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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).


Over recent years, social workers in Wales have witnessed substantial changes in the legislative framework governing safeguarding practices, particularly with the implantation of the Social Services and Well-being (Wales) Act 2014 Wales, (SSWBA 14) (Welsh Government, 2015). Legislative framework, standards of practice and the Code of Professional Practice (2017), (COPP) provide guidance and responsibilities for practitioner / local authorities under SSWBA 14. The core principles include voice and control, co-production, prevention and early intervention, multi-agency and well-being (Welsh Government, 2015), with the main theme across the act moving from a more procedural way of working to empower individuals to have more choice and control being “experts by experience” to co-productively achieve positive well-being outcomes. (SCIE, 2015). Part 7 of SSWBA 14 focuses on safeguarding for both adults and children, although safeguarding responsibilities are enshrined throughout, focusing on safeguarding being a core component of positive well-being outcomes (Clements, 2015). Part 7 of SSWBA 14 also imposes stronger duties to report safeguarding concerns with the aim to increase multi-agency / inter agency working (Welsh Government 2015 b). Notably the Welsh Governments approach to safeguarding in Wales aims to implement both child and adult safeguarding guidelines as a single set rather that separately and will be the first nation within the UK to attempt this (Williams, 2017). 
Statistics from Welsh Government safeguarding data show that between April 2022 and March 2023, 21,951 cases were reported in Wales were adults have been suspected to be at risk of harm or abuse (Stats, Wales, 2023). From these reported cases 14,311 had investigations and 5422 cases requiring further safeguarding actions to protect these individuals (Welsh Government, 2023). The core principles of Social Work practice emphasise the importance of safeguarding individuals, which should be integral to all work undertaken (Social Care Wales, 2019). Social Workers are required to be accountable professionals, who rely on legislation, social work values, theories, and models to guide their professional practice when protecting individuals from actual abuse or the risk of abuse or harm (Carr & Goosey, 2019). In practice scenarios requiring a safeguarding focus, it is essential that social workers draw upon our repertoire of ethical and regulatory frameworks, whilst working collaboratively to empower individuals in often complex situations (Firmin and Lloyd, 2020).
To critically analyse and reflect upon the implementation of the legislative framework related to safeguarding practices, I will utilise Gibbs' Reflective Cycle (Gibbs, 1998) as a framework to analyse of a specific case I have been involved in, which cantered on safeguarding issues. By working through this case, I will consider how, during critical and often complex moments, practitioners collaborate to make informed professional judgments in accordance with safeguarding procedures and following the cases natural end I will continue to explore further safeguarding procedures to show knowledge and understanding of the procedures. For the purpose of this reflection, I will refer to the adult at the centre of my safeguarding case as individual 2. Individual 2 has a diagnoses of a moderate learning disability, along with another long-standing medical condition which requires daily monitoring and medication. Individual 2 identifies as a middle-aged white Welsh Male he also has identified care and support needs in relations to his diagnosis and has been assessed under Part 3 of SSWBA 14 (Welsh Government, 2015c) he currently meets the criteria to be open to XX Local Authorities adult team who work with citizens with learning disabilities, Autism and Acquired Brain Injuries.  Individual 2 currently resides with a supported living project where he has his own tenancy agreement for the property with a proportionate level of support to meet his needs and well-being goals as set out by his Care and Support Plan (Welsh Government, 2015). The provision of services, positive change and transformative changes to legislative frameworks and policies over the past 35 – 40 years within Wales and the broader United Kingdom has significantly changed the lives and well-being of adults with complex learning disabilities. These advancements built upon the principles set out in the 1983, All-Wales Mental Handicap Strategy (Welsh Office, 1983) and echo Wolfensberger’s (1972) theories of normalization, changing the ideologies of how individuals with learning disabilities should live their lives to enabling individuals to have choice and control of how and where and who they wish to live with. However, as a practitioner in Wales I can reflect on the inequality of opportunity to provisions and supported housing especially within rural areas in Wales which can often lead to choice and control having many limitations (Equality and Human Rights Commission, 2018).
