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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 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. 


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


I have chosen this case to use within the consolidation portfolio due to the complexity alongside the multitude of legislation I could consider. This case study enabled me to show how I have collaborated with other professionals, the individual and family members to ensure the individual is safeguarded whilst improving the wellbeing of the individual and reducing the risks. This case study offers me the opportunity to show my ability to use my professional judgement in complex situations and my knowledge and understanding of legislation locally, nationally and internationally. 

For this case study and to maintain the confidentiality of the individual, the person will be referred to as 3. 3 is a male, English national who is residing in Wales. The location in which 3 resides is ranked as 30% most deprived areas of Wales according to the Welsh index of multiple deprivation (WIMD, 2019). In terms of statistics the location is within the top 20% deprived in Wales for community safety, health, income and employment (WIMD, 2019). It is suggested by Packard, Cavanagh, Mclean et al (2012) that citizens within areas of deprivation have higher levels of hopelessness, sense of coherence, lower self-esteem and a lower sense of self efficiency.

In the UK data has shown that there were 8970 alcohol related deaths in 2020, which saw an increase by 16% on the previous year (Alcohol Change UK, 2023).  Whilst comparing the data between England and Wales (Office for National Statistics, 2021), Wales had 9% higher alcohol related deaths, furthermore this is said to be exacerbated in areas of deprivation potentially due to the above statement of hopelessness and lower self-esteem of citizens in areas of deprivation. 

3 was referred to social services by a family member due to concerns in relation to 3’s ability to undertake aspects of daily living due to his alcohol dependency. The family member shared concerns in relation to 3’s mobility which is impacting upon his ability to get to the toilet on time resulting in 3 sitting in urinated clothing, furthermore 3 resides in a first floor flat and is having difficulties navigating the stairs due to his limited mobility. Twelve months prior to the referral 3 had been admitted to hospital following a fall down his stairs, whilst in hospital it was discovered that 3 had pressure sores. During the hospital admission 3 was supported to detox from alcohol however this was on a medical ward and upon discharge from hospital there was no further substance misuse support offered. 3 remained abstinent from alcohol for approximately one month following his discharge from hospital. The family member has also shared concerns in relation to a neighbour abusing 3 financially. It transpires that the neighbour has befriended 3 and due to 3’s poor mobility is completing shopping tasks for 3 using 3’s bank card for his own financial gain.
A telephone conversation was held with the referrer who provided more detail and discussed the concerns at length. It was established that the concerns were in relation to self-neglect and financial abuse and 3 may have needs for care and support however care and support needs had not been assessed at this point. 

I analysed the referral information in relation to legislation and policy frameworks. This was to ensure my professional practice was upheld within social work and safeguarding. The Welsh legislation utilised to inform my practice was the Social Services and Wellbeing (Wales) Act (2014) (SSWBA 14), Section 5 of the SSWBA (14) requires the local authority to promote the wellbeing of any person who has needs for care and support and their carer. The Act has ten areas of wellbeing and upon review of the information gathered so far from the referrer, I concluded the wellbeing criteria to consider will be:
A, physical, mental health and emotional wellbeing.
B, Protection from abuse and neglect,
D, Domestic, family and personal relationships
G, Social and economic wellbeing.
H, suitability of living conditions.

Due to the referrers concerns it was relevant for the consideration of 3 being an adult at risk,
the SSWBA defines an adult at risk of abuse and neglect as an adult who:

“1: Is experiencing or at risk of abuse or neglect,
2: Has needs for care and support (whether or not the authority is meeting any of those needs), and
3: As a result of those needs is unable to protect himself against the abuse or neglect or the risk of it.” (SSWBA 14). 

Part 3 of the SSWBA (2014) places a legislative requirement on the local authority to assess when notified the care and support needs of an adult. The referral suggests 3 may have care and support needs and therefore is eligible for an assessment of his care and support needs by the local authority. It is understood that whilst assessing the care and support needs in line with part three of the SSWBA, this is not directly linked to safeguarding however, it is imperative to establish care and support needs to determine whether 3 is an adult at risk and to refer to the local authorities safeguarding team to complete section 126 enquiries (SSWBA,14). 

