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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 

This case study will provide a critically reflective account of my experiences working with an individual and his informal carers within a safeguarding context.  The case study will identify the area of social work and the legislative context for safeguarding.  The social, cultural and geographical context across the local authority will be explored along with a comprehensive picture of the circumstances of the individuals involved.  Lastly, using Gibbs’ (1998) Reflective Cycle, each of the core learning outcomes for the portfolio will be critically reflected upon in the context of the work undertaken: working collaboratively with service users, carers and other professionals, applying analysis in assessment to inform interventions and intervention and application of professional judgement in increasingly complex situations.

The local authority is situated in Wales and has a large geographical spread.  The area is classified by the Welsh Government as ‘rural’ (Joseph Rowntree Foundation, 2008) with pre-dominantly rural or village-based populations (Local Authority, 2013a).  Due to the poor road and rail network, the local authority is isolated from the rest of Wales and the UK as a whole (Local Authority, 2013b).  Accessibility and rurality issues across the County, have implications for staff in terms of travel times and distances but also for service users and service providers in the access to, availability and delivery of services.  Like many rural communities, the LA experiences high outward migration of younger people, a low wage economy, poor housing provision and an ageing population (Local Authority, 2013a).  Following the 2011 Census, the Office for National Statistics (2013) reports that there has been a slight decrease in Welsh speakers in the LA since 2001 but that numbers remain considerably higher than the national average of 19%.  The Welsh Language (Wales) Measure 2011 provides the legislative basis for the status, use and promotion of the Welsh language in Wales including upholding the right to access services in Welsh (Williams, 2011).  ‘More than just words’ (Welsh Government, 2012) is the strategic framework for Welsh Language services across health and social care with the main focus within this being the ‘active offer’.  This aims to strengthen both the recording of language preference and meeting of service users’ language preferences during assessment, in correspondence and in service provision, with the onus on professionals to actively make the offer of contact through the medium of Welsh rather than waiting for the service user to request it or state their preference (Welsh Government, 2012).  

The area of practice is the generic adult team (AT) that works with individuals over the age of 18, their families and carers.  The local authority maintains a separate specialist team working with adults with learning disabilities that works independently of the AT.  The majority of service users of the AT are older adults who, due to general frailty and poor physical or mental health may be in need of support.  Services and support may be arranged via statutory services, the third sector or by informal means at home, in the community or in more supportive care environments.  Services are intended to support individuals to meet their self-care needs and activities of daily living, their personal outcomes and to promote and maintain independence, wellbeing and safety.  The Social Services and Well-being (Wales) Act 2014 (SSWBA) has consolidated, under one Act, the duties and responsibilities of local authorities and their relevant partners towards both children and adults in regards to assessment and support.  For adults, this has provided one legal and policy framework for social care which had previously been fragmented and piece-meal across a number of Acts (Law Commission, 2008).  The Welsh Government set out its agenda and vision for social services in the future with the emphasis on sustainability, prevention and early-intervention with enablement and rights-based services, focusing on increased user voice and control (Welsh Assembly Government, 2011) which has now been translated into statute in the SSWBA.

The SSWBA has also, for the first time, brought the law, policies and practice guidance for the safeguarding of adults in better alignment with the arrangements for the safeguarding of children (Brammer, 2014).  Prior to this, statutory guidance for the protection of vulnerable adults had been detailed by In Safe Hands (National Assembly for Wales, 2000), supported later in 2010 (revised 2013) by the publication of the Wales Interim Policy & Procedures for the Protection of Vulnerable Adults from Abuse (Adult Protection Fora, 2013).  In England, similar statutory guidance for safeguarding was detailed in No Secrets (Department of Health, 2000).  No Secrets and In Safe Hands and were both reviewed in 2008 (Department of Health, 2008) and 2010 (Welsh Institute for Health and Social Care , 2010) respectively.  Both reviews found weaknesses and inconsistencies in practice and identified the need to consider a new legislative basis for safeguarding adults (Brammer, 2015).  In Scotland, the Adult Support and Protection (Scotland) Act 2007 had created the first adult safeguarding legislation in the UK with ‘duties’ as opposed to just ‘powers’ to make enquiries where an adult is deemed to be at risk along with powers to exercise Assessment, Removal or Banning Orders (Scottish Government, 2008).  In the context of broader shifts in the focus and future of adult social care generally, including a rights-based approach to increasing choice, control and self-directed support, the SSWBA in Wales and the Care Act 2014 in England now provide the statutory framework for adult safeguarding.   

