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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 handbook). 

	Question:
Complete a critically reflective case study based on an assessment that you have undertaken with others, in your own area of work, concerning the safeguarding of either an adult or a child. You must demonstrate how the case relates to or could relate to safeguarding legislation, policies, strategies and procedures (including demonstrating an understanding of the interface between social services provision in Wales with the United Kingdom, the European Union (EU) and outside the EU). You must demonstrate your understanding of the integration of analysis in assessment, collaborative working and professional judgements in increasingly complex situations and the use of social work theories. You must refer to the specific dimensions of working in Wales. 


4000 words (+/- 10%: include your actual word count at the end of each section).




































In this task I will complete a critically reflective case study based on an assessment that I have undertaken with others, in my own area of work, concerning the safeguarding of an adult. 
Abuse in adults can be physical, sexual, psychological, emotional or financial and it can take place in any setting, whether in a private dwelling, an institution or any other place. When practicing as a social worker in Wales The National Wales Safeguarding Procedures (NWSP) states that “all practitioners should be aware of the definitions of abuse and neglect in the Social Services and Well-being Act (Wales) 2014, as well as the: Pointers for Practice: Signs and Indicators of Possible Abuse and Neglect in an Adult at Risk”. (NWSP, 2019). The reason for this is to communicate and address concerns about harm in a meaningful way. S126(1) of the Social Services and Well-being (Wales) Act 2014 (SSWBA14) defines an adult at risk as an adult who: (i) “Is experiencing or is at risk of abuse or neglect, (ii) Has needs for care and support (whether or not the authority is meeting any of those needs), and (iii) As a result of those needs is unable to protect himself or herself against the abuse or neglect or the risk of it.” (SSWBA, 2014).
Neglect in adults can be described as a failure to meet a person’s basic needs (physical, emotional, social or psychological) which is likely to damage the person’s well-being. The North Wales Safeguarding Adults Board states that there is no accepted operational definition of self-neglect nationally or internationally due to the dynamic and complexity of self-neglect. However, Gibbons et al (2006) defined self-neglect as “the inability (intentionally or non-intentionally) to maintain a socially and culturally acceptable standard of self-care with the potential for serious consequences to the health and well-being of those who self-neglect and perhaps too to their community”. (Gibbons, 2006). 
[bookmark: _Hlk204605861][bookmark: _Hlk204605975]The SSWBA14 has 11 parts. Part 7 of the Act relates to safeguarding. Section 7 of the SSWBA14 places duties on persons exercising functions under the SSWBA14 to have due regard to the United Nations Principles for Older Persons (UNPfOP) and the United Nations Convention on the Rights of the Child, particularly articles 2,3,5,6, and 8. When exercising functions under the SSWBA14 in relation to adults or carers who need care, local authorities must have due regard to the UNPfOP as adopted by the General Assembly of the United Nations on 16th December 1991. Wales is the first and only country in the UK to embed principles of the UNPfOP, it includes protection from abuse, express views and have them listened to, to receive care and services if they are living away from home. 
The National Wales Safeguarding Procedures (NWSP) detail the essential roles and responsibilities for practitioners to ensure that they safeguard children and adults who are at risk of abuse and neglect. These Procedures helps practitioners apply the SSWBA14 and statutory safeguarding guidance Working Together to Safeguard People. The NWSP states that effective safeguarding requires each practitioner and organisation to play their part and contributing to safeguarding and promoting the well-being of adults at risk, working as a multi-disciplinary team (MDT) to better understand the individual and their circumstances and co-productively working with the adult at risk, their family and carers to establish what matters to them and to ensure they feel respected and informed (NWSP, 2019). The SSWBA14 states that Local authorities and health boards must work together to assess care and support needs (and carer support needs) of the population in their area (SSWBA, 2014). Dr Miller (2018) explained that “not working together results in a poor experience of care, a waste of resources and in some cases, people suffering harm” (Miller. R, 2018).
The Equality Act 2010 provides a legal framework to protect individuals from discrimination and harassment based on specific characteristics, which are known as "protected characteristics". It also places duties on public bodies to actively promote equality and foster good relations between different groups. In the context of safeguarding, this means ensuring that individuals are not discriminated against or treated unfairly due to their protected characteristics (age, disability, gender reassignment, race, religion or belief, sex, sexual orientation, marriage or civil partnership, or pregnancy and maternity). 
‘More than just words’ is the Welsh Government’s Strategic Framework for the Welsh Language in Health and Social Care. The framework aims to make sure the language needs of Welsh speakers are met, provide Welsh language services for those who need it and show that language plays an important part in the quality of care and isn’t seen as an “add-on”. This framework places the responsibility for ensuring Welsh language services on service providers, and not on the individual themselves who uses the service. The ‘active offer’ means providing a service in Welsh without having to ask for it. Actively offering Welsh language services makes sure that people’s needs are understood and met and that those who access care services can rely on being treated with the dignity and respect they deserve. Not doing so may result in people’s dignity and respect being compromised (SCW, 2025).
