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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).
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[bookmark: _Hlk148297042][bookmark: _Hlk148378492][bookmark: _Hlk148382248][bookmark: _Hlk148554715][bookmark: _Hlk148866802][bookmark: _Hlk148878107][bookmark: _Hlk148880849][bookmark: _Hlk148897902][bookmark: _Hlk148899587]The purpose of this reflective case study is to develop my of a social workers role with regards to safeguarding and how this is applied to improve everyday practice. The particular case study I have chosen to reflect on is due to its complexity as the work involved were around concerns of returning home, balancing the promoting of independence, but also taking into consideration of managing risks and working collaboratively with a number of professionals. The case study will cover the safeguarding concerns following the allegations made, safeguarding process followed, and the agreed outcomes that would consider the legislative frameworks, reflective models and social work theories used alongside intervention. The use of Kolb’s model of experimental learning (1984) was considered during my reflections. 

Mr 2 is a elderly white British male who lived with a noted nephew but not a blood relative. The area Mr 2 lives in is fairly central and he has no noted family. Mr 2 has a condition that affects his memory and a number of medical conditions that affect his health. Prior to admission Mr 2 was living at home with no formal support. Mr 2 lived with a noted Nephew is who related to Mr 2 by being noted nephew ex step uncle. For reflection piece I will refer to noted nephew as Mr 3. There have been safeguarding concerns with regards to Mr 3 in relation to physical and financial abuse towards Mr 2. There are also noted concerns around sexual assault between Mr 2 and Mr 3. 


During admission in June 2022 Mr 2 made a disclosure on that Mr 3 had assaulted him physically. When asked how Mr 2 was not able to give detail and was not able to advise the time of incident. There have been safeguarding concerns with regards to Mr 3 in relation to physical and financial abuse towards to Mr 2. There are also noted concerns around sexual assault between Mr 2 and Mr 3 noted 2015. There have been police complaints from Mr 2 with regards to Mr 3 hitting him and vice versa, so there were concerns about Mr 2  returning home until his social circumstances have been investigated further. 

Following the guidance of Part 7 of the SSWBA, I made enquires in relation to the allegations and disclosures to determine whether Mr 2 was an adult at risk and whether actions need to be taken to make him safe. The enquires that took place were around reviewing the safeguarding referral and the hospital records to determine if there is any noted injuries, and visiting Mr 2 on the ward. 

Mr 2 was admitted with a fall but was now being deemed medically fit to return home as there was no reason medically to remain in hospital. Mr 2 however did remain in hospital whilst safeguarding enquires took place and also an assessment of care and support needs as Mr 2 was now potentially needing a care home placement in best interest. Whilst considering the concerns of returning home I also had access to some information from the police to support with decision making. 

During Mr 2’s admission whilst he was in hospital he had been deemed to lack capacity around care and accommodation needs and also not able to weigh up the risk of returning home to noted alleged abuse. Mr 2 believed he was able to manage independently and does not recall residing with anyone when this is the case. Mr 2 believed that whilst he has been on the ward that he is able to prepare and make his own meals despite this being provided in hospital. 

Mr 2 was independently mobile with a wheeled zimmer frame, which he often forgets to use. He has some residual right sided weakness that affects his balance increasing his risk of falling. Physio therapy recommend that Mr 2 has assistance and supervision when mobilising. Mr 2 had a number of falls during his hospital admission (around 6 reported). Mr 2 attempted on several occasions to leave the ward which placed him at risk of falling. Mr 2 was deemed to lack capacity around her care and accommodation needs and his ability at this point to weigh up the risk of returning home to potentially further neglect and abuse. 

I visited Mr 2 on a number of occasions to complete a mental capacity assessment. It was necessary to consider the active offer under the SSWBA as outlined in the strategic framework More Than Just Words (WG, 2012) and I confirmed that Mr 2’s first and preferred language was English. On each visit Mr 2 was disorientated to time and place and did not recognise his care and support needs and also the risks posed to him at home. Mr 2 did not recall the disclosure he made regarding physical assault. Under the criteria outlined in the Mental Capacity Act 2005, Mr 2 was assessed as lacking capacity around his care and accommodation needs. 

