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Newcastle Safeguarding Adults Board  

	Safeguarding Adults and Skin Damage Protocol




 Deciding whether to refer to the Newcastle Safeguarding Adults multi agency Procedures 

Aim of Protocol and Introduction

This is a city wide protocol which provides guidance for staff
 in all sectors in Newcastle who are concerned that a pressure ulcer (or other forms of skin damage
) may have arisen as a result of poor practice or neglect and therefore have to decide whether to make a referral via the Newcastle Safeguarding Adults Board multi agency Procedures.  A flow diagram outlining the key elements of the protocol can be found in Appendix 1.  
Neglect is the deliberate withholding OR unintentional failure to provide appropriate and adequate care and support, where this has resulted in, or is highly likely to result in preventable skin damage. 
All cases of actual or suspected neglect should be referred through the multi agency safeguarding adults procedures. Although not all poor practice is neglect, some may be.  Poor practice may also need to be reported through the safeguarding procedures, to ensure areas of concern are appropriately addressed.

Skin damage has a number of causes, some relating to the individual patient
, such as poor medical condition and others relating to external factors such as poor nursing care, lack of resources e.g. equipment, staffing.  
When a member of staff identifies safeguarding concerns about skin damage, an initial assessment must be carried out, involving at least two members of staff, one of whom must be a practising Registered Nurse (RN).  The second person could either be the line manager of the person who raises concerns, or in a senior position.  This assessment must be documented on the report form in Appendix 2.  Advice in completing the form can be obtained from a Tissue Viability Nurse.   
If necessary an alert (using form SAIEF at Appendix 3) https://www.newcastle.gov.uk/social-care-and-health/safeguarding-and-abuse/safeguarding-information-professionals) must then be made to Community Health and Social Care Direct (or to the adult at risk’s allocated social worker if you are aware that they have one).  Information about how this document should be sent safely and securely can be found on the SAIEF form.  
Staff should also refer to:

· the Newcastle Safeguarding Adults Board multi agency Policy and Procedures which can be found at https://www.newcastle.gov.uk/social-care-and-health/safeguarding-and-abuse/safeguarding-information-professionals
· their own organisation’s policies and procedures on pressure ulcers 
· other relevant local and national guidelines, protocols and policies e.g. NICE Guidance, incident reporting policies.  
Appendix 4 contains a suggested structure for an investigatory report.  The decision as to whether there should be an investigation is made at the Safeguarding Adults Strategy Meeting, as part of a Safeguarding Adults Section 42 enquiry co-ordinated by the Local Authority.  These Strategy meetings are convened in response to individual cases.  
	Initial Assessment



The assessment must consider six key questions: 

1. Has there been rapid onset and/or deterioration of skin integrity?
2. Has there been a recent change in medical condition e.g. skin or wound infection, other infection, pyrexia, anaemia, end of life care that could have contributed to a sudden deterioration of skin condition? 
3. Did the patient/service user have mental capacity to make decisions about pressure area care and any non-adherence?  If the patient/service user lacked mental capacity, was a Deprivation of Liberty Safeguards (DoLS) authorisation made?
4. Have reasonable steps been taken to prevent skin damage
? 

5. Is the level of damage to the skin disproportionate to the patient’s risk of developing pressure ulcers, moisture lesions, skin tears and/or associated bruising? E.g. Low risk of developing skin damage with extensive injury.  

6. Is there evidence of poor practice or neglect? 

Body maps should be completed in all cases.  Photographic evidence to support the report should be provided wherever possible.  Consent for this should be sought.  The photographs must record the size of the wound.  
Is the patient an adult at risk?
Consider the definition of an adult at risk contained in the Newcastle Safeguarding Adults Board multi agency Policy and Procedures.  An adult at risk is defined as an adult who:

· is aged 18 or over; and 

· has needs for care and support (whether or not those needs are being met); and 

· is experiencing, or is at risk of, abuse or neglect; and 

· as a result of those needs is unable to protect him or herself against the abuse or neglect or the risk of it.
References 

