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COMMON SAFEGUARDING CHALLENGES
According to SCIE (Social Care Institute for Excellence), there are number of underlying
safeguarding issues and challenges. RGNs key worker, in particular, should read the SCIE guidance
below to enable them to write residents’ care plans with more understanding. SCIE has published a
guidance on those safeguarding challenges and their prevention:
1. Maladministration of medication
There are more widespread issues regarding the misuse of sedatives to control challenging
behaviour. There is no doubt that such issues are extremely serious and should be referred
through safeguarding procedures.
The issue of poor management of medication, however, is far more common. Recent research
for the Department of Health shows that 7 out of 10 residents are exposed to at least one
medication error per day. Mistakes are made by people across the process from the GP to the
pharmacist and care home staff. In the care home, incidents occur where the resident is
accidentally given the wrong medication, given too much or too little of their own medication
or given it at the wrong time. Most errors do not result in significant harm but mistakes can
lead to serious and, in some cases, fatal consequences.
Good medical care also includes the proper use of non-oral medication, equipment and
appliances including catheter care, use of oxygen etc. Only trained staff should be providing
such care.
PREVENTION CHECKLIST
 All residents should be supported to manage their own medicines unless they are assessed
as lacking mental capacity to do so or they do not wish to self-medicate.
 Medication should be stored in the resident's room in a locked cupboard if they selfmedicate. An assessment should be made of the risk to each resident and to others as a
result of them having unsupervised access to the cupboard.
 Robust systems for medication administration and record-keeping are clearly set out in the
home's procedures. There is evidence that the manager or the deputy manager checks
adherence on a regular basis.
 All staff responsible for administration of medication receive regular training and can
demonstrate that they are competent in this area of practice.
 Training includes administration procedures, knowledge of the medicines and expected
effects of taking them, including side-effects and knowledge of the conditions or illnesses
being treated.
 Staff are aware that they should report concerns about over-medication through
safeguarding procedures.
 The home has an open and supportive culture.
 The GP carries out regular reviews of all patients receiving medication and there is a focus
on the reduction of medication where possible.
 The home works with the GP and pharmacist to examine mistakes with a view to
improvement.



Staff receive support from community health professionals in the management of health
conditions.
 The home has a multi-agency and person-centred approach to the management of
challenging behaviour.
 Where the decision to use, or not use, medication could be considered as serious medical
treatment, staff should adhere to the Mental Capacity Act. If a person lacks capacity, and
there are no relatives or friends to act in their best interests, staff should refer to an
Independent Mental Capacity Advocate (IMCA).
2. Pressure sores
Many people who are frail and have restricted mobility are at risk of developing sores on the
points of their body which receive the most pressure. These are known as pressure sores and
are sometimes called bed sores or ulcers. Pressure sores start with skin discoloration but, if left
untreated, they can become very deep and infected; in the worst cases they can be life
threatening. With management and care, pressure sores can be avoided in most cases.
Pressure sores are not always due to neglect and each individual case should be considered,
taking into account the person's medical condition, prognosis, any skin conditions and their
own views on their care and treatment. These things, rather than the grading of the pressure
sore, should determine whether a safeguarding referral is appropriate. Other signs of neglect,
such as poor personal hygiene and living environment, poor nutrition and hydration may help
to influence this decision.
PREVENTION CHECKLIST
 All care staff receive training on how to prevent pressure sores and how to identify the
early stages.
 All residents are assessed on the risk of developing pressure sores.
 Individuals at risk of developing bed sores are assessed for appropriate equipment and it is
provided promptly.
 Key people in the home are trained in pressure sore care.
 Staff make timely referrals to, and receive prompt support from, community health
professionals in pressure sore management.
 Body maps are completed to identify and monitor any current pressure sores.
 Manager or the deputy manager regularly review pressure sore care and develop action
plans, including identifying training, where needed.
1. Falls
Residents should be supported to stay as active and independently mobile as possible and the
support they need should be recorded in their care plans. Some people who are frail or have
mobility problems may be at greater risk of falling. The consequences of falls can be very costly
for both the individual – in terms of their health, wellbeing and mobility – and for services.
Following a fall, the individual may require more intensive services for longer and, in some
cases, may never return to previous levels of mobility. A fall does not automatically indicate
neglect and each individual case should be examined in order to determine whether there is a
safeguarding concern. There are a number of things that can be done to reduce the risk of falls
while keeping residents active and mobile.
PREVENTION CHECKLIST
 All residents are assessed on the risk of falls and care plans reflect the support needed by
individuals to remain active and mobile.
 Individuals are supported to make decisions about how they may reduce their risk of
falling.
 Where there are concerns about a resident's capacity to understand the risk of falling, the
outcome of a capacity assessment is recorded in the person's care plan.
 Any restrictions or restraint used to reduce the risk of falls, for people lacking capacity to
manage their own risk, is evidenced in records of the best interest decision-making process
and in the care plan.








