Version 1_Cohort 15 
[image: ]

GRADUATE CERTIFICATE in Consolidation of Social Work Practice
LEVEL 6 - 60 Credits
BMPF6044


LEARNER PORTFOLIO
(PORTH AGORED and UNIVERSITY OF WALES TRINITY SAINT DAVID)


	Learner’s name: Paidamoyo Maziwisa

Email address: 2418248@student.uwtsd.ac.uk

Learner’s University Registration Number: 2418248

Cohort: 21 onwards


 






Task 3

Safeguarding and working in complex situations – Case Study

Guidance;
Please ensure that you meet the National Occupational Standards and assigned Learning Outcomes for this task (see appendix 5 and 6 of the handbook). 

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


In this critically safeguarding reflective case study, I will examine an assessment conducted within the adult mental health team in Wales. To guide my reflection, I will use Kolb’s experiential learning model, which encourages social workers to evaluate the outcomes of their interventions and adapt their practice accordingly (Morris, 2020). This approach aligns with the Social Care Wales Code of Practice (SCWCP) (2017), which emphasises the importance of integrity and accountability in social work practice.

This task supported key learning goals from Task I, including applying assessment analysis to guide interventions, collaborating with individuals, carers, and professionals, and using professional judgment in complex situations.Before reflecting, I will briefly outline the individual assessed to provide context for analysis.

This case outlines a safeguarding concern involving an adult male who is currently supported by the Community Mental Health Team. For the purposes of confidentiality and in compliance with the Data Protection Act 2018 and SCWCP (2017), he will be referred to as Two. 

I am appointed as Two’s care coordinator and social worker under Part 2 of the Mental Health (Wales) Measure 2010. This legislation requires that individuals receiving secondary mental health services are supported by a designated care coordinator, jointly provided by the local authority and health board. 

According to Public Health Wales (2025) one in four adults in Wales reported experiencing a mental health condition in the past year. Furthermore, hospital admissions for mental health-related conditions increased by 8% between 2023 and 2024, highlighting the growing demand for mental health support services.
 
Two is a 65-year-old gentleman who has a mental health diagnosis. Two has spent his life as an academic and a published author. After retiring, he enjoyed volunteering and attending various sporting events in his community. He has had two significant mental health relapses several years ago which caused distress to Two, his relationship and his family dynamics. On one of his relapses Two spend a significant amount of money and as a result he appointed his sister as lasting power of attorney.

Two lived independently in a one-bedroom ground floor flat in Wales. As well as a mental health diagnosis, which will not be identified in this task to promote his identity,  he also has Parkinson’s and as a result there have been mobility concerns. Two has fallen inside his flat and has cut the back of his head. Two has also fallen whilst in the community. An additional complicated factor was that it was recorded that Two liked to drink several bottles of wine a day which also increased his risk of falling.  Two continues to dispute that he has a drinking problem even though his family have also informed professionals of the drinking concern. 

Whilst still residing at his home he had domiciliary care services involved daily. The agreed hours were Monday to Sunday two visits of half hour per day, one in the morning and one in the late afternoon. The predominant feature of these calls was for medication management, physical support, diet management, social support and mental health support. Domiciliary Care staff raised concerns regarding the individual's frequent falls and alcohol consumption. These concerns were reported to both the care coordinator and the safeguarding team, in line with statutory guidance under Part 7 of the Social Services and Well-being (Wales) Act (SSWWA) 2014. According to Section 128 of the Act, all professionals have a duty to report adults at risk. Additionally, Section 126 outlines the duty to make enquiries where there is reasonable cause to suspect that an adult is at risk. Consent from the adult is required to proceed with safeguarding enquiries unless the individual lacks mental capacity.

From a safeguarding perspective, the concerns raised by domiciliary care staff are consistent with indicators of self-neglect, as outlined in the Wales Safeguarding Procedures (WSP)  (Social Care Wales, 2019).  These procedures are aligned with the SSWWA Act 2014, Part 7.

Two was allocated to me due to an ongoing Court of Protection case regarding his accommodation and care arrangements. My role involved exploring suitable  community support  options, assessing and mitigating associated risks, and preparing a statement for the Court on behalf of the local authority. This was particularly significant as Two had  been moved into  supported accommodation without his knowledge, following the use of therapeutic deception by his former care coordinator, a psychiatric nurse, to facilitate the transition into supported living.

According to the Royal College of Psychiatry (2018), therapeutic deception in mental health refers to the intentional distortion of truth by professionals to protect a patient’s emotional well-being. While this approach may be justified in cases involving dementia or acute psychosis, it raises ethical concerns regarding autonomy, trust, and professional integrity (Banks, 2012). In this case, therapeutic deception was used to reduce distress and resistance during the relocation process, with the aim of promoting Two’s long-term safety and well-being. 


