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Adult Safeguarding in the NHS – Information and Implications for 

Operational Staff 

 

 
Purpose of the Briefing 
 
The purpose of this briefing is to provide an overview for CQC staff of the 
guidance that supports safeguarding in the NHS and to provide some key 
points that may assist staff when assessing compliance in safeguarding. It will 
include; 
 

  Safeguarding and clinical governance 

 

  Key points for CQC staff to consider when assessing compliance 

 

  Safeguarding publications by the Department of Health 

 

 Useful 

links 

 
Introduction 
 
In organisations as large and complex as the NHS, things will sometimes go 
wrong. Incident reporting is one of the key methods for alerting other parts of 
the organisation to issues that if left unattended may pose a risk in future to 
patients or the health and safety of staff, visitors, contractors and others. 
Historically there has been an absence of adult safeguarding systems within 
the NHS to ensure that healthcare incidents that raise safeguarding concerns 
are considered in the wider safeguarding arena. 
 
The Department of Health published a report on the outcomes of the review of 
the ‘No secrets’ guidance in July 2009. The report highlighted that there was a 
perception across all agencies that incidents within the NHS were largely 
dealt with ‘in-house’ through clinical governance systems and were rarely 
thought of in the wider safeguarding context.  
 
The report also showed that there were opportunities to be gained from 
streamlining and integrating systems where investigations could be 
undertaken in parallel and the learning from both could be informative and 
help to develop communication between safeguarding teams and health 
agencies. The report suggests that a clear distinction needs to be made 
between the two processes to avoid duplication and to use opportunities 
where one investigative process can meet the requirements of both sets of 
procedures.  
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Clinical Governance and Safeguarding 
 
In February 2010 the Department of Health published guidance to clarify the 
relationship between adverse incident reporting, complaints, and safeguarding 
in order to encourage reporting in a way that supports the investigation and 
empowers staff in the process. It is important that CQC staff are aware of the 
recommended process for how incidents should be managed. 
 
 
Overview of process 
 

  An incident of concern has occurred. This report can be made by any 

member of staff from any agency witnessing the event and should be 
completed immediately after the event has occurred. It can also be 
made directly to the PCT. Consideration should be given as to whether 
a crime has been committed.  

 

  Consideration should be given to the person at the centre of the event 

(e.g. a member of staff or a patient, or both) so that the right 
information is given to the person about the event, the support they will 
need post-event is identified and given, regular communication is 
maintained with them and the conclusions are shared.  

 
  The person discovering/witnessing the event or receiving the initial 

complaint reports this/forwards this, in line with local organisational 
procedures (also, in the case of a complaint, the 2009 Regulations). 

 

  Details about any immediate or on-going care for the person are 

recorded within the patient’s notes/HR files as appropriate.  

 

  The incident form/complaint is reviewed within 24 hours for any 

potential safeguarding issues (to identify if harm has occurred that 
requires a safeguarding response). (This will be in addition to any 
action subsequently to be taken under the Local Authority Social 
Services and NHS Complaints (England) Regulations 2009)  

 

  Organisations should have established and robust local processes in 

place to ensure that this review is comprehensive, timely and effective. 
Ideally, this should be linked into existing governance processes such 
as incident reporting/complaints, etc, so that the review forms part of 
this process rather than create a separate one.  

 

  Locally agreed processes may vary but are likely to involve regular 

dialogue and negotiation between health and social care professionals 
and safeguarding practitioners (refer to local protocols, policies and 
procedures).  

 

  Local clinical governance systems will also ensure that appropriate 

notifications are made to the NPSA, and that communication with 
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maintained according to national guidelines.  

 

  In the event that there is a safeguarding concern, an alert form should 

be completed immediately in line with local procedures and sent to the 
local authority safeguarding team who will contact the referrer. (An 
incident form should still have been completed in addition)  

 

  Normal trust policies and procedures for follow on actions will still apply 

and should be carried out in partnership with the safeguarding process.  

 

  If there are no apparent safeguarding concerns, normal procedures for 

investigation etc. should apply. However, if through the investigation 
process a safeguarding concern should emerge an alert should be 
raised immediately and progressed as above.  

