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Section 4
Safeguarding and working in complex situations – Case Study
	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)


Service user 1 (SU2) is a 71 year old, English speaking white British woman. She lives with her husband (SU3) in a very remote rural area, on a small holding farm. They have lived there for the last 30 years, the road to the farm is a long track, which is a mile from the nearest neighbours. SU2 lives with arthritis and reports daily pain in her ankle, shoulder, neck and back. She is diagnosed with Fibromyalgia and cancer of the neck, for which she has declined further treatment. She had a left ankle replacement approximately 1 year ago which is healing, however she had a clot in the groin November 2017 and is now on warfarin. SU3 has been insulin dependent since 1951. SU2 feels that when his blood sugar levels become unstable, it affects his moods. She expressed how she “constantly worries” about his unstable diabetes and needs to constantly prompt him and check on his blood sugar levels. SU3 is independent with his care needs, he drives his car and works daily on his small holding. Gibbs’s model of reflection was used to help me reflect on this (Bassot, 2013). 

Following SU2 visit to her General Practitioner (GP) she made a disclosure. The GP contacted our local authorities, Information, Advice and Assistance service, which is our single point of access. An Adult Safeguarding Referral Form (ASRF) was created and triggered to the safeguarding desktop. This referral was screened by a safeguarding officer within 24 hours. If the safeguarding officer were to establish that immediate action to protect an individual is needed, they would liaise with the professional/agency that is required. Within 7 days, the safeguarding officer would then authorise the ASRF with one of six agreed determinations (1. Adult at risk – external agency to manage 2. Adult at risk – local authority to manage 3. Adult at risk – Safeguarding team to manage 4. No adult at risk 5. No identifiable adult at risk – professional concern safeguarding team to manage 6. No adult at risk, poor practice, service/provider concern). The ASRF will be authorised with agreed actions/Adult protection plan. 

The SSWBA, Working Together to Safeguard People: Volume 6 – Handling Individual Cases to Protect Adults at Risk (Welsh Government, 2018), provides further guidance on safeguarding processes. It states that within 7 days of the completion of the enquiry, if it is established that there needs to be a police investigation, then a strategy meeting should be held to determine the action (even though enquires can run alongside each other, a police investigation will always take priority). Following the outcome of the S126 enquiry under SSWBA, there are three Determinations; Determination 1 is immediate protection which would include, removal of the adult from immediate risk; further strategy meeting; case conference-agree care and support; care and support protection plan under part 4 of SSWBA; review and close. Determination 2 is an adult not at risk but may have other needs for care and support which would include, advising the individual that duties under S126 of the SSWBA have ended; assessment and care plan under parts 3 and 4 of the SSWBA; review and close. Determination 3 is Adult at risk and action to protect is needed. This would include further strategy meetings; case conference- agree care and support protection plan under part 4 of the SSWBA; review and close. 

A National Independent Safeguarding Board to work with the safeguarding adult’s boards and safeguarding children boards across Wales was established under SSWBA. The National board provide advice and support to local safeguarding boards across Wales, report on the effectiveness of arrangements to safeguard children and adults in Wales and makes recommendations to the Welsh Ministers on improvements (Welsh Government, 2017). 

The Safeguarding Boards (Functions and Procedures) (Wales) Regulations 2015, provide for the functions and procedures of Safeguarding Children Boards and Safeguarding Adults Boards, established under section 134 of SSWBA. Regulations 3 and 4 make provision about the functions of Safeguarding Boards and regulation 5 about their procedures. 

The GP referral in February 2019 stated that SU2 had driven to her GP appointment and had to be assisted by staff members out of her car and into the surgery via wheelchair. During her appointment, she disclosed to the GP that her husband would not support her to attend the appointment. She reported that he had become angry when asked to and attempted to stop her attending by tying her coat around her neck, strangling her. No marks or bruises were seen by the GP. She rationalised his behaviour to the GP by blaming his blood sugar levels, and suggested that this happens when he has a hypoglycemic attack. SU2 left the surgery after declining the GP’s offer of going to a refuge. She stated that she would drive around for a while to give him the opportunity to calm down. The GP visited SU3 that afternoon and found no evidence of delirium or confusion and after testing his blood sugar levels, he found them to be normal. 

