
 

 

Practitioner Newsflash – Professional Curiosity 

What 
Professional curiosity is about having the capacity, communication and understanding to find out what is really happening with an individual, their environment, and 
their day to day life. The adults who are most at risk are often the least able to tell someone about abuse and neglect. But someone’s behaviour, presentation, or their 
aside comments may speak volumes. 

Why  
Safeguarding Adult Reviews (SARs) take place where an adult has died or been seriously harmed through abuse, neglect, or self neglect, in order to learn how 
organisations can work better together. Some recent SARs have found a lack of professional curiosity. The Covid-19 pandemic has changed how we currently work.  
 

Key Messages During and After Covid-19 
April 2020 – Coronavirus Act 2020 Annex D safeguarding guidance which was withdrawn on 16 July 2021 highlighted that: 
• Safeguarding adults duties were unchanged; it is vital that the same level of safeguarding to keep people safe from abuse and neglect is always maintained. 
• Employers must ensure that staff and volunteers are trained in recognising the signs of abuse or neglect, how to respond, and where to go for advice.  
August 2021 – Government Mental Capacity Act guidance was withdrawn on 10 August 2021 with a note saying that “the care and treatment of people who 
may lack the relevant mental capacity must always be guided by important principles of the Mental Capacity Act 2005 (MCA) and may in some cases include the 
safeguards provided by the Deprivation of Liberty Safeguards (DoLS). This was and is the case, before, during and after the pandemic.”  
Withdrawing the COVID-19 MCA and DoLS guidance - Court of Protection Hub clarifies forms in use for DoLS assessments; for DCC referral DoLS form 
email DOLS@durham.gov.uk 
 

Practice Points  
• SARs have found that if there had been a proactive discussion, within teams, or between different organisations, harm may 

have been reduced or a death may have been prevented. This links to the need to have ‘professional curiosity’ and to 
beware of the tendency of services to work in ‘parallel lines’ or silo working. 

• In a busy round of client appointments, pausing, reflecting, putting into words, and proactively telling someone about 
something that doesn’t feel quite right can be difficult. If the atmosphere is ‘off’ something is probably wrong. 

• The ‘little things’ that can begin as complaints by families about poor care can if continued slide into abuse and neglect: 
being dressed in someone else’s clothes; going to few activities; the wrong food being given... 

• During Covid-19, what is the day-to-day life like for someone who is self-isolating with their family, or whose links with 
community have been reduced – what are the risks? Ask what would it feel like to be in your shoes? 

• If someone is repeatedly making decisions that are harmful, or neglects themselves, consider capacity under the Mental Capacity Act 2005. 

‘I’ questions:  
• How am I feeling? 
• Would I live here? 
• What am I concerned about? 
• Do I feel comfortable?   
• Am I going to walk away and 

worry about this? 
• Do I need to tell someone?  

 

https://www.gov.uk/government/publications/coronavirus-covid-19-changes-to-the-care-act-2014/care-act-easements-guidance-for-local-authorities#annex-d
https://www.gov.uk/government/publications/coronavirus-covid-19-looking-after-people-who-lack-mental-capacity
https://www.courtofprotectionhub.uk/news--views/withdrawing-the-covid-19-mca-and-dols-guidance?goal=0_01b2036fc8-78b35249cf-109848626&mc_cid=78b35249cf&mc_eid=7c81e76368
mailto:DOLS@durham.gov.uk


Professional Curiosity 
• Being inquisitive and not taking things at face value are assets in 

safeguarding.  
• Harm, abuse, and neglect can and do happen anywhere, and can be caused 

by well-meaning people as well as being a deliberate abuse of power.  
• Consider the Protection Principle: “Support and representation for those in 

greatest need”. Assume if an adult has care and support needs, there is likely 
to be abuse or neglect unless it is prevented. 

• Keep an open mind; ask why especially where there are missed 
appointments, changes in behaviour, or behaviours that other people view as 
“difficult”. Consider why behaviours that challenge are being expressed.  

• Beware ‘Professional optimism’, wishful thinking. Are you being told what you 
want to believe? 

• Beware assuming “that’s just how they are” – watch out for changing risk or 
decline. Some SARs have found serious harm did not ‘come out of the blue’. 