Two was assessed as lacking capacity to make decisions regarding  his accommodation and financial matters.  Two’s neuroimaging (CT and MRI) indicated that he had  frontal lobe atrophy and a traumatic brain injury affecting the temporal lobe, consistent with deficits in short-term memory and executive functioning (Wen et al., 2025). Due to his strong rapport with domiciliary care staff, they accompanied him to the supported placement under the pretense of a short visit. Upon arrival, he was informed that he would be residing there. His mental health advocate was notified after the relocation.The Mental Capacity Act  (MCA) 2005 highlight sthe importance of a mental health an advocate ‘s role is to ensure that Two’s  views, wishes, and rights considered. However , by informing te advocate of the move later on this could be seen as professionals not promoting Two’s voice.In a conversation with his previous care coordinator I questioned why the advocate was not involved she stated “ Two’s advoicate is difficult and I struggle to communicat with him”.   

The WSP ( SCW, 2019) and the SSWWA 2014 emphasise the importance of collaborative working between professionals and vulnerable individuals to ensure timely and appropriate support. However, effective collaboration can be hindered by several barriers, including different professional priorities and agendas (Zerden et al., 2019). Depsite these barrires, all professionals should be guided by legislation and work together to safeguard whilst promoting the individual’s rights.

An urgent Deprivation of Liberty Safeguards (DoLS) authorization was obtained prior to the transition. The DoLS are specific and outline that Two cannot access the Supported Living community without staff support in addition to staff storing and monitoring his alcohol intake. DoLS, under the Mental Capacity Act 2005, are designed to protect individuals who lack the capacity to consent to their care arrangements. Two’s sister was involved in the planning and agreed with the proposed move. She ensured the new accommodation felt homely, brought his most valued possessions, and provided a week’s supply of alcohol as per his care plan. Despite these efforts, Two expressed distress about the move, stating he felt he was ‘kidnapped by his care coordinator’ and has repeatedly asked to return to his flat. Given his lack of capacity and the risks associated with remaining in his previous accommodation, safeguarding concerns remain ongoing because Two would like to go back to his flat.

Concrete Experience: 
Two provided a statement to give to the local authority’s legal department in preparation for the court of protection case, thereby making it practical to implement a task centred approach when collaborating with Two during the assessment. In addition, the approach enabled me to be non-oppressive and non-judgemental in order to empower Two (Milner and O’Byrne, 1998). Two says he was kidnapped from his flat and moved into supported accommodation but would like to go back home and he is contesting his DoLS hence my involvement as brieflry mentioned above. 

I ensured that prior to the visit, I read the risk assessment, case notes and referral to ensure that I had up to date knowledge of Two’s situation. Having completed my background checks by talking to the previous care coordinators and current professionals involved, I observed that it was documented from previous assessments that Two was not a Welsh speaker though the offer of conducting the assessment in Welsh was offered. In Wales, Welsh Government (WG) strategy ‘More than Just Words’ the Active Offer’ (2012) makes it mandatory to ‘respect Welsh speakers’ right to communicate. 

I introduced myself to Two five days before the planned visit and explained that I would be collecting his statement for the Court of Protection. I wrote my name and appointment time on his calendar and informed him that some questions might be challenging. During my initial visit, I observed that he became upset when the topic of alcohol was raised, so I planned to focus on his Parkinson’s and mental health during that visit, postponing the alcohol discussion to a later date

Reflective Observation.
Prior to the assessment, I reflected on how risks could have been mitigated within the community. I considered two options: introducing a live-in support worker or amending the existing domiciliary care hours. In Wales, live-in support workers are regulated under key legislation such as the SSWWA 2014, which emphasises achieving personal outcomes. 

The role of a live-in support worker includes safeguarding, personal care, medication management, socialisation, and supporting individuals to live independently. This option could have reduced isolation and allowed for monitoring of Two’s alcohol intake. However, the UK Care Guide (2025) notes that the primary disadvantage of live-in care is its cost. Munson (2025) highlights that while some costs may be covered by the local authority, a financial assessment could result in Two contributing towards his own care.

The second option involved increasing Two’s domiciliary care hours from one hour to three or four hours daily. If support was not used on a given day, hours could be banked for longer trips, such as visits to London. This flexible planning might have enabled Two to remain in his flat with adequate community support. According to (SCW) (2017) code of practice section1 informs us that professionals “must respect the views and wishes, and promote the rights and interests, of individuals and carers, however section 4 states that social workers “must respect the rights of individuals while seeking to ensure that their behaviour does not harm themselves or other people” (SCW, 2017).  