Taking into account all the information above, Mr 2 was deemed to be an adult at risk as outlined in Section 126 of the SSWBA. This was due to the abuse that had been disclosed and neglect that was taking place. Although the police reports documented on a number of occasions assault this was not during on admission, however it was important to consider as part of the safeguarding investigation as it was evidence that abuse has occurred. Mr 2 was also an adult at risk due to having care and support needs in relation to activities of daily living and personal care and was currently presenting with a cognitive impairment under (The Care and Support (Eligibility) (Wales) Regulations 2015). As a result of Mr 2’s care and support needs he is unable to protect himself from abuse. At this point it was agreed that further investigations would take place in order to protect Mr 2 for further abuse. 
[bookmark: _Hlk148383649]
Circumstances involved both safeguarding process and potential changes to both care and accommodation and due to Mr 2 being assessed as lacking capacity and consideration of an advocate took place at this time. There was currently no one with Lasting Power of Attorney for Mr 2. I then consider who would be an appropriate individual. As there were no family other than Mr 3 who was noted down as nephew and main carer, I would normally have considered Mr 3 to be the appropriate individual, especially as he was advocating for Mr 2’s previous wish to return home. However as documented in section 61 of the SSWBA’s code of practice surrounding advocacy, because Mr 3 was involved in the enquiry due to noted allegations of abuse and I felt he would not be able to act as an appropriate individual at least during the safeguarding process and a referral for an advocate was made. 

During my initial conversation with Mr 2, he was not initially able to recall that he lived with Mr 3. When I asked Mr 2 could he recall the disclosure he made on admission to the ward staff. Mr 2 was unable to recall the allegation of abuse or advise when this was. I then advised Mr 2 what he had disclosed and he advised that this assault had occurred but could not remember exactly when this was. I discussed with Mr 2 what the assault was and he said he was punched. I asked Mr 2 if this has occurred on more than one occasion and he advised that it has. I continued the conversation and reviewed if Mr 2 was able to recall if he lived with anyone and he could not recall this and Mr 2 was also unable to recall the abuse he had disclosed. Mr 2 was repeatedly requesting could he go home. I explained what actions needed to be taken prior to any discharge from hospital, this included formalising the mental capacity assessment and a best interest meeting. Mr 2 has attempted to leave the ward on several occasions and security has been called. Mr 2 was currently under a Deprivation of Liberty Safeguard (DoLS). If Mr 2 was to leave the ward the police would be contacted to return Mr 2 to hospital. 

As part of the admission a discussion was had around the available options to Mr 2. These included to return home with a package of care; to move to sheltered housing or extra care housing with a package of care; to move to general residential placement with no EMI status; or to move to residential placement with EMI Variance. At this point it was deemed Mr 2 would be at risk of wandering and presents as not orientated to time and place. Mr 2 is also a high risk of falls and has had a number of these whilst being in hospital. Without supervision when mobilising Mr 2 would be at significant risk of falls and would highly likely be re-admitted to hospital. Also without support with daily living Mr 2 would be at harm and potential neglect. 

As there was a safeguarding referral on Mr 2’s admission to hospital advising that Mr 2 disclosed that Mr 3 has repeatedly attacked him. There is also reference to previous incidents of assault in previous police reports the last 12-24 months. Also there was also a concern recently around Mr 3 financially exploiting Mr 2 and bank card was cancelled. There was consideration for Mr 2 to receive a formal care package to support with daily living but there is the risk towards to Mr 2 as Mr 3 could continue a relationship and place Mr 2 at further risk. Also as Mr 2 is not orientated to time and place and has been diagnosed with dementia and there is concern if he was to access community independently would he be safe due to lacking capacity and vulnerable to further abuse.

During this time I advised the ward that Mr 2 would need a best interest meeting prior to discharge planning and I was asked for this to take place as quickly as possible due to Mr 2 being medically fit. I advised as the case was currently under safeguarding we needed to consider the fact that a strategy meeting would also be required prior to any discharge planning. The ward asked if the best interest meeting could take place even before the strategy meeting, however I advised this would not appropriate as the safeguarding outcomes could have influence on the ability to return home which would be the least restrictive option. It was also asked if a more temporary decision could be made such as respite whilst investigations take place. I advised that this would also not be appropriate as we would want to make sure that we limit the amount of moves for Mr 2 which could increase his confusion. Through planning with the Designation Lead Manager (DLM), and ward staff we arranged the strategy meeting with the plan for the best interest meeting to follow a few days after. This would allow for all the relevant information to support the best interest meeting. 

The safeguarding strategy meeting took place with the DLM, my team manager, health board safeguarding officer and myself. The police were invited to the meeting but did not attend but were happy to provide the previous police reports where they have been involved. It would have been useful if the police did attend given the fact that the allegation made could result in criminal prosecution. We all discussed the concerns regarding the disclosure of abuse but it was difficult to determine when this had taken place as Mr 2 was unable to advise. It was noted that from police documentation we could establish that abuse and assault has occurred between Mr 2 and Mr 3 on more than one occasion so there is some evidence to indicate abuse has occurred in the past. We discussed the concerns around returning home in relation to further assault occurring and also self neglect, falls and potential injury, risk of disorientation in the community. 