The Mental Capacity Act 2005 (MCA) is to protect and empower adults who may lack capacity to make some or all decisions for themselves. By ensuring that their best interests are considered the MCA provides a framework for making decisions on behalf of those individuals. Safeguarding adults under the MCA involves assessing capacity, making best interest decisions, and potentially using Deprivation of Liberty Safeguards (DoLS) or Deprivation of Liberty in a Domestic Setting (DIDs) when restrictions are necessary. When someone has capacity then you will require consent to support under the safeguarding team, unless there are children or vulnerable adult who might not have capacity involved. The MCA Code of Practice defines lacking in capacity as “a person who lacks capacity to make a particular decision or take a particular action for themselves at the time the decision or action needs to be taken” (Code of Practice, pg.7). If you have assessed someone’s capacity whilst they are living in the United Kingdom and they then move to another country you should be aware that different countries have different laws, the Code of Practice becomes important in different countries especially MCA. For example, in both the United Kingdom and the United States, assessing mental capacity involves determining if an individual can understand, retain, weigh, and communicate information relevant to a specific decision. However, the legal frameworks and specific procedures differ. In the United Kingdom, MCA provides a statutory framework, while in the United States, capacity assessments are more varied, relying on state laws and court precedents. 
In this case study I will be addressing the citizen as 1 and adult child as 2. I was allocated to support 1 as they were in hospital and a safeguarding meeting needed to take place urgently due to concerns of discharge. Brief history of 1: 1 lives in a council rented house in a deprived area. The Welsh Index of Multiple Deprivation (WIMD) is the Welsh Government’s official measure of relative deprivation for small areas in Wales. In their recent report this area was in the 10-20% of the most deprived area in Wales (WIMD, 2019). 1 lives with 2. Both 1 and 2 have their own learning disability and other health conditions. They have been known to Social Services for several years, often disengaging after a period and very untrustworthy of social services. Keeping (2014) emphasises that trust and respect “are important in effective team working, particularly in an interprofessional setting, and that trust in an individual can develop into trust of the professional group. Conversely distrust can be engendered in the same way” (Keeping, 2014). 1 has been receiving support around hoarding and has been supported to clear the home several times by different agencies but has always disengaged. Hoarding is the excessive collection and retention of any material to the point that it impedes day to day functioning (Frost & Gross, 1993). In North Wales there is a hoarding Protocol created by the safeguarding board. This protocol sets out a framework for social care and other relevant agencies to work in partnership using an outcome focused, solution-based model. The protocol offers clear guidance to staff working with hoarders. This protocol has been developed in partnership with multi-agency partners. Disorganized attachment is theorized to contribute to adult hoarding as a coping mechanism for thwarted interpersonal needs and a history of trauma or abandonment, where possessions become a substitute for secure, reciprocal relationships with people. Individuals with disorganized attachment may see their possessions as their primary attachment figures, attempting to fulfil a need for care from objects that cannot provide it, which further interferes with real-life relationships. Attachment theory provides a basis for understanding the complex nature of human relationships. The foundation of this theory is that humans have a basic need for social connection, such that they must form and maintain interpersonal relationships, and derive a sense of security, acceptance, and belongingness from those relationships (Baumeister & Leary, 1995). Mathes, B. M., Timpano, K. R., Raines, A. M., & Schmidt, N. B. (2020) current review delineates existing work regarding attachment in hoarding and integrates findings regarding attachment into existing cognitive behavioural models of hoarding. They use attachment theory as a foundation by which to examine hoarding and better understand the dysfunctional relationships seen in those who hoard. This meeting took place as a MDT approach with hospital staff and professionals and community professionals who have known and worked with 1 for several years. During the meeting it was disclosed that 1 wanted to discharge themselves when not medically fit to be discharged. Several concerns regarding the home were also discussed during this meeting and whether it being safe for 1 to be discharged to. The hospital questioned 1’s capacity around understanding their current situation and the importance of the medication therefore the doctor on the ward completed a capacity assessment where they deemed 1 to have the capacity. Under the MCA there are 5 principles which are: presume capacity, right to support, unwise decision, best interest, least restrictive option. Before completing this capacity assessment, the doctor would presume 1 has capacity then during the assessment 1 had the right to support, this could mean having a family member, friend or advocate present, ensuring the information is clear to the person in their method of communication. If someone is deemed to have capacity, then they have the right to make unwise decisions. After 1 was deemed to have capacity the ward staff disputed this and brought an Independent Mental Capacity Advocate to support with completing a new capacity assessment. This capacity assessment deemed 1 not to have the capacity to understand their current health situation and the importance of medication, the ward from this made an application for a DoLs. Over that same weekend the hospital completed another capacity assessment that deemed 1 to have capacity and they were discharged that same day. When completing a capacity assessment it is time specific and decision specific. After 1 was deemed to have capacity they had the right to discharge themselves under the Human Right Act 1998. The medical model focuses on an individual's specific condition or impairment, viewing them as a problem to be fixed through treatment and intervention, while the social model shifts the focus to external societal and environmental barriers, advocating for systemic change and accessibility to empower individuals. During the meeting that was held at the hospital, although concerns were shared regarding the living situation 1 was still discharged without support in place for 1 to return home or a home inspection from health. Hogan (2019) explains that “proponents of the social model of disability have widely embraced the view that impairment and disability interact, and that the individual challenges of impairment should not be disregarded. Nonetheless, many disabilities self-advocates continue to express substantial distrust in the medical community and its approaches”. Now that 1 is home we are back to the start of building trust with 1 once more to gain trust and good rapport. Rapport Is not something that is built once, rapport is a matter of ongoing concern beginning with your initial presentations, in initial telephone contacts as well the ongoing support you offer (Knapp, 2010). 
