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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).

P4 is a 75-year-old lady. She has diagnoses of a mild learning disability and vascular dementia. She lives in a residential area within a small town in south Wales. She has 24/7 commissioned care from a care agency in her own home. Her home was left in trust to her after her parents passed away, and this is managed by her extended family who live 60 miles away. P4 was hospitalised after a bout of pneumonia, discharged, and subsequently re-admitted several times to hospital. Whilst in hospital, safeguarding concerns were explored, notice was served on her current care provider, negotiations were had with a new care provider, and decisions were made regarding where she should live.  

It had been flagged during a routine care and support plan review that there were concerns surrounding the care provider and the quality of care that was being provided to P4. The Social Services and Wellbeing (Wales) Act 2014 [Hereafter SSWWA] places a duty on the local authority to assess an individual’s circumstances if there is an appearance of need. (SSWWA, 2014). This is the overarching legislation that pertains to social care in Wales. The legislation that relates to England is The Care Act [Hereafter CA] 2014. One of the main differences between CA and SSWWA is that the CA refers to having a range of quality services to choose from to meet individual care needs (Department of Health and Social Care, 2016). Whereas SSWWA is systems led - where various services and agencies work collaboratively to deliver care to individuals in need (SSWWA 2014). Guidance regarding safeguarding is also different in Wales (Social Care Wales, 2019). Working together to safeguard people (Welsh Government, 2022) states that safeguarding is everybody’s business. This guidance offers advice to individuals, organisations, and groups that offer services to vulnerable adults and children on how to keep people that use their services safe. 

During my first visit to P4 I asked her consent to conduct an assessment of her needs - which she agreed to. I asked if she would like me to conduct this assessment in the Welsh Language. She declined, as Welsh is not her first language. This is known as the “Active Offer”, and it is a requirement that I ask this question in Wales (More than Just Words, 2022). The Welsh Language Measure became law in Wales in 2011. This gave the Welsh language equal status to English. This measure ensures that those individuals that speak Welsh as a first language can have an assessment in their first language (Welsh Language Measure 2011). According to More than Just words (2022) this is critical when delivering services to individuals in Wales. This is because it is a person-centred way of working and individuals forced to answer questions in their second language, may misinterpret and give inaccurate responses. 

During initial visits by colleagues from commissioning and myself to P4, several concerns were highlighted. This included the use of mechanical restraint, medication errors, professional concerns regarding a member of staff (P5), and paperwork being out of date, not completed, or completed falsely. SSWWA places a duty on local authorities to investigate where it is suspected that a vulnerable adult is at risk of abuse or neglect (SSWWA 2014). SSWWA was introduced to streamline and reform laws and guidance pertaining to social care in Wales (Senydd Cymru, 2023). Part 7 of SSWWA is specific to safeguarding. Safeguarding investigations are called section 126 enquiries. There are timeframes that need to be adhered to for this and the local authority must start enquiries within seven days of receiving a report (Social Care Wales, 2019). For guidance with this, I looked to the Wales Safeguarding Procedures. These procedures guide practitioners and explains the roles and responsibilities that they have under the guiding legislation. In this case - SSWWA. This safeguards individuals who are at risk of abuse and neglect. These apply to all practitioners whether they are in a statutory service or a third-party agency. In Wales, there are 6 regional safeguarding boards and each of them contributed to the development of the safeguarding procedures. This was so that practice would be standardised across all regions of Wales (Social Care Wales, 2019). The procedures cover safeguarding for both adults and children. These guidelines are separate from each other. 

It was established that a professional concerns strategy meeting would need be held to deal with the concerns surrounding P5, and a separate safeguarding enquiry would be undertaken to deal with the concerns surrounding the quality of P4’s care. Section 2 of SSWWA (SSWWA 2014) states that practitioners have a duty to report an adult at risk of abuse within 24 hours of a concern being identified, so I completed this the following morning - in line with the guidance (Social Care Wales 2019). 