All the relevant information was reviewed both historical and current care and support needs. This was done collaboratively by both health and social services professionals For my own preparation for the meeting I completed my own assessment in which I compiled all the information I had from discussion with Mr 2, other professionals involved, carrying out a mental capacity and reviewing currently hospital notes. From the notes and hospital assessments Mr 2 has sustained a number of falls on admission. Mr 2 has residual right sided weakness that affects his balance increasing his risk of falling. Physio recommend that Mr 2 has assistance and supervision when mobilising. With relation to the disclosure Mr 2 made it was difficult to determine when this occurred as Mr 2 was unable to advise. Based on previous police reports they would suggest some more historic abuse but not record of this just prior to admission, also the hospital records do not indicate any injuries on admission. There are concerns around the home environment and Mr 2 returning there. This is due to Mr 2’s risk of further abuse, also the fact that Mr 3 is noted down as main care which would also be a concern following allegations and history. 

It was agreed by all that we would look at the best interest decision around a temporary placement. Although there is a noted history of Mr 2 being assaulted by Mr 3 and vice versa it was difficult to deem if this has occur at any other time without it being reported to the police with an accurate account of when and how. Mr 2 is presenting as lacking capacity and was unable to recall the conversation he had with me and ward around abuse. However due the concern of noted abuse happening over the last two years it was felt that to keep Mr 2 safe especially as he was not unable to weigh up the risk of returning home and the potential of further abuse. The outcomes of the meeting were recorded on the strategy meeting minutes.  

Due to the evidence of historic abuse between Mr 2 and Mr 3 and the fact that Mr 2 has no other family to support with the decision making process in his best interest, it was agreed that an advocate was required. As outlined in the SSWBA Code of Practice (Advocacy)

Based on information recorded in my own assessments as well as assessments and recommendations from other professionals involved. .A Best Interest decision was made to discharge Mr 2 to a temporary EMI residential placement with the plan to review and consider the options in the community such a as a care package, possible alternative accommodation such as extra care or sheltered accommodation. This was deemed the least restrictive option at present. Mr 2 at the time presented as not orientated to time and place. Mr 2 had attempted to leave the ward on a number of times. Mr 2 required support on discharge with personal care prompts, meals and fluids provided, medication to be administered. Following the safeguarding concerns, this influenced the decision in the best interest meeting around returning home.

Mr 2 was objecting being in hospital prior to discharge plans to care home placement which led to court of protection being involved. Mr 2 was assessed by social services and DOLs team and deemed he required 24 hour residential EMI care home placement to remain safe at present. No decision at this point could yet been made around long term needs and a court date was planned too take place following discharge. Court of protection agreed that a temporary placement was appropriate but we needed to re-assess for the long term decision. 

Eventually, Mr 2 was discharged to a residential EMI care home following around 11 months in hospital. The issues that held up Mr 2’s discharge were court of protection, issues around what information could be disclosed to care home (noted historic sex offences on police report). There was disputes between health and social service legal teams. Mr 2 had a number of care homes decline based on this information which made it more difficult at the time to identify a care home placement.  On discharge the goal was for Mr 2 to settle in his new environment and the carers at the home worked on this. Mr 2 was asked did he want Mr 3 to be made aware of where he was and he did not. Mr 2 didn’t have many belongings on his admission and myself and a colleague offered to go an collect some belongings for Mr 2 to make him feel more settled. When I contacted Mr 3 who still lived at Mr 2’s property at this time could we visit to collect belonging he advised we could and that he was aware where Mr 2 was and named the care home. I asked how he was aware of this and he advised he was advised this by the hospital. This was escalated with the hospital at the time as a breach in confidentiality. We attempt access on three occasions and were unsuccessful, however on one occasion we were greeted by someone that advised he was looking after the home for Mr 3 whilst he was in work, one a third occasion belongings were left outside the house and there appeared to be a muddy footprint on the bottom of the door indicating someone had been kicking this. I took the small amount of belonging to Mr 2 including a television. 

I reviewed Mr 2 to see how he was getting on in the care home and he continued to advise his wish to return home. He thought he was still in hospital not a care home and continued to lack capacity around his care and accommodation needs. Mr 2 was spending most of his time in his room. Mr 2 did not wish to engage with the other residents often. This could be explained using disengagement theory, which has three elements, shrinkage of living space, increased individuality, and acceptance of these changes (Boyd and Bee, 2006). Mr 2 has lessened who will interact with and his living space, he has a small amount of expectation from others and has disengaged himself from others. Boyd and Bee demonstrate that disengagement can
be detrimental to mental health and indicate that some level of social stimulation is beneficial in promoting good mental health. When I visited Mr 2 I advised how he could raises issues and his dissatisfaction with his care. 