The overarching theme of the SSWBA is to promote wellbeing with Part 7 specifically covering safeguarding for both children and adults. The term ‘vulnerable adult’ as used in In Safe Hands (National Assembly for Wales, 2000) is replaced by the term ‘adult at risk’.   An ‘adult at risk’ is defined as a person who has or appears to have needs for care and support, is experiencing or at risk of experiencing abuse or neglect and who is unable to protect themselves from abuse and neglect, or the risk of it, due to their needs.  The SSWBA imposes a duty on local authorities to make enquiries to establish whether an adult is at risk and to decide whether action should be taken, what action and by whom (Welsh Government, 2016b). The Act also makes provision for Adult Protection and Support Orders (APSO) with detailed guidance and regulations as to who can enact an APSO and the associated limitations and protocols (Welsh Government, 2016c, Welsh Government, 2015b).  Relevant parties, which include, but are not limited to, Local Health Boards, NHS trusts and local police forces have a duty to report adults at risk to the relevant local authority who also have a duty to inform other relevant local authorities dependent on where the adult at risk was when identified and where they are ordinarily resident or may be in the future (Welsh Government, 2016b). Prior to the introduction of SSWBA, the establishment of Local and Regional Safeguarding Boards were not statutorily required, unlike the provisions in the Children Act 2004 for Local Safeguarding Children Boards (Brammer, 2014).  The SSWBA makes detailed provision and guidance for the establishment of a National Independent Safeguarding Board and Regional Safeguarding Adult Boards and details the roles and responsibilities of each.  A key function of the 6 Regional Boards in Wales are to undertake adult practice reviews to promote multi-agency learning to inform and improve future practice in specific adult safeguarding cases and to co-ordinate strategic plans between agencies and partners to monitor and ensure best practice (Welsh Government, 2016d).

The regulations accompanying the SSWBA contain the more detailed definitions and descriptions of the categories of abuse: physical, sexual, psychological, neglect and financial abuse. Non-exhaustive examples are included within each category along with a broad range of possible indicators of financial abuse (Welsh Government, 2016b).  Unlike the SSWBA, The Care Act 2014 also includes self-neglect as a category for adult safeguarding although there is acknowledgement of the potential limitations, dilemmas and conflicts in this as well as the benefits of addressing issues of self-neglect within a multi-disciplinary safeguarding context (Carter, 2016).  Both Acts repealed the provisions under section 47 of the National Assistance Act 1948 which enabled local authorities to remove a person in need of care and support to a Home or hospital (Welsh Government, 2016b).  Adult safeguarding practice has to be regarded in conjunction with other legislation including criminal law and the Human Rights Acts 1998 and within the wider context of mental capacity and the presumed ability of adults to make decisions and take risks against local authorities and practitioners’ duties to protect (Kemshall and Pritchard, 1997).