P4 was that day admitted back into hospital due to her aspirating. The care provider had a duty of care to stay with her until she was admitted on to a ward in the hospital. The care provider did not understand this, and for some time P4 was left unaccompanied in the emergency department with no familiar face to explain what was happening to her. National Institute for Care and Excellence [Hereafter NICE] (2018) guidelines state that older people with learning disabilities should have the same access to healthcare as everybody else. This was difficult for P4 to achieve in this instance, as she has diagnosed difficulties with cognition (a learning disability) and retention of information (dementia). For these reasons, I asked the care provider to send staff to accompany P4 until the hospital learning disability liaison team could take over responsibility of her care. They did not do this – despite them being reminded of their duty of care to P4. This led to me submitting another safeguarding referral as I felt that this was neglectful of them and did not show much care for P4 or consideration for her needs.  

There was not an up-to-date capacity assessment on the local authority’s records regarding P4’s care, support, and accommodation needs - so ahead of her discharge, I needed to establish her ability to make decisions regarding this. Consideration of the Mental Capacity Act 2005 [Hereafter MCA] and the impact of this on P4 regarding choice, voice, and control about where she lives would be fundamental to this decision. SSWWA aims to ensure that individuals have greater voice and control about decisions regarding their care (Care Council Wales, 2014). P4’s ability to decide this for herself needed to be ascertained to safeguard her from potential harm and to protect her rights under Article 8 of the Human Rights Act (1998).

The Human Rights Act 1998 [Hereafter HRA] protect the rights of all individuals in the UK. The act incorporates the rights that were set out in the European Convention on Human Rights [Hereafter ECHR] into British law. The ECHR is an international treaty developed by the states of the European Council. The UK was one of the states that drafted the treaty and was one of the first countries to ratify it in 1951. The convention then came in to force in 1953 (Ministry of Justice, 2022). The HRA came into force in the UK in October 2000 (Equality and Human Rights Commission, 2018). The Act sets out articles - these set out rights that must be protected. Article 8 relates to the right to respect for private and family life (HRA 1998) The Act requires public bodies such as local authorities, police, and hospitals to protect and respect the rights of individuals they support (Equality and Human Rights Commission, 2018). The Equality Act 2010 states that age and disability are protected characteristics. (Equality Act 2010). The United Nations Convention on the Rights of Persons with Disabilities also ensures the promotion and protection of the rights of people with disabilities (United Nations, 2024). 

While P4 was in hospital, I conducted a capacity assessment to ascertain whether P4 had the capacity to make decisions regarding her care, support, and accommodation needs. A capacity assessment is a two-stage diagnostic test. The first stage is establishing whether the person has a disturbance of the mind or brain, and whether this is to a degree that would affect the individual’s ability to make decisions (Department for Constitutional Affairs, 2007). In this case, P4 has a learning disability and dementia. Both conditions affect the brain. It is essential that the person assessing the individual has a good understanding of how their conditions might affect them, so that they give the person being assessed the best possible chance of evidencing the capacity to make specific decisions. This relates to the principles of the Mental Capacity Act [Hereafter MCA] (MCA Code of Practice, 2007). Research about their conditions should guide the assessment and determine how questions are asked, or whether bespoke communication aids may need to be created to support the individual to be able to make decisions for themselves. 

Lacking capacity to make one decision does not mean that an individual will lack the capacity to make decisions in other areas of their life. The Act is time and issue specific, and there are several reasons why an individual might lack capacity. The Social Care Institute for Excellence [Hereafter SCIE] say that everyone might have difficulties from time to time when making decisions. This might be because of the way that their mind or brain is affected. This could be because of illness, disability, or the effects of mind-altering substances such as drugs or alcohol. They add that the MCA is designed to see beyond these situations and can empower and protect the rights of these individuals (SCIE, 2024). I wanted to ensure that I was making the right decisions in partnership with P4 as much as was possible – while ensuring her rights and safety were paramount. I concluded that P4 did not have capacity to make decisions surrounding her care, support, and accommodation needs. This meant that I needed to refer to the principles of the MCA to ensure that all decisions that were made from hereon in were made with her best interests in mind. 