Two has a diagnosis of Parkinsons which is a progressive condition therefore it is important to consider that his falling risks may increase over time (National Institute of Neurological Disorders and Stroke (NINDS), (2023). These falls could be mitigated in the community because  advances in domiciliary care now include wearable fall detection devices, such as watches or pendants with GPS, which can alert professionals when a fall occurs (Fall Prevention Foundation, 2025).

Two’s previous care coordinator noted that he had a neck alarm but chose not to wear it. It is possible he may have preferred a watch-style device. I also considered whether his short-term memory affected his ability to remember to wear the alarm, and whether written prompts were used in his home. Research from the Alzheimer’s Society (2025) and the Descant Trial (Hulbert et al., 2022) suggests that individuals with memory difficulties can manage independently with appropriate memory aids.

As a former academic and author, Two may have responded well to written prompts placed around his flat. These could include reminders about appointments, care plans, or decision-making tools such as a balance sheet outlining pros and cons. However, Kapur et al. (2004) caution that such tools may be time-consuming and could cause confusion or anxiety.

In conclusion, the two options were complex to action because Wales is the poorest country in the UK and the ongoing issues of carer shortage in the UK would have been difficult to support Two (Joseph Rowntree Foundation,2025). Ultimately the lack of resources further oppresses vulnerable individuals (Carter et al., 2022)

The visit was at 11:00 and I arrived at 11:08. Two then stated that I was late and he could have done a few things during this time. I apologised and explained that traffic was an issue, and I could not call him because I do not use my phone whilst driving. “You could have pulled over” Two responded. 

As mentioned earlier in this task, therapeutic deception in dementia care is to prevent distress when a patient repeatedly asks about a deceased loved one. In such cases, support workers may choose not to disclose the death, instead offering comforting alternatives such as saying the person has gone to the shops. This approach aims to avoid retraumatising the individual.

However, in the case of Two the use of therapeutic deception may not be appropriate (NeuroLaunch, 2024). Although Two’s memory is impaired, he demonstrates the ability to recall specific events. During the visit, Two said “I was kidnapped by the people in XXXX. Brought up here and locked in this building and that was ten weeks ago. I just have not had any explanation or any documents”. Two did not have copies of his mental capacity assessments, care and treatment plans. These documents were given to him the week before we met.

Two then stated that “I read the report by the barrister, and she said that she had been told that I was drinking three bottles of wine a day. Which is ridiculous. These people from XX and a nurse called XX had brought me up here and did not bring anything with me. My mother and sister have had to bring things up here.”

Additional examples include, when I asked him if he was happy at the supported accommodation he said “they are very good here. They took me to London on Monday. I was going to three meetings I am just writing my 17th book. I was going to meet a woman an archivist. Sadly, she is retiring on the 13th of September. I arranged to meet at 14:00 but we arrived at 17:00. I had to miss the other two meetings. I was going to see my editor. I had pizza express for the first time. I am sure you have it all the time. I then phoned here (the home) to get the guy who had driven me, to came back because I was finished. We started driving at 19:30 but it was a catastrophe because there was one crash. The second problem was that we were diverted. We arrived at 01:30.” Two was able to inform me that he attended the funeral of his former teacher. In conversations with the support staff, they all confirmed that these events occurred, and they were with him. These events suggest that Two retains some capacity for memory and understanding, raising ethical concerns about the use of therapeutic deception in his care (NeuroLaunch, 2024).

[bookmark: _Hlk208370793]In a conversation with Two’s former psychological nurse after his assessment, she justified the use of therapeutic deception by stating “I would rather attend the Court of Protection than an inquest”. This risk adverse approach is understandable because  Riolo (2017) notes that mental health professionals may engage in defensive psychiatry to mitigate legal risk. This approach is particularly common among those previously involved in inquests where they perceived responsibility for an individual’s  death (Tamworth et al., 2025).Corteen et al. (2014) and Tamworth et al (2025) both highlight in their writings that the emotional toll on the professionals often leads to restrictive practices and not in the vulnerable individual’s best interest. Kallert et al (2017) highlights the tension mental health professionals face when balancing risk management with ethical practice.In hindsight, risk aversion is understandable particularly given the accusatory and emotional toll, inquests have on professionals (Corteen et al. 2014).