All care staff are trained and competent in moving and handling procedures.
Appropriate referrals are made to community health care professionals following risk
identification.
There is a clear process for staff to follow when someone has fallen, including how to help
the person up, when to refer for medical attention and when to refer for safeguarding.
Appropriate aids and equipment to reduce the risk of falls are provided promptly following
risk identification.
The home provides good nutritional care and residents are properly hydrated; poor
nutrition and hydration can cause dizziness and weakness.
The home provides opportunities for residents to exercise and individuals are supported to
stay as mobile as possible.

4. Rough treatment, being rushed, shouted at or ignored
The research underpinning the SCIE Dignity in care guide highlighted that people receiving
care support often feel they are being roughly treated, rushed or ignored. People can
experience such treatment as abuse. Unexplained bruising is a common reason for
safeguarding referrals and rough handling may often be the cause. Care workers should be
mindful that the people they are caring for may be in pain due to illness or disability and
may bruise easily due to physically frailty. People with dementia, learning disabilities or
mental health problems could be fearful of physical intervention due to lack of
understanding of what is happening to them.
Shouting, raised voices or the tone used may also cause distress and harm to people and they
may experience such interactions as intimidating. This can occur when people make
assumptions about the person's inability to hear or understand, it can be due to cultural
difference where a worker may naturally converse more loudly than the care recipient, or it
could be a result of the care worker being busy and stressed due to inadequate staffing levels.
Tone is important: people should be addressed in a respectful manner and not in a way that
is sharp, abrupt or condescending.
It is very important that the home demonstrates a 'zero tolerance' approach to insensitive
care and that residents are encouraged to comment on their experience of receiving care so
that such matters can be addressed.
5. Prevention checklist
 The home actively promotes Dignity in care and has a zero-tolerance approach to
insensitive care.
 Staff are trained and competent in manual handling techniques and the use of mobility
aids.
 Care provision is personalised and tailored to individual needs.
 Residents' individual communication needs are recorded on their care plan and staff are
trained in how to communicate with people with particular difficulties.
 Care plans identify those most at risk of being subjected to abuse (this includes people
who are quiet or isolated, unable to communicate well and those who are demanding or
considered difficult to work with).
 Residents are never denied access to staff call buttons and alarm cords.
 The home regularly seeks feedback from residents and relatives on the quality of care
provided.
 Problems arising from cultural differences between staff and residents are identified and
addressed through training and supervision.
 Staff are encouraged to identify and challenge inappropriate care by their peers.
 The home has a whistleblowing policy, which includes the option of alerting externally
through the local authority, and staff are aware of their individual responsibility to raise
concerns.