• Is the adult at risk of delirium? Are they suddenly confused, and agitated or 
have they become withdrawn and lethargic? 

• Don’t assume someone else is aware of or dealing with any abuse or neglect.  
• If you feel a risk is not recognised or being managed and no one is hearing 

you, raise it as professional challenge, use escalation procedures. 
• Have an inquisitive approach to risk assessment and in considering previous 

history. Review risk assessments with fresh eyes. Ensure chronologies for 
individuals are kept; read them to spot change or patterns. Delve into detail.  

• Be persistent.  
• Be aware the most obvious problem may not be the only one. 
• If strangers have appeared – find out where they are from and why?  
• Consider history taking to include the whole family when appropriate. 
• Ask direct questions: “‘Do you feel safe?” “I’ve noticed you have this injury. Is 

there anything going on for you which may have caused this?” “Do you feel 
frightened of anyone?” “Who makes decisions about what you can and 
cannot do?”  

• Keep safeguarding on your radar; be vigilant. 
• If you feel something is not right, ask “what else can I find out?” 

Closed cultures 
• The CQC has published guidance to enable staff to recognise a closed culture and to flag 

the warning signs that there is the risk of a closed culture developing.  
• It highlights the need for professional curiosity, and being better at understanding, hearing 

from and ‘seeing’ adults who are placed in care settings or who are isolated.  
• CQC How CQC identifies and responds to closed cultures 
 
Also see the ADASS checklist for practitioners and senior managers: Safeguarding people in closed environments (derbyshiresab.org.uk)  
 
Triangulate 
That is, check what you have been told. Is it reliable? Do you really know or is it an assumption that needs checking? Does it make 
sense with other information? Does it match your observations? For example: 
• If an adult with needs for care and support is going home from hospital and assures staff that they have contacted the care firm/their 

daughter says she will look after them…Ask did that happen? Will it happen? When and how? Can you confirm it?  
• Do not make assumptions about who is next of kin, even when ‘relatives’ live-in – check your facts. [Learning from SARs, 2021]  
 
 

What does good look like?  
• 94-year-old ‘Ada’ lived with dementia, disabilities, her son, and daughter in law. On a home visit, the district nurse saw make-up caked on her face and washed it 

off to reveal cuts, bruising and injuries (which later were found to be broken bones). She made a safeguarding referral. East Sussex SAR, February 2020 
• Staff in some agencies proactively sought out Mr B outside the supermarket and other known local spots when he was not at home. Leeds SAR, Mr B, 2020  
• Social worker on a home visit to a young person with learning disabilities found they were wearing a face mask which hid injuries, after assault by family member. 

Warning signs include:  
• staff not seeing people as equals;  
• people who are visited less often, or are a long way from their 

communities, or are unable to speak up for themselves;  
• weak relationships between families and staff. 

ABC 
Assume nothing; 
Believe no one; 

Check everything 

https://www.cqc.org.uk/guidance-providers/all-services/how-cqc-identifies-responds-closed-cultures
https://www.derbyshiresab.org.uk/site-elements/documents/pdf/safeguarding-people-in-closed-environments.pdf
https://www.eastsussexsab.org.uk/documents/adult-b-sar-published-february-2020/
https://leedssafeguardingadults.org.uk/safeguarding-adults-board/safeguarding-adults-reviews


An opportunity missed 
• Beware disguised compliance. Despite Ada’s son being unable to explain the cuts, bruising and injuries, the district nurse accepted it when the son said he would 

take Ada to A&E and did not call herself. He didn’t take her. East Sussex SAR, February 2020 
• Over years staff lacked confidence to challenge Ada’s assertive family who provided care; they felt inhibited when in the family home. East Sussex SAR 2020 
• Extensive bruising was not recorded on a body chart; increased bruising over time was missed. Staff only recorded skin damage when it was known to be abuse.  
• The podiatry clinic cancelled the case after the first appointment was missed. Mr B who had cognitive impairment, memory issues, and was known by other 

services to severely self-neglect, died of sepsis with gangrene in both feet six weeks later. Sixteen days before he died a community mental health practitioner 
saw Mr B’s feet in a poor state, but Mr B said they were not painful. (It was unclear what info was passed on to the podiatry clinic). Leeds SAR, Mr B, 2020 

 
What if your client does not keep appointments or refuses services? 
• The change in language from Did Not Attend to Was Not Brought recognises that people who rely on others to bring them  

such as people with learning disability or memory issues, or children, are not choosing to not keep their appointment.  
• Using your Was Not Brought policy, be especially proactive following up missed appointments. 
• When someone is reluctant to engage or a pattern of refusal of services emerges, consider passing on your concerns using tools: the Clutter Rating Tool, 

mental capacity assessments, Best Interests decision making, and safeguarding. 
 

