropriate way, respect is undermined, but no distress is caused. 

One off incident – no 
harm 
Defined action taken. 

The occasional withholding of information to disempower. SAFEGUARDING – 
Possible harm 
Some risks, initial enquiries 
may resolve/address the 
concerns. 

Occasional taunts or verbal outbursts which cause 

distress. 

Treatment that undermines dignity and damages 

esteem. 

Denying or failing to recognise an adult’s 

choice or opinion. 

 
Humiliation. 

Emotional blackmail, e.g. threats of abandonment 

or harm. 

Frequent and frightening verbal outbursts 

to an adult at risk. 
SAFEGUARDING 
Significant risks, harm 
caused or likely. 
May require more formal 
enquiries. 

Denial of basic human rights or civil 

liberties, overriding advance directive, 

forced marriage. 

 
Prolonged intimidation. 

Producing and distributing 

inappropriate photos via any social 

media. 

 
Vicious/personalised verbal 

attacks. 

Domestic abuse 
Both the local domestic abuse adult safeguarding procedures will apply to situations where a person who has care and support needs that prevent them from safeguarding themselves 
is experiencing domestic abuse. 

Children are affected in many ways by abuse, even after a short time, where there are children in the household or present this must be referred to the children’s MASH. 

4LSCB Child Protection Procedures can be found in useful links. The Multi-Agency Thresholds for Safeguarding Children key documents can be found in useful links. 

Integrated Domestic Abuse and Sexual Crime Service 08002346266. To download the SafeLives RIC, please see useful links. 

ISVA Service (Independent Sexual Violence Advisor) An ISVA is an Independent Sexual Violence Advocate, who offers confidential advice and support to both males and females 
who have been the victims of recent or historic sexual violence. 

An ISVA will only provide the support the person chooses. The role is not to tell them what to do but helping them make informed choices. If you would like to refer someone 
to this service, please see referral form in useful links. 

(LGA and ADASS) Adult Safeguarding and Domestic Abuse Guide to support practitioners and managers can be found in useful links. 

Isolated incident One off incident with no injury or harm experienced by the adult at risk has no current fears with adequate protective factors in place. One off incident – no harm 
Defined action taken 

The adult at risk has some fears. SAFEGUARDING –Some 

risks, initial enquiries may 
resolve/address the 
concerns. 

Occasional taunts or verbal outbursts which 

cause distress. 

 Denying or failing to recognise an adult’s 

choice or opinion. 

Inexplicable marking or lesions or grip marks on 

a number of occasions. 

Subject to controlling behaviour, financial/medical, 

emotional blackmail, e.g. threats of abandonment 

or harm. 

Frequent and frightening verbal outbursts to 

an adult at risk. 

 

SAFEGUARDING 
Significant risks, harm 
caused or likely. 
May require more formal 
enquiries. 

 

Denial of basic human rights or civil liberties, 

overriding advance directive, forced marriage. 

 
Assault causing serious harm. 

Serious sexual assault or 

humiliation. 

 
Producing and distributing 

inappropriate photos via any social 

media. 

Vicious/personalised 

verbal attacks. 

Experiences constant 

fear. 
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19. Medication Error Guidance 

 
19.1 All medication errors must be recorded and reported using the appropriate procedures 

but not all errors will be safeguarding concerns.  The purpose of this section is to provide 
guidance on the handling of medication errors and determining when to raise a 
safeguarding concern. 

 
19.2 Definition of a Medication Error 

 

The National Patient Safety Agency (NPSA) 2001 defines a medication error as ‘an error 
in the process of prescribing, dispensing, preparing, administering, monitoring or 
providing medicine advice, regardless of whether any harm occurred’. Errors may result 
in an incident or an adverse event or where averted, they can be classified as a ‘near 
miss’. 

 
19.3 Examples of medication errors (this is not a definitive list) 

 

• Duplicate medicine; a drug prescribed by the both brand and generic names or 

two medicines that have the same action 

• Wrong dosage, strength or formulation 

• Issuing of a discontinued medicine 

• Medication requested from surgery, but no prescription supplied without reason 

• A service user is prescribed a medicine that they are known to be allergic to 

• A service user is prescribed a medicine that is contraindicated 

• A service user is prescribed a medicine that is unnecessary for them 

• A service user is prescribed a medicine that has an unwanted interaction with 

another medication that they are taking without the rationale for the risk having 

been documented 

• Monitoring not requested 

• Monitoring requested but not carried out 

• Monitoring performed but results not available 

• Results not acted upon 

• Supply of duplicate medication 

• Supply of the wrong dose to that prescribed 

• Supply of the wrong strength to that prescribed 

• Supply of a wrong formulation to that prescribed 

• Supply of a wrong drug to that prescribed 

• Supply of an out of date medication 

• Omission in the supply of a prescribed medication 

• Labelling error 
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• Omission of a prescribed medication for a non-clinically indicated reason 

• Administration of another person’s medication which is not prescribed for them 

• Administration of an extra dose(s) 

• Administration of a wrong dose(s) 

• Administration of a medication when a person has a known allergy to it. 

