Version 1_Cohort 15 
[image: ]

GRADUATE CERTIFICATE in Consolidation of Social Work Practice
LEVEL 6 - 60 Credits
BMPF6044


LEARNER PORTFOLIO
(PORTH AGORED and UNIVERSITY OF WALES TRINITY SAINT DAVID)


	Learner’s name: Jodie Michelle Wood

Email address: Jodie.wood@hotmail.co.uk

Learner’s University Registration Number: 2116956
Cohort: 15, 16, 17


 






Task 3

Safeguarding and working in complex situations – Case Study

Guidance;
Please ensure that you meet the National Occupational Standards and assigned Learning Outcomes for this task (see appendix 5 and 6 of the handbook). 

	Question:
Complete a critically reflective case study based on an assessment that you have undertaken with others, in your own area of work, concerning the safeguarding of either an adult or a child. You must demonstrate how the case relates to or could relate to safeguarding legislation, policies, strategies and procedures (including demonstrating an understanding of the interface between social services provision in Wales with the United Kingdom, the European Union (EU) and outside the EU). You must demonstrate your understanding of the integration of analysis in assessment, collaborative working and professional judgements in increasingly complex situations and the use of social work theories. You must refer to the specific dimensions of working in Wales. 


4000 words (+/- 10%: include your actual word count at the end of each section).


I am based in a large town within North Wales and my role is within an adult substance misuse service, supporting adults who have dependency to drugs and/or alcohol. I will use a case study to demonstrate my knowledge and understanding of safeguarding, and the function of legislation, safeguarding boards and policies that surround it. I will not directly name the service user, the family, professionals or other agencies involved to protect the identity of the service user. As a social worker (SW) it is not solely my responsibility to identify and report an adult suspected to be at risk, however, if I do suspect an adult is at risk I have a duty to report as stated in part 7 s128 and supporting guidance documents of Social Services and Well-Being (Wales) Act 2014 (SSWBA 2014) and work collaboratively with other agencies. 

SSWBA 2014 is the overarching piece of legislation for social care in Wales, and it is the largest single piece of legislation that Wales has ever passed since Wales gained the power to enact primary legislation in Health and Social Care as a result of the March 2011 referendum (Government national archives, 2014) and has repealed many previous laws and guidance relating to care and support. Part 7 of SSWBA 2014 sets out best practice for the safeguarding of adults and children at risk, and where there is any reason to suspect an adult or child is at risk the local authority has a duty to report. Protection of Vulnerable Adults (POVA, 2008) was the framework superseded by SSWBA 2014 part 7, which focusses on wellbeing, person centred practice, and coproduction. Williams (2017) says that SSWBA 2014 is a step forward in adult protection and provides similar status to that of child protection, however Philllips (2016) argues it is still limited in scope, not enough learning has been done from the past and adult protection lacks the powers that child protection has. 

As a SW it is imperative that I have a good understanding of legislation relating to both children’s and adults safeguarding. Legislation is law set out by the Wales and UK Government and informs and underpins the practice of the SW. It also outlines SW duty and responsibility to provide a service to those who are identified as needing care and support and safeguard against abuse. Johns (2009 pg.7) states ‘the extent to which social workers can offer services and can offer protection is bound to be determined by some kind of framework, and that framework is of course, the law’. 

A good understanding of local policies and procedures are also necessary, these are a course of actions set out by organisations. This informs my practice as a SW and ensures best practice is being followed. Legislation, and Policies and Procedures set out accountability and clear guidance to inform decision making whilst ensuring I am using my SW ethics and values to enable me to provide good care and support to individuals. This is also stated in the Codes of Professional Practice, a set of standards in Wales set out for professionals to work to, to ensure safe practice (Social Care Wales 2017 (SCW 2017)). 

The National Independent Safeguarding Board Wales, as detailed in SSWBA 2014 s132, has a responsibility to provide support and advice to safeguarding boards to ensure they are effective, to report adequacy and effectiveness of arrangement to safeguard children and adults, and to make recommendations to Welsh ministers as to how those arrangements can be improved. This informs the North Wales Safeguarding Board policies, and Wales Safeguarding Procedures 2019 (WSP 2019) whilst working alongside SSWBA 2014 to safeguard adults and children by providing legal framework to Local Authorities to make enquiries and protect adults and children against abuse.