England’s legislation, The Care Act (2014) does directly mention alcohol misuse in terms of care needs whereby the Welsh legislation SSWBA (2014) does not directly mention alcohol misuse however The Care and Support (Eligibility) (Wales) regulations (2015) clarifies that an adult with care needs arising from an alcohol or substance dependency are eligible to have those needs met by the local authority.

The referral was discussed within supervision, and it was agreed that I complete a what matters conversation face to face within the home of 3. A what matters conversation is a skilled conversation as part of any assessment process (Social Care Wales, 2019), the conversation relies upon co production between 3 and me as the social worker. The conversation will seek to establish the wellbeing of 3, the strengths of 3 including family, friends and the community and the risks posed to 3’s wellbeing including the risks in achieving his specific outcomes. 
Supervision gave me the opportunity to not only discuss the legislative requirements but to share thoughts on the professional approach I would use. The strengths-based approach is said to have moved social work away from the deficit model of care management (Department of Health and Social Care, 2019) and emphasises a collaborative approach not only with the individual but with other professionals to determine the strengths and capabilities of the individual. 

At this point of my enquiries the consent to proceed with an assessment or to have any social services input had not been established therefore there was consideration of the self-neglect policy (North Wales Safeguarding Adults Board, 2016) and the Mental capacity Act, (2005). Due to the dynamics and complexity of self-neglect there is no accepted definition however, Gibbons et al (2006), North Wales Safeguarding Board (2016) define self-neglect as the inability either intentionally or non-intentionally to maintain an acceptable standard of self-care which could lead to considerable risk to the health and wellbeing of the person or to their community. If 3 chooses not to engage with professionals and there is evidence, he is an adult at risk and self-neglecting I can evoke the self-neglect policy. The aim of the self-neglect policy is to prevent injury or death of individuals who may be self-neglecting (North Wales Safeguarding adults board, 2016) further to this the self-neglect policy will enable all professionals to work collaboratively to reduce the risk to 3’s wellbeing. 

I compared international legislation in relation to chronic dependant drinkers, both the United States of America and Australia have legal powers to detain for the treatment of alcohol or substance misuse. In America they utilise the Civil Commitment Act and Australia utilise the Drug and Alcohol Treatment Act (2007), which allows for the detention for treatment for twenty-eight days which can then be extended for a further Twenty-eight days if necessary. There are ethical concerns in relation to the deprivation of liberty of the individuals in which the involuntarily detention applies (Abishek, Christopher et al, 2018) however Article 5 (e) of the European convention on Human Rights recognises the involuntary detention of individuals who are dependent on alcohol or substances. Furthermore, the Australian legislation is described as effective with research suggesting 60% of people who were detained had shown significant improvement and over 50 % were able to maintain abstinence (Dore, 2014). There is a misconception that alcohol dependency in the UK is not covered by the mental health Act (2007) (MHA) although this is partly correct as in someone cannot be detained for the treatment of alcohol dependency as they could in America and Australia, if someone’s alcohol dependency results in a disorder of the mind then a case can be made under the MHA for detention. 


My initial contact with 3 was via telephone whereby I introduced myself and discussed the reason he was referred into adult social services. I gained the consent of 3 to a home visit whereby a what matters assessment could be undertaken. A risk assessment was completed, Adult social care held no information on 3 to suggest he or his environment posed a risk however it was agreed by management that the visit would be completed by two persons. 
3 was offered a service in Welsh in line with the more than just words policy, 3 is not a Welsh speaker and therefore does not require a service in Welsh. 

Upon my arrival into the property there was a strong odour of urine, and 3 was observed to have difficulties mobilising around his flat. 3 was holding on to household items and walls whilst mobilising.
There were several empty and full wine bottles within the flat suggesting a high level of alcohol consumption. Despite the smell and the discarded alcohol bottles the property was in good condition, was warm and it was evident that 3 had the appropriate household items to meet his daily living needs.  

3 was keen to discuss his story and explain what had led to the current situation. It was evident that 3 was an intelligent man with good insight into the risks in relation to alcohol consumption.