• Administration of the wrong medicine 

• Administration of the wrong formulation 

• Administration of an out of date medication 

• Administration of a medication at the wrong time 

• Administration of a medication via the wrong route 

• Stock not ordered 

• Stock not booked in correctly 

• Stock not carried forward correctly 

• Booking in of discontinued /not prescribed medication 

• Stock not stored in the appropriate location 

• Controlled Drug (CD) records not completed correctly 

• Medication Administration Record (MAR) form not signed 

• MAR form signed inappropriately (e.g. as if medication was administered, when 

stock count/ Multiple Dose Systems (MDS) packs show the contrary. 

19.4 Some examples of errors which must be considered for raising a safeguarding 
concern (this is not a definitive list): 

 

a) People left without pain relief resulting in a prolonged period of pain 

 b) Significant deterioration in physical or mental wellbeing due to missed 

medication 

 c) Significant emotional distress 

 d) Elongation of an illness due to medication not being given 

 e) Adverse effects causing significant harm due to wrong medication being 

administered 

 f) Any medication error requiring medical intervention 

 g) Attendance at A&E 

 h) The need for an urgent review by heath profession such as district nurse, 

GP or Tele-med consultation as a result of the error causing harm 

 i) Malicious intent to cause harm 
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 j) Inappropriate use of PRN medication (also known as ‘as required’ 

medication) 

 k) Use of medication to control behaviour or restrict an individual 

 l) The medication error is part of a pattern or culture.  The pattern could be 

same drug, same carer or same vulnerable person 

 m) Same drug being omitted repeatedly 

 n) Same carer repeatedly failing to administer medication appropriately 

 o) Same individual being affected by the medication error regardless level 

of harm. 

Where there are systemic fallings in a care providers medicine management 

process which leads to repeated errors, for example pharmacy errors, 

mismanagement by family, hospital discharge, GP prescribing etc. a safeguarding 

concern should be raised. there is an obligation on all services to identify the failings 

and ensure the issues are addressed. 
 

19.5    Managers responsibilities 

 

• Review each incident to decide whether further action and /or investigation is 

required 

• Ensure the safety and ongoing support needs of the adult Discuss with the adult 

the concerns, explain what has happened/needs to happen and when, ascertain 

the views, wishes and outcomes of the adult 

• Consider issues of capacity and consent 

• Generate other appropriate responses, i.e. Duty of Candour, incident report 

• Generate a safeguarding concern referral form if meeting Care Act (2014) criteria 

• Inform the Care Quality Commissioner (CQC) as per regulatory requirement 

• Ensure staff are supported following incident 

• Encourage and open reporting culture 

• A full report needs to be placed on the person’s file along with a copy of the 

incident form. 
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When a medication error should be reported as a safeguarding concern 

Decision support tool: 

Guidance: This tool does not replace professional judgement or aim to set a rigid threshold for intervention. It helps you consider the 
type and seriousness of abuse and the circumstances in which a referral to adult social care may be required. 

 

 
Would normally need to be reported to 
safeguarding regardless of whether harm has 
occurred or not. 

• Recurring missed 
medication or errors 
that affect more than 
one adult and result in 
actual or potential 
harm to one or more 
adults. 

 
• Recurring prescribing 

or dispensing errors by 
GP, pharmacist or 
other medical 
professional that affect 
more than one adult 
and/or result in harm to 
one or more adults. 

• Covert 
administration 
without the 
person's 
consent or 
having a best 
interest 
decision 
recorded in the 
care plan. 

 
• Misuse of/ 

over-reliance on 
sedatives to 
control 
challenging 
behaviour. 

 

Types of abuse 
and seriousness 

 

 
Medication errors 

 

Levels of harm and related indicators/examples 

Would not normally be reported to safeguarding. 

 
Incidents meeting the lower level criteria 
should, wherever possible, be addressed at a 
local level with the individuals concerned with 
particular attention to preventing 
reoccurrences. 

