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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).






In this case study I will use Gibbs (1998) model of reflection to critically reflect on a case where a safeguarding referral was made, and the safeguarding processes that followed. Using this model will allow me to provide structure to my learning experiences. Gibbs (1998) model of reflection covers 6 stages, description, feelings, evaluation, analysis, conclusion, and action plan. (Gibbs, 1998) Using this model will allow me to critically reflect on what happened, what I and others did, and what the situation's outcome was. I will also use this model to inform my future learning and development in my social work role.

Safeguarding citizens is a crucial part of social work practice. As a social worker, I must understand the processes that are followed when a safeguarding concern has been identified. There is not just one law that underpins safeguarding, but a number of laws and guiding principles. Some of these include The Social Services and Well-being Act 2014 (SSWBA), The Mental Capacity Act (MCA) 2005, Codes of Practice under Part 10 of the SSWB, The European Convention of Human Rights, articles 2,3,5,6 and 8, The United Nations Principles of Older Persons, Welsh Language Standards and the “More than Just Words” Framework. 

Although familiar with the safeguarding processes, as a newly qualified social worker I had very little experience of working with safeguarding cases. My first experience with a safeguarding case concerned citizen 1 who was an 87-year-old lady who lived in a small town in Wales. Being in a rural area limited 1’s networks and care and support available to her. 1 was raised in an English city, and her first language was English, however, she had learnt a small amount of Welsh since moving to Wales. Being both an English and Welsh speaker myself allowed 1 and I to converse in both languages, which helped us to build a good rapport. The Welsh Language Act (1993) was introduced to promote the use of the Welsh language and established that both the “English and Welsh languages should be treated on the basis of equality”. (Welsh Government, 2019) The “More than Just Words” framework was introduced to promote the use of the Welsh language in health and social care settings. The main aim of the framework was to provide an ‘Active offer’ to those who speak the Welsh Language, meaning that a service should be provided in Welsh without someone having to ask for it. Providing an ‘Active offer’ aims to promote a feeling of empowerment and confidence to those citizens speaking the Welsh Language. (Care Inspectorate Wales, n.d.) Following this framework, I offered both 1 and 3 a choice of language when first introduced. 

1 described her life as “busy” and “fulfilled”. 1 grew up in an English city with her parents, before traveling the world. Whilst travelling, 1’s daughter 2 fell pregnant with her first child, and at the age of 2 grandson 3 moved into 1’s care after daughter felt she was unable to continue to support him. Without hesitation 1 took grandson 3 into her home, and both have lived together since. Grandson 3 is an adult now and has a diagnosis of autism, which 1 described as being “challenging at times”. Both 1 and grandson 3 resided in a rented council property in a small rural town, with very limited social circles around them. 1 and grandson 3 appeared to have always had a close but strained relationship, both stating that throughout the years they have displayed physical and verbal aggression towards each other. This appeared to have been considered “normal” in 1 and 3’s family dynamic. However, in more recent months concerns had been raised regarding this, and 1’s vulnerability. 

Part 7, section 126 of The Social Services and Well-being Act 2014 places a duty on Local Authorities (LA) to make enquiries in cases when safeguarding concerns have been highlighted. The SSWBA states that where it is established that an adult or child is at risk, the LA “must act immediately and without delay”. (Welsh Government, 2014) The SSBA states that there must be clear points of contact within LA in order to ensure a relevant person can report any concerns to LA in line with the duties set out in section 128. (Legislation.gov.uk, 2014) Accompanying the SSWBA, the Welsh government also published ‘Working Together to Safeguard People’, a statutory safeguarding guidance. This guidance outlines Welsh Government expectations in relation to safeguarding arrangements. This code of safeguarding practice states that safeguarding is everyone’s responsibility and expects that all individuals offering services in Wales should follow the advice outlined in these codes of Safeguarding practice. (Welsh Government, n.d.)