3 had been visited by district nurses the day prior to my visit, the nurses had made 3 some toast and a cup of tea, this remained untouched on the table evidencing a lack of nutritional intake. 3 discussed not having an appetite and had not eaten food for four days, 3 spoke of the calorific content of wine which he felt was impacting upon his appetite however he was able to discuss the risk of lack of nutrition upon his health and wellbeing and the importance of consuming food and non-alcoholic fluids to reduce the risk to his health. 3 was observed to have reduced mobility and therefore was having difficulties preparing meals. 3 spoke of how he is reluctant to utilise microwave meal due to the poor nutritional values and preferred to make meals using fresh ingredients. We discussed microwave meals and the possibility of having food delivered, I supported 3 to download delivery services apps to his smart phone to enable him to have hot meals delivered to his door. 
3 acknowledged his alcohol consumption to be a significant risk to his health and spoke openly about his risk of developing Korsakoff syndrome. 3 does wish to seek support for his alcohol dependency including accessing a detox programme. 3 consented to a referral to the local substance misuse service to access specialist support. 

3 openly discussed his neighbour and acknowledged that the relationship began as a friendship whereby 3 would request the neighbour access the local shop utilising his bank card as. 3 explained that due to his reduced mobility he is unable to leave his property which is on the first floor. This friendship has now developed into an expectation whereby the neighbour expects food, alcohol and money for the support he provides. 3 feels he is unable to say no as he fears for his physical safety due to the lack of mobility, he currently experiences. 3 also discussed how his lock to his main door appears to be broken which enables the neighbour to enter without permission and at times has led to food and alcohol being taken without consent. 3 does not wish to contact the Police in relation to the neighbour entering his property and misusing his bank card however he was accepting of a referral to the adult safeguarding team. Section 162 SSWBA (2014) places a duty to report an adult or child suspected to be at risk of abuse. The All-Wales safeguarding procedures (2019) explain that obtaining consent from the individuals may lead to more effective outcomes of the safeguarding process as well as promoting an effective partnership with the adult. 

Due to the immediate risk of the broken door, I contacted the landlord and reported the broken lock and was advised a locksmith would be at the property today to fix the lock. We discussed the option of telecare, which is a pendant based alarm that 3 can press should he require urgent support. The telecare system will also provide falls monitors and motion sensors which will be alerted should 3 have a fall or there is lack of movement within the flat for a certain period. 3 consented to having telecare installed and felt this offered some form of reassurance.


3 was supported by a family member during the initial contact and we were able to discuss ways in which 3 could safeguard his finances. 3 discussed having a large amount of money in his bank account, it was agreed that the family member would support 3 to set up a separate savings account to transfer most of his money into the savings account to provide a level of safeguarding. The family member was also going to support 3 to set up online access to banking via his mobile telephone app. 3 was unable to purchase tobacco via online shopping services and advised this to be the reason he required the neighbour to use his bank card to visit the local shop to purchase tobacco. The member of the family agreed to purchase tobacco once weekly to ensure 3 did not rely on the support of his neighbour. Due to 3 being a smoker and the fire risks this posed during alcohol consumption, it was agreed that we would refer to the local fire service to explore equipment which may minimise the risk of fire.

In terms of care and support needs, 3 advised he was not able to prepare his own meals due to his mobility and a lack of motivation. 3 was honest in relation to his level of alcohol consumption and advised he at times is intoxicated to a level whereby he is unaware that he has urinated. At this moment in time 3 did not wish to consider any form of care however he was willing to consider equipment which may support his mobility and therefore enhance his independence.  Due to 3 being able to discuss his care and support needs, weigh up the risks of alcohol consumption, retain the information I felt at this moment in time 3 had capacity in relation to his care and support needs however further assessments will be needed to explore the executive capacity of 3. The National institute for health and care excellence (2018) discusses the long-term assessing of someone’s capacity due to the likelihood of fluctuating capacity in chronic dependent drinkers furthermore, approximately 50% of chronic dependent drinkers have frontal lobe brain damage which is the behavioural centre of the brain. It is believed that many people who have a frontal lobe brain damage are wrongly assessed as having capacity due to the ability to say the correct things however when they are required to act upon the knowledge, they are unable to do so (Michael Preston Shoot and Mike Ward 2023). Therefore, a longer period of assessment is required whilst assessing the capacity of chronic dependent drinkers.  

3 consented to me contacting his registered doctor’s surgery to request a medical review alongside referrals to telecare, physio and substance misuse services. 3 also consented to a referral to the adult safeguarding team. Due to 3 open and accepting of support it was apparent that the self-neglect policy was not required at this moment in time however due to the risks to 3 health should 3 dis engage with the support offered the evoking of the self-neglect policy would be considered.  

