


Section 4 

Safeguarding and working in complex situations – Case Study

In general, legal systems consider that an adult is in need of protection if he or she is not in a position to protect his or her interests. ‘Safeguarding adults is a rapidly evolving area of professional practice that has been subject to significant policy and legislative development over the last decade in UK & NI’ (Macintyre & Stewart, 2018). Thomas, (2013) states in Wales there is now a deeper understanding of adult abuse and a coherent approach has developed over the last decade. Safeguarding has been recognised as an increasing need, largely due to the longevity of older people and through increased mobility (The Hague Convention, 2017). The Universal Declaration of Human Rights highlights the right to social protection, to an adequate standard of living and to the highest attainable standards of physical and mental well-being (United Nations, n/d).

The Social Services and Wellbeing Act (Wales) 2014 (SSWBA) for the first time introduces a statutory framework for the protection of ‘Adults at Risk’. Safeguarding has been reformed, the term ‘vulnerable adult’ being replaced by adults ‘at risk’, or adults ‘deemed at risk’. The Act simplifies the current Safeguarding Board arrangements; a new board established to provide national leadership to the agenda, to the regional boards and to monitor adequacy and effectiveness of safeguarding arrangements. There is no uniform legal framework within the EU, each country having its own legislation (Salm, 2016).

At the organisational level, within my local authority (LA), a dedicated team exists. Investigating harm and abuse is complex and demanding (NOS 13), (Social Care Wales, 2012). Until this case (2), I had had little interaction with them other than at induction. My direct experience and understanding of safeguarding has generally been linked to vulnerable adults, mainly in the context of individuals living alone and the associated risks: likelihood of falls, leaving home with no purpose, specifically for those with dementia, the question being ‘does this person require 24-hour care? In many cases this is the dichotomy: the opposing views of family and medical staff, which may both differ from the wishes of the individual. Standardised approaches, structured risk-assessment tools, including actuarial tools which ‘score’ risks at the outset, aim to improve accuracy and targeting of resources, but ultimately this may not provide a definitive solution. Someone being deemed ‘unsafe’ at home can have a draconian impact on their future, requiring further legislative action. The Cheshire West case (Supreme Court, 2014) set a precedent for Deprivation of Liberty Safeguards and identified that new legislative provision was required to ensure compliance (SCIE, 2014). In England and Wales Liberty Protection Safeguards were created to combat the increase in illegal cases of deprivation of liberty (Law Society, 2017).
The case of 2 appeared to be relatively straightforward; concerns seeming to relate to a family member (4) was now the main carer since the sudden illness and subsequent hospital admission of 2’s brother. The SSWBA provides for carers to be treated in the same way as individuals in need of care and support. 2 has numerous longstanding health conditions, including early signs of dementia; he has been deteriorating gradually for many years, culminating in confinement to bed in 2017, all his personal care needs being met in this mode. One factor of a vulnerable adult is ‘elderly and frail due to ill health, physical disability or cognitive impairment’ and this is unarguably a definition of 2 (Western Bay Safeguarding Board, n/d). In this case 2’s outcomes had first been assessed by the authority’s initial contact team (Team A). The Code of Practice, Part 4, of SSWBA determines the point at which an individual will have an enforceable right to support from the local authority. One approach to working with individuals is the strengths perspective; it draws on a broad scope of theoretical knowledge and empirical research and is strongly aligned with solution–focused and empowerment approaches (Healy, 2014). Assessment is holistic and person-centred; complimenting the strengths based approach looking at what is working well for the individual, alongside barriers, risks and identifying personal outcomes (Hunter & Titterton, 2012). Domiciliary care workers usually spend around 6 weeks with the individual to feed back into the multi-disciplinary process. In 2’s case a ‘package of care’ comprising 3 double-staffed calls each day was required. A provider is then sourced and contracted from the private sector.  
At my initial contact, 4 outlined the difficulties and was not open to any of the practical options I suggested to attempt to alleviate some of the pressure. From my first meeting with 2 and 4, reading the completed assessment, it appeared that 2’s needs were being met by the provision of a package of care and support from 2; she was unable to recognise this as a strength, negating the focus of this approach. Recognising the importance of collaborative working I contacted the district nursing team that were attending on an infrequent basis, who confirmed my thoughts - that although he was very unwell, he was not considered complex and his needs were being met at home. 4 told me 2 did not like people in his home, yet, I witnessed, 2 had developed a good rapport with the care team; this was confirmed when I spoke to the care team. At this point I was not aware that I was focussing my intervention on 4 instead of 2. 2 had little to say (except to complain about me and 4 talking); my direct conversation with him was minimal - I obtained his view of the current situation, identifying what mattered to him was that he was comfortable and he felt he was being looked after well. I recognised my fear of approaching/bothering him. I was aware that my presence could be viewed as yet another person entering his private space. How would I feel when, close to death, strangers kept entering and leaving the one room that I was to spend the rest of my life in? Other than my minimal conversation above there was little more ‘strengths’ I could identify.  

