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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 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).


In this task, I will critically reflect on the safeguarding process for an individual I was working with in my current role in the hospital discharge team. I will use Schön's (1983) reflection model to support my critical reflection and I will demonstrate how I used theories such as systems theory and empowerment theory to support the intervention. Additionally, I will relate my practice to the local Wales context, including relevant legislative frameworks. In addition, to Welsh legislation I will identify wider legislation within the United Kingdom (UK) and European Union (EU) that I must adhere to within my role in safeguarding individuals.
	To ensure confidentiality, I will refer to the gentleman as 3. 3 is a 93-year-old gentleman who I was working with following an admission to hospital. 3 had two recent admissions to hospital. Following the first discharge, 3 went home with a package of care and after a several weeks 3 needs increased, and it came apparent that 3’s care needs could not be safely managed at home, and he was at risk of deterioration in his physical health or injury. Whilst awaiting an emergency placement 3 was readmitted to hospital with an infection. As part of the assessment process, I completed a capacity assessment under the Mental Capacity Act (2005) for the decision regarding his care and support planning and discharge planning including where 3 should reside. 3 has a diagnosis of dementia and whilst he has good verbal communication, he is not able to understand more complex decisions. Individuals with dementia are seen to be at more risk of abuse and neglect than those without dementia and this is seen to be a human rights violation by the World Health Organisation (WHO, 2017), It was important that 3 rights were protected throughout the intervention. 
	3 was placed in a residential care home in a dementia care unit, on arrival 3 was quite unsettled, this presentation was very different to when he was in hospital. In hospital 3 was calm and worked with the nurses so they could meet his needs. However, at the care home he struggled to settle in and displayed behaviours such as going into other residents’ rooms and shouting. He also would be awake during the night and day pacing and trying to leave the care home so he could feed his cows. The safeguarding incident occurred when another male was in 3’s room, and they were shouting and swearing at each other.  The other male had hold of 3’s arm, staff intervened and supported both gentlemen, however 3 was very distressed following this incident and stated that the other resident had hit him on the face. Following this a Multi-Agency Referral Form (MARF) was submitted to XXXX Local Authority to Investigate. 
Section 126 of the  Social Services Wellbeing (Wales) Act (2014) (SSW(W)A) (Welsh Government, 2014) defines an adult at risk as someone who: a) is experiencing or at risk of abuse or neglect, b) needs care and support (regardless of whether these needs are being met), and c) cannot protect themselves from the abuse or neglect due to these needs. In 3’s case there was a clear need, 3 is already receiving care and support from the Local Authority however his was still at risk due to the incident and allegation of physical assault as well as the consideration that others may be at risk if he is going into their rooms also and getting angry. 
The Wales Safeguarding Procedures (2019) (Safeguarding. Wales, 2025) defines neglect as the “failure to meet a person’s basic physical, emotional, social, or psychological needs, which is likely to impair the person’s well-being.” This definition applies to 3, as it may involve failure to provide adequate care.  3 may be at further risk within the care home if his current presentation continues and if there are further concerns of altercations. It not only will cause 3 with emotional distress and upset but also may place others at risk. 3 may be in a care home but this does not mean he is now safe from harm or abuse. Starns (2018) through their research of serious case reviews state that individuals with dementia in care homes can be at substantial risk of harm and abuse. I as a practitioner needed to be aware of the concerns and risks that 3 and others may experience and how the care home is safeguarding them.  
	Using the Schon (1983) as cited in (Maclean, Harrison 2015) I will use the reflection in action to demonstrate how I worked with 3 and professionals at the time, my feelings during the intervention and how my actions impacted the intervention. I will also consider reflection on action including reflecting back, including in supervision as to how the intervention went, what I learned from the intervention and how this has shaped future practice. 
Under section 7 of the SSW(W)A (2014), the Local Authority has a duty to investigate harm and abuse, it also outlines preventive measures for safeguarding. The Act specifies overarching duties the Local Authority needs to consider from a broader legal perspective including: "A person exercising functions under this Act in relation to an adult falling within section 6(1)(a) or (b) must have due regard to the United Nations Principles for Older Persons adopted by the General Assembly of the United Nations on 16 December 1991."  The United Nations Principles for Older Persons (1991) (Office of the high commissioner, n.d) outlines the importance of ensuring older individuals have access to basic needs, opportunities for work and education, and the ability to live in safe, adaptable environments. They also highlight the need for older persons to remain integrated in society, receive appropriate care, pursue self-fulfilment, and live with dignity and security, free from exploitation and discrimination.