The risk was domestic abuse (physical) and the disclosure that a coat was placed around her neck in an attempt to prevent her from leaving. The ASRF was screened by the safeguarding officer and triggered to the Community Resource Team desk top as an action for an allocated social worker to discuss concerns raised with SU2; to discuss options around reporting concerns to the police; and if she requires domestic abuse support.

An ‘Adult at Risk’ is defined (in Section 126) of the SSWBA as, an adult who is experiencing or at risk of abuse or neglect, has needs for care and support (whether the Authority is meeting any of those needs), and as a result of those needs is unable to protect themselves against abuse or neglect. The abuse of adults is defined (in Section 197(1)) of SSWBA, as, sexual; psychological; emotional; or financial abuse (includes abuse in any setting). Neglect is defined as a failure to meet a person’s basic physical, emotional, social or psychological needs, which is likely to result in an impairment of the person’s well-being. 

The Laws and guidance that informed my intervention, included, but is not exhaustive, were, part 7 of the SSWBA which relates to safeguarding; Wales Interim Policy & Procedures for the Protection of Vulnerable Adults from Abuse 2010 (WIPPPVA); Violence against Woman, Domestic abuse and Sexual Violence (Wales) Act 2015; the Human Rights Act 1998; the Equality Act 2010; and the United Nations Principles for Older People which was adopted by the General Assembly of the United Nations in December 1991.  In addition to a Code of Ethics established by the British Association of Social workers (BASW, 2014), social workers in Wales also work alongside the Code of Professional Practice (CoPP)(Social Care Wales (SCW),2017)), and the National Occupational Standards (NOS) (SCW), 2011). 

Following the referral, liaising with the safeguarding team, with the GP and consent from SU2, an assessment of her care and support needs was completed under Part 3 of the Social Services and Well-being (Wales) Act 2014 (SSWBA, 2014). In using professional judgement, due to the identified risks, the nature of the referral and rurality of the property, two social workers were allocated to this case to be joint worked in-line with the local authority lone working policy (Local Authority X, 2019). During the assessment, her wishes and feelings regarding the situation were discussed using an outcome focussed, person centred approach (Teater, 2014). SU2 had no intention of leaving her husband. She stated that things have escalated recently due to her decreased mobility stating “I used to be able to get away”. I used my skills in analysis and assessment though discussion with her and was able to determine that she gave me no reason to doubt her mental capacity under the Mental Capacity Act 2005 (MCA, 2005), and the aim was therefore to respect her choices. Giving her voice and control, over reaching the outcomes that help her achieve well-being, taking into consideration her wishes and feelings, even if we think they are unwise (as set out in the SSWBA 2014 and Mental Capacity Act 2005). 

However unwise someone else may deem an individual’s decision to be, it is our role to work with her to manage her safety, by providing her with information to make informed decisions (WIPPPVA). An assessment was conducted, focusing on her outcomes which informed the care and support plan. SU2 was spoken to regarding SU3’s behaviour, and coercive control and physical abuse being illegal. In addition to, the process of raising concerns with the police. We discussed domestic abuse services and other alternative accommodation, all these options she declined. Our aim was therefore to work with SU2 on strategies to keep her safe at home. I was conscious of recording my information accurately, as I am accountable for my own work and, it is SU2 personal assessment and care plan which she receives a copy of. There is also a potential for any assessments and case recordings to be viewed and scrutinised if a case went to court. 

