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)



Safeguarding underpins the social work role.  Safeguarding is the term used to describe the safety and well-being of an individual, especially those that are vulnerable such as children and certain adults, for example adults with learning disabilities, mental health concerns and older people.  I will focus my discussion around safeguarding adults and will critically reflect on a case study in relation to safeguarding.  

The Social Services and Well Being Act (Wales) 2014 (SSWBA), part 7 is key legislation placing a duty on people to ensure safeguarding for adults.  ‘One of the most important principles of safeguarding is that it is everyone’s responsibility’.  (Welsh Government 2017).  This means that all professionals and agencies must do their upmost to address safeguarding and ensure people are kept safe from harm where possible.  The SSWBA identifies the term ‘adult at risk’, which replaces the previous term ‘vulnerable adult’.  An Adult at Risk is an adult who is at risk of abuse or neglect, has care and support needs and due to these support needs is unable to protect him or herself against abuse, neglect or the risk of experiencing it (Gwent-wide Adult Safeguarding Board 2015)

Local authorities have a duty to make enquiries into any report of an adult at risk.  There is also a duty on relevant partners e.g. Police, probation and NHS to report if an adult is suspected of being at risk of harm (Gwent Wide Adult Safeguarding Board 2015).  

The SSWBA 2014 brings safeguarding practice in line with child protection.  There appears to be greater focus on protecting adults even before the abuse has happened.  Within adult services, not only do we intend to prevent harm and reduce the risk of abuse and neglect but also allow people to make choices and gain control to live how they want to live but done safely.  Human rights are important here and heavily influence decision making and support provided.  ‘The Human Rights Act 1998 includes a right not to be subject to torture, inhuman or degrading treatment (article 3) and a right to enjoy private, family and home life without unjustified interference from public authorities (article 8) (AgeUK 2017 online)  These two articles can at times conflict and require risks to be balanced.  Balancing risks can be difficult however when addressing safeguarding concerns, there should be a multiagency approach to consider all options and agree the best support route for individuals.  

There are types of harm that adults at risk may experience.  These are physical harm, neglect, psychological, financial and sexual abuse (Dewis Cymru 2018).  Welsh Government (2017) states that ‘people with a learning disability are amongst the most vulnerable in society and we are committed to improving their lives’.  

The case for discussion involves an individual, 50 years of age with a severe learning disability, health problems and challenging behaviours.  For the purpose of this reflection, I will refer to the person as 1.  1 lives in supported living accommodation with support workers to assist with daily tasks.  1 is Welsh but is not welsh speaking.  Prior to my involvement, 1 was physically mobile, with so much energy, however required support with all independent living tasks such as washing, dressing, food preparation and cleaning.  At the time of meeting 1 and undertaking a review of needs, 1’s mobility had deteriorated, experienced a large weight loss and was reported by care staff to not be the usual self.  1 had limited speech but communicated through sounds, gestures and behaviours.  Diagnosing 1s current health need was difficult.  1’s behaviour became more manageable for care staff due to the lack of mobility and desire to remain seated during the day.  Due to the complexity of 1’s health needs a learning disability nurse was allocated to work with 1, in addition to a physiotherapist and occupational therapist already in place.  1 also attended regular psychiatry appointments with support staff. 

A safeguarding referral was made by the learning disability nurse following a visit undertaken.  She identified concerns regarding the recording of information at the home and was concerned with staff failing to seek medical advice following reports about bruises seen on 1’s body.  This was concerning as 1 was no longer independently mobile.  The nurse followed legislation by reporting the information and an enquiry was undertaken to determine further information.  The SSWBA 2014 identifies a new duty for relevant partners to report adults at risk and a new duty for local authorities to make enquiries (Social Care Wales 2018), therefore correct procedure was followed.
Following this, 1 suffered a bleed on the brain and was admitted to hospital.  It was during the admission that it was identified that 1 had suffered small fractures in one foot with no medical attention previously provided.  