2 lives in a small, rural, remote village, approximately 10 miles from the nearest town, with poor public transport links. With the shortage of domiciliary care agencies, this ‘request’ received no offers from private agencies so remained with Team A. After living in a rural Welsh village, a coal miner all one’s life, is 2 now at a disadvantage because of nature and location of life lived? This geographical position makes accessing care services in the private sector very difficult - although the infrastructure is good it means additional driving time for agencies. One of the aims of the Single Integrated Plan is ‘all people are physically and emotionally healthy and enjoy a good quality of life’ (LA, 2015). In this context I did not consider any safeguarding issues; I felt these would be minimal in a small, rural Welsh village where there was a live-in carer and with 2 being confined to bed.

Discussions were held with Team A and a fourth care call was put in place to help alleviate some of the pressure on 4 who could no longer work because 2 needed someone with him constantly, impacting on her financial status. A fourth call allowed her to leave the house for a short period during the day. Further enquiries informed me that there was no medical requirement for 2 to be have someone with him continuously. When considering equality in access to services I find this can be a frustrating area of social work and I need to ensure I reflect on my values in this respect. Family demands and expectations, the need for specific call times, can be extremely difficult to manage, the family see their one individual and not the bigger picture of individuals needing care. In 2016/2017 local authorities provided care and support to around 10,000 more people over the age of 65 than in the previous year (Iranca-Davies, 2018). Further, the number of people living to over 85 is estimated to increase by 119% by 2035 (Welsh Government, 2017).
The Code of Practice states the local application of the determination of eligibility must support a move away from the deficit model of care (‘what is wrong?’) to an emphasis on strengths, capacity and capabilities (‘what can I do? /how can I get help?’). Determining eligibility must be an outcome-based approach that relates closely to the national outcomes framework. The starting point is the meaning of wellbeing as set out in Part 2 of the Act and the local authority must determine whether the provision of care and support will assist the person to meet personal outcomes within that framework of wellbeing. The local authority must be clear about what matters to the person, and what the person can do to maximise his/her own wellbeing. On reflection, using the double-loop learning concept, where we challenge our assumptions (Schon, 1983), I had not assessed 2, assuming 4 to know his needs best, highlighting my fear of confronting someone so close to death. With hindsight I should have re-assessed, putting the individual at the centre of the process, which is at the heart of the person-centred approach (Hunter & Titterton, 2012).
Some 10 months later an external domiciliary care provider was identified to take over the package of care. 4’s initial reaction was disappointment, with reluctant agreement. 4 rang me the following day regarding the times of the care calls, rejecting the offer, the morning call being far too early. When I assessed the situation, based on the evidence 4 had presented on the impact this would have I agreed this was not suitable and did not meet his needs. A few weeks later the agency was in a position to offer a different time. At this point Team A had conveyed their opinion that 4 was being too demanding and had made clear their position that they could and would no longer be able to provide the service. Reluctantly 4 agreed to accept. A period of one week was agreed to ‘hand over’ the care package to the agency. During this week I received several calls from 4, unhappy with some aspects of the care provision. I considered this to be ‘teething issues’, common when new care workers are getting to know an individual, their likes and preferences, the working of the household and the relationships around the person. I did not see that this as a concern. Had I given this more consideration, attempted to analyse what these worries meant to 4 and the likely impact on 2, I might have gained a clearer picture of the situation. I gave it little further thought. Another individual on my caseload was due to be discharged from hospital and to receive a care package from the same domiciliary care provider. I was pro-active in this case: with no family members to help, I had to make each arrangement myself, detail and examine every aspect of the care and support