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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).


Introduction

This case study aims to provide a critical reflection of an assessment concerning the safeguarding of a vulnerable adult, in order to develop my knowledge and practice as a social worker working with adults over the age of sixty five. The case that I have chosen as the focus of this work is due to the complexity and amount of work involved, the ongoing consideration of risks being balanced against the individual’s wishes and consideration of their rights within their own home and the amount of collaboration with other professionals involved. This work will look at the processes followed in relation to a safeguarding case, the interventions offered and applicable theories and that relate as well as relevant legislation and strategies. I will focus on using Kolb’s Model of Experimental Learning (1984) to critically reflect on my work for this particular case.  

Background
Mrs 1 is an 85 year old white English female who lives alone in a private rented property with her three cats. The property is in a central location and there are several neighbours on her street and shops nearby. Mrs 1’s husband passed away around six years ago when they were living in the same property. She has three children however, they do not live in the area and they have no contact. Mrs 1 has no support at home and has always been very independent. She is originally from the North of England and moved to the area around 11 years ago with her husband. Mrs 1 was offered support in Welsh as part of the Active Offer (WL(W)M) 2011), however, she advised she does not speak Welsh as she is not originally from Wales. Mrs 1 reports to not have many friends in the area and does not have contact with her neighbours. Mrs 1 became known to social services due to a referral being received from the Older Person’s Mental Health Team around her property being hoarded and her ability to manage her own care needs. I had worked with Mrs 1 for some time alongside a Community Psychiatric Nurse (CPN) offering various avenues of support and interventions around her home situation and minimising the risk of self neglect. 


Safeguarding Referral
A safeguarding referral was made by the allocated CPN after visiting her on one occasion and finding Mrs 1 potentially eating expired food with flies surrounding it. The condition of the property appeared to have worsened, with large amounts of expired food now being in not only the kitchen area, which was originally the case but in the living room and hallway, making it difficult to move around the home and being a falls and fire risk. Mrs 1 also appeared to present as being unkempt and physically unwell on this visit.

Safeguarding Enquiries/Investigations
The definition of adults at risk of abuse and neglect in S126 (1) of the SSWBA (2014) is noted as “failure to meet a person’s basic needs physical, emotional, social or psychological needs, which is likely to result in an impairment of the person’s well-being” and would need further investigation. This situation would constitute the requirement for a safeguarding referral to be made and further investigations required, as Mrs 1 was not meeting her basic needs, such as managing her personal care or nutritional needs, which could result in her health and wellbeing being affected and there being a risk of potential hospitalisation being required. Mrs 1 was struggling with a decline in cognition which was affecting her ability to manage her daily living tasks and consequently, her being at risk of malnutrition, self neglect, decline in hygiene and not managing her own basic needs, as well as her pets. As per the definition, Mrs 1 was defined as a person at risk. It is noted that the incident alongside the ongoing risks were raised within the safeguarding presented, as the situation had been getting progressively worse and Mrs 1 had been declining support.

Prior to the safeguarding referral being made, I had worked collaboratively with the CPN and various other agencies to minimise the risks being presented of self neglect. Mrs 1 lived in a property that was hoarded and I used the Clutter Image Rating Scale (Frost et al., 2008) as part of my assessment to support around determining to level of support required. Mrs 1 was not able to access her kitchen or bathroom due to the scale of the hoarding. Therefore, Mrs 1 was not able to meet many of her basic needs and she became eligible for support from the local authority as per the SSWBA (2014). Support was offered and discussed over several months with Mrs 1 around deep cleaning her property, having carers to assist with meeting her needs, attending a day centre, as well as discussion around a change in accommodation that may be more suited to Mrs 1’s current capabilities however, these were all declined by Mrs 1. I also worked collaboratively with other professionals such as her GP, Environmental Health, the private landlord, housing, local warden and the local community police officer’s to provide support. There were concerns around Mrs 1’s ability to fully understand the risks posed by the way she was living and a Mental Capacity Assessment was completed as per the Mental Capacity Act (2005) and it was determined Mrs 1 lacked capacity around decisions surrounding her care and support needs. Mrs 1 was also diagnosed with dementia during this time by her CPN and it was felt that her decline in cognition was adding to the difficulties in Mrs 1 recognising the ongoing risks of self neglect and her acceptance of any support to change the situation, as Mrs 1 continued to state that there was nothing wrong with her home and that she was able to meet all of her own needs including meal preparation, managing medication, personal care and maintaining her home, despite it being put to her that she was not coping. 

