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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).

This assignment will aim to demonstrate my understanding of safeguarding in practice, including legislation, policies, strategies and procedures and the difference between the devolved Nations within the United Kingdom. To achieve this, I will be critically reflecting on a case that I have been involved with where safeguarding concerns have been raised. For confidentiality, and in keeping with the General Data Protection Regulation (2018), The citizen will be known as Mrs 2.

Mrs 2 was referred for support from a family member due to difficulties managing activities of daily living following a decline in mobility and increasing falls. She has a diagnosis of Parkinson’s disease which is a progressive, neurological disease.  As the original referral was not from the citizen herself, consent had to be gained from Mrs 2 as stipulated in the Social Services Wellbeing (Wales) Act (2014)(SSWBA). An adult is able to refuse a needs assessment under section 19 of the Act providing the local authority is satisfied the individual has capacity regarding this decision. This is to uphold an individual’s right to make their own decisions about their life, promoting voice, choice and control which is at the heart of the SSWBA (2014). The Mental Capacity Act (2005) provides a legal framework for assessing capacity. This legal framework provides five principles that need to be adhered to in order for someone to be deemed as lacking capacity. The first principle of the Mental Capacity Act is that capacity must be presumed unless it is established that they lack capacity. There can be no assumption that someone lacks capacity due to a disability, a diagnosis of dementia, mental illness or their right to make an unwise decision.  There has to be clear evidence that an individual cannot decide for themselves in order for someone to be deemed to lack capacity with a specific decision. The MCA upholds rights and autonomy whilst preventing discrimination and paternalism.  In this instance, there was no identified reason not to assume capacity and consent was gained by Mrs 2 for the referral along with gaining further information such as language preference using the “Active Offer” being made under the More than Just Words framework (2016). Mrs 2 confirmed she was an English speaker and did not require any services through the medium of Welsh. The More than Just Words Framework aims to ensure local authorities put an equal emphasis on the Welsh language as it does the English. Undertaking assessments in a person’s preferred language is a legal right which is further strengthened under Equality and Human Rights legislation by protecting people from discrimination based on language. Obtaining information on language at the start of the referral process enables the case to be allocated to the most appropriate practitioner.
Once this information was obtained, the case was allocated to a practitioner to undertake a “what matters” conversation. A what matters conversation has a defined role in the SSWBA (2014). The SSWBA (2014) sets out duties for public bodies in Wales for improving wellbeing for people in need of care and support and their carers. This is achieved by following the key principles of the Act which are voice and control; prevention and early intervention. A what matters conversation allows a practitioner to uncover what is important to the individual by exploring how they wish to live, what they want to achieve and what potential barriers there may be along with their own strengths and resources to help them achieve their identified outcomes. By using a strengths based, person centred approach, the practitioner was able to build a relationship with Mrs 2 over a number of visits in order to gain their views, wishes and feelings. Whilst the “what matters” conversation is specifically anchored in the SSWBA (2014), it aligns with broader legal frameworks including the Well-being of Future Generations Act as it ensures local authorities are working in an outcome focused, person centred way following the WFG Act’s “Ways of Working” which include involvement, long-term integration and prevention, focusing on improving wellbeing. To achieve a good “what matters conversation”, it can be argued that professional curiosity is needed to ensure the conversation focuses on the individual’s views, wishes and feelings but is balanced, safe and thorough, meaning the assessment is both person centred and professionally responsible by meeting SSWBA’s requirements of respecting the person’s voice, choice and control and protecting the well-being and ensuring safeguarding where risks are present.   