· Department of Health (2003) Essence of care service user focused benchmarks for clinical governance April 2003
· National Institute for Health and Clinical Excellence (April 2014) Pressure ulcers: prevention and management.  Clinical guideline [CG179] 
· Care Act 2014
· Department of Health and Social Care (January 2018) Safeguarding Adults Protocol – Pressure Ulcers and the Interface with a Safeguarding Enquiry
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When should the development of a pressure ulcer (or other skin damage) lead to a referral through the Newcastle Safeguarding Adults Board multi agency Procedures? 
APPENDIX 2 - Report to be completed when determining if development of skin damage should lead to a referral through the Newcastle Safeguarding Adults Board multi agency Procedures

	Newcastle Safeguarding Adults Board

Skin Damage Decision-Making Tool
Report to be completed when determining if development of skin damage should lead to a referral through the Newcastle Safeguarding Adults multi agency Procedures




Two assessors must sign this form. At least one of them must be a Registered Nurse (RN).

Please attach completed form to the Safeguarding Adults Initial Enquiry form or equivalent. 
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The content of this form is restricted on completion and should only be shared as part of the safeguarding adults procedures.

	Patient/service user details

	Name of patient/resident/service user
	

	Normal address of patient/resident/service user

	

	DOB
	

	NHS number
	

	Place of current care
	

	Previous place of care (if appropriate)
	

	GP or Consultant
	


	Details of concern

	Synopsis
	

	Documentation available at time of reporting
	

	Body Maps – should be used to record skin damage and can be applied as evidence if necessary at a later date.  If two workers observed the skin damage they should both sign the body map.

Photographic evidence to support the report should be provided wherever possible.  Consent for this should be sought, or a ‘best interest’ decision made following the principles of the Mental Capacity Act (2005).  The photographs must record the size of the wound.  


Body map – male

	Name of service user
	
	Date of birth
	

	Date of worker(s) witnessed the skin damage
	
	Time the worker(s) witnessed the skin damage
	

	Name of worker
	
	Name of worker
	

	Job Title


	
	Job Title
	

	Signature


	
	Signature 
	



	Name of service user
	
	Date of birth
	

	Date of worker(s) witnessed the skin damage
	
	Time the worker(s) witnessed the skin damage
	

	Name of worker


	
	Name of worker
	

	Job Title


	
	Job Title
	

	Signature


	
	Signature 
	


	1. Has there been rapid onset and/or deterioration of skin integrity?

	

	If yes, describe as objectively as possible: 

	


	2. Has there been a recent change in medical condition e.g. skin or wound infection, other infection, pyrexia, anaemia, end of life care that could have contributed to a sudden deterioration of skin condition?

	Yes
	
	No
	

	If yes, have a reassessment of risk and additional measures been implemented? 

	Yes
	
	No
	

	Give details 

	


	3. Did the patient/service user have mental capacity to make decisions about pressure area care and any non-adherence?

	Yes
	
	No
	

	Please detail how this was documented and how best interest decision making was made if lacking capacity

	

	If the patient/service user lacked capacity, was a Deprivation of Liberty Safeguards (DoLS) authorisation made?

	Yes
	
	No
	

	If no, please state why not

	


	4. Have reasonable steps been taken to prevent skin damage
?

	Yes
	
	No
	

	4a. List what steps have been taken to prevent skin damage 

	

	4b. List any reasonable steps that you would have expected, but that have not been taken. 

	


	5. Is the level of damage to skin disproportionate to the patient’s risk of developing pressure ulcers, moisture lesions, skin tears and/or associated bruising? E.g. low risk of developing skin damage with extensive injury.  

	Yes
	
	No
	

	If yes, please explain

	


	6. Is there evidence of poor practice or neglect?  

	Yes
	
	No
	

	6a. List evidence of poor practice

	

	6b. List evidence of neglect

	


	Rationale for referral / non referral

	

	Recommendations (to include decision as to whether a safeguarding adults alert should / should not be made)

	

	Any other recommendations

	


	Details of two persons completing form

	Name 
	

	Signature
	

	Designation
	

	Place of work
	

	Relevant qualifications
	

	Signature
	

	Date
	

	

	Name 
	

	Signature
	

	Designation
	

	Place of work
	

	Relevant qualifications
	

	Signature
	

	Date
	


APPENDIX 3 

	Safeguarding Adults Initial Enquiry Form 

(formerly the SAMA1 form)

This form is to be used to notify Adult Social Care of suspected or actual instances of abuse or neglect and is the start of a Safeguarding Adults (Section 42) Enquiry under the Care Act. Details of how and who to send this form to are available on page 4. Please attach further pages if necessary. 