plan(C&SP), and ensure details were communicated to the agency. On reflection, I now appreciate how the C&SP needs to be communicated in every case; I considered the assessment still reflected the needs of 2 but I had not given the care and support plan sufficient attention, assuming Team A was best placed to impart this information, having working with 2 for the past 10 months. Effective assessment has long been central to social work to – assessment, perceived as the collection of information concerning the older person, should focus on those aspects for which it is within the legitimate purview of the agency to provide help (Clarkson, 2012). If I had given more time to overseeing the handover I might have helped avoid further problems and prevent escalation into a significant safeguarding concern, requiring formal processes to be initiated and the need for a strategy meeting. 
One of the national outcomes for Wales is that ‘everyone has the right to be safe and protected from abuse and neglect’. It is clearly recognised that this is an important wellbeing outcome. In general, the majority of individuals feel they do (WG, 2018). The second week, 4 rang and was distressed and angry. There had been an incident that morning where medication had been wrongly administered, a numbing agent had been ‘squirted’ into 2’s mouth. 4 had contacted the GP and pharmacist, and had been advised to ensure 2 did not eat as the medication’s numbing properties could cause swelling in the throat. 4 also raised complaints about a number of other issues, many concerning how care staff were moving 2 when attending to personal care, that the attitude of some of the workers was not acceptable - they were rude and dismissive of 4; they were dismissive of 2; he was not being treated as an individual. ‘We all, whether young or older, have a right to be protected from avoidable harm and from neglect. It is a basic right that each of us should be free from exploitation, abuse and neglect. We expect that the relationships with those that use services will be based on dignity and respect.’ (Thomas, 2014). I took advice from the Medicines Management Team in relation to the incident. Although a distressing experience, they did not deem it met the threshold for a safeguarding referral. The process for adult safeguarding is relatively simple: firstly consideration must be given to whether immediate action must be taken; if the situation is critical or life threatening the emergency services should be contacted. If not an emergency, the procedures require informing the line manager and contacting the safeguarding team to discuss, as S131 and 139, SSWBA. I did not contact the safeguarding team as this would have been raised by the Medicines Management Team; an important area of evidence for safeguarding concerns is that it should be reported by the person involved initially. 2 was not at that moment ‘in risk’, medical advice had been sought and they did not feel it necessary to visit 2. I did not contact the safeguarding team for advice, balancing my other work commitments, I did not consider this was necessary.  
I assessed the situation. My initial response had to be working with all involved to achieve the outcome of ensuring 2 received the best care and support. Thresholds for safeguarding concerns are high; mandatory training I had attended confirmed this. My initial assessment had to focus on whether 2 had suffered significant harm, is 2 likely to suffer further harm, was it intentional harm and could the agency take steps to ensure this did not happen again? These questions could not be addressed without further information. I contacted the agency, speaking to a manger who was immediately defensive in relation to the incident and queried whether this was a medical intervention and not a role for a domiciliary care worker. This attitude surprised me and I had to assert myself to be able to speak up on behalf of 2 and 4, the latter still in a state of high anxiety. I asked that they meet me that day but this was not possible for them because of prior commitments, I feel that it is important to work with others and respect that they too have professional commitments to be met. However, I specified they would need to meet me within the next 12 working hours; it was agreed that the supervisor would meet me the following morning. With the benefit of hindsight, I question whether I should have insisted upon the manager attending; whether I should have been more assertive and persuasive in requiring a meeting that day. Should I have asked to speak to a senior manager? I did not as I had made the decision that this was not necessary at this stage and would allow the agency the opportunity to address the concerns the following morning.