Whilst 1 was in hospital, a strategy meeting was convened with relevant professionals.  1 had no family members or friends to advocate, therefore an Independent Mental Capacity Advocate (IMCA) was appointed to support.  IMCA’s are appointed for people who lack mental capacity and decisions need to be made about where they live and/or serious medical treatment options.  They advocate on the person’s behalf and have been introduced following the Mental Capacity Act 2005 (SCIE 2010)

1 had received IMCA support previously and following a mental capacity assessment by myself, it was deemed 1 did not have the mental capacity to make decisions about care and support.  The Mental Capacity Act 2005 (MCA) outlines a two stage test to determine capacity.  Stage one looks at if the person ‘has an impairment of the mind or brain, or a disturbance that affects the way their mind or brain works.  If a person does not have such an impairment or disturbance of the mind or brain, they will not lack capacity under the Act’ (Gov.uk, pg48).  Based on this statement, 1 passed the first stage of the test as 1 had a severe learning disability.  

Stage two of the test looks at whether the ‘impairment or disturbance mean that the person is unable to make a specific decision when they need to’ (Gov.uk, pg 48).  To determine this stage, the following four points are assessed; 1 is believed to not have capacity if the answer is no to any of the four points; can 1 understand information about the decision to be made, can 1 retain that information in their mind, can 1 use or weigh that information as part of the decision making process, or can 1 communicate their decision. (Gov.uk, pg 48)
With this case, I felt confident in my decision making regarding capacity.  1 was able to communicate likes or dislikes by noises but was unable to provide any further depth to feelings.  1 did not know what care tasks were required to keep 1 safe from harm.  There is no knowledge or understanding about risks and daily support and no ability to weigh up information.  This was a decision agreed by other professionals also, therefore even though I was classed as ‘decision maker’, it was a collective view from others involved, with some professionals also knowing 1 much longer than I had.  The ‘decision maker’ is the person who ultimately makes the final decision however consultation is required with others in the form of best interest discussions, for example any social care provision such as accommodation, the social worker would be the decision maker.  If it was regarding medical intervention, the clinician involved would be the decision maker.  Any subsequent decisions to be made needed to be in 1’s best interest.  The MCA details the best interest principle.  It states ‘an act done, or decision made, under this Act for or on behalf of a person who lacks capacity must be done, or made, in his best interests’. (gov.uk, pg 70)

It was here I began reflecting on the work I had already undertaken in order to provide the right support to 1.  I have used the Gibbs model (1998) of reflection to aide my reflection.  I feel this model I use naturally and suits my style of working and my personality.  The Gibbs (1998) model follows a cycle of points including a description of the event, feelings and thoughts, evaluation, analysis, conclusion and action plan (Mindtools n.d)

During the strategy meeting we discussed the bruising to 1 and fractures in 1’s foot.  We also discussed the care staff lack of monitoring, recording of information and failing to following procedure.  It was evident that due to the limited communication of 1, we were reliant on the information provided by the care staff.  The lack of supporting written evidence from the care staff did not provide full confidence about their capabilities to provide safe care to 1.  However there was also not enough evidence to show they could not either.  As a social worker I understand the importance of supporting individuals to stay safe, however determining the cause of injury to 1 was not as straightforward.  I felt the structure of the strategy meeting followed the cycle of Gibbs (1998).  Initially we discussed the event.  We discussed people’s views on the matter and we evaluated the information we did have.  It was apparent that 1 had lived in this home for 30 years, it was a drastic measure to move 1 from the home that was so familiar.  We also needed to be open to the views and comments from the care staff.  Despite there being lack of written evidence and poor recording, their account was also valid.  1 was very frail and due to poor diet, drastic weight loss and general poor health, 1 was prone to bruising and also required regular manual handling.  The comment about 1 catching the foot in the wheelchair causing injury was also deemed possible.  There was also a concern that 1 was dehydrated, again this questioned the care provided by the staff but it was evidenced that 1 had poor appetite, declining meals and drinks on occasions.  Therefore by looking at all these points combined we were able to evaluate, analyse and conclude on the current risks posed to 1.  From this an action plan was devised It was agreed at the strategy meeting that 1’s care hours required a review due to changes in her health and needs; it was predicted that an increase in staffing hours was required.  It was clear that due to a deterioration in 1’s health needs, resources were stretched which may have contributed towards the lack of recording of information and 1 not being cared appropriately for 1’s needs.  A new wheelchair was to be ordered, along with a physiotherapy assessment completed to support mobility.  It was suspected that 1 had been catching the foot on the footplate of the current wheelchair.  Additional staff training was required around recording of information and when information needed to be shared or referred.  This was an interim plan whilst 1 was in hospital.  

