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RESUBMISSON OF TASK 3 
Task 3 

	Complete a critically reflective case study based on an assessment, undertaken with others (in your own area of work) concerning the safeguarding of either an adult or a child. Demonstrate how the case relates to safeguarding legislation and your Safeguarding Boards safeguarding policies, strategies and procedures. Ensure that you cover the learning outcomes, National Occupational Standards, legislation (domestic and international), the specific dimensions of working in Wales and relevant social work theories. Please find list of learning outcomes in the handbook 

4000 words (+/- 10%: include your actual word count at the end of each section)


The Social Services and Well-being (Wales) Act 2014 (SSWBA) sets out a clear legal framework for how local authorities and other parts of the system should protect Adults at Risk of abuse or neglect. The SSWBA sets out the following principles that should underpin the safeguarding of adults; empowerment, prevention, proportionality, protection, partnership and accountability. Pritchard (2009) describes safeguarding adults as a way to stop any mistreatment whether it be physical, emotional or financial. Chisnell et al (2019) agrees with the importance of preventing a person coming to any harm but highlights the added importance of the well-being of Adults at Risk is promoted. Chisnell et al (2019) goes further by stating it’s not enough to stop them being harmed, an Adult at Risk should be given opportunities to learn, develop and have positive experiences and compares the processes in place which do need to be followed and getting something positive out of it in the end as equally importance as the rules being applied. 
At present, the SSWBA has now put safeguarding adults on a “statutory footing” for the first time and now defines an ‘Adult at Risk’, as an adult who is experiencing or at risk of abuse and neglect, has care and support needs and as a result of those needs is unable to protect themselves from abuse or neglect (Social Services and Well-being (Wales) Act 2014). 
This case study is based on an assessment undertaken within adult mental health services concerning the safeguarding of an Adult at Risk. Furthermore, it will afford an understanding of how the process of the legislative framework was applied and provide an understanding of it in comparison to the case reflected. An overview of the national occupational standards and theoretical perspectives used will be considered within the case study alongside the Welsh context. Throughout the case study the citizen will be referred to as 2 and the children as 3 and 4. Both children are over 12 years of age and at school. 
The case study follows mum 2 and briefly brings in her children 3 and 4. They are white British and live in a council owned house in a coastal town within Wales. 2 is currently unemployed, unemployment in the area is quite high and the area would be described as socially deprived. 

 Understanding 2’s social location is integral to developing an anti-discriminatory and anti-oppressive relationship (Morgan et al, 2014).
Being mindful that 2 had lived in Wales for many years it was significant to ask her which language she would like the service in.  The “Active Offer” (Welsh Government, 2016) principles aim to provide a service in Welsh without someone having to ask for it.  The “Active Offer” is central to the principles of the SSWBA which talks about the need to think about a person’s beliefs and language. 2’s first language is English and she has very limited vocabulary in Welsh. The offer of a service in Welsh promotes the Well-being of Future (Wales) Act 2014, where one of the seven objectives talks about practitioners in Wales being mindful of increasing the Welsh language in everyday use with the hope this could lead to an improvement in care for all individuals (Well-being of Future Generations (Wales) Act, 2015). By offering language choice this adheres to the Code of Professional Practice for Social Care by respecting the views and wishes of citizens whilst promoting their rights and interests (Social Care Wales, 2017).  
Care and language go hand in hand and the quality of care can be compromised by the failure to communicate with people in their first language. Providing a service that places the individual at the centre of the process is fundamental to the ‘Active Offer’ and is central to the principles of the Social Services and Well-being Act (Wales) Act 2014.
When a citizen’s safety becomes questionable to a practitioner and there are concerns around potential ‘risk to themselves or others’, within adult mental health services, the practitioner would be required by the legislation – the Mental Health (Wales) Measure 2010, Part 2, to review the citizens ‘Risk Part B’.  Risk has to be constantly reviewed and monitored. Some risk taking is considered ‘positive risk taking’ and allows for developing plans and actions which result in positive potentials and outcomes. Safeguarding in mental health services, although offering support and safeguarding, can follow a different pathway to that of Working together to Safeguard People (Part 7 SSWBA) if the Adult at Risk is deemed a risk to themselves or others due to their mental health. 
If 3 had been considered an Adult at Risk as defined by S126(1) SSWBA, I would have had a duty to report this to the local authority with 24 hours. Safeguarding enquires are made following a report, social services have a duty to make enquires if there is a reasonable case to suspect that a person within its area (whether or not ordinarily resident there) is an Adult at Risk. Enquires should normally be completed within 7 working days of the report/referral. 
If the enquires made conclude that Social Services have reasonable cause to suspect an Adult at Risk is being abused or neglected, a strategy meeting/discussion should take place within 7 days of completion of enquires. Strategy meeting bring together professionals from different disciplines to discuss and share appropriate information and to plan further action.