 

   In the unlikely event, that a safeguarding concern is not progressing 

satisfactorily within local NHS systems the referrer may send/discuss 
the concern directly with the local authority safeguarding  

Key points for CQC staff to consider when assessing compliance 

When assessing compliance of safeguarding CQC will focus on Outcome 7 of 
the Essential Standards of Quality and Safety. However as stated within our 
safeguarding protocol it is important to recognise that effective safeguarding 
requires compliance with a whole range of outcomes. As part of our 
compliance monitoring we may ask Trusts to be mindful of the Department of 
Health guidance in implementing safeguarding systems and processes. When 
assessing NHS Trusts compliance of safeguarding the involvement of adult 
and children safeguarding leads will be important and the following key points 
may assist CQC staff in relation to safeguarding; 

  There is recognised leadership for safeguarding adults across the Trust 

  Safeguarding is considered as part of the Trusts wider systems for 

patient safety and governance 

  Management of risk is used to identify early pressures that may impact 

on safeguarding  

  The Trust ensures that lessons are learnt from serious incidents 

  The Trust has clear internal procedures to guide the workforce in 

managing potential safeguarding incidents that includes a clear 
pathway for notifying local authorities of potential safeguarding 
incidents 

  Staff have access to supervision and training to support their role in 

safeguarding 
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 Department of Health Guidance 

In March 2011 the DH published a range of documents to remind health 
services of their duties to safeguard adults. These documents include; 

  Safeguarding Adults Role of Health Service Managers  

  Safeguarding Adults Role of health Service Practitioners 

  Safeguarding Adults Role of Health Service Commissioners 

  Safeguarding Adults Self Assessment and Assurance Framework 

 

The documents will assist NHS commissioners, health service managers and 
practitioners in preventing and responding to neglect and abuse, focusing on 
patients in the most vulnerable situations. The documents include good 
practice principles and examples. The key points from each of the documents 
as follows; 

Role of Health Service Managers and their boards 

Health service managers and their boards should; 
 

  Use the safeguarding principles to shape strategic and operational 

safeguarding arrangements.  

 
  Set safeguarding adults within the services’ strategic objectives.  
 
  Use integrated governance systems and processes to prevent abuse 

occurring and respond effectively where harm does occur.  

 
  Work with the local Safeguarding Adults Board, patients and 

community partners to create safeguards for patients.  

 
  Provide leadership to safeguard adults.  
 
  Ensure accountability and use learning within the service and the 

partnership to bring about improvement.  

 

Role of Health Service Practitioners 

This guidance informs practitioners about the following; 
 

  What is ‘Safeguarding Adults’ and why is it important to delivering 

health care?  
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  Empowering approaches to safeguarding  

  Safeguarding Adults – What needs to be in place?  

  Responding to concerns – a stepped approach to safeguarding adults  

  Wider safeguarding – developing a culture for prevention 

 
 
Role of NHS Commissioners  
 
This guidance includes fundamental actions for NHS commissioners:  
 

  Use the safeguarding principles to shape strategic and operational 

safeguarding arrangements.  

 
  Set safeguarding adults as a strategic objective in commissioning 

health care.  

 

  Use integrated governance systems and processes for assurance to 

act on safeguarding concerns in services.  

 
 

 

  Work with the local Safeguarding Adults Board, patients and 

community partners to create safeguards for patients.  

 
  Provide leadership to safeguard adults across the health economy.  
 
  Ensure accountability and use learning within the service and the 

partnership to bring about improvement.  

Self Assessment and Assurance Framework 

The Safeguarding Adults Self-assessment and Assurance Framework for 
Health Care Services, has been developed by Strategic Health Authorities in 
collaboration with the Department of Health, commissioners and clinicians 
within their regional networks. The framework draws on existing standards 
and inspection frameworks including The Care Quality Commission Essential 
Standards for Quality and Safety; ADASS Standards for Adult Protection & 
and the proposed NHS Outcomes Framework.  

The primary aim is to support health services to meet safeguarding adults 
responsibilities and achieve improved outcomes in preventing harm occurring 
and effective, patient centred responses where harm has occurred. 

Other useful links 

 http://intranet.cqc.local/CQCIntranet/policies--
guidance/healthcare/safeguarding.aspx 
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http://www.dh.gov.uk/en/Healthcare/Patientsafety/index.htm 

http://intranet.cqc.local/CQCIntranet/about-cqc/registration-1/guidance-and-
templates/step-5/notifications.aspx 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPo
licyAndGuidance/DH_112361 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPo
licyAndGuidance/DH_124882 

 

 




    

  

  
