
Section 4 
Safeguarding and working in complex situations – Case Study
	Complete a critically reflective case study based on an assessment, undertaken with others (in your own area of work) concerning the safeguarding of either an adult or a child. Demonstrate how the case relates to safeguarding legislation and your Safeguarding Boards safeguarding policies, strategies and procedures. Ensure that you cover the learning outcomes, National Occupational Standards, legislation (domestic and international), the specific dimensions of working in Wales and relevant social work theories. Please find list of learning outcomes in the handbook 
4000 words (+/- 10%: include your actual word count at the end of each section)


This paper will focus on adult safeguarding.  It is based upon an assessment carried out in a citizen’s (Individual 1 – I1) home in which she and her daughter were present.  This will be discussed in relation to current safeguarding legislation and safeguarding policies, strategies and procedures. Welsh safeguarding legislation will be compared with safeguarding legislation in England.  The context of carrying out social work practice in Wales will be highlighted as will the relevant theories linked to the assessment and intervention carried out.  The reason this particular case was selected is due to the fact that since commencing my employment as an Adult Social Worker in October, 2015 this is the only case that I have had that has been accepted and investigated by the Safeguarding Team.
I did not find any one particular model of reflection to be effective due to all having certain limitations such as not enabling adequate critical reflection and/or not focussing sufficiently on wider organisational and societal factors.  In relation to reflection for action which is conducted prior to the event I found ‘embedded whys’ to be highly effective in gaining a deeper understanding and getting to the heart of the problem/issue (Thompson, 2006) and I also found “emancipatory techniques” such as “visioning”, “if I were…” and chunking up and down useful.  These supported me to work “towards a positive future”, “reflect on my role” as a social worker and what I “can bring to a situation” and focus on specific detail and the bigger picture such as “social structures and processes” (Thompson and Thompson, 2008: 85-86).  Prior to arriving at I1’s home I contacted the LA’s rapid response team regarding the earliest they would be able to support if required (SCW, 2011; SCW, 2017).    
Whilst carrying out the assessment I employed reflection in action techniques such as “noticing” and paying attention “to key aspects of the situation”.  This is a very observational approach and in order to be critically reflective this can be combined with “perspective transformation” which is a way to challenge stereotyping through a recognition of “constraints that socialisation into a particular culture tends to put on our thinking”.  The goal being towards empowerment and freeing individuals from constraints and oppression.  To achieve this it is essential to understand ageism and the medicalisation of inequality including the fact that our “very notions of health and disease are socially constructed” (Thompson, 2011: 121).  It is common when assessing older people to focus on their welfare needs, pay little to no attention to their strengths and thus “exaggerate the extent of” an elderly person’s problems/difficulties (Thompson, 2012: 109).  A person-centred, empathic approach focussing on I1’s strengths and contributions enabled me to work anti-oppressively with I1 and understand her distress with her current situation where she felt overly dependent on others for support.  Due to the current situation being a crisis for both I1 and her daughter crisis intervention was employed.  This “is a general technique for dealing with people’s problems” (Payne, M., 2005: 101) that focusses on the achievement of tasks to be achieved within a certain timeframe.  The presenting problem was I1 not managing at home, her goal was to be able to live interdependently again.  Humans are social creatures so it is rare for anyone to want complete independence, most people depend on others to meet some aspect of their wellbeing. This links in with Social Services and Wellbeing (Wales) Act 2014 (SSWBA 2014) (Welsh Government, 2016) and the use of the term ‘citizen’ and a co-productive, communitarian approach to practice.  (SCW, 2011; SCW, 2017).  
After returning to the office I found mind mapping to be beneficial in helping me to reflect upon the event using the example provided by Maclean (2010: 78-79).  This assisted me to focus upon the event holistically by focussing upon my feelings, the law and policies, theories and my actions and highlighted that all of these are linked and impact upon one another.  I collaborated with my colleagues pre and post assessment and this was highly beneficial towards gaining a greater understanding of the situation, interventions and how outcomes could be achieved (SCW, 2011; SCW, 2017).    
My involvement in the case began following on from a phone call from I1’s daughter requesting urgent  support for her mother.  Current legislation in Wales states that a local authority (LA) has a “duty to assess the needs of an adult for care and support…where it appears to a LA that an adult may have needs for care and support” (SSWBA, 2014, s.19(1)).  Due to the urgency of the situation I went out to assess the morning after the referral was received.