 Serious criminal matter – 
immediate discussion with 
police required. 

 
Must be reported to 
safeguarding in all cases. 

• Isolated 
incident where 
the person is 
accidentally 
given the 
wrong 
medication, 
given too 
much or too 
little 
medication or 
given it at the 
wrong time but 
no harm 
occurs. 

• Isolated incident 
causing no harm that 
is not reported by 
staff member. 

 
• Isolated prescribing 

or dispensing error 
by GP, pharmacist or 
other medical 
professional resulting 
in no harm. 

Deliberate maladministration 
of medications or failure to 
follow proper procedures, 

e.g. controlled medication. 

 
• Pattern of recurring 

errors or an incident of 
deliberate 
maladministration that 
results in ill-health or 
death. 

 

• Deliberate falsification of 
records or coercive/ 
intimidating behaviour to 
prevent reporting. 
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No

Yes

YES NO
However, please 

also consider 

Report to Adult 

Safeguarding 

Team

Follow your 
internal Policies 
and Procedures

Did the Adult come to any 
harm or potential 
significant harm*

Internal 

Investigation by 

Organisation/

Agency
Medication given as 

unlawful restraint

Was the act 
deliberate?

Was medication 
administered 

covertly without due 
process?

Consecutive 
multiple medication 

incidents          
(more than 2) 

involving the same 
Adult

Single medication 
incident involving 

multiple Adults

Multiple Repeat 
incidents within the 
same service area/

worker

Log and conduct 
internal 

investigation

Follow other 

reporting 

procedures

Yes

Report to Adult 
Safeguarding 

Team

NO

Initiate 
Safeguarding Adult 

Review (SAR) 
notification if 
appropriate

If results in 
serious harm or 
death report to 

Police

Make 
investigation 

details available 
to 

commissioners 
upon request

Medication Incident Decision Pathway

Key – Types of abuse

          Physical

          Neglect and Acts of Omission       

          Organisational

* Significant Harm: Is defined as death 

or impairment to health which results in 

permanent increase to a person s care 

and support needs.

** If one or more of these are 

applicable, raise as a safeguarding 

concern.

Adult has needs for care and support

Report to CQC

** Are any of the 
following KNOWN?

Consult with suitably 
qualified professional to 
determine harm i.e. 111, 
Pharmacist, Nurse, GP
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20. Pressure Ulcers 
 

20.1 Where pressure ulcers do occur the DH guidance should be referred to as it provides 
as clear process for the clinical management of the removal and reduction of harm to 
the individual, whilst considering if an adult safeguarding response under section 42 of 
the Care Act 2014 is necessary. The guidance demonstrates that the focus on 
removing harm to the individual will usually be secured by speedy clinical intervention. 

 
The DH guidance can be found through this link. 

 

21. Guidance for Responding to Falls 
 

21.1 Falls must not be seen as an inevitable part of ageing. A fall should be seen as an event  
that needs questioning and investigating to prevent future occurrence. Many falls and 
injuries as a consequence of a fall are preventable, but not all, particularly within the 
care home setting where some of the most frail and dependent of our population reside. 
However, we should take a preventative approach to the delivery of high-quality care. 
Best practice is underpinned by appropriate risk assessment, individualised care 
planning, good team communication and following appropriate post-fall procedures 
including reporting. 

 
21.2 Falls Risk Assessment 

 
It is essential that on admission to a care service, a Multifactorial Falls Risk Assessment 
is undertaken to identify the person’s individual falls risk factors. This assessment will 
help identify the appropriate actions required to reduce the risk of falling. Such actions 
should take into consideration the service users wishes and clarify the care providers 
responsibilities. The Care Plan must reflect the outcome of the falls assessment and 
should be shared with the person and their relatives, if appropriate. 

 
Where there are concerns about a service user’s capacity to understand the risk and 
implications of falling, capacity must be assessed under the Mental Capacity Act and, if 
needed, a best interest decision made to maintain the service user’s safety. The 
outcome of this assessment must be recorded in the person’s care plan. 