	This form should be completed as fully as possible in order that robust decisions can be made about the progression, or otherwise, of the Safeguarding Adults Enquiry. 


	Person completing the form:
	
	Role of Person:
	

	Date of referral to Adult Social Care:
	
	Organisation:
	

	Phone number:
	
	Type of service:
	

	Details of incident/suspected/actual abuse or neglect

	Date of alleged incident:
	
	Who reported the alert/concern?
	

	Time of alleged incident:
	
	Date of report:
	

	Where did the incident occur? 
	

	Details of the adult at risk

	Name:
	
	Date of Birth:
	

	Telephone:
	
	Ethnicity:
	

	Address:
	

	What is the adult’s primary reason for needing care and support? (please tick)

	Physical support:
	
	Sensory support:
	
	Support with memory and cognition:
	

	Learning disability support:
	
	Asperger’s syndrome support:
	
	Autism support:
	

	Mental health support:
	
	Social support (includes support for carers/substance misusers):
	
	No support reason:
	

	Other health condition:
	
	Please specify:
	

	Any other details about the adult at risk:
	

	Details of the alleged perpetrator (where relevant)

	Name:
	
	Relationship to victim:
	

	Date of birth:
	
	Ethnicity:
	

	Address:
	
	Telephone:


	

	If the alleged perpetrator is a staff/volunteer, provide details (e.g. employer, job role, work address):
	

	Are they an adult with care and support needs?
	Yes
	
	No
	

	Details of care and support needs (if applicable):
	

	Any other details about the alleged perpetrator(s): 
	


	Description of the alleged incident/harm

	Please give a detailed description of the incident (including times), all people involved, witnesses and any other comments you feel are relevant. If the concern relates to physical abuse please provide a body map.

	

	Type of abuse (tick all that apply):

	Physical
	
	Sexual
	
	Psychological/emotional
	

	Financial/material
	
	Neglect/omission
	
	Discriminatory
	

	Organisational/institutional
	
	Self-neglect
	
	Domestic abuse/violence
	

	Modern slavery
	
	Radicalisation/extremism
	
	Other
	

	If other, please specify:

	

	Is the victim at risk of further abuse/neglect? (please tick)
	Yes
	
	No
	
	Unknown
	

	What has been done to ensure the immediate safety of the alleged victim(s) and others? Completing and submitting this form does not constitute management of immediate risks. 

	

	Were the Police called? 
	Yes
	
	No
	

	Please provide the outcome of the Police action and Police log number (if available):

	

	If the incident relates to domestic abuse/violence, has the MARAC Checklist (CAADA-DASH) been completed?
	Yes
	
	No
	

	If yes, has a referral to MARAC been considered?

Please provide details, including discussions with your agency’s Single Point of Contact (SPOC) for MARAC:
	Yes
	
	No
	

	

	Please provide details of other agencies involved that will be able to help with the safeguarding adults enquiry:

	

	Are you aware that there have there been any previous referrals made in relation to this adult at risk or alleged perpetrator?
	Yes
	
	No
	

	If yes, please provide details (e.g. dates, type of abuse, action taken):

	

	Are there any risks to others (other adults, children)?
	Yes
	
	No
	
	Unknown
	

	Please provide details (also include who this information has been shared with – e.g. Police, Children’s Social Care, MAPPA). If there are risks to children you must notify Children’s Social Care. 

	

	Involvement of the adult(s) at risk

The following section is crucial to determining the next steps in the safeguarding adults enquiry and every attempt should be made to complete it as fully as possible.