Due to only working within adult services a couple of weeks, I used regular supervision to enable me to gain the support needed and discuss the work expected of me.

1’s health improved quickly during admission in hospital.  Due to the health improvements, the hospital began requesting discharge with further testing to be completed as an outpatient.  Although 1 had recovered from the bleed on the brain, she continued to have limited mobility.  This required increased manual handling and due to the ongoing safeguarding matter, a change to 1’s care package was still required.  From social services view, in order for a safe discharge, the correct care package needed to be in place with all relevant assessments from the physiotherapist and occupational therapist.  The hospital however had a differing view and felt that these issues were already present prior to admission, therefore they felt these were matters to be resolved in the community.  

Discussions were held with my line manager, team manager and principal officer about the situation.  In order for an increase in 1’s care package, the relevant assessments needed to be completed.  This was agreed to be completed as soon as possible by myself, physiotherapist and the occupational therapist.  However the hospital’s view that 1 should be discharged immediately remained.  The hospital had frustrations about the situation and informed that they would submit a safeguarding referral themselves by the end of the week if 1 remained admitted in hospital. By using Gibbs again I am able to reflect on the situation.  There are clearly differing views and actions required by social services and health.  Understandably as professionals we each have our own pressures and resources are limited.  From social services view, the need for extra care hours needed to be evidenced and any agreement for an increase needs to be agreed by management.  Similarly, health also have targets to meet and other patients to treat.  Staff on the ward are also accountable to their management.  From their perspective their role has been fulfilled and the failure to transfer 1’s care compromises the service they provide.  

Delayed transfers of care or bed blocking is described by Assembly Wales 2018 as when a patient is ready to transfer to the next stage of care, but is prevented by one or more reasons.  It has been identified that ‘these delays compromise the independence of vulnerable people and harm wider service delivery in the NHS… health and social care bodies need to adopt more effective and mature systems, more consistent adoption of good practice and to work together more effectively’.  (Assembly Wales 2018)

By using Gibbs reflective model, I could understand other views on the situation and would provide feedback to management to assist with a conclusion and devising an action plan with input from the multidisciplinary team.  

Within our local authority, any requests for an increase in care package or services require submission to panel for authorisation.  Due to 1 already having a substantial care package, an increase in care hours brought consideration to 1 having a primary health need.  Historically our local authority have paid for care packages with little challenge, however there are financial pressures in Wales which we cannot escape. Due to 1’s needs predominantly being health related, it was advised by the panel for Continuing Health Care (CHC) to be explored.  

In Wales, the Welsh Local Government Association have estimated that ‘next year’s additional pressure of £99m in social services will become £344m by 2021-22, due to unavoidable direct and indirect increasing workforce costs coupled by an ageing population in need of social services’ (WLGA 2018)  People with learning disabilities are living longer and therefore have more complex needs.  One of the aims of the SSWBA 2014 is to help keep people as independent as possible to ensure long term sustainability of social service in Wales (SSIA 2014)

CHC ‘is a package of care provided by the NHS for those individuals with complex and primarily health-based needs’. (NHS Wales n.d)  In other words, if 1 qualified for CHC, funding for the care package would be paid by Health, fully or in part.  

I personally felt 1 would be eligible for CHC funding however when this action was presented to the hospital, they initially declined the process.  CHC is primarily the responsibility of the health board, and they are responsible for taking the lead and ensuring protocol (NHS Wales, n.d)  The health board’s view was this should be completed in the community as these issues that were present prior to 1’s admission to hospital.  However through discussion in supervision, my line manager then supported me with challenging this.  As I had not undertaken this process before, I required guidance with the CHC process.  The hospital had a responsibility to complete the Decision Support Tool (DST) which aids ‘practitioners on decisions regarding an individual’s eligibility for CHC’ (NHS Wales, n.d).