The Social Services and Well-being (Wales) Act 2014 (SSWBA) describes an adult at risk as an adult who “is experiencing or is at risk of abuse or neglect, has needs for care and support, and as a result of those needs is unable to protect himself or herself against the abuse or neglect or risk of it”. (Legislation.gov.uk, 2014) The SSWBA defines the different types of abuse as “physical, sexual, psychological, emotional or financial” (Legislation.gov.uk, 2014) There are many indicators of abuse to be mindful of, depending on the type of abuse. For example, possible indicators of physical abuse may include, unexplainable injuries, unexplained falls, changes in behaviours and evidence of malnutrition. Indicators of psychological and emotional abuse may include low self-esteem, change in psychological well-being and signs of distress. One of these indicators alone may not be enough to evidence abuse, however, if recognised should alert practitioners to explore other associated factors. (Welsh Government, n.d.)

Safeguarding is the responsibility of all and is most effective when used with a collaborative approach. The Safeguarding Board Wales (SBW) was created under the SSWBA 2014 with the aim to provide support and advice to safeguarding boards to ensure that they are working effectively. The SBW also produces reports on the effectiveness of arrangements in place to safeguard vulnerable people and makes recommendations as to how these arrangements could be improved. There are 6 statutory regional safeguarding boards across Wales, their duty is to ensure that partners in their areas are working together effectively. These partners include Local Authorities, Local Health boards, Police and Probation and Rehabilitation Services. The role of the SBW is to “Prepare, prevent, protect and pursue”. (Safeguarding Board Wales, n.d.)

In November 2022 a referral was received by the Local Authority team that I am based in, requesting support from a social worker to meet with 1 to identify her current care and support needs. To familiarise myself with 1 before making contact, I looked back at historic case notes and assessments on my work system. Previously 1 was allocated to a Community Psychiatric Nurse (CPN), who gave a diagnosis of Mixed-type Dementia. Prior to contacting 1, I made contact with the allocated CPN to gather further information in regard to 1’s current circumstances and diagnosis. The CPN shared this information, along with concerns around her and grandson 3’s relationship. The CPN explained that there had been historic Police reports received concerning 1 and 3 being verbally aggressive with another in their home. Each being closed once visited by Police officers, stating that there were no safeguarding concerns requiring any further intervention.  

After making contact via telephone, the CPN and I visited jointly with the aim to establish 1’s identified needs and worked together to provide appropriate support. Throughout our time working together, 1 had disclosed that she and grandson 3 had an “up and down” relationship. Due to 1’s diagnosis of mixed-type dementia, there were times when her timeline appeared to be mixed. Sadly 1 was in an abusive relationship with her late husband, which she talked about frequently. On one occasion, 1 disclosed that she had been punched in the face by grandson 3, however when discussed later in the visit, she claimed that it was her late husband that punched her and not grandson 3. Following this disclosure, I discussed this with my deputy team manager (DTM) and made contact with my safeguarding team for further advice, concerned that it wasn’t clear if this was a historic or recent event. At this time, I was told that there was no evidence to suggest that this had happened, or that grandson 3 was the perpetrator, and after discussing this at length, I was advised that this did not meet the safeguarding threshold. 

The CPN and I continued to visit on a weekly basis, and both noticed a decline in 1’s presentation, which the CPN felt was related to 1’s Dementia diagnosis. 1 began finding difficulty attending to her personal care tasks and dressing. Grandson 3 also shared concerns that 1 was forgetting to take her morning medication, and when at work early, he was unable to prompt with this. With 1’s involvement, a package of care was introduced to support these tasks. A care agency was introduced to 1, and very quickly 1 appeared to develop good relationships with the carers who visited her each morning. After a short while, a concern was raised by carer 4, which was passed on to management at the care agency.  While supporting 1 with her personal care tasks, carer 4 was told by 1 that grandson 3 had been “pinching” her arms and was being “nasty” to her. When Carer 4 asked if 1 could show her where she had been pinched, 1 declined and changed the subject. Carer 4 advised 1 that she had a duty to report this concern to her manager, which 1 agreed she was happy for her to do. Carer 4 attempted to discuss further with 1, however explained that 1 continued to change the subject. Carer 4 passed this on to her line manager who made contact with the LA. An adult at risk form was completed and sent to the Single Point of Access Team (SPOA). 