A discussion was had with the safeguarding team in relation to the adult at risk form I had submitted. Safeguarding enquiries were going to made under part 7 SSWBA (2014). I was tasked with the completion of person-centred enquiries and the gathering of information as part of the s126 enquiries to establish the person-centred outcomes of 3. It was also agreed that I would establish whether the safeguards we have agreed to during the initial visit in relation to finances and the door had in fact been completed. In line with S126 I was requested to complete this within a period of seven days. 

Prior to my follow up visit I contacted the registered general practitioner of 3 to discuss my contact with 3 and my concerns in relation to his reduced mobility, level of alcohol consumption and his lack of nutritional intake, the general practitioner will undertake a home visit to review the health of 3 and feedback their medical overview. I contacted the substance misuse service on completion of a referral to again share my concerns, it is usual for the service to send a letter to citizens offering support however they require citizens attend the service to show their motivation to change. I was aware that due to a lack of mobility 3 would be unable to attend the service and therefore would require a home visit. Whilst speaking to SMS I made it clear that 3’s health and wellbeing was at significant risk due to the level of alcohol consumption and discussed the possibility of working collaboratively to enhance the wellbeing of 3. SMS services agreed to a home visit alongside me to assess 3 in relation to his substance misuse needs. I completed referrals to the community Physio team, and it transpired that 3 was already known to the team following his accident and they would make immediate contact. 

The visit commenced within the seven-day period, 3 had with the support of a family member opened a new savings account and transferred most of his money into this. 3 had also downloaded an online banking app to his smart phone and discussed that during a recent visit from his neighbour he decided to log onto his app and place a temporary freeze on his bank card. 3 discussed the reason for this being that should he fall asleep whilst intoxicating the neighbour would be unable to use his bank card. The telecare service had now been set up and 3 was observed to be wearing the pendant which he could press should he require urgent support. 3 felt this offered him some reassurance. The neighbour was no longer required to attend the shop as the family member was now offering this support. The lock to the front door was now fixed resulting in the neighbour being unable to enter uninvited. There was evidence that 3 was now utilising his smart phone to obtain food delivery services. 3 discussed that the relationship with his neighbour is a negative however as he felt lonely and isolated, he felt this was better than being alone. 3 recognised that this relationship was now at an end and felt with the above solutions being in place he would no longer answer the door to the neighbour. All the above information was recorded in the safeguarding enquiries and reviewed by the safeguarding team. 

Following my completion of the enquiries the safeguarding team felt 3 was not an adult risk and therefore did not require a strategy meeting to devise a care and support protection plan. The safeguarding team gave the rationale that 3 had evidenced an ability to protect himself/finances by the actions he had taken as set out above.
Should 3 have been deemed to be an adult at risk s35 SSWBA (2014) places a duty on the local authority to meet the care and support protection needs of 3 to protect him. There would be the delegation of a lead coordinator who must be an employee of social services and where possible be a registered social worker.  The role of lead coordinator would be to chair strategy meetings, review and monitor the care and support plan and make determinations as to when outcomes have been met to terminate the safeguarding procedures.

My role alongside 3 continued following the safeguarding process. I worked alongside substance misuse service to enhance the wellbeing of 3 whilst awaiting a detox programme. I was able to determine that 3 did have capacity to make decisions in relation to his care and support needs furthermore though the support of myself and substance misuse services 3 evidenced a motivation to change and was placed on the waiting list for an inpatient detox programme.  

I discussed this case throughout my involvement with my supervisor both formally and informally. I also used Gibbs (1988) six stage reflective model to reflect upon my practice. I feel I evidenced a good ability to record factual information in a complex situation and use my professional judgement to enhance the wellbeing of 3. Stage two of the reflective process is in relation to my feelings. I did feel a sense of anxiety when allocated this case due to the complexity however I feel my confidence has grown to an extent that my professional decision making and collaborative working with 3 his family and professionals ensured the risks were minimised and 3 was safeguarded. Stage 3 and 4 is evaluation and analysis, in terms of what was good I reflected on my ability to build a good rapport with 3 due to my effective communication skills and my core values of being non-judgemental and empathetic, which enabled a collaborative approach to meeting his personal outcomes and reducing the risks he was facing. 
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