During my involvement with SU2, the system we have in our local authority showed that she had disclosed to a social worker in 2017 that SU3 had attacked her with a knife. Further incidences during my involvement included, her husband confining her to her bedroom, throwing a log that had hit her on the leg and a further occasion during an argument when he threw a bag full of items at her which hit her in the eye. All incidents above, SU2 did not want to take further. As someone working with her, I personally found it frustrating that SU2 did not want any action taken and always defended any abuse with explanations. Under the Human Rights act 1998, Article 3 speaks about a person’s right not to be subjected to inhuman or degrading treatment. However, she had exercised her right under Article 8, for respect in private and family life. Her voice was listened to and her choices were respected (SCW, 2017, SCW, 2011) in what outcomes she felt would contribute to her well-being.  Following assessment SU2 met the eligibility criteria for care and support. SU2 identified triggers during the assessment that included, lack of care and support that left SU2 dependent at times on her husband, and stated that SU3’s diabetes that she informed was affected by stress was also a trigger. SU2 wanted support via direct payments only, as she had two friends in mind that had agreed to support by becoming Personal Assistants (PA). This, I thought would have made it easier, as, due to the rurality of the property and the flexibility she requires, I know from past experience that it can be difficult finding a PA, not to mention the two that would be required (as identified in the risk assessment that myself and my colleague had devised). We have a duty under the SSWBA to meet eligible need. However, in reality is there a lack of services and carers who can provide a service to meet need. Advice was sought from Assistive technology to establish what equipment can be put in place so she could call for help in an emergency and a professionals meeting was arranged to discuss multi-agency risk management.  

During the professionals meeting it was established that the representative from the organisation that this Local Authority commissions to manage Direct Payments (DP1) stated that she was not able to authorise the start of a PA until a safety plan had been put in place as they had a duty to protect the PA’s even though they were known to SU2 and she had stated that they knew her situation. She used to be a domestic abuse worker and suggested we could fill out a Domestic Abuse, Stalking and Harassment and Honour Based Violence (DASH) Risk identification and assessment and management model and submit it to the Multi-agency Risk Assessment Conference (MARAC) without her permission (As SU2 had recently declined to fill this form out with us). As I had not long finished my first year in practice and the team I work in mainly deals in preventative work. This was my first domestic abuse case. I found the professionals meeting extremely insightful to be able to bring different experiences and knowledge together in one room. It was explained that the DASH form score was high enough, professional judgement could be made to submit it to MARAC. 

After using enhanced application of analysis to complete the DASH form. Professional judgement was used to summit, as it showed high enough risk. SU2 was spoken to explaining that the form was going to be submitted to MARAC and advised that the outcome of the professionals meeting meant that (DP1) would not authorise a PA through direct payments without steps in place to reduce the risk via a safety plan. SU2 agreed with this, and information shared was done in accordance with the Data Protection act 2018 and in line with safeguarding procedures. Even though SU2 had refused initially, I feel we were open and honest, informing her before submitting the referral. I do consider myself an open and honest person and always aim to show respect to other, as per my upbringing, I feel that these are both personal and professional values I feel are important (BASW, 2014. SCW, 2017). 

I attended the MARAC meeting (collaborative working under SSWBA). The role of the MARAC is for the sharing of information and communication between different agencies to establish if ways of further support in an attempt to reduce further incidence of domestic abuse (Local Authority XXX, 2017). I felt relieved to know that we were all working together to reduce the risk by joint intervention and safety planning. The district nurse informed that SU3 was being fitted with the “freestyle Libre system” which supports throughout the day with monitoring blood sugar level and should relive some of the worries SU2 has regarding SU3 blood sugar levels and how it can be a trigger for “his moods” and physical abuse. 

An Independent Domestic Violence Advocate (IDVA) can develop immediate and long term safety plans, and can apply remedies and sanctions through the courts (including housing options). The police have powers through Domestic Violence protection orders and notices, which can be used to protect a person following a domestic violence incident, by having the powers to ban a perpetrator for up to 28 days from returning to the property and having contact with the individual. These orders and notices can be used with immediate effect and can allow the individual time to get support and consider their options. (Local Authority, XX, 2017. Local Authority XXX, 2017). 

From the first MARAC meeting an IDVA was actioned to create a safety plan with SU2. Multi-agency partnership was utilised to devise a safety plan which aimed to manage identified risk. The safety plan became a part of the care and support plan. The IDVA and I worked in partnership with SU1 to find creative ways to reach solutions if she felt at risk, For example, SU2 chose a safety word that she could use when speaking to the carers or phoning the police to inform them that she is not safe. This all contributed to the safety plan, which in turn informed the care and support plan.   