	Has the adult(s) at risk given consent for this referral?
	Yes
	
	No
	
	Not sought
	

	If no, please confirm why you have not sought consent or are overriding consent (please tick):

	Public interest (risks to others)
	
	Risk of serious harm
	
	Suspected serious crime 
	

	Adult at risk lacks mental capacity to provide consent (best interest decision made)
	
	Ability to consent is affected by threatening or coercive behaviour
	
	Seeking consent would increase risks to the adult or others
	

	Other, please provide details below:

	

	Do you think the adult at risk has mental capacity in relation to making decisions about their safety?
	Yes
	
	No
	

	If no, has a mental capacity assessment been undertaken?
	Yes
	
	No
	

	Do you think the adult at risk would have substantial difficulty in participating in the safeguarding adults process?
	Yes
	
	No
	

	If yes, is there a suitable person who could represent them? (e.g. family member, friend, advocate)
	Yes
	
	No
	
	Unknown
	

	Please provide the name and contact details of this suitable person:

	

	Has the adult at risk’s family been informed of the concerns (where the adult has consented to this)?
	Yes
	
	No
	

	If you think the adult at risk may need support to participate in the safeguarding adults process, please provide details of what support may be required:

	

	What does the adult at risk (or their representative) say that they want to happen as a result of the safeguarding adults enquiry (desired outcomes)?

	

	Signed:
	
	Date:
	

	Printed:
	
	Time:
	


	What happens next?

	The local authority will use the information in this form to make an assessment of the level of harm and vulnerability of the adult at risk. Further information may be needed from you and other organisations involved. This assessment, alongside the desired outcomes of the adult at risk (or their representative) will determine whether the Safeguarding Adults Enquiry continues. The initial decision to progress, or not, is made by a manager in the local authority. Feedback will be provided to the person who completed this form, unless specified otherwise. It is your responsibility to challenge decisions that you disagree with. Please contact the local authority manager with your concerns. If you remain unhappy with the decision that has been made, please escalate your concerns to the Safeguarding Adults Unit, 0191 278 8156. 


	This document contains personal and sensitive information when completed and should be stored securely according to your own organisation’s procedures. It is your responsibility to ensure that this is done.


Information about how this document should be sent safely and securely 

Once completed, this document contains personal and sensitive information.

Sending the information to Adult Social Care

· The form should either be sent to Community Health and Social Care Direct or to the adult at risk’s allocated Social Worker if you are aware that they have one. If you do not know, please send the form to Community Health and Social Care Direct. It is the responsibility of the person sending the form to ensure it has arrived with Adult Social Care. 

· It is best practice to telephone prior to sending the form, this is particularly important if you are faxing the form (see below). 

Community Health and Social Care Direct: 0191 278 8377 (Mon-Fri, 8am-5pm)
· The form should be sent on the next working day following the concern. It is not necessary to contact or to send the form to the Out of Hours Service. However, the Out of Hours Service can provide help with urgent social care if that is required (0191 278 7878). 
· It is intended that you complete the form electronically and then either send it via email or print a copy and fax or post it. If you handwrite the form, please make sure that your handwriting is legible. Prior to printing a copy off you may wish to increase the box sizes or add further sheets if you are completing it by hand. 

Options for sending the Safeguarding Adults Initial Enquiry Form

· Email. The completed form should only be sent by email if secure email addresses are used by both sender and receiver (.pnn.police.uk, .cjsm.gov.uk, .gsi.gov.uk, .nhs.net, .gcsx.gov.uk) or the email is encrypted (contact your IT support about email encryption). The subject field of the email address should clearly be marked OFFICIAL. Internal email systems are not usually secure. Where there are no secure email addresses or encryption, this document should not be sent electronically. 
Community Health and Social Care Direct secure email: sda@newcastle.gcsx.gov.uk 

· Fax. The procedure for sending information securely by fax is as follows: 

1. The sender needs to check the fax number they are sending the form to.

2. Ensure the recipient is waiting at the fax machine for the fax.

3. Fax covering note should be used and needs to be marked “OFFICIAL”. 

4. Send the fax

5. The recipient then needs to confirm receipt with the sender.

Community Health and Social Care Direct Fax: 0191 278 8312

· Post. The documents should be sent via recorded delivery in external post. Documents should be double enveloped. On the outer envelope it should clearly state “To be opened by named addressee only”. There should be a return address on the outer envelope. The inner envelope should be marked “OFFICIAL”. Do not use internal post.