When I met with 4 the following day, which was also my last day in work before annual leave, she again began to repeat the list of complaints that she had with the agency. 4 found it hard to focus and it was difficult to identify the specific, serious safeguarding concerns from her heightened emotional perspective. The meeting with the supervisor appeared to me to be satisfactory; the incorrect manual handling procedures carried out by the staff member had been witnessed; we were assured this was a result of inexperience, a transitional error that would be addressed by the worker attending further training immediately. In the meantime they would send an experienced staff member to prevent any recurrence. I believed there was little more that could be done at this time and all concerns had been addressed. 4 was still unhappy and again asked for Team A to be reinstated. I knew that this could not be achieved, again explaining the reasons to 4, stating that the agency would need to be given the opportunity to ensure 2 was afforded the correct provision of care. From this perspective the strengths and solution-focussed approaches did not work well, even coming across as failing to understand or dismissing the severity of the problems (Trevithick, 2012). 

I realised this was the first time I fully understood how crucial a robust C&SP is to the individual. I had viewed it prior to my first visit, now many months earlier. I had updated neither the assessment nor the C&SP, assuming the team currently working with 2 was best placed to know the situation. Had I revisited this at the time of the handover, I believe the lack of clarity would have been evident. I doubt that this would have changed the situation, but transparency would have ensured more effective completion. Had I looked at 2’s vulnerability in more depth, I would have considered his vulnerability in relation to adverse outcomes as set out by Rockwood when describing a frailty index. I should have asked more specific questions, my ignorance of skin viability and pressure areas being limited. When a person lies in bed continuously, pressure is experienced as the blood vessels squash under the bone, stopping oxygen and nutrients from feeding the tissues (NHS, 2016). The agency was using the lack of detail in the care plan in its defence. I immediately admitted to my oversight and ultimately error, hoping to re-build trust as 4 was now clearly doubting me. Being open and honest with individuals is embedded in social work (CoPP, S6).

The guidance on whether the threshold is met for adult protection further action sets out the differences between identifying poor practice that needs action taken by a provider (domiciliary care agency in this situation), and repeated action that is likely to require reporting. Following this process allowed me to put myself in 4’s position: if a care worker hurt one of my loved ones, albeit unintentionally, how would I react? The vulnerable adult is dependent on others for decisions relating to personal or economic interests, so specific needs must be included in the C&SP. This I rewrote with 4, being the first time that I had expressly considered his needs in detail and the dearth of information relating to his specific needs. The manual handling plan was brief, and in a different format from the plans that I had been used to working with. It was only at this stage that I realised I had not seen this as it could not be accessed on the computer system. This highlights significant differences in the organisational operations of different teams. I rewrote the care plan and requested that another manual handling assessment be completed to ensure that the agency care workers would have express instructions on how to attend to 2. 

Upon my return the situation had escalated, the concerns raised with the supervisor had not been fed back to management, and the relationship was becoming untenable. 2 had now been injured by the care worker and there had been significant breakdown of trust in the relationship between 4 and care staff. The situation was addressed by the Duty SW, the LA procedure was followed as this now appeared to meet threshold, the line manager and safeguarding team were informed – all options were explored, but as none was viable,  choices were very limited and the desired outcome (exclusive return of Team A) could not be fulfilled. The Duty SW had suggested residential care which worsened the situation; 4 was angry. To them the situation was clear: how could the LA have contracted care workers and allowed them to cause such distress, then suggest that 2’s needs may be better met elsewhere. 

When 4 was relaying the situation to me I felt unable to offer any positivity, again the lack of domiciliary care directly impacting on 4, the law and ethos are clearly that of ‘choice’; how can this be executed when there is no alternative, is this oppressive practice? Discrimination and oppression are closely related concepts and can be seen to be linked to inequality in a number of ways. Does this inequality involve an undermining or denial of rights, the lack of access to service provision and the cuts to funding in house services in this situation (Thompson, 2003)?