It became apparent however that the health board followed incorrect procedure regarding the DST and had the view that a ‘funded nursing care’ application needed completion prior to a DST.  The guidance states that NHS funded nursing care is the funding provided by the NHS to care homes with nursing and if an individual is not eligible for CHC, NHS funded nursing care can then be explored (Department of Health and Social Care, 2018)
The DST process was then attempted again however the meeting was not conducted correctly and we faced continued challenge with health professionals.  The hospital continued requesting discharge however it was social services view that without the increase in care hours, it would not be deemed a safe discharge.  

By using Gibbs model of reflection, I can acknowledge my feelings at the time were frustration as every avenue we attempted to explore, we were met with challenge.  There were frequent multiagency meetings however there was always tension between health and social services.  I was surprised at the opposition received from health as during my social work training, there is a heavy focus on collaborative working and achieving positive outcomes for clients.  However the underlying tension between the two agencies I can see now was due to the financial implications.  I can understand that health had pressures to minimise cost by avoiding a delayed discharge.  However I also was accountable to my manager and the local authority also have financial implications to consider.  I continued to be frustrated by the position I was in and having to feedback to health and my management about the views of each agency.  I had no power to make any decisions without authority from management about finances.  Eventually my Principal Officer asked for health professionals to liaise directly with him.  Whilst I can understand the view of social services needing to make a stand and challenge Health more often, when appropriate, I personally felt my approach was not as person centred as I try to follow.  Ethically and morally I felt uncomfortable that 1 remained in hospital whilst this financial battle continued.  I have since learnt more about the CHC process and have identified guidance that states there should be no delays in meeting individual’s needs due to funding.  ‘The individual must not experience delay in having their needs met because agencies are not working effectively together.  Joint budget and pooled budget options must be considered’ (NHS Wales 2014, pg 4)

I discussed my concerns during supervision, we discussed 1’s human rights and expectations from us due to registration with Social Care Wales.  The code of professional practice for social workers in Wales states we should ‘respect the rights of individuals whilst seeking to ensure that their behaviour does not harm themselves or other people’ (Social Care Wales 2017, pg 8).  I felt 1’s rights for private, family life and home were not being listened to; I felt she was forgotten about whilst the two agencies were concerned about the financial implication.  Article 8 of the Human Rights Act 1998, details that people have a right to live life privately without government influence and a right to enjoy their existing home peacefully (Equality and Human Rights Commission 2016)  On one hand I could see social services view to ensure CHC procedure was followed and the cost of 1’s care package negotiated.  I could understand my principal officer’s view that we were not delaying discharge for 1.  All assessments were complete and we were happy for 1 to return home on the basis the health board fund the care package as it was apparent 1 had a number of health needs.  If the view from the DST was that 1 did not have a primary health need, the local authority were happy to reimburse the care costs.   Historically, my principal officer has stated the culture within the local authority has been for social services to pay the care cost from the outset, however due to current financial constraints, practices appear to be changing and as social workers we are encouraged to have the confidence to challenge in scenarios such as described here.  On the other hand, on reflection I wish I had spoken to my principal officer about my views on 1’s human rights and discussed the guidance regarding CHC and finances not delaying decisions.  I feel that not only do I need to develop my skills in challenging other professionals confidently, but also be able to challenge within my own organisation.  It is difficult to override management decision, however I need to always keep my work client focused.  If I was in a similar situation again, I would liaise more with the IMCA and ensure my client is supported to meet the principle of the framework that it should be about ‘people first (NHS Wales, 2014).  Also as 1 was still being managed under Safeguarding, the matter should have been re-directed back to the Designated Lead Manager (DLM) to help address the concerns and assist with negotiation regarding safe discharge.  The DLM is usually a senior social worker or team manager that are responsible for the delivery of safeguarding work within their organisation (Powys.gov 2018)  The DLM is the person that chairs the strategy meetings.  