There are several stages throughout the safeguarding process, however, not all cases will progress beyond the third stage. The first stage is when a safeguarding concern is raised regarding a vulnerable adult being at risk of abuse or neglect. The second stage involves gathering information and completing a safeguarding referral to SPOA. The SPOA team is described as the ‘front door to services’, ensuring a streamlined service across health and social care services. SPOA provides Information, advice, assistance and coordination. (XXXX, 2017)

The next stage of the safeguarding process is the initial evaluation. At this stage a Designated Lead Manager (DLM) is allocated to decide if the referral meets the threshold for further investigation. If it is felt by the safeguarding team that the threshold is met, and in 1's case it was, all referrals must then progress to a strategy discussion. A strategy discussion is to be held quickly after the alert, usually within 2 working days, and the DLN will decide who is required to gather further information under the guidance of the General Data Protection Regulations (2018), which outlines how information should be gathered and stored. Vulnerable citizens can decline further investigation unless they are deemed to lack capacity to make decisions in this area. Determining mental capacity is a crucial part of each stage of the safeguarding process, as it provides a framework for decision-making in order to balance risk and right. Everyone has the right to make their own decisions and must be assumed to have capacity unless proven otherwise. The Mental Capacity Act 2005 was introduced to empower individuals to make decisions for themselves where able and protect those who lack capacity by keeping them at the centre of the decision-making process. (SCIE, n.d.)

Quickly after receiving the referral, the DLM in the safeguarding team contacted me to discuss the concerns raised by carer 4. I was asked by the DLN to complete a welfare check and discuss the allegation made with 1. A visit was booked for early morning the following day. On arrival 1 welcomed me into her home and advised that grandson 3 had left for work. Both 1 and I sat in her living room where she is familiar and comfortable. I was aware when talking to 1, that although we had worked together for a while, it may have been difficult for her to comfortably and confidently share this information. Keeping this in mind I took time to talk to 1, ensuring that she felt listened to and wasn’t rushed when speaking. Effective communication is vital to establishing good working relationships with citizens and other professionals, without it practitioners are less likely to be able to identify the needs and wishes of citizens, provide concise information that citizens require and understand complex situations. “Good communication skills, particularly listening and interviewing skills, lie at the hearts of effective social work practice”. (Barker 2003, 83) 

Once 1 appeared comfortable, she disclosed the same information she had shared with Carer 4 and pulled up her sleeve to show a small cluster of bruising. When asked how these bruises occurred, 1 said that grandson 3 had been pinching her. Due to 1 being familiar with myself, it felt it was easier for her to disclose more sensitive information. 1 was provided with reassurance and support throughout our discussion. The Wales Safeguarding Procedures 2019 highlight the importance of having good working relationships with a citizen at risk to identify what matters to them and ensure that they feel informed and respected. (Wales Safeguarding Procedures, 2021) During this time, it was important to establish 1’s wishes and feelings. 1 expressed that there were times where grandson 3 was “aggressive” with her which left her feeling “vulnerable” and “unhappy”, however, 1 also said that she did not wish to change her current living situation as she “wouldn’t know what to do” without grandson. Although it was clear that both had a strained relationship, it was also clear that both were very dependent on each other. Historic discussions with both highlighted that physical aggression had been a “normal” part of their relationship, and grandson 3 has disclosed that 1 was physically aggressive with him as a child. Albert Bandura's Social Learning Theory suggests that behaviour is learnt through observation and imitation of those around us, particularly care givers. (Bandura, 1977)

If it is felt following a strategy discussion that immediate risks could not be reduced, a DLM can then call for a formal strategy meeting. In 1’s case it was felt that a strategy meeting would be appropriate to consider the concerns raised and review safeguarding measures implemented. A Strategy meeting is a structured meeting where professionals meet to discuss a safeguarding case and formulate a plan to ensure the safety and well-being of the individual at risk.  A strategy meeting is held with a multi-disciplinary team (MDT) approach where all professionals involved work together to ensure that the citizens welfare is the focus of the meeting. There are several benefits to working with an MDT approach, MDT’s promote better communication and a more holistic and person-centred approach. (Social Care Institute for Excellence, 2022) The Strategy meeting allows all professionals involved to share information, highlight risk, and identify what has been done to minimise these risks and by who. 