When assessing a person under SSWBA 2014 it is essential to have knowledge of the principles of the Act.  Prior to the Care Act 2014 which current practice in England is based upon and the SSWBA 2014 there was no single piece of legislation that underpinned Adult social work practice.  Prior to these two new Acts social care law was still based upon the 1948 National Assistance Act alongside 39 other Acts.  This required “radical streamlining” (Brindle, D., 2010) and the new Acts were introduced to simplify and reform the law.  The Welsh Act has a strong focus on strengthening safeguarding through stressing the importance of following guidance, law, regulations, procedure and policy.  This Act introduced in April 2016 built upon Sustainable Social Services for Wales: A Framework for Action (2011), often referred to as the White Paper.  There are many similarities between adult legislation in England and Wales, both Acts have a strong focus on carers and their rights and recommend that support and services should meet a person’s wellbeing needs though a person-centred approach.  The definition of wellbeing is very similar in both Acts.  A person’s wellbeing and outcomes are very unique to the individual however wellbeing is defined in both Acts ranging from most basic safety and physiological needs, protection from abuse and neglect to higher needs such as “contributions made to society” (SSWBA 2014, s.2(2)).  An outcomes focus has as its aim achieving the goals, priorities and aspirations of its citizens.   (Glendinning et al., 2008).  
Both Acts strongly focus upon people being empowered towards selecting the kind of support that they desire and working towards achieving outcomes that they themselves deem important.   Both Acts are in line with social work values and principles of working in partnership, co-production, being person-centred and respecting individuals and their carers, ensuring they are involved fully in the process and empowered (BASW, 2012, SCW, 2017, IFSW, 2014).  The key concept of building on people’s strengths is an explicit principle in the White Paper (2011).  The Strengths Perspective (Saleeby, 2013) assists social workers towards practice that focusses upon an individual’s strengths. Practice under these two Acts should be person-centred which is based upon Roger’s person-centred theory that was developed and employed in a counselling context.  Following a person-centred approach to practice ensures I am congruent and genuine, have unconditional positive regard and can empathise with a person and their situation.  The focus is on building and providing a relationship through gaining-in depth knowledge of the individual as opposed to how someone can be cured, treated or changed (Rogers, 2004).  However, as scarce resources are a key driver eligibility criteria are still employed and both Acts have a strong focus upon preventative practice.  
One noticeable difference between the English and Welsh Acts is the focus of the Welsh Act on public services meeting the needs of those that require care and support in Wales (Welsh Government, 2011, 3.1.1).  The English approach has been criticised as being consumerist, market driven and extremely bureaucratic with the allocation of services via a Resource Allocation System (RAS) (Duffy, 2014).  In addition although both Acts incorporate the key principles of the Human Rights Act 1998 there appears to be a stronger focus on human rights in the Welsh Act.  The Welsh Act “specifically refers to the need to have due regard to the United Nations Principles for Older Persons” (Carr & Goosey, 2017: 430).   The English Act’s interpretation of personalisation has been criticised for its strong focus on the individual emphasising they are responsible for taking control of their care and wellbeing and improving their lot as opposed to the Welsh approach of ‘citizen-directed-support’  and principles of “collective responsibility” and “strong communities within which people support each other” (Dunning, 2008, no page number).  This can be seen in section 16 of the Act and the promotion of user-led services, co-operatives and social enterprises.  Citizen-directed support is in line with “”liberation of people”, “social justice, human rights” and “collective responsibility” which are principles outlined in the global definition of social work (IFSW, 2014). One notable difference between England and Wales is that in Wales there is an Older People’s Commissioner in order that there “is an independent voice and champion for older people across Wales” (Rochira, 2018).   It is also worth noting that the Well-being of Future Generations (Wales) Act is “the first legislature in the world to enshrine in law a duty, falling on public bodies, to safeguard the well-being of future generations” (Davies, 2016: 41) which means that as a social worker I am required to take action to seek “to ensure that the needs of the present are met without compromising the ability of future generations to meet their own needs” (Davies, 2016: 45)   
