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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).

For the purpose of this task, I will be using Bloom’s Taxonomy Critical Thinking Model (Bloom, 2001, as cited in Prasad, 2021) to critically reflect on a case study I was involved with for approximately two years within my role in the Community Mental Health Team. Bloom’s Taxonomy involves six stages: remember, understanding, applying, analysing, evaluating, and creating.  

The initial stage is to recall information and facts, remember, about the circumstances. Person 1 is an older male, living alone in an urban town in Wales with a longstanding diagnosis of a serious mental illness (SMI) resulting in psychotic symptoms. His current presentation suggests he is treatment resistant and therefore current medication regime does not manage his ongoing symptoms. His symptoms result in him becoming distressed, paranoid, frustrated and at times argumentative with staff within a local housing association. When there was evidence of significant relapse in his SMI, the housing association received multiple noise complaints from his neighbours, reporting shouting and screaming late at night. 1 would also make remarks about making himself intentionally homeless, until one evening he left his home and slept outside in another nearby town. More recently person 1 is also faced with investigations into a chronic physical illness.  

The understanding phase allows me to display a level of understanding on the implications of the facts above and how this will determine my application of knowledge within the safeguarding process. There is evidence to suggest individuals with a diagnosis of SMI such as Schizophrenia are less likely to complete tasks of daily living independently (Samwel, Thomas & Jacob, 2018). This study involved males only, with the same diagnosis of SMI as person 1. It concluded that men with a SMI had difficulties in aspects such as shopping, laundry, housekeeping, handling medication or finances etc. Person 1 did display difficulties in some of these aspects but not others. The results do not suggest they would have difficulties with all tasks, but that an SMI impacts daily living skills differently with each individual. Aki, et al. (2008) also researched the impact of SMI on quality of life and daily living skills. They had the participants family members involved in the research and found a positive correlation between the family’s perception of daily living skills performed by the participants and subjective quality of life. Suggesting the negative and depressive symptoms of SMI impacts quality of life which in turn creates deficits in performing daily living skills. Based on my knowledge of the SMI and the research as described above it would support my professional judgement when reaching conclusions during this assessment process. However, placing me at risk of making assumptions about 1 if careful consideration into professional practise was not implemented. 

Nonetheless, research alone does not constitute a person as an adult at risk under Part 7, Section 126 of the Social Services and Wellbeing (Wales) Act 2014 (SSWA 2014), I had to consider the specific evidence within this case study before placing such a label on 1. Therefore, as 1 had care and support needs due to his SMI, and due to those care and support needs he was unable to protect himself from self-neglect, with evidence of deficits in his daily living tasks such as household maintenance, food preparation and neglecting medical care I felt it was appropriate to proceed with an assessment under the XXX Self-Neglect Protocol (XXX Safeguarding Board, 2019). Prior to the home visit I ensured that I researched into this protocol and introduced myself to an assessment tool to use within social work to determine the specific domains in which 1 displayed neglect.  

To start the application process of my assessment I informed 1 of the purpose of the visit, being open and honest with him about my concerns of his safety which is fundamental in my role within the Code of Professional Practice for Social Care (Social Care Wales, 2017). As I predicted this to be a sensitive subject for 1, I ensured open body language, kept my facial expressions to a minimum and dressed casually to reduce power imbalances (Long et al., 2020). We also facilitated the home visits in Welsh, additionally using local dialects and phrases which are unique to 1’s hometown. In 2022 a five-year plan for The More than Just Words framework (Welsh Government, 2022) was introduced in Wales, placing a duty on services to offer an ‘active offer’ of bilingual support, ensuring communication needs of individuals are accounted for. I’m glad that I can offer this service to adults living in this area, believing it supports building a good working relationship with others (Social Care Wales, 2023). The initial assessment I attended alone, using the self-neglect assessment tool I addressed my main areas of concerns with 1, using open ended questions to ensure 1 had the opportunities to voice his own opinions, wishes and feelings (Koprowska, 2008). I also utilised skills taught from collaborative communications training, paraphrasing, and summarising his comments, which resulted in, 1 being shocked that I was able to identify his personal outcomes without him saying them explicitly. These are core skills utilised in Motivational Interviewing techniques, known as OARS (Miller & Rollnick, 2013). 