For this assignment I will be critically reflecting on an adult safeguarding case. Safeguarding adults is defined as ‘protecting those at risk of abuse/harm (adult at risk) from suffering abuse or neglect. It includes measures to prevent abuse and to protect people's health, wellbeing and human rights, and enable them to live free from harm, abuse and neglect’ (Public Health Wales n.d. (PHW n.d.). I am employed by the local authority and my role is within an adult based NHS run service under Betsi Cadwaladr University Health Board (BCUHB), when making a report to safeguarding this is done via the PHW (n.d.) Safeguarding vulnerable children and adults policies. The safeguarding report must also be made via the Local Authority safeguarding procedures ‘Adult protection policy’ (xx County Borough Council). Both safeguarding teams will work together to investigate the report.
 Although I work within an adult service, I also have a duty to report any children who are at risk of harm or abuse as stated in the WSP (2019) and SSWBA 2014 s.128, specifies the duty placed on practitioner ‘relevant partners’ under s.162 SSWBA 2014 to report both adults and children, including unborn children, they have reasonable cause to suspect are at risk of harm’.


I am currently working on an ongoing case, supporting Person 2 (P2), an adult male in his 30’s who lives in a rural village outside of a large town in North Wales. P2 was provided with the active offer (Social Care Wales 2022 (SCW 2022)) at his initial assessment where it was established that his preferred language is English. It is not necessary to continue to make the active offer at each contact. The active offer is part of the ‘More than Just words’ strategic framework introduced by the Welsh Government (2020). This strategic framework embodies the right for people to communicate in their preferred language, promoting equality, reducing risk of isolation, improving communication and services provided.  

P2 lives with his partner, person 3 (P3), and 3 children all under the age of 9. They live in a small village on the outskirts of a large North Wales town. Many parts of rural Wales have poor transport links, making it difficult for people to access services. An article published on Nation Cymru website by Mabon (2022), a Plaid Cymru Member of the Senedd, uses examples of how poor transport links can have devastating effects on people living in rural communities with few or no resources. Fortunately the village P2 lives in has good transport links to enable him to access resources and services within the North Wales town. North Wales has seen an increase in poverty since the COVID-19 pandemic started in March 2020. New legislation was passed to manage the impact and demand the Covid-19 pandemic was likely to cause (April 2022).  The Leader (2021) reports how the level of child poverty has become devastatingly high since the start of the COVID-19 pandemic.

P2 has co-occurring substance misuse issues and long term enduring mental health illness, this is also known as dual diagnosis. Dual diagnosis can require a more detailed assessment and therefore working collaboratively with other professionals can be beneficial.  Dual Diagnosis is very common, and statistics published by Help Guide (2022) revealed ‘Roughly 50% of individuals affected by severe mental disorders are also affected by substance abuse, 37% of alcohol abusers and 53% of drug abusers have at least one serious mental illness, and all individuals diagnosed with severe mental illness 29% abuse drugs or alcohol’. P2’s case is complex as he has a dependence to illicit substances and alcohol, alongside mental health disorder. However, P2 is currently stable on a prescription of methadone, which is a substitute medication for opiate addiction and is abstinent from alcohol. 

North Wales has seen many arrests for people supplying drugs due to direct links between neighboring cities. This has been reported in many newspaper articles and official reports by North Wales Police. Office of the Police and Crime Commissioner North Wales (2022) reports that “North Wales drugs market receives £32million every year, resulting in the exploitation of many vulnerable people”. This means that illicit substances are readily available. There is always a concern that vulnerable people are targeted to deal drugs, and P2 was targeted and became involved in dealing drugs. It is important to establish this as part of the initial assessment to ensure necessary involvement from other professionals such as police or probation. It can be difficult to encourage people to report such thing so to the police due to fear of repercussions. However, at the point of assessment P2 is reported he was no longer involved in drug dealing.