From the second MARAC meeting a decision was made by the police during to remove the firearms that were registered at the property (that me and my colleague were unaware that were there). We were asked during the meeting to explain to SU2 that the police has made the decision to remove the firearms and if she would like to go to a place of safety while they are being removed. Following this discussion we were to feedback and inform the police that the discussion had taken place so they could then remove the firearms. 

Both myself and the IDVA arranged a day to speak to SU2 regarding the firearms. When we arrived at the property, SU3 came charging out of his front door directly at me, shouting “was it you who reported me to the police for punching my wife in the eye, the police came and woke us up at 3.30am and took my firearms”. He was clearly upset and angry. I kept calm and spoke to him in a clear non-threating manner answering all his questions as best as I could, which seemed to calm him down. The situation was frightening at first as he was intimidating. However, upon reflecting on it, I felt I managed it in the correct way, and was able to calm him down by non-threatening tones and body language. Upon entering the property SU2 was upstairs. She was sat in her chair in her bedroom. She expressed her anger and frustration that the firearms had been taken away, and asked if she could have them returned as they are “essential to kill the foxes that are killing their lambs”. I used the same approach with SU2, explaining calmly and clearly the reason for the removal of the firearms. SU2 was also frustrated at the length of time it was taking for DP1 to give the approval for the PA’s to commence. Both I and the IDVA assured her that we would chase this up. I agree that it has taken longer than anticipated however, other options including seeking a care agency to support in the interim had been offered and declined. 

The car journey back to the office following the visit, give me time to reflect on what had just happened. The more I thought about it, the more annoyed and disappointed I became, thinking that I had been put in that position without warning. I felt that the police should have warned me that they had already retrieved the firearms and as they knew that I was due to visit that day, and the reason for it, was because I had been asked to by them to ensure that SU2 had been informed, and for safety planning reason was able to decide if she wanted to be somewhere else when this happened. Therefore, I was also left confused, as SU2 could have put at risk. After returning, I informed MARAC of what had happened to seek and explanation and discussed with my Assistant Team Manager and followed advice. 

Reflecting throughout my involvement, I feel my aim at the beginning was to use a person-centred approach which was first developed by Carl Rogers, using “a set of values which includes really respecting the dignity, autonomy and capacity for change of people” (Wood, 2008. pg13), putting SU2 at the centre of the assessment. I feel using person-centred theory is important as it is specific to the individual with respect, empowerment and being non-judgemental at its centre. My aim was to work with her, and not having her feel like things would be done to her. However, reflecting at the end. I concluded that, not making some judgements about her situation was difficult to do in practice. This was because of my role as the social worker and ensuring safety. Person-centred working in this case although that was my aim, proved to be difficult, as the differences in power balances between the relationship of myself, SU2 and other professionals that was required to become involved for her aim of employing a PA, highlighted the differences in power (Doel & Shardlow 2005). This was evident when the DASH form was filled in even though she had refused. Professional judgement was needed to refer despite her not consenting, as it scored high. Every effort was made to work in an anti-oppressive way, in terms of recognising what may be perceived as power imbalances as Taylor, Jones & Gorman (2008) states how critical practice in social work, recognises power relations. However, this did not work as well during all the intervention. Again, an example would be when SU2 had declined filling in a DASH form. As this went away from partnership working. She was informed that we were sending it before it was referred. However, it took control away from her, which must have been hard, and may have broken the trust in the relationship that had been built over time. 

In addition, different professionals had to become involved due to disclosures, and act without her consent, for her safety. This unintentionally became escalated to what she may have perceived as me not working with her and respecting her wishes. I do feel I was open and honest with her throughout, explaining clearly and answering any questions she had. Even when the DASH was filled out, I had spoken to her and explained in detail why this needed to be submitted, before submitting. 