SSWBA 2014 makes reference to other Acts that are still relevant such as the Mental Capacity Act 2005, the Mental Health Act 1983 (MHA 1983) and the National Health Service (Wales) Act 2006.  For the purposes of my assessment I had to abide by MCA 2005 by presuming a person to have capacity unless it is established that they do not and as outlined in MHA 1983 treat individuals with dignity and respect, fairness and equality, ensuring their involvement and empowerment, maximising their independence.  The Codes of Practice for SSWBA 2014 make specific mention of MHA 1983 and MCA 2005.  In relation to NHSA 2006 (s.187) I had to arrange for the provision of an independent advocate should one be required.  MCA 2005 and MHA 1983 are also followed in England.  As well as the relevant theories highlighted by the Act (person-centred theory and strengths perspective) I also found ecosystems theory to be very relevant in ensuring my assessment was holistic and took account of all systems that impacted upon I1’s life.  I followed Parts 3 and 4 of SSWBA 2014 as they cover assessment and eligibility.  Other legislation that are still relevant include Equality Act 2010, Freedom of Information Act 2000, Data Protection Act 1998, Welsh Language Measures 2011, Human Rights Act 1998 (HRA 1998).  HRA 1998 is covered in SSWBA 2014 Part 2 and the related Code of Practice and is embedded into SSWBA 2014 ensuring a human rights based approach to practice.  In relation to Data Protection Act 1998 I explained to I1 and her family that I must share information gathered with other professionals but also I had a duty to make the information confidential and not be seen by individuals that had no need to see the information.  I spoke about the safeguarding process and I1 was happy for me to proceed with enquiries in regard to safeguarding.  However, if she didn’t want me to report to safeguarding I would have had to speak with my line manager about this as The Welsh Accord for the Sharing of Personal Information (WASPI, 2013) states that: 

In exceptional circumstances, personal information can be lawfully shared without consent where there is a legal requirement or the professional deems it to be in the public ‘best interest’. One of the exceptional circumstances is in order to prevent abuse or serious harm to others.  

                                        (SCW, 2011; SCW, 2017).  
Ideally consent is gained as making a referral without consent would conflict with certain social work values and a person-centred approach to practice.

When mind mapping and reflecting upon how I could do better next time in relation to legislation and the Welsh context I felt that I should have made the “active offer” on the telephone before going out to see I1 and the referrer (her daughter).  I hadn’t spoken to the referrer or her mother prior to going out as details were taken and the visit was arranged by Business Support, it was a rushed process than is normally the case due to the urgency of the referral.  More than Just Words (Welsh Government, 2012), aims to improve services for individuals that require or wish to have support provided in the medium of Welsh.  This details the Active Offer which means that health, social services and social care practitioners must offer services in the Welsh language and not assume that the individual can speak English or wait to be asked for the service in Welsh.  This is so as not to discriminate against Welsh speakers.  When I visited I1 and asked her if she would like the assessment to be conducted in Welsh I was told that her first-language is English so she would struggle to express herself in any other language.  If she had told me that she would have preferred the assessment in Welsh I would have been placed in a difficult situation due to the urgency of the situation and the difficulties in arranging an alternative assessor at short notice.  However, if I had contacted her on the previous day I would have been more likely to have been able to arrange for my Welsh speaking colleague (there is only one fluent speaker in my team) to have conducted the assessment.  If she was unavailable I would have spoken to the senior practitioner in my team for advice.  This highlights that there is a shortage of Welsh language service provision especially when there is an urgent/crisis situation where a social worker needs to quickly go out to assess (SCW, 2011; SCW, 2017).     
I ensured I spent an adequate amount of time with I1 and her daughter in order to build a relationship as recommended in person-centred practice.  It is important for a social worker in such a situation with a distressed individual and family members to understand “the part that emotions play in (their) and other people’s thoughts and feelings, hopes and beliefs, designs and plans, behaviour and perceptions” as an emotionally intelligent social worker “can use this knowledge with skill and sensitivity to engage with those in distress and difficulty” (Howe, 2008: 8) (SCW, 2011; SCW, 2017).    
The exchange model of assessment was employed as this views everyone as being an expert but in different ways with outcomes negotiated thus leading to more opportunity for agreement and innovation.  This is the most closely linked assessment model to a person-centred, strength-based practice which sees the individual and not the professional as being the expert on their own life and the most able to come up with personal outcomes that are meaningful to them.  To achieve this I actively listened, took notes and reflected back what I had heard.  I employed open questions and viewed I1 as having certain skills, abilities and a role to play in achieving her outcomes.  We built on the capacities and strengths of I1 and her support network to formulate a plan towards achieving I1’s proposed personal outcomes.  An advocate was not deemed necessary as she felt able to advocate for herself and trusted her daughter to fulfil this role if needed in future (SCW, 2011; SCW, 2017).    