At the point of the safeguarding referral being made and concerns being identified, I was visiting Mrs 1 on a regular basis to continue to offer various avenues of support and continued to do so after the referral. Once the safeguarding referral was received, I consulted Section 7 of the SSWBA (2014) and endeavoured to make enquiries regarding the information that had been provided to gather the information required as per the safeguarding process outlined in the SSWBA (2014). This included speaking with the CPN who had made the referral to review this, speaking with my manager to discuss appropriate interventions based on the information provided and also speaking with Mrs 1 about the situation to analyse and assess the current situation. I also consulted the North Wales Safeguarding Self Neglect Protocol (2021) to assist my practice and increase my knowledge around what was required of me during this process. 

When visiting Mrs 1 and discussing the safeguarding concerns raised, I found that Mrs 1 continued to lack capacity around her care and support when assessing her under the MCA (2005). Mrs 1 did not recognise the risks that had been referred to by the CPN and continued to state that she was managing her own care and that there was no issue around her home conditions. She was not able to recall the incident in question and disputed this happening. Support was offered again to Mrs 1, going through least restrictive options, something that is encouraged by the MCA (2005), as well as using a strengths based approach however, all interventions were all unfortunately again declined. By speaking with Mrs 1 about the safeguarding concerns raised, I hoped to take a holistic approach and include her in decision making to ensure she felt empowered as per the SSWBA (2014) and Code of Professional Practice (CCW, 2017).

Due to the ongoing concerns and continued disengagement of support from Mrs 1 alongside now the fact that Mrs 1 appeared to be physically unwell, the CPN made the necessary arrangements for an Advanced Mental Health Practitioner to come out and assess Mrs 1 as per the Mental Health Act 1983 and as part of the safeguarding enquiry. The Advanced Mental Health Practitioner visited to complete their assessments and found that Mrs 1 was not eligible to be sectioned under Section 2 of the MHA 1983. During this time we continued to have regular self neglect meetings with other professionals to keep updated on the situation and we then also as part of the safeguarding process, held a safeguarding strategy meeting with professionals involved in Mrs 1’s case including myself as her allocated social worker, my manager, CPN, CPN’s manager and Independent Mental Capacity Advocate. I also ensured to make contact with her GP, landlord and Community Support Officer for their input. 

During the meeting, we discussed the risks presented as part of the safeguarding, alongside the fact that these risks had been ongoing and had now increased. We look at various interventions however, it was felt that all options of support had been offered and we were in a position where it was necessary for Mrs 1 to be moved from her home in her best interests to ensure these risks were minimised, as they were interlinked with her environment. We then arranged a further meeting with social services, our legal team and health to discuss a plan on how this could be achieved. It was advised that this would need to go through the Court of Protection, as Mrs 1 was disputing a change in accommodation and lacked capacity to make this decision. It is necessary to go through the Court of Protection for this decision, as outlined in the MCA (2005) the court help to protect people who lack capacity. Our legal assisted me with completing the necessary paperwork for the court application however, during this time after another visit to Mrs 1, the AMHP assessed her as requiring to be taken into hospital under Section 2 of the MHA (1983) at this time. Mrs 1 was taken into hospital for ongoing assessments. This meant that whilst we weren’t able to minimise the risks with the avenues of support offered through social care, Mrs 1 was removed from the property in order for the risks to be minimised and for her to have further assessments under the MHA (1983). 

