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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).



‘Safeguarding adults should not be seen as a procedure, but as a mind-set, a way of approaching your work that never loses sight of the individual at the centre of your practice’ (Scragg and Mantell, 2011, p190). In the field of social work, safeguarding adults at risk demands a multilayered approach that brings together legislative frameworks, policies, collaborative efforts with individuals in need of care and support, other professionals, and professional judgment. My critical reflection of a safeguarding case of an adult at risk has been undertaken whilst working within a Local Authority community team for adults over twenty-five with a learning disability.

This essay will consider these issues through the wider legislative view of the United Kingdom, but also considers the impact of European Union (EU) dynamics, using the legislative framework of: The Social Services and Wellbeing (Wales) Act 2014 (SSWB(W)A 2014); the Mental Capacity Act 2005 (MCA 2005); the Equality Act 2010 (EA 2010); the Human Rights Act 1998 (HRA 1998); and the European Convention on Human Rights 1950 (ECHR 1950). It will also make reference to Wales Safeguarding Procedures 2019 (WSP 2019); Working Together to Safeguard People: Code of Safeguarding Practice 2022 (WTSP 2022). And lastly, The Code of Professional Practice 2017, which guides all social work practitioners in Wales.

The theoretical perspectives I will use to analyse a case study are Empowerment Theory, which seeks to enhance an individuals’ self-efficacy, promoting long-term strength and autonomy in overcoming challenges (McDougall, 1997, p4 cited in Warren, 2017, p63). I will also discuss Crisis Intervention Theory, which focuses on immediate response to crises, prioritising stabilisation (Thompson, 1991). And lastly, Roger Hart’s 1992 Ladder of Young Peoples’ Participation, which outlines degrees of youth involvement, emphasising moving from tokenistic participation to authentic co-engagement (Warren, 2007, p50). These theoretical frameworks collectively provide the tools for examining and understanding Service User 2’s (SU2’s) complex circumstances, emphasising a holistic approach to her safeguarding her well-being and managing risk. 

The focus of my reflective analysis is the case of SU2, a female in her early thirties who recently moved from the family home to a supported living environment. SU2 has a diagnosis of a mild learning disability and depression, and characteristics consistent with neurodiversity, pending formal diagnostic assessment. SU2 had a history of engaging in relationships that put her at risk due to her vulnerabilities, underscoring her need for care and support. The UK Department of Health and Social Care defines a learning disability as 'A significantly reduced ability to understand new or complex information, to learn new skills (impaired intelligence), with a reduced ability to cope independently (impaired social functioning), which started before adulthood' (NICE, 2023). The International Classification of Diseases 11th Revision give further clarity on the severity of learning disabilities and classifies ‘mild’ as an IQ of 50-69, which is ‘likely to result in some difficulties in the acquisition and comprehension of complex language concepts and academic skills. Most people can manage basic self-care, domestic, and practical activities, and can live and work relatively independently, but may require appropriate support’ (NICE, 2023). These criteria is important, many specialist health services for those with learning disabilities require a diagnosis to access support (NICE, 2023). From my work within a learning disabilities team, this can be challenging as individuals do not always have a diagnosis and therefore social work practitioners are unable to access specialist health services. 

Prior to moving into supported living, SU2 had experienced a period of stability. She was in a long-term relationship, often spending weekends at her partner’s home. SU2 has previously lived within a supported living environment, however this had ended after only a few months due to the development of the Covid-19 pandemic. SU2 had begun to engage in risky behaviours whilst at the placement, and there were several incidents where she arranged for strangers, she had met online to meet her at the property, resulting in her leaving with them in vehicles. These were never fully addressed or analysed, as when Covid-19 restrictions began, SU2 made the decision to move back to the family home. I was allocated to the case just as SU2 was moving into a new supported living placement once Covid restrictions were lifted. SU2 had, up until this point been subject to a Care and Treatment Plan (CTP) under the MHA 2010, however her psychiatrist had agreed with her previous social worker that due to her apparent stable mental health, she would come off CTP and I undertook an assessment under the SSWB(W)A 2014. Shortly after moving to the placement, SU2’s relationship ended, and she again started to engage in relationships with males she met online, which raised safeguarding concerns.