After 1 was discharged home, I arranged a home visit with a nurse who had been supporting 1 in the past for several years and knew 1 and had a good rapport. During this home visit several things were discussed. The home environment was discussed as 1 has been hoarding for years and has had support with organising her items in the past but has gone back to the old ways. 1 and 2 had ask for support with clearing which is something that has not happened in the past. Several adaptions needed to be done in the home including a hospital bed as 1 and community support were informed during the safeguarding meeting in the hospital that a hospital bed would be ordered however there had not been one delivered and 1 had been sleeping in her chair for three weeks. Several actions were needed following this home visit and it was agreed that I would hold an MDT meeting with relevant professionals to discuss the next steps. One of the actions was for me to complete a referral for the occupational therapy (OT) team to work collaboratively to look at the adaptions in the home. The nurse would contact the district nurses to investigate where the bed had got to and if it was in fact out for delivery. 
The following week an MDT was arranged with social services, OT, nurses and the housing team due to 1 living in social housing and requesting to move. The purpose of the MDT was to inform all parties involved of how the home visit went. During the MDT we were informed that the hospital had not made a referral to the community nurses to order a hospital bed, this would be discussed at the end of that week when I would visit along with the OT. Another issue that was discussed in the MDT was housing. In the past 1 wanted to move to a bungalow which would better meet their needs however when they rang the local authority housing list to find out where they were on the list, they had no record of them. Housing explained that this was done in the past but 1 refused to fill in the medical record at the time and the application was not completed. Housing raised a concern around 1’s capacity around care and support however I noted that social services have no concerns about 1’s capacity regarding this matter and 1 has the right to make an unwise decision about their life. However, as that it would be the first time OT would be meeting 1 she would also feedback her opinion on this matter after the visit that was arranged that week. A safeguarding concern was raised during the MDT regarding 2’s attitude towards 1. Housing disclosed that when they have been to visit 1, 2 has been shouting and swearing towards them and has been silencing 1 whilst they were trying to talk. I also shared that this had been raise in the hospital during the safeguarding meeting, 2 was telling 1 to be quiet often when they were trying to speak. It was agreed from this meeting that we would meet with 1 at the home in pairs to reduce the risk. I explained during the MDT as 1 has the capacity around her care and support needs, we would ask for her consent to follow the safeguarding procedure. You do not need consent from an adult with capacity to make a safeguarding referral if it is in the public interest, if others are at risk of abuse, or if the person is being coerced or threatened to the point that they cannot give a free choice about consent. You should always seek consent first and only override it in specific circumstances, as this promotes partnership and effective outcomes, but you can proceed without consent if the risk of harm to the adult is increased by seeking it. The interests of the adult at risk must be the overriding consideration in making any decisions whether to seek consent prior to making a report (NWSP, 2019). We decided that we would attempt to see 1 on their own to discuss our safeguarding however I did raise my concern that I was worried 1 would disengage once these would be brought to light, therefore we needed to be aware of how we spoke to 1 about these concerns to ensure 1 does not disengage from support when they needed support. 
