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).

The essay will discuss a safeguarding case in which I worked with an adult at risk of abuse, namely 4. This case study will critically reflect on the collaborative assessment carried out and how safeguarding is informed by legislation and policies in relation to adult social work. Firstly, the essay will provide a brief overview of the case and the individuals and professionals involved. The essay will consider the legislation, procedures, and theoretical perspectives within the Code of Professional Practice (CoPP) and the National Occupational Standards (NOS) in relation to the Social Services and Well-being (Wales) Act 2014 (SSWBA). The use of various approaches, such as a person-centred approach, a strength-based approach, and an outcome-focused approach, to support the individual in achieving their identified outcomes will then be explored. The essay will provide evidence of how assessments have been recorded in line with legislation and best practice guidance. The essay will then outline how this information is used to make professional judgements.
 
Secondly, it will examine the importance of collaborative working to provide a holistic overview of the assessment of their care and support needs in relation to safeguarding. This will include communication with 4 and relevant professionals, partnership working and critically reflecting on its importance. Lastly, it will critically ponder how professional judgement affects social work intervention and how it could impact working relationships with multi-disciplinary teams. Again, reference will be made to the legislation, policies, and frameworks that underpin social work practice with adults in Wales and how they relate within European and outside European standards.

The social work intervention involved working with 4 whose care needs are being met by the Learning Disability team in Local Authority XXX. This case was allocated to me during my First Year in Practice, and the safeguarding incident happened when social restrictions were still in place.
 
During COVID-19 lockdown, another individual, namely 5, became verbally and physically aggressive towards 4 as she felt that she was intentionally ignored. It is understood that the lockdown has affected both of their mental health and has strained their relationship due to being stuck at home with very few social opportunities and disruptions in their routine as day services were closed. Due to 4’’s speech impediment, 5 became more frustrated as she did not understand what 4 was trying to tell her. 5 aimed to throw a cushion at 4 and was screaming and swearing at her. 4 was not physically hurt as the support officer caught the cushion in time but was visibly upset and shaken.

4 is a 40-year-old female who has a learning disability and speech impediment and lives in a supported living accommodation. 4 does not have a family but has an aunt who acts as her advocate. 4 was an only child, and her previous assessments indicated that 4 had a good childhood and was cared for by her parents until they sadly passed away two years ago. 4’s significant details needed to be considered, as they could impact the analysis and creation of her care and support protection plan 4’s child assessment did not disclose any traumas growing up; in fact, it informed us that 4 was from a supportive and devoted family. As 4 did not have traumas during childhood, her behaviours now that she is an adult cannot be attributed to Adverse Childhood Experiences as acknowledged in the Wellbeing and Future Generations (Wales) Act 2015. When 4 moved to Adult services, she was deemed capacitated under the Mental Capacity Act 2005 in relation to her care and accommodation needs and had decided to move into supported living accommodation. 4 lives with three other tenants and is supported by two staff members on duty 24/7. The other tenant 5 has a learning disability and challenging behaviour brought about by mental health problems.
 
A consideration was given to 4’s language needs as part of the ‘Active Offer’. I have explored whether 4 wishes to have support in the Welsh language (Welsh Language Measures, 2011). 4 does not speak or understand Welsh and expressed her wishes to have all communication in the English language. This ensured that 4 is empowered and has voice, choice, and control over while working with social services. This supports anti-oppressive practice as supported by the NOS and CoPP, which require social workers to adhere to promote effective social work practice.
 
Although 4 has speech impediments and a learning disability, she was able to express her wishes and feelings. 4’s communication needs become more apparent when she is overwhelmed or frustrated; otherwise, she can express her feelings at her own pace. When she struggles to express herself verbally, she uses pictures compiled by a Speech and Language therapist (SALT). It is essential to consider that 4’s ability to verbally express herself does not entirely connect to her understanding.