When looking at analysis into assessment with regards to safeguarding SU2, I first considered the MCA 2005. Scragg and Mantell (2011) summarise capacity as ‘the ability to understand the information relevant to a decision and the consequences of making that decision’ (Scragg and Mantell, 2011, p72). There are several key principles of the MCA 2005 of note in such situations. The Act states ‘a person must be assumed to have capacity unless it is established that he lacks capacity’ (MCA, 2005), a ‘lack of capacity cannot be established merely by reference to an aspect of [her] behaviour, which might lead others to make unjustified assumptions about [her] capacity’ (MCA, 2005), and pertinent to SU2 situation, ‘A person is not to be treated as unable to make a decision merely because [s]he makes an unwise decision’ (MCA, 2005). Initially, there was no cause to assume that SU2 lacked capacity and as an adult, was allowed to make decisions about relationships. However, there were concerns about the vulnerability of the other residents within the supported living property and the risks posed by SU2 inviting unknown individuals into her flat without staff being aware. With the support of Speech and Language to produce easy read information, and specialist training tools, SU2 was supported to go through several training courses regarding safe relationships, sexual health, and online safety. It was important to ensure SU2 had ample opportunities to gain knowledge to understand the situations and implications of her actions, as ‘a person is not to be treated as unable to make a decision unless all practicable steps to help him to do so have been taken without success’ (MCA, 2005). Tailoring information to SU2’s understanding and learning needs is also directed by the SSWB(W)A 2014, under S6 which states the importance of ‘providing appropriate support to enable the individual to participate in decisions that affect … where the individual’s ability to communicate is limited for any reason’ (Welsh Government, 2014). In the area of language, Welsh policy, such as the ‘Active Offer’ embeds the principle that all services should be offered in a person's first language at the point of contact (Welsh Government, 2012), but equally this also applies to those with learning disabilities with communication needs. More Than Just Words (2012) states that ‘placing citizens at the centre of health and social care provision places a responsibility on all services to respond to the needs of individuals’ (Welsh Government, 2012, p12). This is also underpinned by the COPP 2017 ‘supporting individuals …to communicate their views and preferences using their preferred method and language’ (Social Care Wales, 2017). As I began to ‘establish and maintain the trust and confidence’ (Social Care Wales, 2017) of SU2 through active case management, I began to reflect on the information I had gained and consider which theoretical perspectives were appropriate and provide a framework for my future practice. 

[bookmark: _Hlk157722355]McDougal (1997) proposes that ‘empowerment is not an intervention or a strategy. Rather it is a fundamental way of thinking’ (McDougall, 1997, p4 cited in Warren, 2017, p63). Empowerment theory in social work is a perspective that ‘can be seen as both a theory and method’ which focuses on enhancing individuals' capacity to control and influence their lives, promoting autonomy, and active participation in decision-making processes (Scragg and Mantell, 2011, p117). Using this model with SU2 would support her to recognise her strengths and allow her to feel more in control to overcome challenges and improve her overall well-being (Warren, 2017, p62). In social work, empowerment theory holds immense relevance as it aligns with the values of the COPP 2017, promoting human dignity and social justice (Social Care Wales, 2017). By empowering individuals in need of care and support, such as SU2, social workers can help to facilitate a shift from individuals being passive recipients of services to be an active participant in their own lives (Scragg and Mantell, 2011, p117). Warren (2017) offers that ‘genuine empowerment, within the context of service user and carer participation, calls for a shift in the balance of power’ (Warren, 2017, p62). By supporting SU2 to ‘maximise [her] well-being and active participation (Social Care Wales, 2017), I was hopeful that by empowering her in these ways, she would have more understanding and promote better mechanisms for managing risk. Working with SU2 and the service provider, SU2 was supported to create her own plan to promote her safety, for example, she was encouraged to arrange to meet new people she has been speaking to online in a public place and would be supported discreetly by staff to do this. Unfortunately, SU2 continued to put herself in situations that resulted in safeguarding referrals by the service provider, and then also the police. Following these developments, I began to see evidence to suggest that SU2 has deficits in her capacity and was putting herself in potentially dangerous situations without the ability to remove herself.  The other disciplines involved at the time, such as Speech and Language, psychiatry, the provider and I had fulfilled our duties under S4(5) of the MCA 2005 and although she had participated in the process and been equipped with information and tools to keep herself safe, we could no longer continue without assessing her capacity (MCA, 2005). 