Motivational Interviewing was developed initially to encourage the recovery in those with addictions, however due to positive outcomes it is now recommended in mental health interventions (Resnicow & McMaster, 2012). It’s used to encourage hope and self-efficacy without instructing change nor persuasions from practitioners (Olney et al., 2009). Therefore, I would focus on active listening skills and showing empathetic understanding of 1’s difficulties to encourage change talk. One focus on Motivation Interviewing is to consider collaboratively the pros and cons to change or not to change (Olney et al., 2009), however, 1’s displayed sporadic engagement with this discussion as he was quite headstrong and was happy living in his current home conditions despite identified risks. Due to his belief that his difficulties stemmed from the environment I could not see evidence of readiness to change therefore could not continue along the Motivational Interviewing continuum. 

As a result, I changed my approach from placing focus on the problem or difficulties to focusing on our solutions therefore adopting Solution Focused Therapy (SFT). SFT is used to find solutions for problems to reduce the person’s time spent in distress. I ensured 1’s wishes and feelings were respected and heard, using his own words to form specific goals which encompasses person centred techniques. Macdonald (2011) reports that using the person’s own words with each response as a practitioner builds on relationships and demonstrates to the person that the practitioner has understood their thoughts and feelings. 1 would openly discuss his difficulties which often consumed my visits therefore I would guide the conversation towards the ‘here and now’ and avoid problem talk which is discouraged in SFT. To do this I used the skill of language matching, respecting his concerns but finished with a statement about outcomes or goals. 1 would respond often with yes, no or I don’t know statements however frequent encouragement would shift 1’s thinking styles and we would eventually draw on a goal. Using scales is encouraged within SFT and helps individuals focus on smaller steps to reach goals (Macdonald, 2011). However, 1 presented with an ‘all or nothing’ thinking style, which results in viewing a situation either by failure or success (Beck, 2001). Thus, seeking short term goals difficult, with the use of scaling during our discussions we were able to co-produce and identify actions to his reach his long-term desired outcomes. During this home visit, I noticed a change in my own practice as I was able to be honest with 1 about my concerns without the fear of confrontation, I believe this occurred due to my working relationship with 1 and my ongoing experiences of conflict within my role.

1’s outcomes and preferences were all recorded in case note entries and an updated Care and Treatment Plan, where he was able to sign and agree. Following, I ensured the risks identified were documented within the Mental Health (Wales) Measure 2010 Part B Risk Assessment and would review this document if any new evidence was found. The importance of maintaining accurate documentation and assessments would allow me to review previous notes, to seek clarification if 1’s current presentation was typical of a relapse in his mental health and to inform future practitioners of historical risks to self. As we do not complete a ‘what matters’ assessment (Part 3, SSWA 2014) I also incorporated the main principles of this assessment within my Mental Health (Wales) Measure 2010 assessments. Furthermore, I discussed my concerns during supervision sessions with my line manager, developing a plan on how to proceed with the case. Initially we discussed 1’s mental capacity as it is clearly outlined in the Wales Safeguarding Procedures (2023) that the adult considered to be at risk must consent to a safeguarding referral or deemed not to have capacity to do so. I considered the Mental Capacity Act 2005 and assumed capacity, I reflected on discussions held with 1 alongside my supervisor and could evidence that 1 did display mental capacity as he understood the information, could retain it, use and weigh information and communicate his decisions clearly. Should we have questioned 1’s capacity I would’ve proceeded with a formal capacity assessment based on his decision for accepting or arranging support to maintain household cleanliness. However, there was no need to proceed with this and it was agreed with my supervisor that 1 would unlikely agree to additional support and has the right for refusal under Part 3, Section 20, SSWA 2014. 