I1 was discharged from hospital 4 days following on from an emergency admission.  Prior to hospital admission I1 was a strong, independent lady who was able to meet her own care and support needs and her goal was to work towards gaining her prior independence and freedom.  She was not willing to return to hospital as she had found the recent experience in hospital a very traumatic experience, particularly her discharge which neither her nor her daughter had wanted.  The Ward were fully aware that I1 lived by herself and after dropping her mother off her daughter would be returning to her own home (approximately 40 miles away).

Due to I1 being heavily incontinent with fluids and solids going straight through her resulting in weakness, dehydration and requiring support with hygiene and toileting multiple times throughout the day and night it was felt that care and support in her own home was not a safe option.  I1’s daughter had contacted her employer to state that she could not go to work or say when she’d be able to return and had been told she would lose her job if unable to return by Monday.  Despite moving in with her mother and supporting her 24/7 her daughter was struggling to support as I1 was very weak and becoming weaker by the day due to being unable to retain any fluids or solids.  

After arranging for I1 to go into a convalescent bed to be supported to regain her independence I made a referral to Safeguarding.  Prior to the new Acts in England and Wales strategic guidance was issued to authorities in Wales called In Safe Hands (National Assembly for Wales, 2000) and its equivalent in England was No Secrets (DH, 2000).  Several serious case reviews involving vulnerable adults (now labelled adults at risk) occurred after the issuing of this guidance.  Key recommendations in many of these was the need to strengthen multi-agency communication and that Safeguarding Adult Boards (SABs) have a key role in regard to this as well as “to standardise policy and procedure, to hold agencies more easily accountable, to clarify responsibilities” (Brammer, 2014: 160). Prior to CA 2014 and SSWBA 2014 there was “no absolute requirement for local authorities to establish SABs” (Brammer, 2014: 142). Under these Acts the establishment of SABs is now a requirement.  “Each SAB must publish an annual strategic plan and annual report (and) “arrange for a safeguarding adult review (SAR) in specified circumstances”. (Brammer, 2014: 143-144).  
Safeguarding of adults is governed mainly by Part 7 of SSWBA 2014 and the statutory guidance that accompanies this.  In addition safeguarding features throughout the various parts of this Act.  For example, Section 2 lists ‘protection from abuse and neglect’ as an important aspect of wellbeing, abuse or neglect trigger eligibility (s.32) it states that services are to be developed (s.15 (2)) and provided (s.32, s.35) “when deemed necessary to protect people from abuse or neglect” (Clements, 2014: 15).  Section 15 which details preventative services mentions prevention in relation to abuse and neglect.  Prior to this Act the term vulnerable adult was employed but with the new Act this was changed to “Adult at Risk” (s.126(1)). The significant change being that the adult no longer needs to be at risk of significant harm thus lowering the threshold for individuals to meet safeguarding criteria.  In addition the new definition does not require that the alleged perpetrator be a person in a position of trust as was the case previously under the Wales Interim Policies and Procedures for the Protection of Vulnerable adults from Abuse (POVA) (Adult Protection Fora, 2010). Under the new Acts individuals no longer need to be in receipt of or likely to need care and support services to meet the Safeguarding criteria.  Abuse is defined under the Act as physical, emotional/psychological, sexual or financial. These along with neglect are all defined under the Act.  I felt the criteria as outlined in part 7 of the Act was met as I1 was discharged home with no carer and no care and support package.  She hadn’t been assessed by a physiotherapist or had blood tests taken prior to discharge.  The new antibiotics that she started post-discharge seemed to cause the faecal incontinence and they were too large for her to take independently (her daughter had to break them in half) (SCW, 2011; SCW, 2017).    When calling a helpline provided by the hospital ward post discharge I1 had been told she must continue to take her new medication despite the diarrhea that this seemed to be causing.  Therefore, not only was she at risk of harm but was at risk of significant harm should her daughter have to return to her family and her work and should I be unable to arrange for 24/7 care and support to commence prior to her daughter having to leave.  