One worker was repeatedly being accused of bad practice, he was not always accompanied by a senior worker as agreed. 4 was now of the view that the carer should never return to their home. Separating facts and hearsay was again difficult; I spoke to the nursing team, some of whom were able to corroborate 4’s allegations. Social Care Wales (2018) allows for all people working in the care sector to be registered; by 2020 everyone must register or will not be able to continue to work in the sector. The Human Rights Act 1998, Article 8, states the rights of individuals must be balanced with public interests, and the worker’s name included on a list of people deemed unsuitable to work with vulnerable adults. The role of the Disclosure Barring Service (a non-departmental public body of the Home Office), formed in 2012 by merging the functions of the Criminal Records Bureau and the Independent Safeguarding Authority under the Protection of Freedoms Act 2012, is to process the safeguarding information that the police hold and provide this to employers on request. Employers are responsible for complying with legislation when making employment decisions. However, there is no check on what employers do with this information and Government does not know how many people this information has prevented from working with vulnerable adults (National Audit Office, 2018).

The next stage of the safeguarding process astounded me and raised many questions that I struggled to comprehend. In the first discussion with Designated Lead Manager (DLM) the word ‘abuse’ was used, as this had now happened twice. Abuse is mistreatment by anyone that violates a person's human and civil rights; it can vary from treating someone with disrespect in a way which significantly affects the person's quality of life to causing actual physical suffering (Bedford Borough Council, 2018). This is a complex area and requires an assessment of seriousness, to consider the degree of the harm/injury caused, the culpability of the offender, the wider context of the circumstances and whether it would lead to a likely sentence under S39 of the Criminal Justice Act (Crown Prosecution Service, 2018).

[bookmark: _GoBack]My past experience of placement in child and family services had prepared me and I went through the details of the incident with 4, emailing the outline of the complaints to the DLM. The initial strategy meeting was cancelled: the DLM was ill, it was not deemed ‘urgent’, and the team manager felt it should wait until the DLM returned to work. This understandably caused 4 to react badly and question the role of the LA, particularly as the agency involved was, in part, still attending to 2’s care, Team A was also providing calls but did not have the capacity to meet all calls.

When the strategy meeting was rescheduled I was surprised there was no police involvement. Team A was not represented; in my view, the handover between them and the agency being one of the crucial factors that warranted further analysis. 4 was not invited, making her feel outside the process. A key objective is how to improve the involvement of people at risk and their families (LA 2017/2018). The individuals involved sat around the table to go through the complaints. I reiterated my failure to update the C&SP, recognising this was central and crucial to the process. The agency continued to be defensive and many complaints could not be substantiated (either not enough information or considered to be hearsay; not generally permitted in a court arena) (Brammer, 2012).

The meeting highlighted for me how safeguarding is perceived, not only by the agencies involved, but from the view of the professionals within the authority, particularly for the professionals that had not met 2 and 4. How different the perspective is when one is directly involved with the individuals that are at the receiving end of the abuse resonated with me. Following this, I ensured that I responded to all the queries raised by writing a detailed chronology of events, separating facts from hearsay; this was a time-consuming task, given how high emotions were now running with all involved. Thus the second strategy meeting, the Conference, was fully prepared, with a written report prior to the meeting, in an attempt to predict what questions might be asked. Within the timeframe of the two meetings a further incident occurred and the agency was replaced entirely by Team A. The Conference had more focus and it was only at this point that 4 felt she was being listened to. In discussing the case in supervision, with the benefit of their experience, I learned that the initial stage of the statutory meeting is a fact-finding exercise and I was able to compare this with my previous experience with children. The Conference aims to share and evaluate the information gathered (Mantell & Scragg, 2010).

Safeguarding ‘to understand that abuse has many guises and is well served by disbelief, poor and belated service responses’. Why is it so complicated? ‘It is devastating and it undercuts lives by making individuals feel blamed and abandoned’ (Flynn, 2017). This summarises the situation for 2 and 4 and has had a significant impact on my understanding and contributed to achieving better practice.
(4399)
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