Individual 2 lives in a small rural area which has high recorded levels of multiple deprivation including service access, health care provision and educational opportunities (Welsh Government WIMD, 2019). As a practitioner in Wales, it is vital that I am aware of the provisions within the local area as this will enable me to understand the barriers individuals face when trying to be access services to achieve their well-being outcomes. Also, when working in Wales I need to be aware of the Welsh Language Measure (2011) which ensures individuals have the right to services in the medium of the Welsh language. As I have been working with individual 2 for some time, I initially actively offered individual 2 services within the medium of the Welsh language which he has declined, therefore services are provided in English there for respecting his right to choice (social care Wales, 2017). Also, as I have been working with individual 2 for several months, I am familiar with his historic background, however for further context, Individual 2 struggles with alcohol dependency / misuse, which in term impacts his ability to attend his personal care and medical condition which has had a detrimental effect on his overall physical well-being often resulting in threats of self-harm and self-neglecting behaviours. Individual 2 also has criminal convictions and criminal orders including a Community Protection Notice in place due him misusing emergency services and becoming verbally and physically abusive to others when intoxicated. Livingston and Thompson (2019) caution that excessive alcohol use is recognised as having a negative impact on an individual’s overall well-being and is considered a risk factor within safeguarding guidelines, practitioners should ensure that this is thoroughly evaluated and accounted for in their assessments. 
Before I began working with individual 2 he has historically had safeguarding concerns raised which related to self-neglect, it was recorded that one strategy meeting/discussion was held and the decision reached the conclusion that the concerns did not meet the threshold / criteria of significant harm at this time and the safeguarding process ended at this point. From here the previous practitioner involved assessed his ongoing care and support needs under Part 3 of SSWBA 14, as a result of this individual 2 moved to a supported living placement/ property and he has propionate care and support to meet his needs in line with Part 4 of SSWBA14. However, despite all practice efforts to reduce individual 2 ‘s risk of potential harm a safeguarding referral was made by the supporting agency. This indicated that individual 2 is in a vulnerable state and is a risk of significant harm in relation to self-neglect, relating incidents of self-harm which could have a long-lasting impact on his physical well-being. The definition outlined in the Wales Safeguarding Procedures 2019 and the Self -neglect Protocol 2019 stated that Self neglect can include lack of self -care to an extent where it threatens personal health or safety, neglecting to care for personal hygiene or health and appears to be at significant risk to self and not engaging with support (North Wales Safeguarding Board, 2020) for individual 2 indicators of self-neglect included poor personal hygiene, unkempt appearance and non-compliance / lack of engagement with health and care services. Owen (2022) cautions that the “signs and symptoms” of self-neglect can be so closely entangled that is not always possible to establish the significant root cause.
Following the referral, I arranged a meeting with the care providers so I could establish further details and have a better understanding of the presenting safeguarding issues and the safeguarding measures that were already in place for individual 2. The care providers raised concerns that individual 2 had been taking several over-the-counter medications when intoxicated and he has informed support staff that he has been taken large amounts of medication. On serval occasions his care providers have contacted emergency services and individual 2 has been taken to hospital but will then later once the effects of the alcohol had worn off; he had signed himself out of hospital refusing any medical interventions. They also raised concerns that individual 2 now neglecting to care for his personal hygiene and refusing support from care providers. With the information given from the care providers and based on the definition of self-neglect in the Wales Safeguarding Procedures (2019) that Individual 2 was a risk of harm through self-neglect and possible added risk due to the complexity of his learning disability making him more vulnerable. Being classed as a “vulnerable adult” can often refer to an individual who in in receipt of care and support services and can often be considered to lead to quicker responses to any safeguarding concerns. However in Wales the term “vulnerable Adult” has been replaced with the terminally of “adult at risk” this came in to affect with the implication of SSWBA14 (Welsh Government 1015, b) the language used aims to evade stigmatising characteristics associated with the term vulnerable and aims to prevent oppressive practice which as a social worker in Wales I must strive to ensure with my own practice (Social Care Wales, 2017). 