The family have been open to Children Social services previously, furthermore P2 is currently open to the Community Mental Health Team (CMHT) who take the lead in his care under the Co-occurring framework (Welsh Government 2015) whereby if an individual has long standing mental health illness and substance misuse issues, CMHT should take lead role. There have been recent concerns about threats being made to P2 from drug dealers, also concerns regarding recent alcohol misuse and a deterioration in his mental health. In this assignment I will focus on how these concerns could affect P2 ability to manage his substance misuse and mental health. I must also consider how it might impact the children and if a referral to children services its necessary. The Human Rights Act 1998 (HRA 1998) protects all adults and children against unlawful actions by the states and protects our basic rights and freedom, and under the United Nations Convention on the rights of the child (UNCRC) which came into force 1989 on the basis of UNICEF (n.d) work, Article 19 of UNCRC states “The government must protect children from violence, abuse and being neglected by anyone who looks after them”. Not all parents who have a substance misuse issues are bad parents as stated in North Wales Safeguarding Board (NWSB) policy; Supporting Children, Supporting Parents with severe mental health problems and or substance misuse issues. I believe this to be true in this case, however I have a duty to protect the children as well as P2, and a safeguarding referral may be necessary due to the issues raised by P2 and to ensure the children’s welfare, as this policy also states “All agencies have collective responsibility to safeguard and protect children”. Therefore my responsibility is not only to the adult in this situation but also to the children involved. 

I discussed with both P2 and P3 my concerns regarding safety of the family as a whole due to the seriousness of the disclosure made. P2 did not want to involve the police, and P3 did not know whether the threats were real due to P2 recent deterioration in mental health and his difficulty distinguishing between vivid dreams and reality. Due to the seriousness of the concerns raised and P2’s reluctance to involve the police, I used my professional judgement to come to the decision that an adult at risk referral was necessary following WSP 2019. The procedures state that where there is an adult at risk the professional has a duty to report. I also made the decision to make a safeguarding report in regard to the children to ensure their safety, subsequently the children were put on the child protection register. Whittaker, 2011; Cooper and Whittaker (2014, cited Taylor and Whittaker, 2018) “Settings that involve high-profile decision making, such as mental health, can generate considerable anxiety in both practitioners and managers”. As P2 is already open to CMHT I informed CMHT professional involved of concerns raised and P2 deterioration in his mental health to ensure an assessment could be carried out in regard to his mental capacity under the Mental Capacity Act 2005. Although I felt the decision I made was the right one, the process of making this decision and having the open conversation with P2 and P3 did raise some anxiety and challenged my professionalism. I was also aware that it could have a negative impact on the professional working relationship and trust I had built with P2. Ingram and Smith (2018) argue that effective relationships are central to successful outcomes. 

Despite my concerns that my professional relationship with P2 may be impacted, as a SW, I am bound by the SSWBA 2014 and WSP 2019, and I have a duty to report. Communicating openly and honestly with P2 was an important part of being able to maintain my professional working relationship and ensures I am working ethically and using my SW values. Communication is an important part in my role, this is not limited to verbal communication, this also means listening to the person, good eye contact, reading body language and facial expression, written/ electronic communication, and providing reassurance.  Through case studies Koprowska (2020) reports how good communication and interpersonal skills affect the relationship between social worker and SU. She highlights how different forms of effective communication can create a positive working relationship. 