The Mental Capacity Act (MCA)2005 provide guidance on how to support individuals who may lack capacity. The act has five key principals. In this task, I will be highlighting two of the five principles which is that any support provided should be in their best interest and least restrictive. By applying these two principles of the act, the vulnerable individual’s rights are protected even in the context of safeguarding

In the case of NHS Trust v XB [2020] EWCOP 71, the court authorised therapeutic deception by allowing the covert administration of medication to a man with treatment-resistant paranoid schizophrenia and severe hypertension. XB lacked insight into his condition and refused treatment. The court found that he lacked capacity and ruled that therapeutic deception was in his best interests. Importantly, the judgment emphasised the involvement of family under Section 4 of the MCA 2005 Though the above example is not Parkinson’s specific, however it highlights that therapeutic deception could be legally used in mental health to support and safeguard vulnerable individuals. The case also highlights the contradiction in legislation to guide professionals and the legislation to promote the human rights and best interest of the vulnerable individuals being supported (Carr and Goosey, 2017).

When asked whether he would recognise when it was time to move into supported accommodation, Two replied, “That is a good question,” but did not elaborate. This response suggests some level of insight, although limited. In hindsight, the use of therapeutic deception in Two’s case may have been overly restrictive and not aligned with the principles of the MCA 2005. Safeguarding remains paramount as emphasised in the National Occupational Standards (Nos) part 12, which states that social workers should be able “assess needs, risks and circumstances” (SCW, 2011). Safeguarding must be balanced with legal and ethical obligations to uphold autonomy and dignity (Banks, 2012).

Reflexivity in reflection is crucial in social work, and it is important to write down my emotions during the assessment (Teater,2020). During the meeting, I experienced a noticeable power imbalance that made me feel vulnerable. As a social worker, I am often in situations where I advocate for individuals who are themselves vulnerable due to systemic inequalities (Baldwin, 2024). However, in this instance, I found myself in a position of vulnerability, particularly because I was speaking with an academic. I felt academically inferior in comparison to him.

During the session, Two asked me several times about my country of origin and where I obtained my social work qualification. This line of questioning felt intrusive and left me feeling vulnerable. Research highlights that social workers from ethnic minority backgrounds often face heightened scrutiny and systemic barriers when supporting vulnerable populations (Forbes & Aziz, 2023). I responded by stating that I am from Zimbabwe and qualified from a respected university in Wales. Another subtle but unsettling moment occurred when he  mentioned his recent trip to London and remarked, “I had Pizza Express for the first time. I’m sure you’ve had it so many times.” I found this assumption significant and it offended me.While the comment may have been innocuous, my lived experience of racial bias and microaggressions has heightened my awareness of such interactions (Tedam, 2023).

Tedam (2023) writes that microaggressions are often indirect, inconspicuous or accidental comments or behaviours that could have a cumulative impact on ethnic minority professionals, leading to feelings of isolation and low self-worth. I later discussed this interaction with colleagues and a social worker friend. They shared similar experiences, noting that the academic sometimes struggled to take advice from professionals he perceived as less educated. This was reassuring, as it suggested that my reaction may not have been entirely based on overthinking. Nonetheless, I recognise that my experiences as an ethnic minority social worker have shaped how I perceive certain interactions (Equality & Diversity UK, 2024). I believe it is important to explore these feelings further in supervision and with trusted peers. This will help me avoid automatically attributing difficult encounters to racial bias, while still validating my lived experience.

Abstract Conceptualisation:
Erikson’s Stages of Psychosocial Development (Brown et al., 2003) was instrumental in helping me understand and assess Two, a 65-year-old individual. The theory outlines eight stages of development from infancy to late adulthood, each defined by a central psychosocial conflict. At 65, Two is in the final stage: Ego Integrity vs. Despair. This stage involves reflecting on one’s life and assessing whether it has been meaningful. A positive resolution leads to a sense of integrity and acceptance of life’s limitations, while a negative outcome may result in despair and regret. In Two’s case, he appeared to be questioning the value and meaning of his life, which aligns with the psychosocial conflict described in this stage. A positive outcome would involve Two accepting that he now requires support and can no longer live independently, without feeling diminished by this change. Erikson’s theory also influenced my decision to complete the statement over two or more face-to-face visits.
 
This approach allowed for a more sensitive and person-centred engagement, respecting the emotional complexity of this life stage. However, I found limitations in applying Erikson’s theory. It is largely descriptive and lacks recent empirical support (Brown et al, 2003) Additionally, it has been criticised for being gender and culturally biased, which may limit its relevance in diverse contemporary contexts. With advances in healthcare and changing societal norms, older adults are living longer and remaining active in work and community life (Storey, 2023). In the UK, the number of employees aged 65 and over increased by 71,000 (6.3%) between May 2023 and May 2024, reaching 1.2 million. The average age of exit from the labour market has also risen to 65.7 years for men and 64.5 years for women (Department for Work and Pensions, 2024). Despite these limitations, I found the theory appropriate in this case, as it provided a useful framework for understanding Two’s emotional and psychological needs.