An understanding of the context and circumstances for the involvement in this adult safeguarding case is now required, to set the scene for the reflection.  The individuals involved in this case study will be referred to as Service User (SU) followed by a number for identification.  The individuals involved will also be referred to as the ‘family’ as a whole when appropriate. SU1 is an elderly man, originally from another County.  Approximately 10 years ago he was visiting with his close friends SU2 and SU3, also originally from the same area.  Whilst staying with his friends, SU1 had a stroke, was admitted to the local hospital and as a result of his significant care needs following the stroke, remained living with and cared-for by SU2 and SU3.  SU2 is male and is the main informal carer, supporting with the majority of personal care for SU1.  SU3 is female and the partner of SU2.  SU1 has significant dysphasia, one-sided weakness and a urethral catheter in situ and required support to transfer and mobilise, toilet, with personal care and all activities of daily living.  SU1’s local authority of origin made arrangements for a package of care to support him with his self-care needs in SU2 and SU3’s home with a view to responsibility and funding for the continuation of this support to then be transferred to the local authority.  After six weeks, the care agency gave notice that they were unable to continue with the package of care and the local authority was unable to re-source the package.  This was due to the capacity of providers compounded by the isolated and rural location of the property but also the condition of the access track.  It is understood that SU2 and SU3 felt able to provide the necessary support and all involvement with the local authority ended and they continued to care for SU1 for approximately 5 years without formal support services.  
A referral for assessment and support was received via the District Nurse who had been called to the family home to change the catheter as SU1 was unable to stand and transfer out of bed and travel to the surgery for this due to a decline in mobility.  The initial support requested was to make arrangements for respite.  However, it became immediately apparent that the equipment available in the home and the manual handling techniques used by SU2 were wholly inappropriate and were putting SU1 at risk of injury and falls.  The Occupational Therapist (OT) and Physio began to work with SU1 to establish what equipment was required and worked with SU2 to demonstrate and provide advice on safe manual handling.  At the same time, with the agreement of all parties, a package of care was agreed to support SU1 with his care needs and to support SU2 in his caring role.  During a follow-up visit from the OT, despite clear recommendations and demonstrations, it became apparent that SU2 was continuing to use manual handling techniques which included drag-lifts in the bed and manual body-lifts to transfer SU1 without use of or proper use of recommended equipment.  It was at this point that the OT made a referral to the Adult Safeguarding Team.  The Team screen all new referrals and it was agreed that this case met the criteria for safeguarding under SSWBA (Welsh Government, 2016b) in that SU1 was: an adult in need of care and support; experiencing or at risk of abuse or neglect; and unable to protect himself due to his care and support needs.

This screening process follows the guidelines in the Wales Interim Policy & Procedures for the Protection of Vulnerable Adults from Abuse (POVA) (Adult Protection Fora, 2013) and my role as the care manager was central to this process: in providing assessment and evaluation information, in agreeing and implementing support arrangements and in being the personal link between the family and other departments and agencies.  Following Strategy Discussions, on the basis of information gathered, evaluation of risks and development of the General Protection Plan (Adult Protection Fora, 2013) it was determined, at the time, that care and support arrangements were sufficient to address and reduce risks.  As care manager, it was my responsibility, under policy and procedure guidelines, to provide the continuous oversight and feedback of how well these care and support arrangements were achieving this (Adult Protection Fora, 2013).   I made the decision to refer again to the Safeguarding Team when further concerns came to my attention regarding catheter care and fluid intake, concerns continued around manual handling and support arrangements became problematic to fully implement.  It was at this point that a Strategy Meeting was called to bring together all the professionals involved and a broader multi-agency approach to further investigation and review of the Protection Plan was made (Adult Protection Fora, 2013, Welsh Government, 2016b).  Following a number of further Strategy Meetings, the safeguarding concerns were concluded but the care management role involving review, re-assessment and evaluation continued beyond this.

Firstly, in applying analysis to inform intervention, I found that it was necessary and useful to draw on a number of theoretical models to understand and make better sense of the situation and issues and how, perhaps, to resolve them (Maclean, 2011).  Broadly, I find that psychosocial theories that seek to understand the psychological processes, the nature of relationships and the environment of the individual useful frameworks for analysis (Teater, 2010).  Under this umbrella of psychosocial theories are a number of social work theories and practice models that I have found helpful.  For example, using an ecological approach was a useful tool to understand SU1’s circumstances and background, giving insight into the challenges and barriers present to change and improve the person:environment fit for him (Teater, 2010).  The ecological approach is also valuable in exploring the inter-relatedness, complexity and even potential conflicts and dilemmas between assessment and analysis of the cared-for and the carer (Gorman, 2005, 2009).  An added challenge in this case was SU1’s very poor communication ability:  he was mostly limited in his responses to ‘yes’, ‘no’ and ‘ok’.  These responses were not always reliable or contextual and SU1 demonstrated a high level of passivity to his informal carers.  It was necessary to rely on SU2 and SU3 for the majority of information and I was aware of the potential for bias in perspectives and reporting (Teater, 2010) and the difficulties in empowering SU1 to have a voice, choice and control (Parker & Bradley, 2010) to achieve person centred support (Social Care Wales, 2017).  In this respect, it was also useful to consider SU1’s circumstances in the context of Bowlby’s (1988) attachment theory to provide analysis and understanding of his relationship with and dependency on his informal carers (Teater, 2010).