Following my referral and a discussion with the manager of the adult safeguarding team, and following SSWBA 14 part 7 protocol, it was identified that all necessary support was in place, and a joint Care and Support Plan was necessary to ensure collaborative working with all professionals involved with P2 care and roles of professionals clearly were identified. The CASP will identify risks, areas of need and allocate roles to professionals involved in the SU care. There is legislation in Wales that informs the responsibilities of the professional in respect of CASP, The Care and Support (Care Planning) (Wales) Regulations (2015, (CASPR 2015)). This piece of legislation outlines the duties of the professionals involved and the required elements of the CASP. During the initial CASP meeting with P2 it was deemed he has capacity to make decisions. According to the Mental Capacity Act 2005 (MCA 2005) a person should be assumed to have capacity, and should not be treated as being unable to make a decision if the decisions is unwise. The unwise decision in this case it was not to involve police. However, following a discussion regarding possible risk to himself and his family, P2 agreed to me having a conversation with the local PCSO to make them aware of the situation with a view to increasing police presence around the area.
My role within the CASP was to support P2 to engage in treatment for substance misuse, and to work in collaboration with other agencies, known as multi-agency working. Multi-agency working is key to effective safeguarding adults and child protection (Sidebotham et al, 2016). However, a study carried out by Jahans-Baynton and Grealish (2021) highlighted some barriers and difficulties such as an overstretched workforce resulting in limited time for meetings and communication, and poor understanding of each other’s roles. It is important to establish professional roles at the start of multi-agency working to ensure each professional knows what their responsibilities are. It also promotes dignity, choice and effective communication to provide the best possible support and achieve the best possible outcomes. Multi-agency working is beneficial as it allows transparent information sharing to ensure the family are getting the required support, and the children are being safeguarded. I was also able to provide emotional support to P3, which also allowed her the opportunity to report any concerns and to express her views. ‘People who use services and carers can feel powerless when they become involved with practitioners, so it is important that their expertise and views are recognised and respected’ Personnel Today (2008). P2 had given consent to share information with P3 and this ensures I work in line with Data Protection Act 2018 (DPA 2018) and General Data Protection Regulations (GDPR). I have been able to build a good professional relationship with P3 during my time providing a service to P2, this has allowed me to build her trust and give opportunity for open communication. 

It is also my role to advocate for P2 as some professionals can be judgemental towards people who misuse substances due to stigma within society. A systematic review of studies carried out by Boekel et. al (2013) showed that in general the attitudes towards substance use disorders were negative, and health professional lacked adequate education, training, and support structures for this patient group. By advocating for P2 I will be challenging any stigma or judgement that may arise and ensure that his voice is heard. This is to ensure his human rights are being met as stated in article 10 ‘Freedom of Expression’ of The Convention under the HRA 1998. 

To ensure effective information sharing and communication, I have been working in partnership and collaboration with other professionals involved, and the family. In this case the professionals involved are the SMS SW, CMHT care co-ordinator and the children’s SW. Whittington (2003, cited Lymbery, 2005) explains partnership working is when two or more agencies work together, and collaboration can be two activities: “the process of working together to establish the partnership and the process of working together to achieve the desired outcomes of the partnership”. Working in this way ensures the role of each professional are identified and a holistic approach is taken to support P2 to reach his goals. It ensures anti-oppressive practice and inclusive practice to ensure the family have their views and wishes respected, it also ensures they are involved with decision making. Social Care Institute of Excellence (2008, (SCIE 2008)) states government policy endorses partnership working between services, SU and carers. However, Dickinson and Glasby (2010) argue that partnership working is not beneficial stating it can “sometimes cause confusion and hence weaken accountability and could pay insufficient attention to issues of leadership, decision making, scrutiny and risk management” relating to a critique published by the Government Audit commission in 2005.  

As part of my role in this safeguarding case, it was also important I attended the initial child protection (CP) meeting, and continued to attend any ongoing Care and Support Plan (CASP) meetings for the children. By doing this, I am working in partnership and collaboration with the other professionals and the family involved in this case. Any child under s47 enquiries should have a care and support plan, this is to ensure we can meet the needs of child and protect them from abuse and harm (WSP 2019). During these meetings I can communicate my initial concerns and any updates in regard to P2 progress in treatment. I can also communicate with professionals and the family outside of this meeting to ensure continued partnership and collaborative working. The meetings ensure effective care and support plans are put into place to support the family. The children safeguarding referral I met the criteria for the children to be placed on the Child Protection register, and this requires a Care and Support Plan to be put in place to meet the needs of the children in accordance to s37 CA 1989. 