 
Documentation should provide evidence of: 

 
1. An appropriate multifactorial falls risk assessment demonstrating why a person 

is at risk of falling 

2. Actions/strategies that have been put in place to reduce the risk, including 
involving other professionals when necessary 

3. Actions/strategies that are yet to be carried out 

4. Regular reviews e.g. if a fall occurs, if the person’s status changes, or as 
indicated 

5. Discussion with the person and/or family regarding the assessment 
process and necessary actions required to prevent falls 

6. Accurate falls reporting with evidence of care plan updates should a fall occur. 

 
A Multifactorial Falls Risk Assessment (MFA) is available for care homes from the Isle of 
Wight’s Falls Prevention Co-ordinator (FPC). The FPC is available for advice and 
consultation including the use and completion of the MFA. Overall responsibility for 
completing the MFA and delivering the care plan sits with the care provider. 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/675192/CSW_ulcer_protocol_guidance.pdf
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21.3 Seeking Medical Advice Following a Fall 
 

Not every fall will require immediate medical attention. It will be dependent upon whether 
the fall has resulted in an injury or there is suspicion of an injury requiring specialist 
assessment. Any fall where there is suspicion of a collapse, a head or neck injury or a 
fracture will always require urgent medical attention. The decision will be made by the 
manager or senior clinician/carer on duty based on the individual circumstances of the 
case. 

 
It is good practice to notify the individuals G.P. should a fall occur as a medical review 
may be required to contribute to the investigation of the cause of the fall. 

 
21.4 Fall with Head Injury 

 
A head injury is a blow to the head from a force outside the body, like an accident, 
fall or attack (Head Injury: A guide for patients and carers; Brain and Spine 
Foundation, 2013). When the brain is damaged by such an event, this is called a 
traumatic brain injury. The symptoms and effects of head injury can vary widely, 
depending on the level of injury and which part of the brain, if any, is injured. They 
can range from a bump or bruise on the head to loss of consciousness. 

 
Where the person has sustained a head injury a medical assessment should 
always be arranged as a matter of urgency. 

 
21.5 Post Fall Procedures 

 
In the event of a fall occurring, the fall must be recorded within the care plan. 
Documentation should include the circumstances of the fall, assessment of any injury  
and how the person was assisted off the floor again. Many falls are “unobserved” or 
“unwitnessed” but the person may still be able to explain what happened. This  
information can be used as part of the post-fall analysis. Duty of Candour must always  
be followed post-fall. 

  
Providers are required to report to CQC any serious injuries to people who use the 
service (Regulation 18). 

 
21.6 When to Report a Fall as a Safeguarding Concern 

 
Report a safeguarding concern in the following circumstances: 

• When there is a concern about possible abuse or neglect by another person 

• Where there is a general concern about a persons’ safety then please contact the 
appropriate person i.e. family member, professional etc. 

• When a person is identified as being at risk of falls and there is concern that an 
appropriate risk assessment and care plan is not in place or is not being followed 
i.e. there is evidence of neglect 

• When a person sustains a fall, which does or does not result in harm, and there 
is concern that an appropriate risk assessment and care plan is not in place or is 
not being followed, or that the care plan is not updated after the fall i.e. there is 
evidence of neglect 

• Any fall where there is suspected abuse or neglect by a staff member or other 
person or a failure to follow relevant care plans, policies or procedures 

• Significant or very significant harm has occurred as a result of the fall 
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• When a person has an injury, other than a very minor injury, which is 
unexplained 

• When appropriate medical attention has not been sought following a fall 

• When appropriate measures have not been taken to maximise the safety of the 
person from an environmental perspective, including avoiding harm from other 
clients / service users 

• Where there has been more than one incident during a 6-month period 
requiring attendance at hospital 

• Multiple incidents where it is not clear that professional advice or support has 
been sought at the appropriate time 

• Any fall that is deemed as unwitnessed and resulting in injury should be 
reported through safeguarding procedures. In circumstances where a person 
has sustained an injury the manager on duty should use judgement based on 
the evidence available to determine what may have happened. If the person 
has an injury which cannot be explained then this should be referred as a 
Safeguarding Concern. If no injury is apparent, there is no observed change in 
function and actions and observations have been recorded, then a GP or 
Hospital review may not be necessary. This decision will be made by the 
manager or clinician on duty based on the individual circumstances of the case 
to determine what may have happened 

• Where there have been other similar incidents or areas of concern 

• If in doubt, raise a safeguarding concern. 

 
When considering whether or not a fall is the result of neglect, it is necessary to 
establish that everything practicable was done to reduce the risk of the person falling. 
Whilst not an exhaustive list, the following should be taken into account: 

 

• Has an appropriate and adequately detailed falls risk assessment been 
undertaken? 

• Has there been a reassessment of the adult’s risk factors after each fall, 
and control measures updated? 

• Is there evidence that the adult has been supported to make decisions about 
how they might reduce their risk of falling? 