SU2 and SU3 proved to be quite challenging to work with at times due to their personalities and communication and some workers involved found SU3, in particular, brusque and intimidating at times which subsequently impacted on the provision of support to SU1.  I didn’t particularly feel this, but then I have, perhaps, greater familiarity with and experience of the family’s social and cultural background because of my own.  Being aware of, understanding and being sensitive to diversity and difference is central in trying to establish positive relationships and effecting change and in achieving anti-discriminatory and anti-oppressive practice (Dominelli, 2002).  I found it useful to have consideration of each SU as an individual but also the family as a whole in the context of Thompson’s (2006) PCS model, their personal, cultural and societal context, with awareness of the impact that my values, my experiences and perceptions could bring to the case.

SU2 was fairly entrenched in the way that he provided care to SU1 and I feel that it would have been beneficial to have been more specific in my use of theories and practice models beyond analysis and understanding. Using task-centred or solution-focused approaches to work with SU2 regarding the specific safeguarding concerns about moving and handling and the more general concerns regarding care, support and wellbeing may have proved more effective.  Howe (1987) cited in Payne (2005) suggests that ‘theories’ inform our thinking and decision-making but that there can be an extent to which we ‘hide’ it from ourselves.  I feel that during my involvement in this case and at other times that I need to develop my explicit use of theories beyond those that aide analysis and assessment to those that may support achieving effective change and better outcomes. 

This now leads in to a focus on the second learning outcome: my experiences of intervention and application of professional judgement in an increasingly complex situation.  Following the first safeguarding referral by the OT, I asked for support from a senior colleague to establish SU1’s decision-making ability.  He was assessed as lacking capacity to make decisions regarding moving and handling but his wishes and feelings, explored in more depth by the IMCA, were clear about remaining cared-for at home by SU2 and SU3 and it was felt that it was in SU’s best interests and the least restrictive to support this (The Department for Constitutional Affairs, 2007).  The interventions that both the OT and I deemed to be appropriate were based on our professional judgement of the circumstances and what we felt would be of benefit to all the family:  SU1 needed support with all self-care needs to maintain wellbeing and safety; SU2 and SU3 needed to be supported in their caring role.  However, it proved incredibly challenging to achieve the desired and agreed interventions, in part due to SU2’s beliefs and practices but also due to wider, systemic issues.  Sourcing care was problematic due to the rurality of and access to the property.  The first care agency involved withdrew after two care calls due to ‘intimidation’ by SU3 and following alternative sourcing, the new agency were unable to provide the full package requested due to lack of availability of carers.

It is not unusual for carers or individuals to request support but then present numerous barriers to achieving that support. I often find that there is a difficult balance between meeting the needs of each individual which may or may not be in congruence with each other.  Similarly, there is also a balancing act to be achieved around the nature and extent to which I apply my own, or others’ professional judgement which may be harder to negotiate and make agreements on because they may conflict with the individual’s perspective (Rogers et al, 2015).  As the case developed in complexity I became more mindful of my responsibilities but also of the power that I and my colleagues held that could easily move from a person-centred, empowering ‘power to’ approach, to a ‘power over’ stance, impacting on how and what was achieved (Stepney & Ford, 2000).  For example, during the initial assessment, direct payments were explored as a means to achieving support.  As the case developed in complexity, bringing in both the safeguarding and capacity aspects, it became necessary to re-negotiate and agree new support arrangements based on mine and other’s professional judgement about what was appropriate under the circumstances.  I believe that much of the difficulties encountered in effecting change were primarily due to  SU2 and SU3’s past experience with social care, the ‘failures’ of the previous support provided and the feeling that they had been left to get on with it by themselves.  Trying to achieve a balance between respecting the rights, voice and maintaining trust with each individual involved was challenging and also a source of frustration for me.  It was noticeable that SU2 and SU3’s openness and willingness to co-operate did vary at times and I feel that I could have achieved more at times by employing a more direct and structured approach to assessment of risk and clarity and assertiveness in best interest decision-making and as care manager in the safeguarding process (Adult Protection Fora, 2013).