The SWBA underpins social work practice in Wales. In addition to this core legislation in relation to safeguarding in Wales, there is the Working Together to Safeguard guidance. This guidance reiterates the responsibility of all individuals who support 4 as an adult at risk to create a plan to safeguard. The SSWBA and the Working Together to Safeguard guidance founded the Wales Safeguarding Procedures 2019. These laws outline the roles of the professionals involved in 4’s care to ensure that she is protected from abuse and neglect. The Wales Safeguarding Procedure Guidance, Section 3, part 2 informs that safeguarding is a multi-agency and cooperative process. It adds that stakeholders have equal responsibility for safeguarding adults, and agreed plans or actions will also be reviewed (Welsh Government, 2022).
 
Section 126 of the SSSWBA identifies 4 as an ‘adult at risk’ as 4 is at risk of abuse, has care and support needs in relation to her learning disability, and because of those needs, is unable to protect herself from potential harm. Under Section 2 of the Wales Safeguarding Procedures guidance, the support officer has a duty to report the incident to the Local Authority XXX. Equally, Part 7 of the SSWBA imposes a duty on the Local Authority to investigate. Under the laws, everyone has a duty to report safeguarding concerns, and within the Adult services in the Local Authority XXX, there is a Safeguarding team that specifically deals with safeguarding reports or queries. If a social worker is unsure about an incident, they could seek advice from the safeguarding team. The safeguarding team will then suggest how to best proceed or if it warrants the submission of an Adult at Risk referral form.
 
One of the core principles of the SSWBA is to ensure that the individual’s voice is heard, has choice and control over their life, and fundamentally co-produces their care and support protection plan. Section 19 of the SSWBA states the duty of the Authority to assess 4’s needs, while Part 4 of the SSWBA highlights the duty of the Local Authority to determine whether these needs meet the eligibility criteria and how to meet them, whether they can do this independently or require support from the Local Authority through a care and support plan. This ensures that the plan is created in a person-centred way. Section 5 of the SSWBA requires social workers to promote the well-being of 4, while Section 4 defines ‘well-being’ in relation to 4’s physical and mental health, emotional well-being, control over day-to-day life, and protection from abuse and neglect .In addition, the SSWBA does not make a direct link to the Human Rights Act 1989; however, it enlists ‘securing rights and entitlements’ in relation to well-being, as identified in Section 4. This means that social workers have a duty to fulfil their functions under the international human rights treaty, the United Nations Convention on the Rights of Persons with Disabilities 2008, which promotes the dignity and rights of persons with disabilities. Equally, social workers must also practice in line with the Equality Act 2010, which 4 identifies with due to her diagnosis of learning disability, which is one of the protected characteristics and safeguards her against discrimination (Waddington and Lawson, 2018).

Furthermore, the Mental Capacity Act 2005 relates to working with 4. It was fundamental that an assumption of capacity be made in relation to her ability to consent to partake in the safeguarding process and, where crucial, regain consent within the process (Brown et al. 2015). However, under the Data Protection 1998, it allows organisations to process data for safeguarding purposes legally and without consent where required to protect an individual from neglect or physical and emotional harm or to protect the physical, mental, or emotional wellbeing of an individual.

Although 4 was not physically hurt as the support officer intervened on time, abuse does not solely present in physical form. It could be emotional, psychological, institutional, neglect, financial, or a breach of human rights. The indicators vary from obvious physical signs such as bruises to psychological ones such as changes in appetite and tearfulness (Scragg and Mantell, 2011). If 4 was abused by her support workers, this would mean a case of domestic violence, which could trigger a MARAC.  MARACs were applied in 2007 and are a multi-agency risk assessment conference intended to share information and create a plan to manage risk for victims (MARAC, 2019).  4’s case did not meet the threshold for a MARAC.  