Another aspect of safeguarding identified in the SSWBA is the implementation of safeguarding boards.  Section 135 of the Act establishes a National Independent Safeguarding Board; with duties to provide support/advice to safeguarding boards to ensure they are effective; these safeguarding boards are to be set up across Wales in 6 different regions. (Estyn n.d)

The objective of a safeguarding Adult Board is to protect adults who have needs for care and support in the area, who are experiencing or at risk of abuse or neglect, and also to prevent adults with needs for care and support from becoming at risk of abuse or neglect’. Therefore the two key roles are prevention and protection (Law Wales 2016).  If the issue regarding this case remained unresolved over time, discussions could be held with the DLM to highlight the matter for discussion within the local safeguarding adult’s board.

The Safeguarding Adults Board can scrutinise practice in relevant agencies; raise awareness of policies and procedures; undertake practice reviews and audits; and to disseminate information on best practice or facilitate research into protection, and review training needs’.  (NHS Wales 2016)

The power struggle between the local authority and the health authority did not follow a person–centred approach which I strive to achieve. 
The SSWBA has identified Co-production as one of the main principles.  Co-production ‘means working with and involving individuals, their family, friends and carers to make sure their care and support is the best it can be’ (Social Care Wales, 2017).  Despite principles such as co-production, I fear that financial pressures within society today, will impact on matters such as co-production, prevention and early intervention and wellbeing outcomes being met.  

Regardless of 1 lacking mental capacity in relation to care and support, you could argue that 1 was placed at the bottom of the ladder of participation during admission in hospital.  The ladder of participation by Sherry Arnstein details six levels of participation i.e full control, sharing power, participation, consultation, information and no control (NHS England 2015)  Even if someone lacks mental capacity, the person’s views, wishes and feelings are taken into account where possible. I do not feel 1’s views were reflected as the discussion continued to revert back to finances and the cost for 1’s care package.  

The main approach I have tried to use throughout my work is following a person centred approach.  This approach allows empathy whilst focusing on outcomes.  I feel this approach prevents someone being labelled for their disability but instead accepted for who they are, allowing you to work with clients, not for clients (Kondrat in Teater, 2010).  If I had worked more closely with the IMCA and had more confidence to challenge professionals, I would have maintained a person centred approach throughout the entire intervention.  This person-centred approach links well to the SSWBA as a key principle is voice and control, ensuring the person and their needs are central to their care (Social Care Wales 2017)

It could be argued that the hospital used the medical model of disability and 1’s disability was seen by 1’s impairment or difference (Disability Nottinghamshire, n.d).  However as a local authority we follow the social model of disability whereby we look at ‘removing barriers that restrict life choices for disabled people.  When barriers are removed, disabled people can be independent and equal in society, with choice and control over their own lives (Disability Nottinghamshire, n.d)
For example, the hospital have viewed 1 and looked at what is wrong with 1.  The hospital have provided an intervention; 1 no longer has anything wrong, therefore discharge is requested.  When discussing discharge, the view from the hospital was to explore alternative accommodation to speed up discharge, eg residential home.  Whereas the social model of disability recognises that 1 simply required an increase in care package to allow 1 to continue living in her home they lived for the past 30 years.  The social model of disability says that people are disabled by barriers in society, not by impairment or difference (Scope 2018), this can include attitudes to difference, such as the request to place 1 in residential accommodation to have a quick discharge.  

There is no right or wrong approach in relation to 1.  The health authority have to consider other patients, their service provision, financial impact and the risks presented to 1 being healthy on a ward with sick people.  This is no reflection on individual workers and the care they provided to 1 in hospital.  However I feel there needs to be a balance between the two models when considering disability and a scenario as discussed.  The SSWBA 2014 considers a holistic approach, empowering individuals to take control over their care and the outcomes they wish to receive.  This I feel is reflected within the social model of disability.  

In relation to this case study, the matter concluded with the health board agreeing to fund 1’s care package, on the basis the DST would be completed in the community and scrutinised at panel.  1 was discharged immediately with the increased care and support.  In relation to the safeguarding concerns, the matter was closed following completion of staff training and following the implementation of increased care hours.
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