	My role within this was to consult with the safeguarding team and complete my own assessment of 3’s needs to support the enquiry and identify how 3 can be safeguarded, ensuring his needs are met. At the time of the enquiry the care home was stating that they could not meet 3’s needs anymore and that he needed to move placements. This was my first case within the hospital social work team where a care home was stating that the individual must move placements. My initial reaction was panic and to start looking and planning as I felt pressure from the care home and that he was not safe where he was, and if another incident was going to occur. However, through discussion with my manager in an informal supervision that I arranged, was that this needed more unpicking and exploration before making plans to move 3. I used supervision to explore the details of the enquiry and what 3 presenting needs were. 
	 We identified several factors, one being that 3 had not long moved into the care home. This was an unfamiliar environment to him, and we needed to consider if the adjustment to the care home was a factor in his distress. Although he was settled within the hospital setting moving to the care home 3 became agitated, trying to leave to feed the cows and being confrontational with staff, his presentation had changed quickly. It came apparent that at times of heightened confusion 3 thought that he was at home and not in the care home. Secondly whilst I had assessed 3 as lacking capacity for making decisions regarding his care planning, his presentation was new, and we needed to consider the reasons for this. I called the care home and requested the doctor to visit 3 to test for an underlying infection and his blood sugar levels as he also had diabetes, to see if there was an underlying medical cause for this new presentation and distress. Thirdly I referred 3 to the dementia team, which forms part of the XXX local mental health team. They support with medication, strategies, support and advice for 3 and the care home, for the management of his dementia.  I also asked the care home for a 72-hour behaviour chart so I could have an accurate log of his behaviours, including times and how the staff were supporting 3. These actions would ensure that 3 was getting the right support available. I felt very strongly that 3 should have every opportunity to have the support within that setting before we consider a placement move. As 3 had said that he likes it there and the girls look after him. It would not be seen in 3 best interest to move placements before we have offered all the support in his current placement. If he was to be moved straight away, there is the high possibility he would still experience the same behaviours or increased behaviours, due to distress of moving again. It was important for me to have a collaborative approach to the intervention. Not only is this a requirement under the SSW(W)A (2014) it would ensure a person-centred approach to a holistic assessment and ensuring partnership working with 3 and his family. I needed to ensure that 3’s voice was heard as part of this process as per the Code of Professional Practice (CoPP) (SCW,2017).
	 It is also my responsibility to ensure that I advised 3 on his rights by following the principles of the Human Rights Act (1998). Due to 3 having a cognitive impairment and to adhere to the SSWB(W)A and MCA (2005), it needed to be considered if 3 would require an advocate to support in the process. 3 declined this but it was discussed that it could be approached later. It was felt that at that stage with 3 having a very good family network of support they could advocate alongside 3. 
	Utilising systems theory (Maclean and Harrison, 2015) I was able to identify the support systems for 3. MacLean and Harrison (2015) state that systems theory allows professionals to look holistically at a situation. Including the environment, support systems and the individual to have a better understanding of the situation. For 3 this included looking at his environment, his care needs, family support and multi-agency working with health and the care home. As well as the safeguarding team. Identifying this supported me to understand the situation for 3 including he was new to the care home; his confusion was causing him distress as he lacked understanding of his situation. 3 would not recognise where he was and believed he was working. It also supported me to identify who to consult and how they can support 3 now and moving forward, Including providing 3 with emotional support.
	Firstly, a meeting was held with me and the safeguarding team to determine the outcome of their investigation. There findings were this was a one-off incident, and no further incidents have occurred. They found that due to the other gentleman who also had a cognitive impairment room being next door he may have thought he had entered his own room. They Identified a clear trigger, being that this gentleman had entered 3’s bedroom.  There are safeguards in place in relation to managing the risk with sensor mats. Therefore, given the incident was isolated, there was a clear trigger, and no further incidents have occurred the matter was closed the safeguarding team, and 3 will continue to have on-going support from the MDT regarding his care and support needs. As a result, the safeguarding investigation closed with no further actions. 
	However, there was still work I needed to complete the support 3 and prevent further safeguarding concerns. I arranged a review of 3’s care following this to ensure that 3 was spoken to and listened to, his care was reviewed and that the safeguarding measures were implemented. I arranged a review at the care home with the manager, care staff, family and 3 to discuss his care and support needs. I had worked with 3 previously so had an awareness of his needs and communication needs. I was aware that 3 was an English speaker and did not require the ‘Active Offer’ as this had been offered previously and his preferred language had been clarified (Welsh Government, 2022).  I felt confident in my communication style with 3, I ensured I arranged the visit for the morning as this was a good time for 3 when he was most fluid and relaxed. I ensured a quiet environment to discuss with 3 why I was there. For this review empowerment theory was helpful in supporting 3 and keeping 3 at the core of the intervention. 