Every safeguarding area should be underpinned by two key principles which are, safeguarding is everyone’s responsibility and a person centred approach should be taken. 
The outcome of any enquires would have discussed with 3 and myself and extra support around specific areas could have been built into her existing Care and Treatment Plan and any new risks identified would also be monitored closely. Strategy meeting plans would also give opportunity for me as a practitioner to not only discuss concerns raised but also talk about strengths that 3 has showed whilst I had been working with her. Strategy meetings afford the opportunities for professionals to share some risks of citizens, which can prove productive and relieve some stress for practitioners who feel they are managing high risks with some citizens alone – this can lend to practitioners becoming stress and anxious. Exchange of knowledge and expertise with other professionals and adults at risk themselves and their families, supports good risk management practice including sharing responsibility (Maclnyre et al, 2017)     
For practitioners within social work, it is central to consider citizens Human Rights. Adult safeguarding is directed by the Human Rights Act (1998), which protects individual’s independence and recognises that all individuals have the right to live their lives free from violence and abuse. A complicating factor to adult safeguarding is consent of the individual. Most adults are deemed in law, capable of giving or withholding consent. It is vital to consider if an Adult at Risk is capable of giving consent and, if so their consent must be sought and respected, unless; there is a statutory duty to intervene (e.g. a crime may have been committed or may well be; or public interest (e.g. another person or people are put at risk; or it is suspected the Adult at Risk may be under the undue influence of someone else.  Barnett (2019) describes consent as a complex issue due to the reason that most adults are regarded as having capacity and are able to provide consent to all parts of their lives. However, respect for the wishes of an Adult at Risk must not mean passive and uncritical compliance; the consequences of continuing risk should be explained and documented (ibid). An adult would have to be deemed not to have capacity through the Mental Capacity Act (2005), rather than considered to be making ‘unwise choices’. The Mental Capacity Act (MCA) is designed to protect and empower people who may lack the mental capacity to make their own decisions about their care and treatment. It applies to people aged 16 and over.
I had been working with 2 for a number of months, she had come into Secondary Care Community Mental Health Services via a referral from her GP following the process of Part 1 of the Mental Health (Wales) Measure (2010).  2 had a long history of alcohol misuse and domestic violence which had followed her through many relationships. She did acknowledge to being a victim and also a perpetrator of domestic violence. Middleton et al (2018) makes reference to the ‘Cycle of Violence’ and the presence of risk factors that perpetuate cycles of violence. Included in these risk factors are; alcohol misuse, mental illness and social isolation. Middleton el al (2018) goes further by stating parents with the above risk factors can also fail to protect their children from their violent encounters. Wright et al (2013) reiterates the presence of risk factors perpetuating cycles of violence, whilst identifying; - ‘their absence, together with protective factors, such as social support, help break these cycles of violence.  2 also has a history of taking overdoes in the context of alcohol whilst her children have been in the property – this has been a long standing issue and 3 and 4 are registered on the Local Authorities Child Protection register under the category of ‘Emotional Harm and Neglect’.  The placing of the children’s names onto the register would have been carried out in line with the legislation from The Children Act (1989), which gives every child the right to protection from abuse and exploitation and the right to enquiries to safeguard their welfare. Even though 2’s children were already on the Child Protection Register, I had always been open and honest with 2 from the beginning of our working relationship informing her I would share any further concerns I had regarding 3 and 4 with Children’s Services should they arise. By explaining the boundaries of confidentiality with 2, it was giving her a clear understanding of what information I would share whilst also encouraging her to take some responsibility for own actions. The British Association of Social Workers (2014) states that Social Workers should be prepared to account for and justify their judgements and actions to people who use services. This includes making judgements based on balanced and considered reasoning.
Due to my on-going work with 2, I was aware of her historical risks coming from that of a victim and perpetrator of Domestic Violence. I was not concerned around any risks or potential risks regarding this currently. As a practitioner, I was aware that Domestic Violence was a form of abuse as identified within The Wales Safeguarding Procedures (2019). If I had suspected any Domestic Violence within the situation with 2, I would have complied with The Wales Safeguarding Procedures (2019). If I had of made an Adult at Risk referral at this time which detail the essential roles and responsibilities for practitioners to ensure that they safeguard children and adults who are at risk of abuse and neglect.  I would have had a statutory duty to report any concerns I may of had regarding 2 or any of her children if I had thought they were experiencing or at risk of abuse or neglect. This would have been reported to the Local Authority.  This would cover the involvement in Domestic Violence and if the children had been witness to any violence or verbal aggression and the duty to investigate. 
The safety of the adult at risk is paramount. Therefore, if concerns were regarding immediate safety or a serious injury, then the practitioner would contact the emergency services using 999. Consideration should also be given to the immediate safety of others as stated in The All New Wales Safeguarding Procedures (2020).
Section 134 of the SSWBA, required regional Safeguarding Adult Boards be in place from April 2016. This put the safeguarding of adults on to a statutory footing comparable to that for safeguarding children. The aims of Safeguarding Adults Boards are to protect adults within its area who have needs to care and support and are experiencing, or are at risk of abuse or neglect and to prevent those adults within its area from becoming at risk of abuse or neglect
2’s engagement had always been sporadic and even when she did attend for appointments she was very dismissive of any therapeutic interventions, taking the stance of “it won’t work so what is the point of trying”. It was becoming evident that 2 was doing the least she could with Mental Health Services as she thought this would be adequate to satisfy Children Services requirements. This was a difficult dilemma as 2 was clearly struggling with her mental health but was resistant to any support.  
2’s engagement was becoming worse, she had missed her last two appointments and I knew through discussing with the Children’s Social Worker they were also struggling to maintain contact with her. Although I had managed to continue telephone contact with 2 and she had declined the offer of a home visit, the overall picture was becoming disturbing, I was concerned she was isolated with potential deteriorating mental health. Talking with other professionals involved in the case highlights the importance of a multi –disciplinary team approach. 
I was mindful of respecting 2’s ‘right to a private life’ (Human Rights Act 1998: Article 8) but the concern of potential heightened risks balanced the necessity to ask her again to come and see me.  The Code of Professional Practice for Social Care states: you must respect the rights of individuals while seeking to ensure that their behaviour does not harm themselves or other people. 
After speaking with 2, she agreed to come and see me that morning. Seeing her would allow me to complete a comprehensive mental health state examination (MSE). An MSE is the observation of a ‘patient’ and forms part of a working diagnosis. The MSE allows you to assess ‘patients’’ risk of harm to themselves or others or both (Gomm, 2010).