Whilst the risks were minimised as Mrs 1 was in hospital, due to the ongoing safeguarding concerns raised, we now had to prevent these risks from reoccurring again upon discharge from hospital. For myself and all other professionals involved, this meant that it would be in Mrs 1’s best interests not to return to her home environment. 

Mrs 1 had no family or friends to support her and I arranged for an IMCA to be involved when she was still at home, due to her being deemed as lacking capacity around her care needs. The IMCA continued to support her when she had been taken into hospital, to ensure that Mrs 1’s wishes were heard and to ensure SSWBA Code of Practice (Advocacy) was being followed. As Mrs 1 had been lacking capacity around her care and support needs and now a change in accommodation and she had no power of attorney in place, I contacted the IMCA to ask them to meet with her to ensure she knew what Mrs 1’s thoughts and wishes were for when we were looking at hospital discharge. We had a multi disciplinary meeting and also a court meeting to discuss the future plans of Mrs 1 whilst she was still in hospital and it was decided that upon hospital discharge to safeguard her from further harm and neglect, that it would be in her best interests to access a placement, the category of care being suggested by the CPN as an Elderly Mental Health (EMH) placement. We considered lesser restrictive options however, it was felt that Mrs 1 would attempt to return home to an unsafe environment and we would then face Mrs 1 being in the same position as before and the risks around self neglect being present again. Mrs 1 was not agreeable to this however, she was assessed as lacking capacity around the decision and all professionals involved including her IMCA decided it would be in her best interests to access the placement to minimise the risks raised around the safeguarding and explore future plans away from a hospital setting. 

Mrs 1 moved to an EMH Residential Placement and myself, IMCA and the CPN involved went to review her care and placement 4 weeks after she had been placed. Mrs 1 was still expressing her wish to go home and did not demonstrate understanding around why she had been brought to a placement. Mrs 1 continued to express that her home was “immaculate” and that she was able to meet all of her basic care needs. Mrs 1 did not recognise the risks raised and disputed the claims made by professionals. Again, Mrs 1 was deemed to lack capacity around her care needs and accommodation and remained in placement as per the decision in a best interests meeting however, due to Mrs 1 disputing being in placement, we were required to then make a application to the Court of Protection, as previously discussed. This entailed having meetings with professionals involved with Mrs 1, consulting our legal team and completing the necessary documentation for court. I made sure to update my social care assessment to demonstrate the current needs of Mrs 1 alongside her previous and current situation, to provide a person centred and holistic picture. I completed a statement for the court application which contained a timeline of my work with Mrs 1 which demonstrated the risks raised, the interventions offered and the proposed outcome. 

Whilst I understood Mrs 1’s desire to return home, it was our duty to safeguard Mrs 1 from returning home and facing the same risks again. As we had worked with Mrs 1 for around a year before the move took place, it was felt that there would be no change if she were to return home and that she would continue to decline support, as she had been doing for a long period of time. Using my professional judgement combined with the experience I had with working with Mrs 1 over a long period of time, it felt that this would be the only option to keep Mrs 1 safe and prevent the previous self neglect that had been occurring at home from continuing. 

Whilst we were looking at completing the Court of Protection Application, I unfortunately became unwell and was absent from work for two months. During this time, my colleague was then reallocated Mrs 1’s case however, as I had completed the majority of work surrounding the safeguarding of Mrs 1 and it being a complex case, I feel it is important for me to be able to critically reflect on my practice during this time. 


Policies/Law

As Mrs 1 had received a dementia diagnosis whilst I was working with her and her decline in cognition appeared to affect her ability to complete daily living tasks and understand risks raised in the safeguarding investigation, I wanted to take the opportunity as part of this reflection to look at how dementia links into policy within Wales, the UK, the EU and outside of the EU. 

Dementia and the symptoms posed by dementia may make a person who has cognitive symptoms even more vulnerable of being at risk of harm or neglect and they may find it even more difficult to protect themselves from being at risk of harm (Alzheimer’s Society, 2023). Whilst this may be the case, it is important to recognise that we as social workers should work to empower individuals and make sure we continue to be aware of policies and legislation in relation to dementia care to make sure individuals are being treated fairly and that we are working to improve their wellbeing.