To report abuse, neglect or self neglect  
Call Social Care Direct (or the Emergency Duty Team if an emergency and outside office hours). Call 03000 26 79 79 
 

 

 

Support to decide how to raise my concern 
• Use your organisation’s policy and procedures and talk to your safeguarding adults lead person or your line manager.  
• If you are the safeguarding lead or a manager, you can contact Social Care Direct during office hours for advice. Give details of your use of the Risk Threshold 

Tool and Risk Factors Record Sheet, which are on: Policies, procedures and forms - Durham Safeguarding Adults (safeguardingdurhamadults.info)
• If you disagree with another practitioner or service, use professional challenge. Escalate risk which increases in intensity or seriousness with DSAP escalation 

procedure in Information sharing toolkit on Good practice guidance for professionals - Durham Safeguarding Adults (safeguardingdurhamadults.info)
• Coming soon: DSAP Working with Adults Reluctant to Engage Toolkit and Pathway. 
 

 

  

Legislative links 
• Care Act 2014
• Care and support statutory guidance - GOV.UK (www.gov.uk);  
• Mental Capacity Act 2005

• Mental Capacity Act Code of Practice - GOV.UK (www.gov.uk) 
• The Serious Crime Act 2015 – Section 76 offence of controlling or coercive behaviour 

 
 

 

• Statutory guidance framework: controlling or coercive behaviour

Further resources 
• Hampshire SAB LSAB-7-Minute-Briefing-Tyrone-Goodyear.pdf
• Delirium | Alzheimer's Society (alzheimers.org.uk) 

 

 
 

• Sudden confusion (delirium) - NHS (www.nhs.uk)

• SCIE - Building Rapport using technology in Social Work
• The Importance of Professional Curiosity in Safeguarding Adults
• Safeguarding in virtual consultations - BSW CCG 

 
NHS Safeguarding: ‘Was Not 

Brought’ Rapid Read

https://www.eastsussexsab.org.uk/documents/adult-b-sar-published-february-2020/
https://www.eastsussexsab.org.uk/documents/adult-b-sar-published-february-2020/
https://leedssafeguardingadults.org.uk/safeguarding-adults-board/safeguarding-adults-reviews
http://www.safeguardingdurhamadults.info/media/31539/Clutter-Rating-Tool/pdf/ClutterRatingTool.pdf?m=637332579098030000
http://www.safeguardingdurhamadults.info/article/18051/Policies-procedures-and-forms
http://www.safeguardingdurhamadults.info/article/18076/Good-practice-guidance-for-professionals
https://www.legislation.gov.uk/ukpga/2014/23/contents/enacted
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#safeguarding-1
https://www.legislation.gov.uk/ukpga/2005/9/contents
https://www.legislation.gov.uk/ukpga/2015/9/section/76/enacted
https://www.gov.uk/government/publications/statutory-guidance-framework-controlling-or-coercive-behaviour-in-an-intimate-or-family-relationship
https://www.hampshiresab.org.uk/wp-content/uploads/LSAB-7-Minute-Briefing-Tyrone-Goodyear.pdf
https://www.alzheimers.org.uk/get-support/daily-living/delirium
https://www.nhs.uk/conditions/confusion/
https://www.scie.org.uk/care-providers/coronavirus-covid-19/social-workers/building-rapport-with-technology
https://www.researchinpractice.org.uk/adults/news-views/2020/december/the-importance-of-professional-curiosity-in-safeguarding-adults/
https://bswccg.nhs.uk/for-clinicians/safeguarding/1693-safeguarding-in-virtual-consultations-in-primary-care-final-v1-0/file
https://www.darlington-safeguarding-partnership.co.uk/media/1988/was-not-brought-nhse.pdf
https://www.darlington-safeguarding-partnership.co.uk/media/1988/was-not-brought-nhse.pdf
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