2 arrived for her appointment and it was clear from the onset she was struggling. She appeared to be unkempt, she looked tired and pale and the normal feisty lady was now presenting as tearful, anxious and agitated. She denied she had been drinking alcohol but her words were a little slurred and I could smell alcohol on her breath. She wasn’t intoxicated too much that prevented a coherent conversation and assessment to be undertaken. There was evidence of self-harm injuries on her arms and she acknowledge these and stated she had cut herself with a blade due to feeling ‘frustrated and hopeless’. As well as ascertaining potential risks to 2 herself it was also of paramount importance for me to establish where 3 and 4 were to ensure they were safe due to her having been consuming alcohol and self-harming and that they hadn’t witnessed this. 2 assured me the children were in school and were staying at their grandparents for a couple of days. I didn’t have any reason to doubt this as it was a regular thing for them to do and they had an excellent attendance record with the school. 2, has always tried to deny current drinking and even when her children had informed their social worker she has been drinking, 2 has been inclined to brush this off by stating “drinking isn’t legal”.  Alcohol Concern (2017) advise most parents who drink alcohol do it in moderation and are not a risk to their children, also highlighting that consuming alcohol is not an illegal past time. But, if the drinking becomes harmful, this is substance misuse and it can stop parents from providing safe care for their children. By ‘harmful’, it is meant; when someone puts themselves or others in danger (ibid)
 2’ self-harm injuries were superficial marks and I was confident they didn’t need immediate medical assistance. I needed to explore further with 2 what had potentially happened to make her feel so ‘hopeless’ and talk with her around any suicidal thoughts including plans/intent. 
Previous risks with 2 had involved her children witnessing her self-harming. To assist with the assessment and risk formulation, I started with a strengths based approach to allow us to highlight 2’s strengths and help with working collaboratively with myself and other agencies involved at areas which were not as strong. According to Grey and Webb (2013) choosing the correct approach when looking at areas that affect families and not just an individual, is crucial in encouraging change and empowering individuals. 2 and I were able to identify that she hadn’t been self-harming in front of her children which was a positive step forward and showed she was aware of the children’s emotional welfare. 
The psychosocial theory according to Couslhed and Orme (2013) is an approach which leads to understanding of underlying reasons for actions. This was an important part of the assessment and this theory would enable ‘information finding’ to add to risk assessments and allow for goal setting for 2. Importance of contextualising the individual in relation to their social environment and the need for the social work profession to view their clients as interrelated and interdependent with their environment is vital to assess holistically and gain a full understanding of the issues someone may be facing (Robinson and Kaplan, 2018). Deanon, et al (2017) states, not only are individuals’ development and social situation in part a product of their environment, but individuals are able to influence and change their environment; for this to change to follow, we need to consider individuals and their environments simultaneously.  
The Code of Professional Practice for Social Care (2017) says Social Care Workers ‘must’ work with individuals in person centred ways using this as the basis for social care and support. 