After the MDT I and the OT visited 1 at their property 1 was present with 2. Whilst asking questions to 1, 2 was telling 1 to be quiet often we ensured we informed 2 that we were there to support 1 and needed to hear from 1. We explained that it is important to hear from 2 however at this moment in time we needed to speak to 1 and hear from 1. After we explained this to 2, they would allow 1 to finish what they were saying. To enable 1 to have a bed in the home there would need to be enough space in a room for it and for 1 to be able to get out of the bed, this was explained to 1 and 2, however, when discussing who would be moving items that were in the way of the bed 2 became aggressive and was raising their voice towards 1 as 2 wanted to pay someone who was not very trustworthy in 1’s eyes and they disagreed. We calmly explained to 2 that if it was 1’s wishes not to pay this said person then we agree with them, and it should not be arranged. 2 did not like this and continued to argue. We explained that there are certified people who would be able to support with this or 2 would be able to move the items themselves as it was a couple of boxes and a clothing rail. Another topic that was discussed during the visit was carers support at home for 1. 1 agreed that this might be useful for them as they would rely less on 2 then every day however 2 did not like the idea of someone coming to their home. After this home visit I and the OT had a discussion, and we were both in agreement that we needed to speak to 1 on their own to discuss our concerns and possibility of putting in a package of care to support 1 with personal care. A telephone call was made by me to arrange with 1 to meet them outside the property in one of the OT’s offices. We have agreed that if 2 is present on the day we will explain that we need to weigh 1 and would like for 2 to remain waiting in the waiting room. This will give us the opportunity to speak with 1 without 2 being present and potentially encouraging 1 to refuse services they need and want. 
1 attended the appointment with 2 present, when entering the room, we asked 2 if they could sit outside the room so that we could speak to 1 on her own and complete the assessment. 2 left the room after making some comments about being comfortable in the current chair. Attachment theory could be useful here when thinking of 2 as there might be the reasons why they don’t like leaving 1 on their own, 2 could become anxious however it could also be coercive and/or abuse. When you’re having a sensitive conversation with an individual it is important to have effective communication skills, and you always need to be considerate of what the impact it has on the individual. Without effective communication skills social practitioners will be less able to: Find out what service users, carers or other practitioners think and feel; Provide the kind of information others need; Interpret complex situations accurately; Negotiate, mediate and intervene sensitively, authoritatively and appropriately (Community care, 2008).
Once 1 was on her own we eased into the conversation asking questions about how 1 had been over the last week. After some time, we discussed the possibility of having carers coming to the home to support 1 with personal care which was discussed in the previous meeting with 1. 1 explained that they felt this would be a positive for them, we then shared that last time we spoke about it 2 was very dismissive and did not want to have carers in the home. We explained that this would be to support 1 and asked how she thinks 2 would feel about it if we discussed it with them. I explained to 1 that concerns have been raise regarding her safety with 2 in the home. I explained that 2 has recently shouted and swore at a police officer at the home and has expressed their anger several times in front of professionals. 1 explained that 2 has been very stressed with the neighbours and with 1 being in hospital and that is why he has been getting angry. I asked 1 if 2 would speak to them in this manner and they replied that no they wouldn’t. I asked 1 if they ever felt afraid at home which they explained they didn’t. I asked 1 if they would like to receive support from the safeguarding team and explained that these are a specialised team who work hard to keep vulnerable people safe from harm. 1 declined this offer. When working with adults who have capacity, we would require consent from them to refer to the safeguarding team, however you can proceed without consent if the risk of harm to the adult is increased by seeking it (NWSP ,2019).
If 1 would have consented to a safeguarding referral it would have required me to complete the referral form to the safeguarding team. They would take the lead in the safeguarding aspect of the support however I would still support 1 and attend all statutory meetings and be part of the team who would create a safety plan for 1. 
When working with individuals who hoard and self-neglect the theory of risk is used to navigate complex situations, make professional judgements based on evidence, and determine actions to prevent harm and promote well-being within legal and ethical frameworks. Social workers assess risk to predict potential harm or dangers to individuals. Risk management in social work often involves tension between providing care and support and preventing harm. Risk management requires collaboration with other professionals and agencies to develop a comprehensive safety plan and provide integrated support. Risk is often defined in terms of the probability of harm occurring (Gigerenzer, 2014); although in social work practice, the concept is far more multi-faceted. The profession is concerned with the seriousness of (i.e. negative value placed on) the harm as well as its likelihood. When we consider ‘risky situations’ in terms of making decisions, we are often considering both potential gains (with both their value and their likelihood) as well as the possible harms in some way or other (Taylor, 2017). 
[bookmark: _Hlk206680917]The Freedom of Information Act 2000 gives people the right to access their personal information that is recorded by the public authority, unless exemptions apply, requests for personal information are handled under data protection laws. The Act aims to improve the openness and transparency of public authorities, and we are committed to complying with this legislation. Therefore, when completing any form of social work, it is important to document every detail accurate. When recording conversations, you should write as the person spoke and include every detail even if it seems irrelevant. Section 6.2 of the Social Work code of Practice highlights that social workers must maintain clear and accurate records in accordance with legal and work setting requirements (Social care Wales, 2017). 
In conclusion I have demonstrated in this task the process for safeguarding when it comes to working with adults by critically reflecting on a case study that was based on an assessment I have undertaken in my area of work whilst considering legislations and theories that underpin my practice. 
4077 words (+2%).
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