During all my interactions with P4 I took a person-centred approach. This is because this approach ensures that the person is central to their assessment. This links in well with Welsh legislation. According to Wales Safeguarding Procedures, one of the safeguarding principles is working co-productively with the individual at risk (Social Care Wales, 2019). This also links with the principles of SSWWA. “The Essentials” document states that assessments should be carried out in a way that best meets the person’s needs and focus should be placed on what matters to the individual. They add that the assessment should be made in partnership between the individual and the professional (Welsh Government, 2014). According to The British Association of Social Workers [Hereafter BASW] Person-centred care supports individuals to develop skills, knowledge, and confidence. It helps them to make informed decisions about their own care. As the name suggests, it is tailored to their specific needs. It also ensures that individuals are treated with compassion, dignity, and respect (BASW, 2023). 

During my preparation for P4’s assessments I researched her diagnosed conditions and how they might affect her. I also looked at some of her previous assessments to try to build a picture of her history. I used specific guidance to support me with this from the Department for Health [Hereafter DfH] (DfH, 2015). This is because I wish to ensure that the standard of my work is good, is based on empirical evidence, and because P4’s needs are complex.  The guidance explained that Key to Person-centred dementia care is understanding and responding to the individual in a personal way. Practitioners should consider everyone’s personal history, needs, abilities, preferences, and interests. Practitioners should also build relationships with individuals and their carers – and work to ensure that the person is an equal partner in their health and care.” (DfH, 2015). 

This person-centred approach also led me to examine P4’s current strengths and support networks. For help with this, I looked to Systems Theory. Urie Bronfenbrenner’s 1979 ecological systems theory helped me to reflect upon and explore P4’s support network. This theory states that for every individual there are five levels of system interacting with and influencing their life. This would include Microsystems - These include family members and friends. Going all the way up to Chronosystems – How larger society impacts the community surrounding the individual. For example, legislative changes. This theory looks at how the different systems interact and affect each other (Bronfenbrenner, 1979). In P4’s case the trustee of her parent’s estate (P6) lives 60 miles away and their physical health is in decline. Beyond this, P4 did not have any existing informal support. Her current care provider had made several medication errors, did not have a strong management presence, and the staff team were not up to date with their medication observations. P4 was also now needing support and equipment to mobilise, and the staff team did not have the relevant training to support her to do this safely. On reflection, at this point I should have referred to an independent advocate to ensure P4’s voice was heard in line with SSWWA. However, at the time I felt that I was working in line with her wishes and feelings, so did not at this point.

While P4 was in hospital, an initial safeguarding meeting was held. This was chaired by the safeguarding lead for the local authority and attended by the care provider, colleagues from commissioning, health professionals involved in P4’s care, and me as her care manager. The Wales safeguarding procedures state that for safeguarding to be effective, then practitioners should work together in a multi-disciplinary way to better understand the individual and their personal circumstances (Social Care Wales, 2019). It was determined that several things needed to be addressed in that initial safeguarding meeting including staff training.  
It was decided during that meeting that it was unsafe for P4 to be discharged from hospital to her care provider - as there was not enough time to complete the required training ahead of her discharge, and there was work to be done with the care provider to produce up-to-date care plans for P4.

I subsequently chaired several discharge planning meetings regarding how P4’s needs could potentially be met when she was ready to be discharged from hospital. These were held with her care provider, ward staff, learning disability liaison team, physiotherapy ward staff, occupational therapist, safeguarding lead, commissioning colleagues, and respite facility management. These meetings pulled together all the people involved in P4’s care and ensured that we all worked together and pooled our expertise to ensure a safe discharge for P4. This links with one of the guiding principles of SSWWA which is Partnership and Integration (SSWWA 2014). The Essentials document for SSWWA states that local authorities and health boards should prioritise integration of services for those with complex needs, dementia, and learning disabilities (Welsh Government, 2014).  National Occupation Standards [Hereafter NOS] 6 for social workers links in here too. This gives clear instruction that social workers should develop collaborative relationships with other professionals and work together to come up with solutions for issues that are faced by the individuals that we support (Social Care Wales, 2023). 