I had a discussion with the locality manager who stated that she would follow up with the hospital regarding the unsafe discharge by completing a datex report and told me that I also needed to make a referral to safeguarding.  The locality manager felt it was neglectful and highly dangerous to discharge a lady home to live by herself shortly after having an operation and a temporary catheter removed and provide her with new medication that had a common side effect of diarrhea.  There were concerns with this medication being provided to anyone with kidney problems and she was told to take them shortly after having a kidney operation to remove gallstones.  It was felt that had the daughter not decided to stay with her she could easily have passed away as she was unable to move from her chair and unable to take any food or drink and would have likely been malnourished, dehydrated and sitting in her own faeces.  When questioned both I1 and her daughter had tried to have her stay longer in hospital but the daughter had received a call to come and pick her mother up from the hospital to take her home and was told she had to take her as she couldn’t stay in the hospital any longer.  I1’s daughter felt this could not be questioned.  She was surprised by her mother being so weak when the hospital had stated she could return home without requiring support from her daughter or any care package.  
I1 felt her experience in hospital to be highly traumatic and the very thought of returning caused her to experience distress and break down in tears.  Vulnerable adults that are not physically strong enough to care for themselves should be kept as safe as possible, involved in decisions and not discharged from hospital into a setting to be by themselves that could likely result in significant harm (Parliamentary and Health Service Ombudsman, 2016; Hocking & Tomlin, 2016) .  I1 was still at risk of neglect and in distress when I visited as she would not consider a return to the hospital where she was discharged from, her daughter was placed in a situation where she had to choose between ensuring her mother was safe by providing 24/7 support and keeping her job.  It was fortunate that I was able to go out to assess the day after the referral came in and that there was a convalescent bed available as there did not seem to be any other viable options available that would not result in I1 being at risk of neglect or her daughter and her daughter’s family being placed at risk of financial hardship. In addition I1 was suffering severe emotional distress at the idea of being the cause of her daughter losing her job.

An ageing population and increasing numbers of hospital admissions are placing increasing demands on the public health service with a focus on minimising length of stay in hospital and high patient turnover, however, this means that effective assessment and discharge planning is essential in order that failed discharges with patients placed at great risk from inadequate care and support in place does not occur (McLaughlin, 2007).  Despite the Equality Act 2010 making ageism in public services illegal the Centre for Policy on Ageing (2016) has found that it is rife in all health and care settings.  There is a big push for older people to be cared for in the community rather than in a hospital setting yet there is scant evidence that this leads to better outcomes (Purdy, Paranjothy, Huntley, et. al., 2012; Bardsley, Steventon, Smith & Dixon, 2013).  “The notion that people with the highest acuity and complexity threaten the (NHS) and should be kept away is ageist” (Oliver, 2016, no page number).  In order that unsafe discharges do not occur and there is improved understanding of the roles of different professionals I feel that there needs to be more of a move away from multidisciplinary working towards interdisciplinary working and the minimisation of barriers between professionals and professional cultures. 
SSWBA 2014 places a legal duty on LAs and certain LA partners (Police, other LAs, Probation, Local Health Boards, NHS Trust) to make safeguarding enquiries where there is a reasonable cause to suspect that an adult within its area is an adult at risk.  The Act also contains a new order allowing a private conversation with a suspected adult at risk to find out if they are an adult at risk and if they are free to make their own decisions.  This Adult Protection and support order allows an authorised officer to enter most premises and ask others to leave in order to ensure the conversation is private.  An application to the Magistrates Court has to be made to obtain this order.
Paragraph 5.1 of POVA details 5 important principles of safeguarding which “are based on certain principles of the European Convention of Human Rights and the Human Rights Act 1988, including everyone having “the right to live their lives free from coercion, intimidation, oppression and physical, sexual, emotional or mental harm” (Adult Protection Fora, 2010: 13).   It is important to note that when POVA’s policies and procedures conflict with SSWBA 2014 and the guidance linked to this Act SSWBA 2014 and its guidance and codes are to be followed.  Part 6 of SSWBA 2014 also details principles to follow which in addition to the 5 mentioned in POVA including having regard to the “individual’s views, wishes and feelings”, having “regard to the importance of promoting and respecting” their dignity”, “promoting their independence” and so on.  Rights and values are detailed in the HRA 1998 and POVA paragraph 5.2.  HRA 1998 applies to adult safeguarding in England and Wales and particular attention should be given to Article 2,3,5,6 and 8 of this Act.  These values and principles are in line with social work values as detailed in the Code of Practice: respecting the wishes and views and promoting interests and rights, “being honest and trustworthy”, acting with integrity and maintaining the confidence and trust of individuals, promoting well-being and giving individuals “voice and control” “while supporting them to stay safe”, respecting their rights (SCW, 2017: 10-11).  