XX Local Authority (2023) Policies dictate a clear pathway to follow for safeguarding referrals from the point of referral. Referrals go directly from the referrer to XX Local Authorities Single Point of Access team who then send the referral to specialist safeguarding team within XX Local Authority. The safeguarding team has a duty team who then screen all referrals, once referrals have been screened against the criteria for an adult at risk of harm or abuse. If an individual is already receiving services or open to a Local authority team then a request for an initial strategy discussion with the practitioner involved with the individual is made, to collate information relating to the adult at risk of harm or abuse. XX Local Authority safeguarding team gather information in a time sensitive manor depending upon the nature of referral this will take no longer than 7 days. During this time the safeguarding team will make enquires gather information from the adult at the centre of the referral, family, support workers, advocates and any professional involved with the individual. Section 164 of SSWBA 14 mandates that practitioners from other agencies have a “duty to provide information and cooperate” with the enquires when requested to do so (Wales Safeguarding Procedures, 2019). Following information gathered in a time sensitive manner XX Local Authority safeguarding team will make a decision if the referral is to go to full strategy meeting or that no further action is need. No further action does not indicate that no work should occur with the individual, there is often recommendations for ongoing case work /education and preventative measures to reduce further risk to the individual. The Wales Safeguarding Procedures 2019 (Safeguarding. Wales, 2019), which build upon the principles of the now repealed In Safe Hands 2000 procedures (National Assembly for Wales, 2000), as a social worker I need to adhere to these guidelines ensuring as they emphasize the importance of adopting an early preventative approach, which is more effective when supported by multi-agency collaboration. This ensures a more comprehensive understanding of the individual, their current situation, and their care and support needs, leading to better outcomes (Safeguarding. Wales, 2019). Furthermore, this echo’s the recommendations by Lord Laming following the Climbie inquiry for multi-disciplinary working as a must to ensure effective safeguarding (Laming 2003).
Following the safeguarding referral regarding individual 2, I was contacted by XX Local Authorities safeguarding team and I attend an initial strategy discussion regarding the concerns raised. I had already met with individual 2’s care providers and discussed their concerns beforehand I felt this enabled me to have a clear understanding of their concerns so I could go over this with the safeguarding team. Before the initial strategy discussion, I sought professional supervision to reflect upon individual 2’s case to help determine the best pathway to approach the situation, and to ensure my understanding of the legal processes was up to date. Kilne and Preston-Shoot (2012) suggest that reflection within supervision is essential to professional development and can help practitioners “look outside of the box”.  I was able to reflect that although I felt confident with my knowledge of individual 2’s circumstances I also felt less confident with the legal expectation around individuals’ case, with this in mind my supervisor suggested I should create a chronology / timeline of events in order to reflect on the positive and negative correlations leading up to the recent safeguarding referral. This was extremely useful and enabled me to reflect on the work already undertaken with individual 2 and my feelings around the case and although I recognised that I felt disappointed that previous work had not prevented the safeguarding referral, I could also identify areas of significant changes for individual 2 especially around his medical condition for example he is now required to monitor his health condition several times a day rather than daily– I could also reflect that this may be proving difficult for individual 2 as he often struggles to engage with support / services as he has been required to do so serval times a day.  
Another key challenge I found with individual 2 is that there is a fine between accessing medical care and emergency services and misusing them. Especially when individual 2 became intoxicated he would then become fixated on any health concern and this would often result in misuse of emergency services. I found it difficult to know where to approach this with individual 2 especially as he is reluctant to engage with professionals and services. Through further supervision discussions with my supervisor, I discussed the dynamic’s of individual 2’s life in a holistic way and considered the factor around including his environment, culture, friend and family I found utilising Pincus and Minahan (1973) Systems theory and Bronfenbrenner’s (1977) Ecological systems help me consider the areas individual 2 may feel unbalanced in and how this could affect the way in which he reacts to situations and example of this is individual 2’s microsystems- he stated he can feel lonely and can struggle to trust those around him as he does not have family around him. Teater (2014) suggests that looking holistically at the systems around an individual can give practitioner more context to their lived experiences and form the basis for better engagement.