Under Section 126 of the SSWBA, inquiries were initiated following the support staff submission of the Adult at Risk form relating to 4. Local Authority XXX’s safeguarding team led the initial safeguarding meeting with social services, SALT, and support provider representatives to determine actions to be taken. I am aware that there are four determinations in relation to safeguarding: Firstly, determination 1, which is immediate protection; second, determination 2, which is when the individual is not at risk but has care and support needs; third, determination 3, which supports adults at risk where an immediate action and provisional plan are required; and lastly, in special circumstances, a fourth determination, which would be an Adult Protection and Support Order (APSO). These are used when access to an individual is being refused. It is a fundamental prerequisite of an APSO that all other opportunities have been expended to meet before applying to the Justice of the Peace for an APSO, which is formulated to determine if a person is acting freely. These are mainly used in suspected human trafficking cases or modern slavery .
 
This case met threshold 2 as there was no immediate risk as the safeguarding lead was satisfied with the support provider’s immediate action of keeping the individuals apart from each other as much as possible. The safeguarding lead then advised reviewing 4’s care and support plan and creating a protection plan to protect her from the risk of potential harm from 5. A multi-disciplinary (MDT) approach was taken, as 4 also receives support from SALT. The safeguarding lead also recommended that I visit 4 on the same day the referral was made. Although this case happened during COVID, I was allowed to visit the home as it was a safeguarding concern. The recommended actions by the safeguarding lead were recorded on the safeguarding casenotes in compliance with legal and organisational policies and procedures.  

In line with the Corporate Health and Safety Policy, the Local Authority XXX has a Lone Working Policy where the responsibility of the worker and the Local Authority are stipulated. I am aware that it is my responsibility to risk-assess prior to my visits and update my calendar online without breaching the Data Protection Act. I have also informed my manager of my visit. If risks were identified during this visit, I would take extra precaution by asking to take colleague with me or checking in with my manager or a colleague after the visit. I would also call the police if needed. Additionally, as this visit happened during COVID-19 lockdown, as per mandate from the Welsh Government, I had to produce a negative swab test and liaise with the home if they were all negative and not presenting with COVID-19 symptoms in the morning of my planned visit (Local Authority XXX, 2017). 

I carried out a home visit where I spoke to 4 privately and in her safe space and utilised a person-centred approach and active listening skills. It was essential that I acted in a non-judgmental way and showed empathy, which ensured that she was believed. Payne (2015) states the importance of a person-centred approach and being non-judgmental as they empower individuals to achieve their outcomes. This is also specified in Section 3 of the CoPP to promote 4’s well-being, voice, and control while supporting them to stay safe.

When asked how she was feeling, 4 stated that she was feeling good. I further asked how her relationship was with the other tenants, and 4 informed me that she is friends with everyone; however, there are times when she feels sad when she cannot communicate her feelings as straightforwardly as she would like. When asked if she felt safe in the home, 4 nodded and smiled. I could tell from her facial expression that she was confused about why I visited and asked these questions. I then asked her consent if she wanted to partake in the safeguarding process due to the reported incident with 5. I could have explained this better; however, I was worried that it would overwhelm her. 4 said that she would partake and would like her aunt to be a part too. 

Following my visit, I sought guidance in supervision with my manager and critically reflected on the case. Upon reflection, it would have been better if I were open and honest with her about the information I received; however, at the time, I felt that it would make her anxious. I also reflected on managing my own feelings, as this was my first safeguarding case after qualifying. I felt that it was important to disclose my feelings and the impact of this case on my own emotions, as it allowed me to recognise my personal values and beliefs and ensure that they did not affect how I managed the case. I felt that supervision while managing this case allowed me to have clear guidance from my manager but be equally accountable of my own practice and personal feelings. 