The practitioner used professional curiosity to look beyond surface responses as there was a feeling of the situation not being wholly a true reflection. Professional curiosity is critical to spotting signs of neglect or abuse that may otherwise be missed in a person-led conversation. It encourages active listening which includes more than hearing the surface answers provided but taking notice of tone, body language and contradictions between what is being said and the environment or circumstances around. Professional curiosity is explained as exploring and understanding an individual’s situation, life and environment without accepting information at face value or making assumptions. Mitchell (2015) argues that ‘deep expertise’ is required in order to use evidence based practice that underpins legislation, rules and guidance that must be followed when there is a “gut feeling” of something more complex happening. In this case, by taking a holistic approach and building a relationship with Mrs 2, the practitioner sensed there was more to her story and arranged for Mrs 2 to meet with her in a neutral location, away from the family home. When Mrs 2 met with the practitioner, she felt she was in a safe space to have an open conversation in which she was able to disclose she was living with domestic violence. As Mrs 2 disclosed this information, the practitioner had to have an honest and potentially difficult conversation regarding sharing confidential information due to safeguarding concerns. In situations where there are safeguarding concerns, the duty to protect the individual’s safety and well-being overrides other legislation, including GDPR and confidentiality requirements, allowing relevant information to be shared with appropriate professionals. This information needs to be shared with the individual in an appropriate way for age and understanding as Koprowska (2014) argues one of the key building blocks for good communication and interpersonal skills is honesty. This could have had a detrimental effect on the positive relationship the practitioner and Mrs 2 had built as trust could potentially been perceived to have been broken. There are many studies where service users have felt let down or untrustworthy towards social services, creating a barrier to working relationship. Bahenia (2008) argues that initial trust is required to build a relationship but a deeper trust needs to develop for an individual to disclose intimate information. Section 2 of the Codes of Professional Practice (2017) states that social workers must strive to establish and maintain trust although section 3 and 4 state this has to be balanced between ensuring the individuals and others safety and that social workers need to recognise and sensitively use the power the profession has in order to work with individuals. The Codes of Professional Practice places emphasis on accountability of the quality of work including good record keeping which is imperative when there are safeguarding concerns. The Wales Safeguarding Procedures state the need of good record keeping. Using the SOAP model provides a framework for capturing relevant information including subjective; what the individual said, in their own words where possible. Objective which is the factual observations including appearance and environment. The assessment being the professional analysis of the situation including identified risks followed by a plan which identifies the actions needed moving forward (Payne, 2021). Once the practitioner had shared her concerns with Mrs 2 and told her she would have to share the information, the practitioner had to identify whether Mrs 2 was an “adult at risk” and therefore met the safeguarding threshold. 
The SSWBA (2014) provides a definition of an adult at risk as being someone who “is experiencing or is at risk of abuse or neglect, has needs for care and support (whether or not the authority is meeting any of those needs), and as a result of those needs is unable to protect himself or herself against the abuse or neglect or the risk of it (SSWBA, 2014)”. In Welsh legislation, abuse is recognised in several distinct forms, most clearly set out in the SSWBA (2014) and the Violence Against Women, Domestic Abuse and Sexual Violence (Wales) Act 2015. SSWBA (2014) states the types of abuse as physical, sexual, psychological, emotional and financial, as well as neglect, where an individual’s basic needs are met in a way that harms or risks their well-being. Similarly, the Violence Against Women, Domestic Abuse and Sexual Violence (Wales) Act 2015 provides definitions of domestic abuse and gender-based violence, which encompass the above, while recognising patterns such as coercive control, harassment, and other forms of domestic violence. These statutory definitions create the foundation for safeguarding and support work across Wales. Part 7 SSWBA (2014) sets out duties for safeguarding adults at risk where such abuse or neglect is suspected. In the case of Mrs 2, the practitioner was confident she was an adult at risk due to experiencing abuse and has a need for care and support which she was unable to protect herself due to those needs.