Combined with the psychosocial approach, whilst talking with 2 about her thoughts and feeling, I combined aspects of the person-centred approach.  This approach relates to the work of Carl Rogers (1961). Rogers describes this as having as non-directive stance, where thoughts, feelings and actions are not subject to interpretation, criticism or challenge (Cited in Yalom ,1995). Murphy et al (2013) argue that while Social Work might value the relational qualities of empathy, unconditional positive regard and congruence, which reflect the person-centred approach. Murphy points out that both policy and professional context, require Social Workers to act instrumentally on behalf of the state and this is not in keeping of principled non-directivity advocated by the person centred-approach. 
After some gentle prompting, 2 started to open up to me and was describing active suicidal thoughts with a plan and intent. She talked about feeling ‘helpless and hopeless’ and that she had no purpose or direction left in her life. She described no point in continuing to ‘fight’ and that ‘everyone’, including her children considered her a failure. She also disclosed to me that she had become non-compliant with her prescribed medication for her mental health.  2 had a strained relationship with her parents due to her lifestyle and no friends that she had ever spoken about to me. This classed her as socially isolated with no support network for her to rely on. Being mindful of 2’s social isolation, I had previously offered her the prospect to be connected with activities and opportunities within the community but she declined any offer of support in this area.  Calati et al (2019) notes social isolation is considered one of the main risk factors associated with suicidal thoughts and behaviours and that people search for a sense of belongingness. Both objective social isolation and the subjective feeling of loneliness should be incorporated in the risk assessment and continually monitored (ibid). From what 2 was describing to me about her thoughts and feelings she was clearly showing as a risk to herself. I discussed with her whether she would consider going into the mental health hospital for a period of assessment and so that her medication could be restarted and her mental health monitored. It would also offer her a ‘safe place’ due to her suicidal ideation with plan and intent. 2 refused to go into hospital informally and continued to voice suicidal ideation. She was becoming more agitated and I was just using listening skills as I didn’t want to escalate the situation further. 3 was assessed under the Mental Health Act 1983 and was detained under s2 for her own safety and a period of assessment,
 2 was evidently nervous and this could be due to the room being heavily sided with professionals, mostly from health. Leathard et al (2007) states that this can cause a power imbalance which can lead to citizens’ and carers feeling intimidated. Having to discuss difficult, embarrassing and otherwise subjects with a stranger, not knowing wholly what to expect, how the situation will be assessed or what the outcome might be are all potential sources of concern and anxiety (ibid). Cleaver et al (2013) reiterate the stance of a power imbalance between social workers and citizens’, but adds this power imbalance should not be regarded negatively, but should be acknowledged as a fundamental aspect of such relationships.