This was challenging at times and different perspectives had to be managed. The ward wanted to discharge P4 as they felt that she was “medically fit.” NOS 6 (p8) links in here as this states that social workers should apply social work values to constructively find solutions to disagreements within a multi-disciplinary context (Social Care Wales, 2023). It had been established that the care provider was unable to safely meet P4’s needs because the staff team had not received relevant training. This meant that the local authority needed to find a safe solution for P4. So, I turned to a local respite facility as a safe place for her to stay on a temporary basis, as they had adequate staffing levels and the relevant training to safely look after P4 until such time that her staff team were adequately trained, and she was well enough to go home. This is line with the Code of Professional Practice for Social Care (2017) which states that workers should promote the wellbeing of individuals whilst keeping them safe.

While P4 was in the respite facility she had to be readmitted to hospital. At this point we had gone through several stages of the safeguarding process. We had identified the concerns, gathered relevant information, and assessed for early help, care, and support. We had decided where P4 should stay in the interim - and made decisions about what needed to be done next. Wales safeguarding procedures guided our actions during this time. I worked to support the care provider to get the staff team the relevant training. The Wales Safeguarding Measures say that social workers have a duty to work in cooperation with the adult at risk, their families, and carers - unless this will put them at risk of further harm (Social Care Wales, 2019). However, due to a lack of engagement and cooperation from the care company, it was decided by the commissioning department that the local authority would serve notice on them. This meant that in the safeguarding review meeting that the concerns surrounding her care provider were no longer an issue – and the section 126 investigation was closed. This meant that we needed to identify a new care provider for P4 ahead of her discharge from hospital. Several care companies were considered, one was identified, and several weeks of work went in to developing care plans for P4 with the new provider. Ideally this would have included collaboration with her current care provider and a slow transition to make it easier for P4. However, the outgoing care provider did not want to engage with the process, so we were unable to achieve this. The professional concerns investigation regarding P5 were found to be unsubstantiated.

Another obstacle I faced was that funding panel for the local authority declined my request for a new care provider to be commissioned to P4 at her home. They wished for me to explore other options for her going forward when she was ready to leave hospital. This decision was made in line with the local authorities fairer charging policy. This policy ensures that all decisions that are made regarding an individual’s care are fair and in line with other individuals in the locality. This is to allow for more people within the local area to access the right care when required. This links to relevant case law (N vs ACCG. 2017) which says that the court of protection has no power to demand an authority to fund what somebody wants - if they can meet their needs in a different way (39 Essex Chambers, 2017). This decision was hard for me to understand initially, and I believed panel had lost the person during their decision making. That made me feel helpless and like I had little say in what happens to the individuals I support. It took some time and some reflection to realise that going home with her conditions was not future proof - and that P4 would be better placed now to adapt to change than in the future when her dementia became more advanced. This shift in my perspective was achieved by talking about the decision with management and my feelings surrounding the decision with my mentor during supervision. At this point I referred P4 for an independent advocate to ensure that her voice was heard during the discharge meetings. 

I then turned to my colleagues in health to assess P4’s care needs to determine where she would be best placed when she was well enough to leave hospital. It had been established by the hospital discharge liaison nurse that there were no triggers for Continuing NHS Healthcare funding [Hereafter CHC].  CHC is an individual’s entitlement if they are considered to have a primary healthcare need. There are 12 domains which are considered and ranked by severity to test someone’s eligibility for this. These include nutrition, skin integrity, continence, mobility, and cognition (Welsh Government, 2022). The nurse felt that while there were some domains that were pertinent to P4, that none of them reached the threshold for CHC funding.
According to practice guidance, a funded nursing care assessment [Hereafter FNC] should only be made after an assessment for CHC has been made (Department of Health & Social Care, 2022) I then asked if the nurse would conduct an FNC assessment to ascertain where P4’s needs could be safely met.  The assessment concluded that they would be best met in a nursing home environment – due to the complexity of her needs. 