• Has a Mental Capacity Assessment been undertaken where a lack of mental 
capacity might compromise the person’s ability to understand the risk of 
falling? 

• Are any falls-related restrictions or restraint measures taken for an adult 
who lacks capacity evidenced in best interest records and in their support 
plan? 

• Does the recording of incidents / accidents meet the required CQC 
standards for the home / ward? 

• Has falls data (within residential / nursing homes or hospitals) identified 
patterns, been evaluated and acted upon? For example, time of falls, meal 
times, environmental factors. 
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Guidance: This tool does not replace professional judgement or aim to set a rigid threshold for intervention. It helps you consider 
the type and seriousness of abuse and the circumstances in which a referral to adult social care may be required. 

 
Types of 
abuse 
and 
seriousness 

Levels of harm and related indicators/examples 

Level Lower Level Harm 
 

Would not normally be reported to 

safeguarding. Incidents meeting the 

lower level criteria should, wherever 

possible, be addressed at a local level 

with the individuals concerned. There 

should be particular attention to 

preventing reoccurrences whilst 

promoting independence and evidencing 
MSP. 

Significant or Very Significant Harm has occurred or there is the 

Potential for Significant or Very Significant Harm 

 
Would need to be reported to safeguarding regardless of whether 
harm has occurred or not. 

Critical 

 
Serious criminal 
matter. 
Immediate 
discussion with 
police required. 
Must be reported 
to safeguarding 
in all cases. 

Falls An isolated or multiple incidence where 

no significant harm has occurred and: 

• A risk assessment and care 

plan are in place 

• Action is being taken to minimise 

further risk demonstrated by care 

plan review 

• Other relevant professionals have 

been involved where necessary 

• There has been full discussion 

with the patient, their family or 

representative 

• There are no other indicators of 

abuse or neglect 

• An isolated incident requiring 

attendance at hospital and no 

other form of abuse or neglect is 

suspected. 

• There is no falls specific risk assessment in place for a person 

identified at risk of falls 

• There is no care plan in place following the identification of a person 

being at risk of falls 

• There is no evidence of the care plan being reviewed and updated 

following a fall or a change of circumstance 

• There is no evidence of necessary alterations to the environment, 

and/or risks from and to others through interaction with others using 

the service 

• There has been more than one incident during a 6-month period 

requiring attendance at hospital 

• It is not clear that professional advice or support has been sought at 

the appropriate time 

• There have been other similar incidents or areas of concern 

• There is no evidence of discussion with the patient, their family or 

representative 

• Any fall where there is suspected abuse or neglect by a staff member 

or other person or a failure to follow relevant care plans, policies or 

procedures. 

• Any fall 

resulting in 

significant 

injury or death 

where there is 

suspected 

abuse or 

neglect by a 

staff member or 

other person or 

a failure to 

follow relevant 

care plans, 

policies or 

procedures. 
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Does the adult have care and 

support needs?
Yes No

Is there a falls risk assessment 

and care plan in place?
No

Report to Adult Safeguarding Team 

on 01983 814980 or email the safeguarding 

concern referral form to 

safeguardingconcerns@iow.gov.uk.

Continue with usual care.  Review the falls 

risk assessment and care plan:

• In the event of a fall or

• In the event of a change of 

circumstances or

• At regular intervals.

Is there evidence of the care plan 

being implemented including 

evidence of other professionals if 

necessary?

Are there any other indicators of 

abuse or neglect?

Ensure that the person  s GP or 

other health care professional is 

notified so that an appropriate 

review and discussion with the 

person can be carried out.
Yes

No

Yes

No

Has the person just suffered a 

fall?
No

Yes

Yes

Has significant harm occurred? 

And/or

Has there been more than one incident during a 6 

month period requiring attendance at hospital?

And/or

Is there evidence of non-compliance with 

Duty of Candor?

Yes

• Record the fall

• Update the fall risk assessment and 

care plan.      

Report to Adult Safeguarding Team on 01983 814980 or 

Email the safeguarding concern referral form to: 

safeguardingconcerns@iow.gov.uk

Report to CQC if indicated

Record the fall.   

Update the falls risk assessment and care plan.         

*A person at risk of falls may be 
described as: 
A person who has had 2 or more 
falls in the past 12 months, or who 
demonstrates abnormalities of gait 
or balance, or who has risk factors 
for falling e.g. dementia, visual 
impairment, fear of falling, diabetes, 
incontinence (not an exhaustive list).