	Empowerment Theory builds on the understanding that an individual is the exper in their own life, and they have the right to have choice and control over decisions regarding their care. With 3 this included supporting him as much as possible to have a voice, to understand how he feels about his care and living arrangements. With 3’s cognitive impairment I did not want to label him with not being able to make decisions or contribute to the discussions due to his dementia. It was important for me to include 3 as much as possible (MacLean and Harrison, 2015). It also supported me to reflect on the power imbalance that 3 is facing. There were many discussions and plans that he may not be aware of. Including the care home stating he must move, was 3 aware of this and how would he feel. I wanted to ensure that I supported 3’s autonomy and decision-making as much as possible, including his family and professionals to support the process. Individuals with a cognitive impairment including dementia can lose their autonomy, and rely on family members, and care staff to make decisions for them. This decision-making process can sometimes unintentionally overlook their human rights. This is not always intentional; it can result from organisational practices and procedures that inadvertently disadvantage certain groups. For example, people with dementia can be left out from participating in their own care planning (Hughes, et al, 2019). I wanted to ensure that 3 was included as much as possible in the decision-making and that his wishes, thoughts and values were respected. 
	During the discussion with 3 it came apparent that he did not have any recollection of the events. I felt at the time revisiting the events further and questioning 3 could upset him and cause further distress and upset so I changed my approach to ask more broader questions regarding 3’s care that 3 could discuss to support the assessment, evidencing my reflection in  action (Schon, 1983). 3 was able to discuss with me that he liked the care he was receiving at the care home. 3 said that “the girls are good; they look after me”. The observation that I saw was that there was a warm approach to 3’s care and the carers knew him well. He had a seat that he sat in most days that he chose and would like the 1-1 interaction with the care staff, although he did not interact with the other residents as much. During the meeting I asked 3 if he felt safe and he said that he did. I also asked him if he was happy living at XXX. 3 said that he was. 3’s son stated that when he visits, he appears settled and happy and when they are leaving he says “I’m going to stop here”.  
	This evidenced that 3 was at times happy in the care home and I needed to consider if moving him was the best option. I needed more information from the care home manager to determine if it was possible and safe for him to remain in the care home, ensuring both 3 and other residents and staff were safe. The manager said that 3 would have good and bad days, during the difficult times staff have difficulties supporting 3 and there is a risk to other residents as well as 3 as he would shout and go in their rooms. Initially we determine that whilst the dementia team support, 3 should remain within the home to see if medication and strategies could support 3 and advise the care staff. The care home implemented further safeguarding measures such as 1-1 when 3’s agitation and confusion increased. They ensured that the room next to 3 was empty to reduce the risk of 3 going in that room and vice versa. Adhering to the CoPP (2017) I used a person-centred approach to identify what was important to 3. I wanted to explore what he enjoyed doing, his interests and what his good days looked like. 3 with support from his carers and past knowledge from his family we identified that 3 enjoyed gardening, being outside and seeing his family. With the care home, 3 and the family we identified some activities that could support 3, such as 1-1 gardening and a trip out to for food. It was hoped that 3 would feel more settled and it would improve his wellbeing. During this time, the need for effective communication between the care home, family, and I, was needed to ensure 3’s needs were managed safely, ensuring 3’s wellbeing. Effective communication is key in gaining appropriate knowledge of a situation to support decision-making and caregiving (Hughes, et al, 2019b).
	However following a period of monitoring and support from the dementia team, it became apparent that the dementia medication was not supporting 3 with his agitation and heightened presentation. The care home reported that the strategies that the dementia team provided were not working. At times of agitation, nothing was working, and they were struggling to meet 3’s needs safely, especially at night where 3 would require more supervision, taking the staff away from the other residents. Therefore, under the Mental Capacity Act (2005) a best interest meeting was held to determine the next steps for 3 including placement move. Whilst we considered that 3 wanted to remain in the current placement, it was in his best interest that he moves placement to a nursing care home as the residential setting was not managing his needs safely. Reflecting on this in action I felt that we had tried for several weeks to support 3 in this placement, we had tried different approaches to support this, including strategies within the care home and consultation with the dementia team who had also been out supporting 3 and the carers within the home. I felt reassured that we had given it every opportunity and that this was the right decision for 3. The next steps then were to arrange a Decision Support Tool (DST) meeting. A DST is a national tool to guide practitioners in the application of the National Framework for the implementation of the NHS Continuing Healthcare in Wales (2021) (Welsh, Government, 2022). Its role is to determine the individuals nursing care needs and provides a multi-agency evidence-based recommendations regarding the eligibility for NHS Continuing Health Care. 