 ‘Assessments of capacity should be time and decision-specific’ (SCIE, 2023), the individual will be unable to make the specific decision due to ‘their mind or brain is affected by illness of disability’ (SCIE, 2023), which may or may not be permanent. The MCA 2005 states that an individual is not able to make the decision if they cannot do one of the following: ‘understand the information relevant to the decision; retain that information for long enough to make the decision;
use or weigh up that information as part of the process of making the decision; communicate their decision in any way’ (NHS, 2024). Over several weeks, the relationships between SU2, the service provider and her family deteriorated, I undertook three separate capacity assessments. The first was to assess whether SU2 had the capacity to consent to sexual relationships, including her understanding of the capacity of others to consent. When carrying out such assessment on this topic, Canavan and Prior (2016) discuss the need for social workers to overcome their own biases and views to engage in meaningful discussion to promote safety, and to gain the skills to ensure the individual is not distressed (Canavan and Prior, 2016, p333-340). When considering the outcome of a capacity assessment, the outcome ‘must be made on the balance of probabilities – is it more likely than not that the person lacks capacity?’ (SCIE, 2023). Practitioners carrying out the assessment are then required to record their conclusions and why they have reasoned this (SCIE, 2023). I concluded that on the balance of probabilities, SU2 had capacity in this area, therefore we had no jurisdiction to interfere in her right to engage in sexual relationships. 

[bookmark: _Hlk157987957]The situation deteriorated further when an incident occurred with SU2 which required police involvement. SU2 had met a group of individuals online and left her home with them, not returning for several days. During this period, SU2 made allegations that she was sexually and physically assaulted, there was reason to believe that the individuals had tried to take advantage of her financially, and SU2 had contacted her family during this time and stated that she was unable to leave a property she was staying at, having been locked in by one of the individuals. Police attended the property where SU2 was staying after they were contacted by the service provider and SU2’s family. With the support of my supervisor, I carried out a second assessment of her capacity to understand the risks and consequences to her safety and the dangers posed by some individuals and relationships. SU2 needed to understand the risks associated with relationships and the consequences of being in an abusive one. Looking again at the determining factors: SU2 was able to ‘understand the information relevant to the decision; retain that information for long enough to make the decision’ (NHS, 2024); and was able to communicate her decision. However, she was unable to ‘weigh up that information as part of the process of making the decision’ (NHS, 2024), therefore on the balance of probabilities, I found that she lacked capacity to make decisions in this area. It was evident that with SU2’s lack of capacity to identify and respond to risky and dangerous situations, I needed to consider the options as to how to safeguard her appropriately and proportionally, ‘respecting [her] rights while seeking to ensure that [her] behaviour does not harm themselves or other people’ (Social Care Wales, 2017).

The safeguarding of adults is governed by Part 7 of the SSWB(W)A 2014, and safeguarding is highlighted throughout the act. For example, s20 of the act impresses the need to assess even when an adult refuses to consent if the ‘local authority suspects that the adult is experiencing or at risk of, abuse or neglect’ (Welsh Government, 2014). When a Local Authority receives a report where an adult is at risk, there is a duty under s126 SSWB(W)A 2014 to make initial screening decisions which could include police reports, considerations for mental capacity, and identifying timescales for actions (Welsh Government, 2024a). A representative of the local Authority then would evaluate the relevant information ‘to decide what action is required to support and protect an adult at risk and recording outcomes’ including the ‘roles and responsibilities: lead co-ordinator, delegated lead co-ordinator and lead practitioner’ (Welsh Government, 2024a). Following initial screening, should the local authorities enquires conclude that there is ‘reasonable cause to suspect an adult at risk is being abused or neglected’ (Welsh Government, 2024a), then a strategy meeting must take place with all relevant professionals to make informed decisions about an agreed plan of action, (Welsh Government, 2024a). Due to the concerns raised regarding SU2, the Local Authority deemed it necessary to hold a Safeguarding strategy meeting, which was attended by all professionals involved, including the police, the service provider, psychiatry, psychology, speech and language and myself. During statutory safeguarding processes, and strategy meetings, it is often vital that information is shared ‘appropriately with colleagues and other professionals and in a timely manner’ (Social Care Wales, 2017). Working Together to Safeguard People (2022) reminds professionals and agencies that UK wide legislation such as the General Data Protection Regulation (GDPR) and the Data Protection Act 2018, allows for information to be shared to safeguard people and that not sharing information in a timely, proportionate manner can ‘lead to poor safeguarding consequences’ (Welsh Government, 2022a, p6). The police shared information that it was likely that SU2 had been targeted due to her vulnerabilities and that it was fortunate that there had already been several measures in place, such as her living in supported living and her mother being her appointee and managing her finances, that had protected SU2 from further exploitation. The outcome of this meeting produced a ‘coordinated multi-agency response to concerns’ (Welsh Government, 2024a), and all parties agreed that the matter would be closed to safeguarding for ongoing case management. Specialist psychology agreed to start working with SU2 as a matter of urgency to produce a behaviour management plan and to support with managing the presenting crisis. 