IF YOU ARE CONCERNED THAT 
SOMEONE MAY FALL BUT HASN T 
YET, PUT A RISK ASSESSMENT 
IN PLACE.  DO NOT WAIT FOR A 
FALL TO HAPPEN BEFORE YOU 

TAKE ACTION.

No

Flowchart to Support Adult Safeguarding Reporting for an Adult Identified as Being *at Risk of Falls

Please note:

Care Home are to email all falls on 

the reporting form each month to: 

iownt.iowfallsreporting@nhs.net
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22. Useful Links 
 

Client Referral Form for ISVA Support (LGA and Independent Anti-Slavery Commissioner) 
Modern slavery: A council guide 

(DH) Pressure Ulcers and the interface with a 
Safeguarding Enquiry. 

(LGA and ADASS) Adult Safeguarding and Domestic 
Abuse Guide 

Disabled Children's Service Eligibility Criteria 
 

(NICE) Care of dying adults in the last days of life 

Good Practice Guide: Covert Medication (NICE Medicines management in care homes 

Hampshire and IOW 4LSAB Multi-Agency Safeguarding 
Adults Policy and Guidance 

(NICE) Managing medicines for adults receiving social care 
in the community. 

(Hampshire, Isle of Wight, Portsmouth, Southampton 
Safeguarding Adults Boards) Allegations Management 
Framework 

(NICE) Medicines optimisation 

(Hampshire, IOW, Southampton and Portsmouth 
 Safeguarding Adults Boards) ‘Honour’ Based Violence, 
Forced Marriage and Female Genital Mutilation: Guidance 

 (NSPCC) An SIO’s Guide to Investigating Unexpected 
Death and Serious Harm in Healthcare Settings 

(HSAB) Framework for Safeguarding in prisons and 
approved premises – Hampshire and Isle of Wight 
Guidance 

(SafeLives) DASH form with guidance 

(HSAB) Responding to Self-Neglect – Hampshire and Isle 
of Wight Guidance 

(Safe Lives) Legal Grounds for Sharing Information 
Guidance 

(HSAB) Safeguarding in Commissioned Services – 
Hampshire and Isle of Wight Guidance 

(SafeLives) Free to be safe 

IWASP Practitioner Checklist (SCIE) Adults Safeguarding – Sharing Information 

(4LSAB) Safeguarding Adults Escalation Protocol 4LSCB Child Protection Procedures Manual 

IOW Draft Falls Monitoring Form 
(hyperlink to be added once live) 

Wight DASH – multi agency referral form 

Multi-Agency Thresholds for Safeguarding Children  

 

https://www.iwight.com/azservices/documents/2979-ISVA-blank-REFERRAL.pdf
https://www.iwight.com/azservices/documents/2880-modern-slavery-a-council-guide-January-2018.pdf
https://www.iwight.com/azservices/documents/2880-modern-slavery-a-council-guide-January-2018.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/675192/CSW_ulcer_protocol_guidance.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/675192/CSW_ulcer_protocol_guidance.pdf
https://www.local.gov.uk/sites/default/files/documents/adult-safeguarding-and-do-cfe.pdf
https://www.local.gov.uk/sites/default/files/documents/adult-safeguarding-and-do-cfe.pdf
https://secure.toolkitfiles.co.uk/clients/25263/sitedata/files/DCS%20Eligibility%20Criteria%20-%20Version%208.pdf
https://secure.toolkitfiles.co.uk/clients/25263/sitedata/files/DCS%20Eligibility%20Criteria%20-%20Version%208.pdf
https://www.nice.org.uk/guidance/qs144/resources/care-of-dying-adults-in-the-last-days-of-life-pdf-75545479508677
http://www.mwcscot.org.uk/media/140485/covert_medication.pdf
https://www.nice.org.uk/guidance/qs85/resources/medicines-management-in-care-homes-pdf-2098910254021
http://www.hampshiresab.org.uk/wp-content/uploads/February-2017-Multi-Agency-Safeguarding-Adults-Policy-and-Guidance-2nd-Edition-December-2016-v3.pdf
http://www.hampshiresab.org.uk/wp-content/uploads/February-2017-Multi-Agency-Safeguarding-Adults-Policy-and-Guidance-2nd-Edition-December-2016-v3.pdf
https://www.nice.org.uk/guidance/ng67/resources/managing-medicines-for-adults-receiving-social-care-in-the-community-pdf-1837578800581
https://www.nice.org.uk/guidance/ng67/resources/managing-medicines-for-adults-receiving-social-care-in-the-community-pdf-1837578800581
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