Ward rounds are the opportunity for the in-patient consultant, other hospital staff, the citizen and care coordinator (social worker or cpn) to come together to discuss progress, treatment and further plans for the citizen. All the talk from the health professionals was suggesting that 2 had improved and that they were looking to discharge her from her S.2 (this would make her an informal patient) and would be looking to discharge in a ‘couple of days’. I was quite shocked to hear this after the conversation I had just had with 2 which wasn’t indicating progress and she was presenting to me very much the same as when she was admitted.  I often felt intimidated in ward rounds, being the only professional there that wasn’t from a ‘medical’ background. I had on occasions felt my input was undervalued and even overlooked. This was particularly frustrating as I was a professional and felt I deserved the same respect as that of fellow health professionals and that I felt I knew my citizens ‘well’. I was one who spent most time with them, I monitored them and spoke with them during their good and not so good times. Even though I was not qualified to make a diagnosis I was more than capable of ‘knowing the people I worked with and making a professional judgement.  Butler, (2014) suggests that differences in approaches and role perception tend to make social workers feel inferior when working with health professionals; also they appear to be unware or unaccepting of the therapeutic skills of the social workers which are considered they themselves significant to the citizen. Therapeutic working fits in with the recovery model which is about supporting personal recovery and a move away from a focus on treating illness (clinical recovery) towards promoting wellbeing (Slade, 2009). 
The process of being detained can be quite traumatic for citizens. It places individuals away from family and friends into a hospital environment where they can be amongst others who are very unwell. It is not a decision that is made lightly. Depriving somebody of their liberty is always the last resort and the least restrictive options are always considered first.  When considering an Adult at Risk, there are times when an inpatient stay is the only safe option when balancing risk against ‘themselves’ and ‘others’. For 2 to be discharged so quickly, when she herself was stating she still ‘felt suicidal’ would not have been considered taking a ‘positive risk’.  It could potentially have put her children also at risk due to 2’s continued thoughts and feeling around low mood and suicidal thoughts. 
Risk assessments should include the clinical experience and knowledge of the patient and the patient’s own view of their experience and should be proportionate to the perceived level of risk (Monahan et al, 2019).  Importantly, risk assessments should be carried out within the multidisciplinary team, allowing sharing of information and application of different perspectives (ibid). in my opinion, these two valuable points hadn’t been included in the risk assessment considering discharge and the decision had been agreed before 2 and myself had been part of the meeting. I would consider this to be an ‘unsafe discharge’ and thought that 2 still remained an Adult at Risk and our duty to safeguard her within an inpatient setting hadn’t changed. If she was discharged and went on to self-harm in front of her children, or became so low in mood made an attempt on her life, we would have failed in our duty to safeguard knowing that she stated she was feeling still ‘unwell. 
I raised my concerns within the ward round, not so much around 2 being discharged from her S.2 as she had told me she was happy to remain in hospital but around the proposed suggestion of discharge. I gave my opinion that I didn’t feel 2 was ready for this and that I would not be able to manage her risks and safeguard her in the community.  I arrived at this judgement based on 2’s history of risks, seriousness of risk behaviour, the frequency of it and emerging patterns, risk factors, ideation, intent, protection factors and encompassing all of this was her social isolation, lack of support network, poor engagement and fractured relationship with her children and parents.  

I had confidence in my professional judgement and putting my views across, further discussion gave to the consensus that 2 would remain in hospital and we would meet again at in a week. 

I was pleased with the decision made and delighted that I had been ‘listened’ to. It resulted in a longer admission for 2 but she agreed she needed to remain in a hospital. Discharge before she was ready or I was able to manage her risks, potentially could have resulted in further deterioration in her mental health and an additional admission to the hospital. 
This piece of work has clearly shown how the two pieces of legislation are different within Mental Health Services and SSWBA, but do and can work together to achieve a positive outcome of safeguarding Adults at Risk.
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