	On reflection this was a challenging time securing the DST . It is the responsibility of the health service to arrange the DST, as requested by the family and myself. Initially the dementia team stated they would arrange, but following this had spoken with the complex care team for XXX local health board and they had agreed Funded Nursing Care, this is a contribution payment made towards the nursing care of an individual. However, A DST had not taken place, and if 3’s needs were above Funded Nursing Care he should have the opportunity for CHC funding. This was a breach against 3’s rights as if he qualified to Continuing Health Care then the NHS would pay for all his care. It was not only about the money for 3 it was also about identifying the right care for 3. Reflection in action I was frustrated and annoyed and felt pressure that it was taking too long to arrange. I had pressure from the care home to arrange alternative arrangements. Deeaney et al (2014) highlight the challenges of securing CHC stating that families are not always aware of the eligibility and their rights to secure CHC funding. I wanted to ensure that 3 was entitled to the right services and the right care. It was important to determine the funding pathway as we could then identify the most suitable placement that would safely manage his risks and reduce the risk of future harm. This was a difficult subject to discuss with the family as there is limited availability of nursing care homes in the local area. It is a rural area and currently 3 is in his local community and close to family so they can visit regularly. I could not guarantee where the nursing placement would be. I did not want 3 to be a distance from his family. But I felt it important to be honest and open about the situation. It was important to the family that 3 was moved once and could then settle in his new home. Therefore, it placed more pressure to have the DST so 3 and his family would have a clear plan. There was a dilemma as if we waited a more suitable home could become available and 3 would be closer to home but would this compromise his safety and others in his current setting. The delay in securing the correct funding also presented a dilemma, if we had agreed the FNC we could of starting looking for a placement, however this may breach his right to the correct funding pathway and the most appropriate care home to safeguard him and meet his care needs. 

	
	Reflection on action was helpful for me to understand the situation and talk through my frustrations in supervision, ensuring that I was adhering to the Local Authority organisational policies and procedures and ensuring I was accountable for the work I was carrying out with 3, adhering to the CoPP (2017). This ensured I maintained professional working relationships, with the aim of moving forward for 3. This included making clear recordings of all emails and correspondence and keeping in regular contact with the care home and dementia team. In addition to this I organised an online meeting with all professionals to discuss 3 and the plan for a DST. Unfortunately, the other professionals did not attend or respond to this. I felt the pressure and conflict with managing my case load and supporting 3 difficult in the community setting. I had increased pressures with my work with completing hospital discharges, whilst supporting 3. In supervision I discussed the barriers I was encountering with 3 and feeling stuck with not being able to move forward.  I was aware of the extended time 3 was having in the incorrect setting. Whilst 3 still had the 1-1 in place at times of agitation, this was implemented by the care home whilst we awaited the outcome from the dementia team. This was not a permanent arrangement as they had to get extra staff in and this was not sustainable there long term. Discussion with my manager was that 3 would need to be transferred to the older people’s team in the community setting so they could proceed with getting a DST in place. Whilst I felt that bad that I could not continue to support 3, this was the correct way forward to ensure that 3 was getting the right support at the time. I ensured that I discussed this with the family, care home and informed 3 that he would be getting a new social worker. 3 could not recall who I was but I felt important that everyone was aware of the change in social worker. I ensured a robust handover and asked the new social worker to complete a new assessment of needs. 
	Reflecting on the safeguarding work I conducted with 3, I identified several areas of learning. Firstly, it was to be aware of my own emotional responses to situations. Firstly, if I had gone and moved 3 before implementing the support within the care home, I would not have been giving 3 chance to remain within that setting and this would not have benefitted 3. For future practice I am aware to slow my thinking down during interventions to ensure I am taking the right approach. The use of supervision and informal supervision are key for this, to be able to reflect with my manager and be able to have a clear planned way forwards to interventions. Supervision was also helpful with unpicking my responses to challenges with health colleague, ensuring that I remain professional and pro-active in maintaining positive working relationships even when challenges arise. It is useful to understand their policies and organisational procedures that can support my practice. 
	Secondly, this was the first time that I had collaborated with the safeguarding team and being new to adult services it gave me a broader understanding of the legislative frameworks that we adhere to in practice and a better understanding of the process that they follow. This also strengthened the professional relationship, and I have contacted them further with queries and advice. For future learning I would like to shadow the safeguarding team to gain further knowledge of safeguarding to strengthen my own practice and learning
	Within this intervention the issue of the rurality of the area of Wales that 3 lives, made it difficult for the future planning for looking for a care home local to him. In that area finding another suitable placement for 3 could be an hour away. This would make it difficult for family to visit. It may also impact on 3’s identity, he was proud of being Welsh and where he had come from. Reflecting back having open honest conversations regarding the limited resources that are available, is needed so families and individuals receiving care are informed and understand the current situation. Moving forwards, in my assessments I must consider and promote what can be in place to support individuals with their identity and consider what can be done to support this during challenging situations such as placement moves. 
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