As P4 lacked capacity to make decisions regarding her care, support, and accommodation - a Best Interest meeting was held to decide where she should live. All the professionals involved in her care contributed to this decision - as did P4 and her family members, and the independent advocate. The principles of the MCA state that any decisions should be made in a person’s best interests, and that this should be done in the least restrictive way possible (MCA 2005). This was achieved by completing a balance checklist of all the options to see which was the best for her. This was difficult to navigate because different professionals had different ideas about what settings P4 would be best suited to. This difference in perspectives was difficult to manage, and I sought management support to help me navigate this. I found this frustrating and at times overwhelming - when several healthcare professionals were in opposition to what was felt to be the best option for P4. This was due to a lack of understanding on their side to why the local authority had declined their ideal for her to return home. It felt like they were unable to shift their perspective. However, the balance checklist was completed, and it became apparent which was the best choice. Preparations have now been started to move her to a nursing care home, where her needs will be met safely in the long term. 

This case study has explored issues faced by P4, an individual on my caseload and the work I have undertaken to ensure her safe care. SSWWA places a duty on local authorities to assess where it is felt that there are concerns surrounding the standard of care that is being received by its citizens. I explored the differences between Welsh (SSWWA) and English legislation (CA) recognising that there are differences between the two, and that they each have their own guidance to follow regarding safeguarding. I discussed the ‘Active Offer’ and its importance to the individuals that we support in Wales. 

Timescales for safeguarding investigations were discussed, and how the section 126 safeguarding investigation would be dealt with separately to the professional concerns. Legislation was discussed next - as a capacity assessment was required to determine P4’s ability to decide where and how she should be cared for. This would guide my actions, depending on the result of the assessment. I explored how the MCA works to protect the rights of individuals and some of the various pieces of legislation and policy that were pertinent to this individual. This included HRA, ECHR, EA and UNCRPD. Principles of the MCA were then explored, and the reasons they guided my practice.

Next to be discussed was the person-centred approach that I took to my work. The links between this approach to legislation, policy, and the code of ethics were explored. I explained how research into P4’s conditions had helped me to understand her and guide my interactions with her. I also discussed Bronfenbrenner’s systems theory and how this helped me to explore her existing support networks which shaped how I made plans for her future. Next, we discussed the initial safeguarding meeting, the issues raised, the decisions that were made, and next steps to ensure P4’s safe care. 

Hospital discharge meetings and multidisciplinary working were next to be discussed and the decision to place P4 in a respite service to ensure her safe care. We discussed the lack of engagement from her care provider and the termination of their contract, which led to the safeguarding investigations coming to an end - as the concerns surrounding her care were no longer relevant.  The professional concerns procedures were also completed, and these were found to be unsubstantiated. Challenges that were faced during this intervention were also discussed. This included funding panel decisions, fair charging policy, case law, and differing professional perspectives. Finally, Best Interest decisions and the use of a balance checklist were discussed as a way of making decisions when professionals disagree on outcomes.  

Upon reflection, I have learned a lot from the work undertaken with this individual. I could have managed things better – particularly the point at which I got the involvement of the independent advocate. I also struggled with the decision made by panel regarding next steps for P4’s care. It took some time and support from my team to be able to reflect and be flexible in my approach to this dilemma - so that I was able to see the situation from a bigger perspective. Research into the stages of dementia also helped here. After this point, when other professionals challenged the decision of funding panel, I was able to give a balanced view of why the local authority had made that decision. I am now confident that the work I have done has ensured that P4 will be cared for in a setting that is appropriate to her needs, and that while this may conflict with her wishes to return home, that the decision was made in her best interests and is still the best one for her. While P4 is still able to adapt to change - she will enjoy the rest of her days in one setting, without the need to move in the future.  This will allow her time to become familiar with her staff team and her surroundings. (4367)
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