Following Mr 2 being diagnosed with dementia, as part of this reflection I wanted to consider the interface between social services provision in Wales with the United Kingdom, the European Union (EU) and outside the EU. I often work with individuals with Dementia. The international definition of social work indicates that we must work to empower individuals to address any challenges and improve wellbeing (IFSW, 2014). This means it is important to remain aware of any developments in dementia care. I have therefore compared the different practice in social work in different countries specifically focusing on dementia. 

In 2012 the Prime Minister’s Challenge on Dementia was launched. However there has been further building on the vital progress that resulted a further review in 2020. The report outlined the development of person centered intervention, including service users, families and caregivers and ensuring timely diagnosis and access to information and support (Department of Health (DOH), 2015). This is embedded in the UK legislation including the SSWBA, Community Care and Health (Scotland) Act 2002, the Care Act 2014 (England) and the Health and Social Care (Reform) Act (Northern Ireland) 2009. All of these emphasise on the promotion of wellbeing, independence and prevention. Each UK nation has its own individual National Dementia Strategy. 

Care needs in the UK are often met by support from family, domiciliary care, day care service or care home placements. Legislation promotes the use of community resources, technology and resources to maintain independence. All service in the UK are often paid for by the NHS, local authorities or by the individual themselves in the form of a financial contribution following a financial assessment and the determine of eligibility of services. 

The new challenge aimed to make the UK, by 2020, the best country in the world for dementia care, support, research and awareness. It was hoped that by 2020 the UK should have been the best place for people with dementia, their carers and families to live and the best place in the world to undertake research into dementia and other neurodegenerative diseases. The Netherlands is currently considered the most dementia friendly country at present. The National Dementia Programme and Delta Plan Dementia outlines the importance of providing advice and support through the national healthcare portal and looking at the improvement of the quality and range of services (JPND, 2013; Pot and Petrea 2013). An excellent achievement for the Netherlands is the ‘dementia village’ The Hogeweyk which has become a inspiration for others in world who are looking for humanising care for the growing numbers diagnosed with dementia. 

(Hogeweyk, n.d.) places high importance on promoting person centred care and maintaining independence. (Hogeweyk, n.d.) allows residents to continue to live their lives the best they can due to everyday services such as shops, hairdressers and pubs are on site the residential village. They also apply consideration of all backgrounds and cultures of residents which is reflected in the relationships with carers, decoration and meals. The cost of this care is publicly funded, which support individuals with any financial barriers. As Hogeweyk has been very successful, lots of other countries are also planning to develop something similar.    

Following the outlining of the experience of this particular case study, I considered Kolb’s model by reflecting on my own experience (Kolb, 1984). At the time of enquires and investigations, I felt I worked well with other professional and completed a review of all the information that was needed to determine if Mr 2 was an adult at risk. Due to Mr 2 being in hospital it was important to navigate the difference in priority between myself and health professionals. This was due to the hospital wanting a quick discharge, whereas I was trying to work collaboratively to create the best discharge plan I could which included the least restrictive option. Although this does mean a more lengthy way of working, I feel that this works alongside the Code of Professional Practice for Social Care (CCW, 2015) as well as the current legislation such as SSWBA and MCA 2005. These promote the need for a person’s wishes and in this particular case the best interest decision to look at the least restrictive option. I believe I worked well with the DLM and ward staff to manage both priorities. 

Throughout my involvement with Mr 2, I didn’t have discussions with family as he did not have any close family that would be able to support with best interest decisions. I felt that myself and Mr 2 had established a good relationship and he often felt reassured when I visited and spoke to him. Lots of information was gathered by the Independent Mental Capacity Advocate (IMCA) and they were also present during the best interest decisions. Collaboratively we discussed the risks of returning home but taking into account what Mr 2’s wishes were. The IMCA agreed that the least restrictive option of a placement was appropriate. Although we were aware of the risks both the SSWBA and MCA 2005  supporting with respecting a individual’s wishes and the MCA 2005 states specifically that when making a decision on behalf of someone who lacks capacity, the option needs to be the least restrictive to support the individuals rights and freedom. Under Article 5 of the Human Rights Act 1998 it protects Mr 2 ‘s right to liberty. Under the United Nations Principles for Older Persons 1991, which use Principles for older people with 18 rights. Those which can be considered appropriate
to look at in Mr 2’s case could be Independence, under Principle 5, 2 has the right to live in an environment which is safe and can be adapted tohis personal preferences and care.  Principles 11 and 14 support Mr 2 with the right to access appropriate care and protection and enjoy his fundamental rights in care that respect, maintain dignity and support to make decisions about the quality of his life. Under principles 17 and 18, Mr 2 has the right to live free from abuse.  
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