There has already been a great deal of collaborative working with SU2, health and other agencies involved, however due to the complexity and intensity of the crisis she was experiencing, psychological involvement was now vital to understanding and supporting SU2 moving forward. I used the theoretical perspective of crisis intervention, which is a social work method based on effectively managing personal crises and using them in positive ways to create growth and change, promoting an individual’s strengths (Thompson, 1991). Thompson (1991) defines a crisis as ‘a turning point, a time of decision in which a prior state of equilibrium has been disturbed. The result of this can be either positive or negative – one’s capacity to cope with future problems, stresses and crisis can be enhanced or diminished’ (Thompson, 1991, p20). These crises are typically characterised by an individual's reaction to a stressful event, causing upheaval and vulnerability. Pierson and Thomas (2002) theorise that these ‘crises may be brought about by something external to the person or by something that appears rooted in him or her’ (Pierson and Thomas, 2002). Rather than viewing crises solely as detrimental, this approach perceives them as opportunities for transformation, which I felt was an appropriate model to support SU2 (Thompson, 1991, p10). It was important to acknowledge the potential future deterioration of the situation, but I felt it was also an opportunity to initiate positive change. By looking at the stages of crisis intervention, like rapport establishment, crisis assessment, immediate support, exploring alternatives, action plan formulation, and follow-up in co-productions with SU2. Thompson (1991) explains the role of social work within this theory as helping the person(s) in crisis to develop new and effective coping mechanisms. When such learning is achieved, the people concerned grow stronger as they are better equipped to cope with the next crisis when it comes’ (Thompson, 1991, p10). We also requested support from Speech and Language to ensure that SU2 was given every opportunity to participate ‘in ways that respect [her] dignity, privacy, preferences, culture, language, and rights’ (Social Care Wales, 2017). Both the psychologist and I felt that working collaboratively was important for SU2 to feel that she had control over the situation, however, the immediate crisis intervention work was with SU2’s family and service provider. After initial meetings, the psychologist felt that the work with SU2 was long-term, but in the short term, risk management plans needed to focus on the responses of SU2’s family and staff supporting her to manage risk. Therefore, following their professional expertise, this was our immediate plan. We produced a Wales Applied Risk Research Network, which ‘formulation-based technique for the assessment and management of serious risk (e.g. violence to others, suicide, etc.) for users of mental health services’ (Snowdon et al, 2019), to inform staff of the indicators and actions to follow in the event of a crisis. Together with the capacity assessment that I had completed, regarding SU2’s capacity to understand the risks and consequences to her safety and the dangers posed by some individuals and relationships, this provided staff supporting her with a plan of what to do if SU2 left the property without anyone knowing where she was going or who with. This relied heavily on SU2’s participation which is embedded in the COPP 2017 which directs practitioners to support ‘individuals to maximise their decision making and control over their lives’ (Social Care Wales, 2017, p9).

SU2 had developed a pattern of behaviour involving talking to individuals she did not know online, and then arranging to meet them, often resulting in her leaving her home suddenly, or individuals staying at her flat taking alcohol and illegal substances. Consideration also needed to be given to international law in Article 5 of the ECHR 1950, which states ‘Everyone has the right to liberty and security of person. No one shall be deprived of his liberty save in the following cases and in accordance with a procedure prescribed by law’ (ECHR, 1950). To prevent SU2 from leaving the property would be in violation of this and a depravation of her liberty. As psychology started their own assessments, I carried out a third capacity assessment with SU2, to determine her capacity to understand the risks and consequences to her safety, and the dangers posed by talking to strangers online. I found that on the balance of probabilities, SU2 lacked capacity in this area. I ensured all assessments completed on SU2 were ‘clear and accurate records in accordance with legal and work setting requirements’ (Social Care Wales, 2017). Following this I arranged a professionals meeting to consider how to manage the risks posed to SU2 from her online access, ‘ensuring that relevant colleagues and agencies are informed about the outcomes and implications of risk assessments’ (Social Care Wales, 2017). One course of action that I considered was restricting or monitoring her online access. The European Convention of Human Rights, Article 8.1, states ‘Everyone has the right to respect for his private and family life, his home and his correspondence’ (ECHR, 1950), therefore depriving her of her online access would be contra to her human rights. European law is also backed by UK law, in the form of The Human Rights Act 1998. Any intervention by the state that is contra to an individual’s human rights can only be made via the Court of Protection and cannot be made by one professional or practitioner alone.