6. Poor nutritional care
Poor nutritional care in care homes and hospitals has been frequently highlighted in recent
years. This led to a host of reports and guidance to support improvements in the health and
social care sectors. As part of the Joint Action Plan:
Food is the 'highlight of the day' for many people in care homes and a measure of the overall
quality of the service. Between 19 and 30 per cent of all people admitted to hospitals, care
homes or mental health units are at risk of malnutrition (BAPEN 2007). The consequences
of malnutrition and dehydration can be very costly both for the individual, in terms of their
health and wellbeing, and for services as people may become ill and require more
intervention for longer.
PREVENTION CHECKLIST
 The home carries out nutritional screening for residents on admission and regularly
thereafter.
 Care plans reflect the individual's nutritional needs, including those as a result of
medical conditions or risk of malnutrition.
 Concerns highlighted in screening are acted upon and timely referrals are made to
community health professionals.
 Daily food and fluid intake is recorded for those who are identified at risk.
 The home provides a choice of good quality food in adequate amounts.
 Privacy is offered to those who have difficulties eating or need help and may wish to
avoid loss of dignity in communal eating areas.
 The food is well prepared in a safe environment and food hygiene standards are met.
 Individual needs and preferences, including any specific dietary, cultural and religious
requirements, are recorded in individual care plans and catered for.
 Residents have access to food and drink 24 hours a day.
 Food is provided in an environment conducive to eating and with regard to individual
choice (e.g. when and where people want to eat).
 The home ensures that there are sufficient staff and volunteers to support those in need
of help and encouragement to eat their food.
 Residents who are able to prepare their own snacks and drinks are encouraged to do so.
 The home seeks regular feedback from residents on the quality of food provision.
7. Lack of social inclusion
People in residential care and their relatives often complain of lack of stimulation, activity,
opportunities for social interaction, including sexual relationships, and community
participation. The results of inactivity and social isolation can be experienced as harmful
and abusive by individuals and can have a negative effect on mental health and general
wellbeing. Commissioners should ensure that service specifications include support to
access social activities and opportunities for community participation.
PREVENTION CHECKLIST

The home provides frequent opportunities for individuals to be supported in activities
of their choice both within the home and in the community.

Each resident has a care plan that outlines their preferred social activities, who they
prefer to spend their time with and how they wish to be supported.

Individuals' preferred activities are supported and not restricted by staff shift patterns.

Residents are encouraged to form relationships, and supported to safely pursue sexual
relationships if they wish.

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

Friends and family members are welcomed and are able to spend as much as time as
they wish with their friend/relative.



Specific attention is given to those people who are at particular risk of social isolation
because of mental incapacity, physical disability, or lack of family or friends. Action
to be taken is recorded in their care plan.

8. Organisational abuse
'Organisational abuse occurs when the routines, systems and regimes of an organisation
result in poor or inadequate standards of care and poor practice which affects the whole
setting and denies, restricts or curtails the dignity, privacy, choice, independence or
fulfilment of adults at risk’ (SCIE 2010). For example, people being forced to eat or go to
bed at a particular time can be experienced as abuse. The culture of the organisation may
promote institutionalised care and may cause 'the practices of well-intentioned staff to
deteriorate’. It may also allow intentional abuse to go unreported (Marsland et al. 2007).
Care homes should promote a personalised service through flexibility and avoid strict
routines. Staffing rotas should be focused around residents’ individual needs and
preferences.
PREVENTION CHECKLIST
 The home demonstrates good management practice and strong leadership.
 All residents have their needs and preferences recorded on their care plan and staffing
is arranged to accommodate this. Where best interest decisions need to be made because
of lack of capacity, the person is still involved in addition to family or friends who can
represent them.
 Residents are involved in any decision that affects their care, including personal
decisions (such as what to eat, what to wear and what time to go to bed), and wider
decisions about the service (such as menu planning or recruiting new staff).
 Those who need support with decision-making due to cognitive impairment receive the
help and advice they need and have access to advocacy.
 Staff are trained and competent in communicating with people with communication
difficulties or cognitive impairment.
 Residents are supported to pursue activities and interests of their choice and this is not
restricted by staff shift patterns (e.g. if a resident wishes to go out in the evening they
can return at a time of their choice).
 Night staff are available to support residents and not restricted in doing so by taskcentred work.
 Visits from family and friends are encouraged and not restricted to certain times. Their
involvement in decisions and the running of the home is encouraged.
9. Physical abuse between residents
Care homes often have to deal with altercations and abuse between residents, some of which
entail physical attacks. This could be the result of tensions between people living in close
proximity, and may also be caused or exacerbated by misunderstandings due to dementia,
learning disability, or mental health problems. Some instances of challenging behaviour may
be due to poor relationships with, and poor management of, residents. Training in managing
challenging behaviour, appropriate restraint and de-escalating situations is important.
Prior to someone choosing a home, their assessment should consider their compatibility with
other residents and any risks to the individual or other residents due to challenging
behaviour. In order to reduce or avoid abuse and harm, care homes should work to prevent
such incidents occurring by identifying triggers and supporting individuals who perpetrate
abuse as well as their victims.
PREVENTION CHECKLIST
 All residents are assessed in terms of their risk of being abused or of abusing others.
 Physical screening takes place to rule out infections which could alter behaviour.
 Staff are trained to identify the causes of challenging behaviour and understand that it
may be used as a method of communication.