My main role however, is in the adult safeguarding case. I must ensure the CASP in relation to P2 is being fulfilled and the continuing support for P2 to achieve his goals and ensuring his care and support needs are met. To do this we have regular one to one therapeutic keyworker sessions. I ensure I use person-centred approach Rogers (1974, cited Nelson-Jones, 2000 pg.98) with P2. This empowers him to have a voice, his wishes and views are respected, and to ensure I practice in an anti-oppressive way, this also falls in line with COPP (SCW 2017). This is an approach that views the SU as the expert in their life, Maclean and Harrison (2009), and encourages P2 to explore his own capabilities as part of strengths based practice (Saleeby, 1992). Strengths based practice is a key working principle of SSWBA and is a significant part of facilitating the use of the Recovery Model in mental health work (Social Care Institute for Excellence, (SCIE, 2012)). P2 recently disclosed memories of childhood traumas of abuse and bereavement that have resurfaced in the form of vivid dreams, causing his mental health to deteriorate. These are known as adverse childhood experiences (ACEs). In a video released by Public Health Network Wales (2017 (PHNW 2017)) it states ACEs are ‘traumatic events that can have negative, lasting effects on health and behaviour’. The video depicts the life of child growing up with ACEs without support who showed repeating behaviours in adulthood, it also shows the life of the same child receiving support in childhood and how this could change the course of his life. P2 did not access support at an early age for the abuse he experienced as he did not disclose this until a later stage in his life, this could be significant in the difficulties P2 is experiencing now. Whilst P2 may not have received early intervention, it is important his children receive the relevant support necessary to ensure they are being safeguarded and avoid them potentially displaying repeated behaviours. 

To establish at what stage in their treatment a SU is, in substance misuse we use the Stages of Change Model, Prochaska and DiClemente (1983, cited Maclean and Harrison 2009) known as a transtheoretical model which is based on the idea that different theories and ideas can be combined. The model includes 6 stages, Pre-contemplation; SU not ready to change behaviours, or are in denial that they have a problem, Contemplation; SU acknowledges they have a problem but does not commit to doing things differently, Preparation; SU are making plans to change behaviour, Action; SU have developed clear plans putting them into action, Maintenance: SU are stable in their treatment, Relapse; SU has returned to old behaviours. I used this model from the start of my intervention with P2 by having discussions with P2 about how he felt about his current situation and if he felt ready to address his substance misuse issues. At his stage of treatment P2 is able to identify that he has some control of his substance misuse and had been abstinent for 2 weeks, and therefore he is in the maintenance stage of the model, he has been stable on prescription of methadone for two and a half years, and is no longer drinking alcohol at a dependent level. 

P2 has been able to achieve maintenance by engaging well in therapeutic keyworker session, and using different methods has help him achieve this. I used motivational interviewing to establish how P2 felt about his current situation and what changes he felt he needed to make in order to achieve his outcomes. ‘Motivational interviewing was developed to help people work through ambivalence and commit to change’ (Miller, 1983, cited Hettema et. al. 2005) and helps the SU to develop through the stages of change. This puts the responsibility on the SU to recognise their patterns of behaviour and encourages them to think for themselves, recognise the unhealthy behaviours they have developed, and find healthier coping strategies themselves and devise ways in which they can be implemented to change their behaviours and achieve their outcomes, it is a very person-centred approach. By using this technique it also allows the SU to recognise their own strengths linking in with strengths based approach. Exploring the strengths P2 has, allowed him to utilise them, achieve his outcomes and have a successful recovery. McCashen (2005, cited Stoerkel, 2019) states ‘this type of approach builds on clients’ strengths, seeing them as resourceful and resilient when they are in adverse conditions’ also referring to it as ‘client led and focussing on outcomes’.  P2 has a lot of strengths, he is a good father, he is a good partner, he is resilient, he is a tradesman, he recognises the signs when he is deteriorating and asks for help, he recognises what his issues are, and he is focused on his future. All of these attributes have helped P2 to achieve what he has this far. 

The efforts made by P2 and the progression in his recovery has been handed over to the MDT surrounding the safeguarding referral. An outcome of this has resulted in the children being taken off the Child Protection register and being placed under the Team Around Children (TAC) who will provide less intensive support for the family.  The safeguarding referral and the support put in place as a result has been successful. I continue to work with P2 to remain abstinent from illicit substances and alcohol. 
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