1 did not have much involvement with other services however had a tenancy support officer from the housing association visit him approximately three times a week. She had built a good rapport with 1 and we’d be in contact with any progress or concerns about him. Due to the risks to self and possible other residents within the block of flats, it was deemed appropriate to share information with his tenancy support officer. Albeit this information was kept to a minimum and only appropriate information was shared, 1 was aware of these discussions would always provide consent to share any information needed to enable his needs to be met. However, 1 had paranoid thoughts regarding staff at the housing association and he would frequently be hostile with them on the phone. I believe his behaviour along with the media impacted on some staff member’s perception of 1, seeing him as a risk to himself and others, not acknowledging 1’s own vulnerabilities. Research suggest that people have a preconceived idea of individuals with a SMI such as 1 (Wiesjahn et al., 2012). The media also builds a stereotype for people with an SMI and Chopra and Doody (2018) identified that articles present a distorted image of people living with SMI suggesting they are dangerous. Due to this and the housing associations concerns about the maintenance of the property and lack of engagement with the support officer we completed a joint visit to allow 1 to voice his thoughts and feelings directly to staff. The SSWA 2014 Part 10 encourages the role for advocacy in social care, 1’s sister was also present during this home visit and appeared to be advocating on 1’s behalf. She would also share her own personal views which was respected by myself and the housing association, however as 1 was not in agreement with her at times, it was explained that we would only action on 1’s wishes and feelings. Unfortunately, during this visit 1 became hostile towards me raising his voice and becoming argumentative. I remained calm, and based on professional judgements felt the visit had to be terminated early. I explained this to 1 using clear and concise language to reduce retaliation, though, believe this happened as housing association staff were also in attendance. A joint visit was not attempted again, but communication between myself and housing association staff continued, usually on a weekly basis with the same outcomes planned.  

I also contacted 1’s surgery and spoke with his general practitioner (GP) about my concerns of self-neglect. The GP was closely involved with 1 at this time due to ongoing concerns about his physical health and possible risk of life-threatening illness. She agreed that 1 retained his mental capacity and no concerns of self-neglect were reported to me by the GP following her multiple contacts with him.  

The following discusses stages four and five of the reflective model; analysing and evaluating the case and what could’ve shaped my professional judgements and decisions within the safeguarding process. Initially, I would consider my own values and beliefs when it comes to personal and domestic hygiene. I’m aware that I live to a standard of hygiene that I deem to be appropriate and may have used this initially as a baseline to my assessments within this case. However, upon reflection in supervision sessions we identified the importance of respecting 1’s personal values, wishes and feelings and not to project my expectations of living standards onto 1. 1 had made his thoughts clear in each visit that he believes to be living to an adequate standard of living. Other values of mine were also tested within this case as I was made aware that 1 had a long forensic history, including, armed robbery and sexual assault. I kept within Code of Professional Practice in Social Care (Social Care Wales, 2023) section 1.2 and 2.7 and did not allow this conflict to influence my professional judgement when it came to safeguarding 1. Nonetheless, to protect myself I raised these findings with my line manager and agreed that 2:1 staffing could be considered if I ever felt uncomfortable or placed at risk in 1’s presence. 

Furthermore, 1’s current presentation was perpetuated by his housing need. 1 lived in a ground floor flat due to his physical health and with ongoing paranoid thoughts regarding the block of flats 1 had made a request to move. However, with the current housing crisis across the UK and in particular rural North Wales this was a challenge that also maintained 1’s risk of self-neglect. Unfortunately, there are only 113 one-bedroom flats available in the areas of 1’s choosing (XXX Council, 2023). and he would also require a ground floor or building with a lift which meant this number was significantly smaller. The local authority has identified a great demand for 1-2 bedroom dwellings in the area and have committed £23million to spend on building new social housing by 2027 (XXX Council, 2020). All professional staff working with 1 identify that his mental and physical health would be much improved if he were to move to a self-contained 1-bedroom flat or bungalow in a quieter neighbourhood.  

1 was also adapting to a possible diagnosis of a chronic physical illness. With his risk of self-neglect already high and his tolerance to stress quite low he was placed at a much higher risk of self-neglect. Livneh (2001) researched the Psychosocial model of adaption and found that following a triggering event such as a chronic illness diagnosis, individuals can display signs of anxiety, depression, social withdrawal and unwilling to follow medical advice. All of which were displayed by 1. It was also found by Livneh (2001) signs of successful adaption to chronic illness were maintaining a satisfactory living standard and independence. Unfortunately, this would suggest that 1 did not adapt to his possible new diagnosis and as a result was at risk of malnutrition, having unattended medical conditions, poor personal hygiene and neglecting household maintenance. With the evidence suggesting that 1 was not adapting, his quality of life continued to deteriorate as he did not wish to address any of his difficulties until the investigative process had been completed. Bishop (2005) found a positive correlation between quality of life and level of adaption, additionally, that ones perceived control and satisfaction in life were mediating factors. Therefore, it would’ve been beneficial to 1 to gain control of his life and to address any dissatisfaction such as housing needs. This was considered when addressing the maintenance of his flat, but if we were to push on this 1 may have felt loss of control which could’ve impacted negatively on his quality of life during this difficult time.  