As Wales is a devolved nation within the United Kingdom, the legislation is specific to Wales safeguarding law is in Part 7 SSWBA (2014). In England, the key piece of legislation is the Care Act (2014). This differs from Wales by being law for adults whereby SSWBA (2014) incorporates both children and adults. Scotland’s legislation is Adult Support and Protection (Scotland) Act 2007 which is broader due to including anyone over the age of 16 with vulnerability due to disability, illness or mental disorder. Unlike Wales, Scotland and England, Northern Ireland has no single adult safeguarding statute, instead operating under policy frameworks, primarily Adult Safeguarding: Prevention and Protection in Partnership (2015) and the Adult Safeguarding: Operational Procedures (2016). Based on SWWBA (2014), which sets the legal duties for safeguarding, The Wales Safeguarding Procedures (2019) were introduced to provide consistency across Wales with recognising abuse and neglect, ensuring a consistent approach to referring to safeguarding, undertaking enquiries and assessments. The procedures put an onus on anyone with concerns that someone is at risk to refer. These procedures are now available on an application which is easily accessible and regularly updated and are supported by Regional Safeguarding Boards, who make sure the procedures are applied in practice. Established under SSWBA (2014), Regional Safeguarding Boards are multi-agency statutory partnerships that have a legal duty to protect both children and adults at risk by working collaboratively to develop and implement safeguarding policies and procedures, undertaking practice reviews and ensuring agencies are working together to safeguard people. There are currently six Regional Safeguarding Boards covering different geographical areas in Wales. There are thresholds which must be met with regards to safeguarding. Clear criteria are essential in safeguarding because they provide a consistent basis for identifying when a person is at risk and requires protection. They ensure that professionals across agencies apply the same standards, help to establish the legal threshold for intervention and allow resources to be directed to those most in need. Criteria protects individuals’ rights by making sure that safeguarding actions are justified and proportionate, while reducing the risk that abuse or neglect is overlooked. For example, the SSWBA (2014) sets out statutory criteria for determining when an adult or child is considered “at risk” and in need of safeguarding intervention (National Assembly for Wales, 2014). The practitioner involved identified her competence within her role and due to the increasingly complexity of the situation, requested a Social Worker to provide support. I was then allocated to co-work the case. 
Mrs 2 had made the decision to move out of the family home as she did not feel safe. Due to the disclosure of domestic violence, Mrs 2 was offered advocacy to ensure her voice was heard, empowering her to take control of her own wellbeing outcomes. Initially, Mrs 2 was reluctant to contact the police as she felt overwhelmed with all the changes. Roberts (2005) highlighted a framework to support practitioners when working with people in crisis in order to support individuals to regain control of their lives (Maclean, 2020). Through establishing a rapport and engaging her in active dialogue in a safe environment, we were able to explore her anxieties and current situation and consider changes needed to improve her situation. From this we were able to agree an action plan which included being supported to speak with Police and agreement to a safeguarding referral. 
When working with adults, SSWBA (2014) states that everyone has a duty to report a safeguarding concern but consent is needed to investigate. In the case of Mrs 2, there were no concerns regarding her mental capacity to make the decision with regards to her current situation and therefore consent had to be obtained. If, however, capacity was questioned, an assessment would need to be completed with regards to the specific decision that was needed to be made in relation to safeguarding. The Mental Capacity Act (2005) sets out five core principles that guide when exploring capacity and decision making. These principles are; the presumption of capacity, support to make decisions, the right to make unwise decisions, best interest and least restrictive. These principles have been designed to promote and protect people’s human rights under the Human Rights Act (1998) for example, Article 8, the right to private and family life is upheld throughout the principles, but most strongly with the presumption of capacity and the right to make unwise decisions. Respecting autonomy and assuming capacity upholds the right to make personal choices without unjust interference. The Articles in the Human Rights Act are not all absolute and some rights can be restricted in order to protect, these rights are limited or qualified. Exploring Article 8, this is a qualified right which means it can be balanced against other rights or public interests, therefore, if someone was deemed to lack capacity and were at risk of abuse, Article 3, prohibition of inhuman or degrading treatment is an absolute right that cannot be limited and must be upheld meaning the state has a duty to protect the individual even if they cannot make that decision themselves. This means Article 8 may be restricted to ensure safety by making a best interest decision. This is where professional judgement is required along with gathering as much information as possible of the situation and the person’s wishes and feelings in order to make a best interest decision which may restrict or remove someone’s rights and choices. Maclean (2020) argues that Social Workers have significant power which can reduce individual’s “power to” due to oppression so even if someone’s ability to make changes or decisions is impaired, social workers should be working collaboratively to share the power balance and ensure the individual’s voice remains at the forefront throughout.