During my assessment I took very detailed recordings of the disclosure as I knew that the Safeguarding Team would require a timeline of my involvement alongside accurate detail in regard to the safeguarding concerns.  Recording information accurately is essential as it provides a picture of what occurred and what was said.  The actions of the social worker and any analysis and interventions proposed should follow naturally on from the recording of events.   Although good record-keeping is essential in all social work situations it is critical in safeguarding cases and “is an area most criticized in the findings of the 45 public inquiries into child deaths held in Britain between 1973 and 1994”  (Trevithick, 2005: 248) (SCW, 2011; SCW, 2017).  After the referral was made to Safeguarding the concerns, particularly the severe side-effects of the medication that was prescribed, were investigated and meetings held with the hospital’s Senior Safeguarding Nurse.  
The LA safeguarding procedure states that “the first thing that you should do is make sure that the suspected adult at risk is safe” (LA 2017: 10). This was achieved via making arrangements for I1 to go into a convalescent bed on the same day that my assessment took place.  If I had felt that police or paramedics were required I would have called 999.  If sexual abuse had been reported I would have requested a forensic medical examination be conducted as soon as possible.  After making arrangements for I1 to be safe I discussed the case with my line manager and then contacted the safeguarding team to discuss making a formal report.  I provided Safeguarding with I1’s daughter’s contact information (as requested) and provided a timeline of my involvement in the case including details regarding the Safeguarding concerns.   After making a referral to the Safeguarding Team a Strategy Discussion is held with other organisations when appropriate such as Health or Police.  This discussion has two purposes, firstly, to decide whether the LA should make enquiries or ask another partner to make these on its behalf. Secondly, to decide whether any immediate safeguarding measures need to be put in place and whether an advocate is required to support (LA, 2017).  Following on from this a strategy meeting and safeguarding investigation may be required if the Strategy Discussion determines the adult to be at risk (SCW, 2011; SCW, 2017).  
Had I been practicing in England and following CA 2014 I would still have made a referral to Safeguarding as both Acts have identical definitions for an adult at risk (CA 2014, s.42(1); SSWBA s.126 (1)) and a duty to investigate when the criteria is met (CA 2014, s.42 (1)(2); SSWBA 2014, s.126 (2)).  Both England and Wales have a Safeguarding Adults Board (CA 2014, s.43, SSWBA 2014, s134) although unlike Wales England doesn’t have a National Independent Safeguarding Board (SSWBA 2014, s.132).  There are differences that would have an effect on Safeguarding in certain situations but didn’t in relation to the case I was involved in such as the fact there is a duty in SSSWBA 2014 for mandatory reporting by a relevant partner (s.128) and there is provision for right of entry (s.126(3)), right to interview in private (s.127 (2)(a)), adult protection and support order (s.127) but no such provision in English law.  It is worth noting that unlike England and Wales who have Adult Protection detailed in a much larger Act “with a much broader remit Scotland has an Act specifically for Adult Protection – Adult Support and Protection (Scotland) Act 2007. Brammer (2014: 156) feels that a possible consequence of this “may be that the adult safeguarding measures receive a less focussed level of scrutiny and attention” than in Scotland.
In conclusion, social workers have a legal duty in relation to reporting of safeguarding concerns and it is important that they are able to have appropriate knowledge and skills in this area in order that they can take appropriate action and make appropriate referrals to the safeguarding team.  Training, supervision, research, supervision and reflective practice are all key to achieving the relevant knowledge and skills.  Challenging situations can occur when following the safeguarding process would conflict with the kind of person-centred practice that social workers adhere to as outlined in CA 2014 and SSWBA 2014 and social work values as detailed in SCW 2011 and SCW 2017.  In these situations professional judgement, supervision and a reflective and ethical approach to practice are essential in order that the most appropriate decisions are made.    
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