Finally, I want to explore and reflect on how I worked collaboratively with the service users, both cared-for and carer and with other professionals.  A number of issues with regards to working collaboratively with SU1, SU2 and SU3 have already been explored above under the other two learning outcomes.  Here, I want to focus the reflection on how I worked in collaboration with other professionals.  I worked particularly closely and in conjunction with the OT and it was by following her advice that I identified the need to make a second safeguarding referral regarding manual handling after the first had been concluded.  This then led to further concerns being identified around catheter care and fluid intake.  The District Nurses were alerted and this referral then proceeded on to a number of strategy discussions and meetings.  As the case worker, it became increasingly complex and more problematic to liaise and co-ordinate with an increasing number of different professionals in a timely manner and to establish and agree how concerns were to be addressed and resolved and by whom.   This was further complicated by needing to convey and justify concerns to other professionals and to rely on their professional judgement as to what was appropriate and safe practice.

I used supervision, both formal and informal to discuss issues relating to the case and it was beneficial that my supervisor was also acting as the DLM for the strategy meetings, so her awareness, understanding and involvement in the case was already substantial.  It was difficult at times to maintain clarity around specific roles and areas of responsibility and it was often daunting to have the responsibility as the case worker to feedback to the family which often involved having to give ‘bad news’ (Hothersall & Maas-Lowit, 2010).

Understanding the responsibilities and roles of the different professionals involved is pivotal in establishing effective partnerships, particularly with older people whose needs may arise due to both health and social reasons (Littlechild, 2008).  Very often, however, I can feel that the role of some professionals, particularly those from a ‘health’ perspective are very clear cut and have firm boundaries, yet the role of the social worker can be less clear and concrete with more fluidity and uncertainty at times (Parker & Bradley, 2010).  I find that this uncertainty, which can include conflicts and dilemmas when working with multiple service users, become more evident when safeguarding concerns are raised.  Good, collaborative relationships are needed as the case manager with responsibility for arranging support but it can become harder to maintain a positive relationships when your role is perceived as moving from a ‘caring’ to a more ‘controlling’ one.  I need to remain mindful of the National Occupational Standards (2015) and the Codes of Professional Practice for Social Care Workers (2010) and use these as a guide for myself when looking to resolve conflicts and dilemmas.  Parker & Bradley (2010), drawing together the work of Carkhuff (1987) and Egan (2001), identify that being able to effectively challenge or confront services users are core skills required in developing helping relationships.  Particularly in cases where safeguarding concerns are raised, I feel that I need to develop both my structured approach to resolving issues to maintain clarity and provide the basis for effective challenges where needed.

It was a challenge to reflect on this case as it spanned a long time frame and had multiple service users and professionals involved.  I do feel, however that it has served to highlight some of the strengths in my practice, but also the areas I need to continue to develop.  I have drawn attention to my need to be more structured in my approach at times to maintain clarity in both my role and my purpose.  Very recently, I attended a three day Signs of Safety training event.  The model is specifically designed for working with children and families but has a great deal to offer in assessing and managing risk with adults, not only in safeguarding, but also in working towards improving wellbeing.  The model sits comfortably within the ethos of the SSWBA in exploring what’s working well, what’s not and where a person or family want to aim for in terms of outcomes.  It also draws on a number of the practice models and tool, like scaling questions and task-centred work that I have already identified as needing to incorporate more to improve my practice.  
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