As Mrs 2 consented to police involvement and a safeguarding referral, we were able to move forward with the process. A safeguarding referral was completed and with family support, Mrs 2 contacted the police. To ensure Mrs 2’s safety, we worked together to identify a respite property and were able to source care so Mrs 2 had a safe space with daily input from carers to meet her outcomes. Following the Wales Safeguarding Procedures, we were able to establish that immediate action was necessary to ensure Mrs 2 was safe from harm along with identifying there was a possible criminal offence that required the input of the police. Due to alleged domestic abuse, there was further legislation which needed to be considered when working with Mrs 2, namely the Violence Against Women, Domestic Abuse and Sexual Violence (Wales) Act (2015).
The Violence Against Women, Domestic Abuse and Sexual Violence (Wales) Act 2015 is a landmark piece of legislation, the first of its kind in the United Kingdom that specifically addresses violence against women (Jurasz, 2018). This legislation’s purpose is to improve public sector response to the prevention of acts of gender-based and sexual violence, domestic abuse and the protection of victims and support of those affected. The SSWBA (2014) sets out a broad legal duty on local authorities to assess care and support needs, promote well-being, and protect adults and children at risk, including from abuse. The VAWDASV Act complements this by setting out specific responsibilities for addressing violence against women, domestic abuse, and sexual violence, including multi-agency collaboration, local strategies, and the provision of specialist services. In practice, this means that when someone is at risk of domestic abuse, social services can assess their care needs, provide advocacy, and plan support under the SSWBA (2014), while simultaneously engaging specialist domestic abuse services, following a multi-agency approach. This is needed as the Office for National Statistics have identified that in 2024, 4.8% of adults aged 16 or over in Wales experienced domestic abuse (ONS) although it is acknowledged that all forms of domestic abuse, but especially abuse against older women is widely unreported or recorded (Allcock, 2018). Allcock (2018) provides some potential barriers to why older women don’t seek help including a lack of faith in authorities, expectations around marriage, a degree of acceptance surrounding domestic abuse and it being taboo to discuss private home life. Having knowledge on this allows social workers to use good communication skills to build trust and rapport in a safe environment to allow individuals to talk freely. Koprowska (2014) argues that having interpersonal skills such as sharing information, developing a shared understanding, maximising choice and control, demonstrating respect, honesty and reliability will create good working relationships allowing for better conversations and the individual being more engaged in communication. Throughout the safeguarding referral process, I ensured Mrs 2 was fully informed of the process and was involved in shaping what she wanted to happen moving forward. 
Whilst awaiting enquiries to be made from the Safeguarding Team, we continued with safeguarding Mrs 2. As we were undertaking casework and had developed a risk assessment and action plan, along with the police undertaking a criminal investigation, with agreement from Mrs 2, the case did not require a strategy meeting. I have collaborated with other professionals to complete a multi-agency risk assessment and action plan. This ensures interconnected risks are all considered. Using Systems Theory (Payne, 2021), no single professional can see the full picture, therefore, collaboration across an individual’s systems is essential. In this case, Mrs 2 made the decision to apply for Extra Care Housing, her systems had changed and she needed to identify new systems including having formal care provided by an agency, setting up and managing a tenancy, police involvement and support from the Domestic Abuse Unit. Bronfenbrenner’s ecological model emphasises that human development occurs within multiple interacting environmental systems and all systems need to be working well to achieve outcomes (Maclean, 2020). Payne, further argues that taking an ecological approach to risk assessments ensures professionals from different backgrounds contribute insights at different levels which is needed when exploring risks and protections due to multiple levels. By working collaboratively, we were able to not only share the power but the responsibility to safeguard. The SSWBA (2014) identifies the importance for collaboration making it a legal duty when safeguarding individuals. Safeguarding is a shared responsibility that everyone should be aware of, not only when involved in specific cases but with reporting.