While the strategy meeting was arranged by the DLN, 1 had moved into a nearby residential placement for a pre-planned respite stay while grandson 3 was away, this reduced any immediate risk and allowed time for a Strategy meeting to be held to formulate a plan moving forward. With this being my first experience of a strategy meeting, I was aware that I lacked confidence and at times felt out of my depth. To discuss this further, I made use of supervision with my supervisor to talk about my feelings, both professionally and personally. Balancing risk and rights are a big part of social work practice, and I felt conflicted in my role because I wanted to respect and uphold 1’s rights and wishes as per the Human Rights Act (1998), but also had to consider her safety and well-being. Working in a team with more experienced social workers allowed me the opportunity to seek advice from those who were more familiar and confident with these safeguarding cases, and during peer supervision, I was able to discuss the referral further and seek additional support and advice. I made contact with the DLM to further extend my knowledge and gain some insight into my role within the meeting, along with reading appropriate literature. I also made use of safeguarding-related information online on websites such as Safeguarding Wales, Social Care Wales, Gov.Wales and the North Wales Safeguarding Board. 

A strategy meeting was arranged by the DLN. Involved in the meeting was myself, DLN, CPN, Carer 4, Care agency manager and a safeguarding admin member to minute the meeting. Prior to this meeting, 1 was assessed by both myself and the CPN as lacking capacity to make decisions in relation to her accommodation and care and support needs. Due to 1’s diagnosis it was important that these assessments were completed on more than one occasion, and at different times in the day as individuals with dementia can present differently at different times. 1 found difficulty in understanding and retaining information and struggled to follow the flow of most conversations. Because of this, it was felt that it would not be in her best interest to attend the strategy meeting. Having worked with 1 for a while, the CPN and I were aware that at times 1 displayed feelings of confusion and anxiety when provided with a lot of information. Also, at this time 1 could not recall that she had made any allegation towards grandson 3. Taking this into consideration, it was even more important that the CPN and I captured 1’s views and wishes prior to the meeting to ensure that her voice was heard. The meeting began by discussing concerns raised, and what immediate safeguards were in place to reduce any risk to 1. SW advised at the time that 1 was currently in a residential placement on a short-term basis, but was due to return home the following week, which is what 1 expressed she wished to do. While in placement 1 settled well, but when asked how she is, she advised the wanted to “go home” to see her grandson. During the strategy meeting, it was asked how could 1 be further safeguarded, and whether it would be in her best interest to return home or remain at the residential placement. The CPN felt that while there were risks, 1 was at a lower level of risk than she was prior to being open to CPN and myself. The CPN was of the opinion that 1 was not ready for full time placement and felt that an increase in care calls would support 1 to remain at home, while reducing safeguarding concerns. It is important in social work practice to consider the least restrictive option while also meeting the citizen’s needs. It can be difficult at times to safeguard a citizen while restricting their rights as a little as possible. 

The care agency were present at the Strategy meeting and agreed that an increase in the care calls would be both beneficial to 1, but also relieve some carers responsibility and stress on Grandson 3 and agreed to introduce this with immediate effect. Day care was also discussed to provide social inclusion for 1, which she has expressed that she wanted, while allowing time away from the home and allowing both 1 and 3 some respite. Throughout the meeting it was important to keep 1’s wishes at the focus, which was to return home to grandson. Both the CPN and I were identified as the lead practitioners, and an action plan was agreed to implement the identified safeguarding measures going forward. The outcomes of the Strategy meeting included, introducing additional care calls with current care agency, and introducing day care two days a week within the residential setting that 1 was familiar with and currently staying in. It was agreed at the end of the Strategy meeting that no further strategy meetings were required and that the concerns would be managed through case work. 