Whilst there has been a national policy around dementia with the Prime Minister’s 2012 “Challenge on Dementia” being introduced and reviewed in 2020 which focused on improving dementia care and research, it is noted this was in relation to England, rather than the whole of the UK. This was also the case for the “All our Health” Framework (2019). Wales established the “Dementia Action Plan for Wales” (2018-2022). Alongside these policies, within the UK we follow legislation that is also applicable to working with vulnerable adults including those with a dementia diagnosis such as The Social Services and Wellbeing Act (2014), the Care Act (2014), Community Care and Health (Scotland) Act 2002 and the Health and Social Care (Reform) Act (Northern Ireland) (2009) to support working with individuals and families affected by dementia. 

The common themes between the policies and frameworks within the UK are around how we need to increase knowledge and awareness around dementia; understand that it not only affects the individual but also their carers and families; focus on an early diagnosis and making our interventions person centred. It is noted that particularly in the Prime Ministers Challenge on Dementia (2012) that the prime minister wanted the following achievement: “By 2020 I want England to be the best country in the world for dementia care and support and for people with dementia, their carers and families to live; and • the best place in the world to undertake research into dementia and other neurodegenerative diseases”. Whilst the UK has made progress, it appears that other EU countries such as Sweden with their National Dementia Strategy 2018 (Alzheimer Europe, 2018) still overtake the UK in their support for individuals diagnosed with dementia (Yang, 2023). This could be due to the country having a “much more generous publicly funded system where people are entitled to far more care for free”. (Coleman, 2021). It is apparent that the financial aspect around dementia care is a key element, as it was reported by The Guardian (Hill, 2020) that British families were moving family members to Thailand for dementia care due to “inadequate and expensive care at home”. 

Whilst the UK, EU and countries outside of the EU have their own policies in relation to dementia, the WHO (2017) have called for a “Global Action Plan on Dementia (2017-2025)” which echoes what each country is hoping to achieve in relation to dementia care but is a way of looking at how the countries are achieving these targets and tracking their progress, demonstrating how it is also a global effort that is required. 

Working as a social worker in Wales under SSWBA 2014 and looking at the Dementia Action Plan for Wales 2018-2022, it is noted how important a person centred approach is when supporting individuals with dementia. As per Part 2 6 (2) of the SSWBA (2014) consideration is required around the individual’s wishes and feelings whilst also ensuring recognising the importance of safeguarding that person. Consequently, that is why I tried to tailor my approach when working with Mrs 1 to ensure that she felt like she mattered as an individual in her own right and ensuring that whilst I tried to find ways to minimise risks, to also promote her independence. This was something extremely important to Mrs 1, as she had been an independent woman for many years and would often talk about her rights such as “a right to a private life” as per the Human Rights Act (1998). 

When discussing various interventions with Mrs 1, I tried to ensure that I was working in a person centred way and looking at innovative ideas (SWWBA, 2014) for example, from my assessments and conversation with Mrs 1, I knew how important it was for her to be with her three cats and I looked at various options to see if her cats could move into different accommodation with her or find a way for them to be fostered and for her to visit them regularly. When Mrs 1 was taken admitted to hospital, I continued to support her cats and went daily to feed them until we were able to find somewhere to foster them until a long term decision was made, as I knew how much of a big part of her life they were and is the duty of the local authority to support if someone has been hospitalised and they have a pet (S 58 of SSWBA, 2014). 


Critical Reflection

In order to reflect back on this piece of work around safeguarding relating to Mrs 1’s situation, I decided to use Kolb’s model of reflection. I have already discussed the first two stages of the model. 