Community Health and Social Care Direct Address:

2nd Floor, Westgate College Complex, Westgate Road, NE4 9LU
· Delivery in person. The form can be hand delivered. You should obtain a signature from the intended recipient to confirm delivery.
You can contact Community Health and Social Care Direct (0191 278 8377) if you need help or advice in relation to completing or sending this form.

APPENDIX 4 – Suggested structure for Investigatory Reports
Patient history 
· Include any factors associated with the patient’s behaviour that should be taken into consideration
Medical history
· Does the patient have chronic disease which may impact on skin integrity? e.g. Rheumatoid Arthritis 
· Is the patient receiving palliative care?

· Does the patient have any mental health problems which might impact on skin integrity? e.g. dementia / depression
· Were potential risks assessed and documented?
Monitoring of skin integrity
· Should the illness, behaviour or disability of the patient have reasonably required the monitoring of skin condition (where no monitoring has taken place prior to skin damage occurring)?
 

· Did the patient refuse monitoring? If so, did the patient have the mental capacity to refuse such monitoring?
 

· If monitoring was agreed, was the frequency of monitoring appropriate for the condition as presented at the time? 

Expert advice on skin integrity
· Was appropriate assistance sought? 

· Was advice provided? If so was it followed? 

Care planning & Implementation – skin integrity
· If expert advice was provided did it result in a care plan? 

· Were all of the actions on the care plan implemented? If not, what were the reasons for not adhering to the care plan?  
· Did the care plan include provision of specialist equipment? 
· Was the specialist equipment provided in a timely manner?
· Was the specialist equipment used appropriately? 
· Was the care plan revised within appropriate time scales? 

Care provided in general (hygiene, continence, hydration, nutrition, medications)

· Does patient have continence problems?  If so are they being managed? 

· Are skin hygiene needs being met? (including hair, nails and shaving)
· Has there been deterioration in physical appearance?

· Are oral health care needs being met?

· Does patient look emaciated or dehydrated?

· Is there evidence of intake monitoring (food and fluids)? 

· Has patient lost weight recently? If so, is patient’s weight being monitored?  

· Is patient receiving sedation? If so is the frequency and level of sedation appropriate? 

· Does patient have pain? If so has it been assessed? Is it being managed appropriately? 

Other possible contributory factors

· Has there been a recent change (or changes) in care setting? 

· Does the patient have a history of falls? If so has this caused skin damage? Has the patient been on the floor for extended periods?  




Concern is raised that a person has skin damage





Is the person an ‘adult at risk’ according to the definition in the Care Act 2014?








Complete an assessment – two people to answer the 6 initial assessment questions – document assessment on Report Form in Appendix 2. 








Decide whether to refer through Safeguarding Procedures (based on responses to 6 key questions).  If unsure as to whether to make a referral – contact the Safeguarding Adults Unit for advice on 0191 278 8156.  








Refer to Safeguarding by contacting Community Health and Social Care Direct on 0191 278 8377 and completing Multi-agency Alert Form (SAIEF) in Appendix 3. 





Do not refer to Safeguarding. Action any other recommendations identified on Report Form. 





Body map - female








� The term staff is used to refer to employees from all sectors.


� Skin damage includes: pressure ulcers, skin tears, grazes, bruises etc. 


� The term patient has been used throughout – however this also refers to residents in care homes and those living in their own homes.  


� The NICE Guidelines should be used as a basis for deciding whether reasonable steps have been taken. 


� The NICE Guidelines should be used as a basis for deciding whether reasonable steps have been taken.


� Family have no right to refuse monitoring 


� The patient’s consent to monitoring should always be sought, but if the patient lacks the metal capacity to make a decision as to whether monitoring should take place, then the decision as to whether or not monitoring should take place should be made in the patient’s best interests. 
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