The current legislation and guidance identify me as the lead coordinator in supporting the MDT and 4 in creating her care and support protection plan. The Wales Safeguarding Procedures state my role as lead coordinator as preparing, completing, reviewing the support protection plan, and revising, if necessary, through an MDT meeting. I led the MDT meeting via teams attended by 4, SALT, advocate, and support staff. I prepared notes prior to this meeting and started with an introduction. I felt that the meeting went well despite the opposing values and operational policies that my health colleague, support staff, and I work under. There were times that I felt I lost control as everyone talked over each other at one point; however, I managed to reign the conversation back in and re-focus on the purpose of the meeting by reminding my colleagues to use the ‘raise hand’ feature of the Teams app if they wanted to speak. I also made a point of referring to her advocate and the support staff to ensure that 4’s voice was not lost, as she often struggled to express her feelings. The meeting allowed us to analyse changes in 4’s needs and assess if these are still being met in her current environment. The SSWBA 2014 Section 55 states the duty of the Local Authority to review care plans, and Section 35 states the duty to meet these needs. To help me understand changes in 4’s needs, I reflected on systems theory to understand how her behaviours are affected by the system or individuals around her (Maclean and Harrison, 2015). 4 lost her parents two years ago, and this could have had an impact on her behaviour or how she interacts with other people. During the review, I was also able to create an ecomap where 4’s significant people and organisations who affect her life were identified, which I added to her assessment. I had also made use of Bowlby’s Attachment theory and Kubler and Ross's five stages of grief when understanding 4’s feelings about the death of her parents (Parks and Prigerson, 2015). I utilised a person-centred approach that promoted holistic assessment and allowed the MDT to create a protection plan to ensure that her care needs were being met in a safe environment (Trevithick, 2012).
 
The MDT partnership and collaborative way of working empowered 4, as we were able to hear her voice and wishes through support from her advocate and feedback from support staff. Part 9 of the SSWBA supports multi-disciplinary work to attain positive outcomes. Equally, Dowling et al. in Crawford (2011) argue that collaborative working has ‘become a central feature of British social reform since 1997. Partnership is no longer simply an option; it is a requirement’. In addition, the Serious Case Review into the death of Steven Hoskin highlighted the significance of better inter-agency working in relation to safeguarding and how he would have been protected if different agencies worked together in a timely manner.
 
By working collaboratively and applying analysis to our assessment, the MDT identified the need for 4 to have more 1:1 support to ensure that her current needs would be met safely. This would mean additional support staff to ensure all 4 tenants needs would be met and kept safe. This would lessen the risks of potential abuse towards 4 or to the other tenants. The need to review the house hours with the Right Sizing team was evident, as the extra support hours would impact the support the other tenants receive with their current staffing grid. Although 4 has speech impediments, which can become worse when she is upset, support staff, her aunt, and SALT agreed that she is able to express her feelings by writing, using pictures or making gestures instead. 4 also informed me that if 5 were to become frustrated with her again, she would just return to her room or ask support staff to go for a walk around the park to diffuse the situation. Equally, as the lockdown restrictions were due to end, this would mean a phased return to day service, which would help in supporting the individuals return to their routine, thus improving their well-being. MDT also identified the need for a review of the Positive Behaviour Support Plan for 5. This plan will support staff in managing 5’s behaviour when she is off her base line. It became clear that the positive safeguarding outcome for 4 was to increase her 1:1 support hours by equally increasing support staff in the supported living accommodation. The MDT also decided that we will reconvene after two weeks and invite the relevant professionals supporting the other tenants to ensure that we all create a holistic and collaboarative approach to protection support planning. The MDT used a solution-focused approach to identify a plan on how to minimise risks to 4 and other tenants. Thompson (2001) states that an outcome-focused approach enables the individual and social worker to create a plan to identify solutions to meet the individual’s outcomes.
 
Although I felt that the MDT review went well as we were able to create a support protection plan in partnership with 4, there were times that the values and interests of the others conflicted with my own. I had to ensure that I respected their perspectives, but I felt that I could have been more assertive in re-focusing the agenda of the meeting. I took their thoughts into account and reflected on them when writing the plan and ultimately created the plan with 4 at the centre of supporting her in achieving a positive outcome. Littlechild et al. (2020) emphasise the importance of social workers acknowledging their authority, control, and agency functions while equally balancing everyone’s rights. As I anticipated that the meeting could be overwhelming for 4, I also considered her communication needs, as her frustrations impact her ability to communicate clearly, so I ensured that she had her pictures ready and that I gave her time to answer and did not pressure her to do so by actively listening and muting everyone’s microphone when she was talking.  