Where risks are identified, plans are in place to support individuals and to prevent and
reduce the risk of abuse.
Care home staff are trained and competent in the management of challenging behaviour
and supported by community health care professionals.
Medication is reviewed regularly, whenever behaviour changes and at least every six
months.
Investigations are carried out to assess for medical or other reasons which may be
causing behaviour that is difficult to manage.
Where there are ongoing issues between individuals, the care home takes a multi-agency
approach to long-term resolution.
All incidents of abuse between residents are recorded and reported under local
safeguarding procedures. Close family or friends should be informed unless there is a
legitimate reason for not doing so.

10. Financial abuse
A study into the abuse of older people in the UK (O’Keeffe et al. 2007) found that financial
abuse is the second most prevalent type of mistreatment after neglect. The No secrets
definition of financial abuse is: 'financial or material abuse, including theft, fraud,
exploitation, pressure in connection with wills, property or inheritance or financial
transactions, or the misuse or misappropriation of property, possessions or benefits' (DH
2000).
Older people, particularly people with dementia, are among those at greatest risk of financial
abuse. Indications are that 60–80 per cent of financial abuse against older people takes place
in the home and 15–20 per cent in residential care (Help the Aged 2008). People in care
homes may be better protected than those who are isolated or living alone, for example, they
may be less likely to be targeted by rogue traders or telesales fraud, but there are different
risks of financial abuse for this group. Some residents will have little or no control over their
own money and are reliant on relatives or the home to safeguard their finances. Examples
of financial abuse in care homes include:
➢ the home using resident's own money to pay for things for the home without the person's
agreement
➢ a care worker accepting an inappropriate gift or reward
➢ a relative receiving benefits on the person's behalf but not passing on the personal
allowance
➢ an appointed deputy not managing the person's finances in their best interest.
A report on financial abuse (PDF) (ACPO/SCIE 2011) highlighted that some care providers
did not see it as their role to raise concerns about the decisions of a 'deputy' or an 'appointee'.
Others reported that they had raised concerns with the local authority only to be told that: if
a deputy or appointee was in place, nothing could be done.
If people are to be safeguarded against financial abuse then concerns about deputies and
appointees must be reported so that best interests meetings can take place. If the local
authority receives an alert it can apply to have the deputyship or appointee ship revoked and
awarded to the local authority deputy.
PREVENTION CHECKLIST where the home manages the residents’ finances, which
does not happen in this home
 The home keeps clear records of people's individual finances.
 People's individual finances are audited monthly by the home manager or administrator
– relatives are kept informed of transactions as appropriate.
 The home ensures that residents receive their full entitlement of benefits and income.
 Care home staff understand that they have a responsibility to report concerns about
financial abuse through safeguarding procedures and, where appropriate, the Office of
the Public Guardian (OPG) or the Department for Work and Pensions (DWP).



Local authority income teams make a safeguarding referral if a person's care fees are
not being paid.
 The local authority deputy maintains links with care homes in the area.
11. Record-keeping
Poor record-keeping is essentially poor communication and can put both staff and residents
at risk. Records include:
 pre-admission assessments
 care plans
 risk assessments
 safeguarding referrals and investigations
 medication records and administration sheets
 end of life care planning, including clear instructions on whether individuals wish to
be resuscitated
 referrals to other organisations and professionals
 staff supervision and training records
 complaints
PREVENTION CHECKLIST
 Resident's care plans are person-centred and accurate.
 Care plans include risk assessment and risk enablement.
 There is evidence that staff adhere to care plans and they are regularly updated.
 All records are recorded clearly in a manner that can be easily understood by others.
 The home manager / deputy manager regularly monitors the standard of recordkeeping.
 All records are accessible to those that need them while appropriate levels of
confidentiality are maintained.
 Where the home manages any aspect of a resident's finances, either through resident
choice or lack of capacity, the records are subject to robust and regular checks.
 All record-keeping practice is regularly reviewed, with input from frontline staff, as
fit for purpose.
 There is evidence that the home uses complaints to improve quality and practice.
 There are records of regular staff supervision and team meetings and evidence that
actions are followed up.