The primary legislation for mental health is the Mental Health Act (MHA) 1983. This legislation informs us that individuals could be detained and assessed under Section(s)2 and s.3 of the MHA 1983. Under s 2, individuals may be detained for assessment for up to 28 days, while s.3 allows for longer-term detention for treatment and assessment purposes. However specific to Wales is the Code of Practice for the MHA 1983 (Revised 2016) which informs professionals about the importance of promoting an individual’s rights, consents as well as addressing safeguarding issues. 

The code of practice is a guide for professionals on how to support individuals and provides additional information for the families of the vulnerable individual. The Code also promotes collaborative work and a rights-based approach which ensures that vulnerable individuals are involved in their care and treatment planning. The Mental Health (Wales) Measure 2010 was briefly mentioned above, underpins the MHA 1983 by placing legal duties on the local authorities and health boards. The legislation highlights that individuals have a right to care coordination’s, a right to be reassessed if they have been detained on a s.3 of the MHA 1983, they have a right to s117 after care support.  The Measure also highlights the importance of advocacy services in mental health hospitals.

Community mental health social workers must uphold the Human Rights Act (HRA) 1998, particularly Articles 3, 5, and 8, which protect individuals from degrading treatment, ensure liberty and security, and safeguard private and family life. In Two’s case,  he was detained under s3 of the MHA 1983, his expressed distress and feeling of being “kidnapped” warrant careful consideration of his Article 8 rights. While he remains in contact with family and is not at immediate risk in supported accommodation, his wish to return home should be reviewed within a rights-based framework.

The Equality Act 2010 defines disability as a physical or mental impairment with a substantial and long-term impact on daily activities. Mental health conditions such as schizophrenia or bipolar disorder may qualify. The Act requires reasonable adjustments to prevent discrimination. For example, Two informed me that the environmental hazards he encountered in his flat included uneven pavements causing falls, these concerns must be addressed by the local authority to ensure his safety and thus increasing the posiibility of him staying in his flat for a longer period.

The Welsh government launched the Mental Health and Wellbeing strategy 2025-2035 with the aim of promoting co-production, early intervention, reducing stigma and access to support when needed by different individuals. This strategy is underpinned by a strong commitment to improvement community care whilst empowering the vulnerable individuals. The strategy also writes that they are certain groups in the community who are at greater risk of being diagnosed with a mental health condition and often struggle to access the support they need. These policies recognises the inequalities and promotes a holistic approach when supporting these vulnerable groups. As a result, these groups have been highlighted in several polices which include the Child Poverty Strategy for Wales, Disabled People’s Rights Plan, Anti-racist Wales Action Plan, the Violence Against Women, Domestic Abuse and Sexual Violence Strategy, Nation of Sanctuary Refugee and Asylum Seeker Plan and Roma and Travellers Plan.

I have learned that while social work practice is underpinned by legislation, the interpretation of law can vary depending on the context and the arguments presented (Brammer, 2020).  For instance, Two wishes to return to his flat, and this could be supported under Article 8 of the HRA 1998, which protects the right to respect for private and family life, home, and correspondence. However, safeguarding duties may require intervention if the person lacks mental capacity, as defined under the MCA 2005. In such cases, professionals must assess whether the individual can make an informed decision. If they cannot, a best interest’s decision may be made that could override their Article 8 rights, provided the intervention is lawful, necessary, and proportionate. Two’s case highlights the ethical dilemma of promoting autonomy and safeguarding (Sasson, 2020).

Safeguarding in adults often involves evaluating unwise decisions under the MCA 2005. Two’s case illustrates the nuanced challenges of applying therapeutic deception in mental health settings. It is essential that professionals conduct fair assessments without allowing perceived risks to disproportionately influence outcomes, which can lead to oppressive and restrictive practices (Sasson, 2020).

Active Experimentation:
SCW (2017) Codes of Practice, Section 6.9, highlights the importance of accountability and ongoing development in social work. To improve my practice, I will work on punctuality and inform Two of a possible 15-minute variation in arrival time. I plan to use memory tools and provide visual aids and written notes after our second visit.

Regular supervision with my manager or a senior colleague is key to my growth. Peer discussions after my visit with Two reinforced the value of sharing insights, reflecting on practice, and addressing unconscious biases.
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