Further reflection allowed me to think about how I attempted to work in an outcome focused way (SCW, 2020), focussing on the outcome of the Direct Payments for Personal assistants which she felt would meet her goals. In our department assessments are outcome focussed looking at the strengths of the person and resources within their community. However, all theories and methods have strengths and weakness. This approach focusses on what the person wants and not what the assessment revealed they may need. This was difficult in this situation, as although we were working towards her outcome, her situation at home and risks involved, could not be ignored, even if it was not a part of her outcomes. I have roles and responsibilities as a social worker and there are discretionary powers available when required. Therefore, even though, my aim throughout was to work with her towards her goals, I have laws, procedures and organisational polices that I must follow (Doel, 2009). 

In addition to this, trust had been broken by the action from the MARC. I felt that she had been confiding in me with personal situations in her life and from that, that police had come before we had a chance to inform her, and taken away the firearms. She felt the firearms were a very important part of her livelihood, as foxes had been killing their lambs. She was very angry about this. Upon reflection, I can see the need for the action from the police to remove the firearms for her safety and the potential risk associated to them being in the house. However, I do not feel that 3.30am removal of the firearms was necessary. It was the way it was done that made me feel that trust had been broken, and I was unsure whether she would be open and honest about any future incidences. 

Working in partnership with service users and multi-agency collaborative working other professionals, is embedded in the Code of Professional Practice (CoPP) (Social Care Wales, 2017); and the National Occupational Standards for social work (NOS) (Social Care Wales (SCW), 2011). It is also highlighted and required in the Social Services and Well-being (Wales) Act 2014 (SSWBA) and related regulations and codes. Although I had had many good experiences of multi-agency working, and respect for different professionals, I felt this was a poor example of multi-agency working, regarding the lack of communication. I also felt the same regarding DP1. As they had first rejected the request for PA’s under direct payments as they thought the risk was too high. After weeks of correspondence, they agreed to attend a professionals meeting where all concerns could be discussed. They agreed that if a safety plan could be put in place that would manage some of the risk, then they would authorise the use of PA’s. After the safety plan was completed with SU2 and the IDVA, it was sent to them. They took some time to agree to this after it was sent, therefore, this process to get direct payments for SU2 has taken 6 months. This was concerning for me as I had stressed to them through many correspondence that SU2 felt that the use of the PA’s would alleviate the carer stress on SU3, which she believed was a trigger for their arguments, thereby, attempting to manage the risk. However, I can understand why (DP1) was reluctant to support, as they would also need to be accountable for their actions if any harm came to the PA’s. 

Upon reflecting how I worked with SU2 in a person-centred, outcome focused way, which was my aim. I feel that I worked with her to achieve her outcome of direct payments even though there were times through the process that it was felt it would not happen, the effort that was made in liaising with DP1 and getting in place what they required to for them to agree to direct payments became fruitful in the end and all is now in place for the PA’s to begin. SU2 was offered alternative options during the 6 month process. However, she declined all other options as she only wanted the service through direct payments, I respected her rights and her choice for this in line with the CoPP (SCW, 2017) and NOS (SCW, 2011).   

Reflecting on this case, I need to gain further experience in safeguarding, I have never had the opportunity to work on a safeguarding case before, as my team is more preventative. Even though it was not considered for a safeguarding investigation it did have safeguarding concerns. I was fortunate enough to be joint working this case with an experienced social worker who I was able to receive guidance, learn from and develop my social work skills. I will be able to take what I have learned forward with future cases. Formal and informal supervision also helped me to focus on priory areas in this case and to formalise a plan of action going forward. Supervision also supported my critical thinking regarding this case.  Critical thinking and use of reflection within supervision will assist with a focus on the quality of practice (Social Care Institute for Excellence (SCIE), 2017) 

The SSWBA promotes collaborative working between different professionals and I can see its benefits, as different expertise are brought together with different life experiences to share information and aid in problem solving, with safeguarding, collaborative working can assist in managing and reducing risk. However, there can be barriers too, which I have seen, including a lack of communication, and a lack of accountability and co-ordination. 
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