At the reconvened meeting with all the care managers of the tenants and the relevant professionals involved in their care, we were able to review the support protection plan that was created two weeks ago. The support staff informed the MDT that the extra 1:1 hours and extra staff allowed the tenants to do their chosen activities in a safe manner and have extra support if one of the tenants became upset or unsettled. The support staff added that they introduced weekly in-house group activities to promote better relationships among tenants. 

As 4’s care manager, I was responsible for recording the information we gathered during the review and updating her care and support plan. This is in line with Section 6 of the CoPP. I asked 4 and her advocate’s consent to record and share the information on Local Authority XXX’s digital recording system and relevant professionals. Within the European Union, most countries practice the General Data Protection Regulation (2018). However, in the United Kingdom and Wales, we practice under the Data Protection Act (2018) after the United Kingdom left the European Union in 2020.

The NOS Key Role 2 stipulates my duty to exercise professional judgement in practice to make evidence-based decisions. This is supported by the Welsh Safeguarding Procedures, which informs that professional judgement is needed to support 4 in achieving her protection plan outcomes. However, Taylor and Whittaker (2020) argue that social workers may tend to be legislatively driven and overlook the theories and approaches used to promote effective social work practice, which then creates imbalance and endorses cautious social work instead. Additionally, Hothersall and Maas-Lowit (2010) state the importance of social workers creating robust but not exceedingly defensive plans to ensure that they adapt a strength-based approach when safeguarding adults at risk. It was necessary that I focus on 4’s strengths in keeping herself safe and her wishes to remain in supported living accommodation.
 
As 4 was at the core of their care and support protection planning and as highlighted in the principles of the Well-being of Future Generation (Wales) Act 2015, which states the need to put emphasis on the capabilities of the individuals in relation to how they meet their well-being outcomes regarding protection from abuse and neglect rather than exploring the Local Authority’s appointed services to keep them safe in the community. The Act further underlines the need to focus on a strength-based approach when working with the individual rather than rely on the contracted services to minimise the risks, thus fundamentally emphasising that safeguarding is everyone’s responsibility, including the adult at risk (Wales Safeguarding Procedures, 2019).
 
At the conclusion of my first safeguarding social work intervention, I have learned so much during the whole process. I learned about the safeguarding process within the Local Authority and the support available for handling complex safeguarding cases. For example, the support from the legal team in complex cases to evidence the legal stance of the actions advised by the safeguarding team as this ensures that we do not breach the individual’s rights and impose actions as per legislation and policies. This case enabled me to broaden my knowledge about the current legislation and guidance that underpin safeguarding in adult social services. I was also able to reflect on my own personal values and the moral dilemma of balancing the adult at risk’s rights, focusing on their own strengths to self-safeguard, and giving them the opportunity to do so rather than restricting them by imposing defensive safeguards in place.

Upon reflection during supervision, I realised how I developed my communication skills, assessment skills, writing report skills, partnership skills, and collaborative working skills. I was able to develop these skills by ensuring that I used a person-centred and solution-focused approach and using various social work theories in the assessment and creation of the care and support protection planning process. Supervision and guidance from my manager allowed me to reflect on my own values and beliefs and ensure that they do not affect how I manage the case. By doing these, I worked under the current legislation and upheld my values and the values stipulated in the NOS and CoPP, which are essential in promoting anti-oppressive practice, thus becoming effective in my practice.

I feel that I am better equipped to work in an MDT setting, although I am aware that I still need to be more assertive and develop my conflict management skills, as some cases could be contentious where different perspectives and roles could affect safeguarding the adult at risk and my professional judgement would be tested. I am more conscious of the safeguarding process, how rigorous it could be, and how empathic I should be when dealing with individuals experiences while ensuring that they remain at the centre of the whole process. This case has given me a good opportunity to test my skills and knowledge; however, I am equally aware that I need to continue developing my skills and expanding my understanding of safeguarding by attending trainings, conducting research, shadowing colleagues, and receiving supervision.

4,236 words
