There were many ethical and moral considerations with this ‘as interventions can contribute to empowerment and emancipation from oppressive circumstances, or in themselves, can be oppressive (Thompson, 2016, p103). I arranged and led an MDT (Multi-Disciplinary Team) with health colleagues and the service provider to discuss a Court of Protection application to monitor SU2’s online access. At the outset of the meeting, I could see a few other options to keep SU2 safe, and her family had been supportive of this as one possible course of action. However, my health colleagues were opposed to this and advocated for the completion of psychology assessments and interventions before deciding on this as a course of action. This was my first experience with such a complex case and whilst I was not sure I agreed with this, following the MCA framework it directs practitioners very clearly that before any decision or act is made ‘regard must be had to whether the purpose for which it is needed can be as effectively achieved in a way that is less restrictive of the person’s rights and freedom of action’ (MCA, 2005). At this time, without all professionals in agreement, I could not proceed with a Best Interests meeting. Upon reflection, to assume that the only course of action was an application to the Court of Protection was oppressive, and I was grateful for the experience of health colleagues, and also the framework or the MCA 2005 to ensure that the best course of action for SU2 was followed. 

Warren (2007) states that ‘the extent to which service users and carers are involved or participate in decision-making processes that affect their lives is a hierarchical process where the level of and nature of participation varies according to the degree of power that individual holds’ (Warren, 2007, p50). When considering professional judgements in complex situations, Hart’s (1997) ‘Ladder of Young People’s Participation’, presents eight power hierarchy stages (Hart, 1997 cited in Warren, 2007, p50). This tool equips social work practitioners to assess the empowerment level of individuals in need of care and support. In this case, I felt it was a useful reflection on the genuineness of my involvement, prompting me to scrutinise the power dynamics when working with SU2 (Warren, 2007, p50). Although aimed at work with children, the eight stages can be adapted to work in any field and categorised from ‘non-participatory’ stages 1-3: people are manipulated; people are purely ‘decoration’; people are tokenised, ‘consultatory’ stages 4-6: people assigned and informed; people consulted and informed, to ‘participatory’ stages 7-8: practitioner initiated, shared decisions with people; people lead and initiate action; people make decisions (Hart 1007, cited in Warren, 2007, p50). This model supports evaluation of the authenticity versus tokenism ‘recognising and using sensitively and responsibly the power that comes from your work with individuals and carers’ (Social Care Wales, 2017). Considering the model SU2 would often move between all stages within the ‘ladder’, and these tended to correspond with her mental health and fluctuation in her capacity. In some areas of her life, SU2 was able to initiate and lead action, needing minimal guidance and support. However, in other areas, and depending on her capacity within that moment, SU2’s involvement was ‘consultatory’, with her being consulted and informed about her care and support. Taking steps towards depriving her of her online access, would have been the most restrictive and ‘non-participatory’ option, removing her autonomy and full manipulation of her rights. Using the ‘ladder’ model it is also clear that monitoring of her access would be ‘tokenistic’ as she still would not enjoy the freedoms enshrined in European and UK human rights law. 

Research by Felce and Allan (2007) examines the lack of specialist service within Wales concluding; ‘while there is a multiplicity of providers who claim expertise, few are able to evidence this in practice. All too often, such providers are able to withdraw services once users display the very behaviours that the service was commissioned to support’ (Felce and Allan, 2007). Without appropriate support and intervention, the withdrawal of support services and provider breakdown was of great and real concern to SU2. The lack of services and rurality of SU2’s location and throughout the local authority meant that there would have been very little chance, that I would have not been able to secure her another supported living placement for some time. Working with SU2, psychology and the service provider with a crisis model enabled a robust plan to be created using previous patterns of behaviour and relapse. Welsh Safeguarding policies promote multi-agency working and information sharing to keep individuals in need of care and support safely. The legislative framework of Wales, UK and wider European policy provided a pathway to making decision-making that put SU2’s Interests at its core. Theoretical models and perspectives support methods of analysing situations and exploring appropriate options. Collaborating with the individual to keep them at the centre of the plans and interventions, using a strengths approach and systems theory. 
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