As safeguarding is everyone’s business, anyone is able to raise a safe guarding concern to the local authority. When an individual has suspicions or concerns, regardless of whether abuse has been observed, they have an obligation to report. The term “at risk” is in keeping with the SSWBA (2014) of promoting prevention and early intervention. Once the concern has been reported, the local authority then has statutory powers and duties to make further enquiries and act as necessary. Section 128 of SSWBA (2014) provides a duty on identified relevant partners to report should they have reasonable cause to suspect there are adults or children at risk of abuse. The legislation provides guidance on who they have identified as relevant partners although the expectation remains that everyone can and should report. The Wales Safeguarding Procedures advise of the duty to report concerns of colleagues and other practitioners. In my local authority, there is specific whistleblowing procedures to ensure the protection of anyone raising concerns. The procedures ensure contact is available out of office hours with my local authority having an Emergency Duty Team. Once the referral has been received, under s126 of the SSWBA (2014) the local authority has a duty make enquiries which should be completed within 7 days. The enquiry stage gathers information and checks the factual accuracy of the report in order to complete an initial evaluation which will then determine what, if any action needs to be taken. Throughout the enquiry must remain person centred and outcome focused. Section 126 enquiries do not necessarily need to be undertaken by the local authority and can be delegated to another agency but the outcome of the enquiry remains with the local authority. This section of the Act places duties on other agencies to co-operate and provide information when requested. All enquiries have to be proportionate and in keeping with the European Convention on Human Rights along with sections 5,6 and 7 of the SSWBA (2014). Individuals who have capacity are able to decline any further action and wishes and autonomy of individuals must be respected. There are certain circumstances where the wishes may be overridden including if others are at high risk, a crime has occurred or there is a breach of regulation or professional code of conduct. The outcome of the s.126 enquiry will then be for the individual to either have immediate protection if deemed necessary or they may be signposted to other agencies if they have care and support needs but deemed not at risk. There may be the decision that no further action is required or it has been determined that the adult is at risk and action to protect is needed. If further action is required, a strategy meeting will be arranged to determine what will be needed to ensure the safety of the adult at risk and their outcomes are met safely. This multi-agency meeting aims to work collaboratively to risk assess, agree roles and responsibilities of everyone involved and examine any results from the enquiry prior to a case conference. A care and support protection plan should be devised during the meeting which needs to include care and support arrangements, having an emphasis on risk management, that is regularly reviewed to support individuals to achieve their outcomes. It is imperative that a professional is appointed to ensure the individual involved is kept informed of the process. Advocacy must continue to be offered and provided throughout the safeguarding process to ensure the individual’s voice is heard. As stated, in the case of Mrs 2, by working collaboratively, we were able to reduce the identified risks and she was safeguarded via case work which negated the need for a formal strategy meeting as all professionals involved felt Mrs 2 was satisfactory safeguarded whilst ensuring her personal outcomes were achieved. This was achieved by Mrs 2 being supported to move to a new property with safeguards in place such as the alleged perpetrator not knowing the address, safety features such as locked external doors with door entry systems, formal carers visiting daily to meet her care and support needs and Mrs 2 having access to specialist services including domestic abuse independent advocacy. Mrs 2 advised she felt safe and supported and was keen to explore new ventures and interests that mattered to her to maintain her wellbeing. 
In conclusion, this case study enabled me to demonstrate my understanding of safeguarding in practice, including legislation, policies, strategies and procedures and the difference between the devolved Nations within the United Kingdom. I have critically reflected on the integration of analysis in assessment, collaborative working and professional judgements in increasingly complex situations whilst showing an understanding of Welsh context. Safeguarding is one of the biggest elements of social work and although not many cases require formal safeguarding procedures, I feel this is due to social workers identifying safeguarding concerns and case working preventatively in order to reduce risks before formal safeguarding procedures are required. 
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