We can conclude with the above evidence that 1’s physical health concerns would not impact on decision making, though, may impact on his flexibility to accept support due to the level of control he would’ve desired. However, self-neglect concerns were present prior to his physical health concerns therefore consideration into how a SMI can influence decision making, specifically within safeguarding needed to be considered.  

An article revealed that up to 0.75 of inpatients with a SMI have decision making capacity within their healthcare needs (Calcedo-Barba et al., 2020). They also suggest that a stable psychiatric patient has the same decision-making capacity as adults who does not have a SMI. Therefore, suggesting that capacity can fluctuate based on negative and positive symptoms of schizophrenia. We could possibility generalise this finding to those with SMI in the community and further to other decision making such as household maintenance and personal care. This is also supported by Hostiuc et al. (2018) who proposes that males with a diagnosis of Schizophrenia are further impaired in decision making capacity than females with an SMI. It is therefore important to consider the possibility of fluctuating capacity when working with those with a SMI and the need for ongoing capacity assessment throughout care and treatment. Despite 1 being assessed to have capacity initially within self-neglect, his psychotic and SMI symptoms fluctuated during his involvement in the team. Yet, presentations within SMI can change in minutes, hours, days, weeks and so forth so revisiting mental capacity with each fluctuation would not be appropriate. With cases that fluctuate very often we should consider if they lack capacity majority of the time and therefore would be better safeguarded by proceeding with a safeguarding referral. With 1, his capacity did not fluctuate with changes in presentation therefore our outcome remained the same. I was aware throughout the process that this could change and a formal mental capacity assessment would need to take place.

During meetings with the housing association other avenues to safeguard 1 were explored. Staff members from the housing team were stating that 1 should be detained under the Mental Health Act 1983 as he was displaying a risk to himself and others. It was shared during this meeting that 1 has made threats to harm a neighbour, however said neighbour had also made threats to harm 1. At this time there was no evidence to suggest that 1 would act on these threats, with him making jokes about his inability to act due to poor physical health. Members of the meeting were determined that this was the most appropriate route for 1 despite me explaining my own independent professional opinion that 1 did not meet the criteria for detention under the Mental Health Act 1983. I respected their concerns and involvement with the case and therefore discussed their opinions within the community mental health team’s team meeting to gain the opinion of experienced Community Psychiatric Nurses, Consultant Psychiatrists and Approved Mental Health Practitioners. As a team we would not have deemed a Mental Health Act 1983 Assessment as appropriate as 1 did not met the threshold for detention under the act. We would also be considering the least restrictive option for 1 and having his best interest, wishes and feelings at the front of our assessments and conclusions. If we would’ve proceeded with a Mental Health Act assessment, we were at risk of depriving 1 of his human rights (Human Rights Act 1998). These risks could’ve also been addressed through criminal law as both were making threats of assault, however, on reflection this was not explored during the assessment process as focus was placed on mental health responsibilities. 

In conclusion, Person 1 had a longstanding diagnosis of a SMI resulting in frequent hallucinations, distressing in nature. Along with his mental illness person 1 had poor physical health with ongoing investigations into a chronic physical illness. As research suggests there are psychosocial implications to a chronic illness diagnosis and with his already difficult mental wellbeing it was inevitable that 1’s ADLs would be impacted resulting in professionals having concerns of significant self-neglect. As 1’s case worker I had multiple discussions with him regarding my and other professional’s concerns and followed the Wales Safeguarding Procedures (2023) by seeking consent of the adult at risk to complete a safeguarding referral. However, Person 1 displayed mental capacity into this decision making and did not provide consent, as a result, no further actions could be implemented by the local authority or housing association.  

If person 1 was found not to have mental capacity or I gained consent, I would’ve proceeded with a safeguarding referral which brings me to the fifth and final stage of the model: creating. Here I will evaluate and reflect on the steps that could’ve been taken and what legal frameworks would’ve influenced my actions within safeguarding process as well as creating my own professional development plan to work with complex situations. 