At the time the safeguarding enquiries had been raised, I had already had a lot of involvement with Mrs . I had also built a strong collaborative working relationship with the CPN involved alongside other professionals such as her GP and the community support officer. I discussed the concerns raised by the CPN with Mrs 1 to establish her understanding of the risks, as I wanted to assess her capacity around the decision required. Whilst I understood health’s concerns, it was difficult to juggle their desire for a prompt solution alongside making sure to explore various options that would be in Mrs 1’s best interests and that would be least restrictive, things I have to consider as per the Code of Professional Practice (CCW, 2017), SSWBA (2014) and MCA (2005). Discussing with my manager the avenues of support that had been offered to Mrs 1 for a long period of time, helped me to realise that we were now in a position where the risks had increased to a point where less restrictive options were no longer an option and Mrs 1 needed to be away from her home environment to keep her safe from further harm and neglect. Reflecting back during supervision, I talked about people as if I was intruding on someone else’s life and way of living, which I found difficult however, noted that my intervention was necessary to minimise risk.

I had built a good relationship with Mrs 1 as I had worked with her for around a year and whilst there were moments where Mrs 1 would become frustrated with my involvement, I had noticed a pattern whereby Mrs 1 would feel like this in the moment but when I revisited her, she was not aware of any confrontation or issue that had happened previously due to the decline in her cognition. She was however, able to recognise me on each visit, which I think strengthened our relationship and was important to build trust and openness to be able to have conversations that were often difficult (Code of Professional Practice (2) (CCW, 2017).

It was unfortunate that Mrs 1 did not have any family or close friends to support her with any decisions however, I made contact with an IMCA to support and she was included in all best interest decisions to ensure her voice was being heard and she had an advocate to ensure this as per SSWBA Code of Practice (Advocacy) (CCW, 2017), which looking back was essential during the safeguarding process to ensure her wishes were recognised and voiced.

Throughout my enquiries with Mrs 1, I ensured to follow the SSWBA (2014) and MCA (2005)  however, I found clashes at times with working also alongside the Human Rights Act (1988), as Mrs 1 would often quote that she had “a right to a private life” and whilst this was true, I could recognise that Mrs 1 presented as quite competent around her rights initially and I questioned whether she was making what is sometimes described as an unwise decision however, when this was explored further alongside the risks presented and using my professional judgement, she was not able to recognise the dangerous situation she was in. It was a question of minimising the risks posed versus Mrs 1’s right to independence, something which I as a social worker want to promote as much as possible. I had to focus on applying analysis through my assessments and using my own professional judgement throughout my work with her to find the most appropriate outcome. 

I found reflecting on the situation with my manager in supervision to be particularly beneficial to my work, as it allowed me to go through what had already been offered and to look at other creative ways of working. As a newly qualified social worker with such a complex case, I often felt overwhelmed and that I did not have the required experience for such a case. However, supervision showed me that I had been working to the best of my ability and using various theories to influence and support my understanding of the situation, such as person centred theory, which I have previously discussed as being essential to my assessments with Mrs 1 to ensure her voice is heard throughout. I also focused attachment theory being interlinked with the hoarding aspect of the situation, as Mathes et al (2020) highlighted how this can increase our knowledge and interventions in hoarding cases in order to prevent further risks. I also looked at grief and loss theories such as Kubler-Ross’ Five Stages of Grief (Kubler-Ross, 1969), where it could be seen that Mrs 1 was potentially at the “depression” stage of grief, as I had found that a lot of the issues had come about since Mrs 1 had lost her husband and she talked about losing motivation to maintain her home and being diagnosed with depression. Whilst it was a useful theory to reflect on, I also had to keep in mind that Mrs 1 also had been diagnosed with dementia, which is a progressive disease and as mentioned earlier, this impacted her ability to recognise the concerns raised and can be more at risk of harm and neglect. 

Conclusion

My work throughout this safeguarding case has shown that I have demonstrated my ability to work in a complex situation that required completion of assessments, collaborative working and the use of professional judgement in order to work in the best way possible to minimise the risk of abuse or neglect. I worked alongside safeguarding processes, legislation, policies and theories to support my practice and will continue to do so in my future practice to ensure I am supporting individuals and working to the best of my ability.
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