Although the outcomes of 1’s meeting led to no further action, in some cases a strategy meeting may progress further to an investigation stage should professionals feel this is required. This stage involves professionals gathering further evidence and information in relation to the concerns raised. This may include interviews with the citizen at risk, the perpetrator and other relevant people. Following this a report is created, and within 7 days the MDT will reconvene for a further Strategy meeting to re-evaluate the risk and agree further action. If required, a Case Conference will be held within one week from this meeting. The purpose of the case conference is to bring together professionals, the citizen at risk, their families or those that represent them, to discuss the case at length, review all findings and identify a continuing protection plan in order to ensure their welfare and safety. When all risks are identified as being successfully removed or managed a case will be closed to the Safeguarding Team. 

Reflecting on the safeguarding process allows me to recognise the importance of multi-disciplinary working. Working together as a team and using each of our unique strengths and areas of expertise allowed us to ensure that 1 was safeguarded while working with a person centred and holistic approach. While working with 1 it was important to ensure that her wishes remained at the centre of the care at all times. Being my first safeguarding case, it challenged me to share my views during these meetings and confidently advocate for 1’s wants and wishes. Having the safeguarding processes managed and overseen by the DLM promoted an organised way of working and ensured consistency between professionals, organisations and citizens. Working with 1 has allowed me an opportunity to improve my knowledge of the safeguarding processes on a firsthand basis. Making use of supervision with my manager and peers allowed me to use theory and models of practice to provide a deeper understanding the work that was undertaken throughout this process, and on reflection I feel fortunate to have been supported well by my peers and other colleagues.

Although there are many theories that would support this case study. I felt Communication theory and Attachment theory were most suitable. Using communication theory allowed me to build effective relationships with both 1,3 and other professionals. Using a person-centred communication approach ensured that 1’s wishes and views were listened to, acknowledged and understood. (Nelsen, 1980) The use of Attachment theory allowed me to understand and reflect on a citizen’s development and relationships. On reflection, “aggressive” behaviours appear to have been present in 1 and 3’s household since 3 moved into 1’s care at a young age. Dollard and Miller’s learning theory of attachment suggests that behaviours a learnt at a young age, suggesting that 3 may have learnt these behaviours in the family home while growing up. (Miller, 1998)

Gibbs (1998) model of reflection allowed me to critically reflect and work through my experiences during this safeguarding process. This model allowed me to step back and reflect at each part of the safeguarding process, providing the opportunity to reflect on what happened, and what feelings I had in relation to 1’s case. It helped me to evaluate what went well and what didn’t. During supervision with my supervisor, we highlighted the importance of being aware of emotional resilience. Daniel Goleman identified 4 elements of emotional intelligence, these include; “self-awareness, self-regulation, internal motivation and empathy”. (Goleman, 1996) I am aware of the importance in my role to manage my own emotional reactions in complex situations, however, appreciate that due to the nature and demand of the role that it is impossible to avoid these feelings. Having regular opportunities to reflect on case work during supervision allows me to highlight these feelings and emotions. Schon’s (1983) reflection in action and reflection on action allows a practitioner to think about a situation while engaged with it, and also at a later time. (Schön, 1983)

Using Maslow’s (2003) Hierarchy of need allowed me to recognise that although 1’s basic needs were met in terms of accommodation, food and warmth, 1’s feeling of safety were not being met within her home. (Maslow, 2013) With the introduction of additional support, 1 was able to remain at home where she wished to be, while also allowing her of additional care calls also provided 1 with additional support, while also respecting her wish to live a private life at home. Article 8 of The Human Rights Act “promotes your right to respect for private life”. (Legislation.gov.uk, 1998)
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