As Part 7 of the SSWA 2014 places a duty to respond to adult at risk, I would’ve proceeded with an adult safeguarding referral to the local authority. If concerns were substantiated a decision would’ve been made to take the case to a strategy meeting. As 1’s case worker I would’ve attempted to maintain his involvement in the process, through either advocating on his behalf, making a referral to independent advocacy or building on his own resilience and empowerment to present his own wishes and feelings. Kam (2021) references the importance of enabling an individual to feel empowered to conquer their difficulties and achieve their goals. Furthermore, the role of empowerment within social work should also be maintained to ensure individuals continue to develop their ability to achieve outcomes independently (Kam, 2020). If risks were to remain the local authority could have implemented a Care and Support Protection Plan under the Wales Safeguarding Procedures (2023) which would’ve been developed to respect 1’s personal outcomes with special consideration to the risk of neglect. Yet, 1 would need to consent and agree to this plan and due to my previous assessments of 1 and our working relationship I was aware that he would likely decline support under this framework as most resolutions had already been offered prior to the assessment under XXX Self-Neglect Protocol (XXX Safeguarding Board, 2019). Further person-centred approaches could’ve been implemented at this stage to enable 1 to met personal outcomes based on his personal values and life choices showing respect and non-judgemental approaches. 

The results of these procedures could’ve also identified care and support needs under Part 4, Section 35 SSWA 2014 if risk of neglect was not upheld. Nevertheless, 1 was already known to support services and his care and support needs were already addressed within his Care and Treatment Plan (Mental Health (Wales) Measure 2010). If the local authority were to continue with the process of Wales Safeguarding Procedures (2023) without 1’s consent when he was assumed to have capacity, we would’ve breached his human rights under Article 8, the; ‘right to respect for a private and family life’. The Human Rights Act 1998 has been developed to protect those in England and Wales and is largely based on the European Convention on Human Rights. Due to the Human Rights Act 1998 and Mental Capacity Act 2005, the local authority cannot intervene in an individual’s life, unless they consider the best interest of the wider community. If this were to happen, 1 could have taken legal action against the local authority for breaching his human rights. Another route that could’ve been discussed in 1’s case to ensure longer-term protection from self-neglect would be Deprivation of Liberty Safeguards (Mental Capacity Act, 2005), however, as 1 was assumed to maintain mental capacity the Court of Protection would not have approved of this application due to Article 5 of the Human Rights Act 1998 which protects an individuals’ rights to liberty and security. 

It appears that other counties within Europe have similar child and adult protection procedures to us in Wales. For example, Switzerland’s legal framework also places a duty on people to report any concerns of risk to a child or adult where then authorities’ complete thorough assessments to determine if they should intervene and provide support plans to the individual or family (Procedure and legal Protection, 2023). They also focus on co-production with the child or adult at risk and all other relevant professionals within the case. However, many countries in Africa, despite legal frameworks in place by the African Union do not adhere to their safeguarding and human right procedures (Manrique Gil & Bandone, 2013). Therefore, with robust legal frameworks, policies, and procedures in Wales each child and adult are best safeguarded from risks of harm and abuse and their basic physiological and psychological needs are met. 

For future planning of such a case I would ensure that a Multi-Disciplinary Meeting is held with all professions involved with the individual to ensure information sharing between all teams. In this current case study, I was in discussions with multiple professionals therefore felt that I had valuable information regarding the case but on reflection the information was not shared with others appropriately. Despite this, I do not believe we would’ve reached a different outcome however aware this would be good practise in future. As this was the first case of risk of self-neglect within my caseload, I feel that I need to further research into the implications of self-neglect and attend training to develop my ability to notice risk indicators and how best to intervene. Since the closure of this case, I have received supervision with two line managers, both complementing me on my intervention and noticing development in my ability to make professional judgements in increasingly complex situations. I am aware the timeframe this process took me could be reduced and therefore in future will also strive to respond to concerns of risk sooner. I also believe with increased experiences and training within safeguarding my ability to respond will develop naturally. 

Word Count – 4382



24

image1.png
Prifysgol Cymru
N Y Drindod Dewi Sant

" University of Wales
Trinity Saint David