Following the strategy discussion the safeguarding team gathered information from relevant parties It was agreed that there is a risk of harm or abuse to individual 2 and that any actions to safeguard needed to be mutually agreed at strategy meeting. In order ensure that the objectives of the strategy meeting remained person centred and that Individual 2 was an integral part of the process I felt I needed to have a discussion with individual 2 to a certain his views and wishes on the situation and to ensure he was able to work in partnership to create any future well-being goals. Well-being and co-production are enshrined with the SSWBA 14 (Welsh Government 2015b) and reinforced by the Wales Safeguarding Procedures (Safeguarding. Wales, 2019) emphasizes that for social workers this principle is of utmost importance. It mandates that individuals who are assessed as having Capacity to make a decision must be empowered to do so, particularly within the safeguarding processes. Individuals should also have access to effective advocacy support to ensure they are equal participants within the decisions making process (Clements,2019). Redley et al (2017) research indicates that there is essential to engage adults at the centre of a safeguarding enquiry to co-create well-being outcomes that they believe will help their circumstances for a successful process.
As part of my role with in the process was to collect information to collate a safeguarding assessment / report alongside my chronology to do this I ensured I liaised with relevant agencies who had been selected to attend in advance of the strategy meeting in Individual 2’s case this was the supporting agency, the local health authority / health liaison myself on behalf of XX Local Authority and xx Local Authority safeguarding team and individual 2’s independent advocate with the Local health Authority taking the lead role. Having attended the relevant training course on report writing and record keep I ensured I used this knowledge to produce an analytical structured report. With this in mind I arranged a meeting with individual 2 to ensure he was aware of the safeguarding concerns and to ensure individual 2 would be an active part within the process, individual 2 was aware who would be attending the strategy meeting and I ensured that I gained his consent to share information with relevant parties. The Data Protection Act (2018) put an emphasis on all organisations to obtain and clearly record individuals consent to keep and share information about them, failure to adhere to this can result in legal proceedings and heavy penalties. However, there are circumstances whereby the sharing of information may be necessary without an individual’s consent this could be requested by a court requests information or if the here is significantly high risk to an individual (SCIE, 2019). On reflection I feel I have a better understanding of the barriers of multi-disciplinary working as I found gathering information from other agencies difficult this was mainly down to conflicting priorities and lack of staffing which meant I often did not speak to the same person, so the information gathered seemed somewhat inconsistent at times. 
Within my initial meeting with individual 2 I felt that it was important that I shared the necessary information regarding the safeguarding concern, as I have been working with individual 2 for some time  I know he already has the support of an independent advocate so I felt it was important remind individual 2 that his advocate can also support him at this time as I am aware that he does not have another “appropriate person / family” to support him and I felt my role as a social worker may be compromised due to legislative and organisational boundaries. Having worked with individual 2 for some time our communication occurred naturally and started with phatic conversation to avoid individual 2 dis-engaging, I found that this is the best way to work with individual 2 as he does not respond well to any form of direct questioning. Over the past few months, I have been utilising Narrative Theory (White, 1980) sighted in Maclean and Harrison (2015, p.185) with Individual 2 to enable him to discuss and make sense of his life event through his own words and stories. I found this a really useful way to gain an understanding of how individual 2 sees himself in the world, Doel and Best (2008) maintain that Narrative theory empowers individuals to make sense of their own lives. However, in this instance and due to time constraints with the safeguarding procedures this method was not a suitable way to obtain individual 2’s view and wishes. I also met individual 2 early in the day to avoid him being under the influence of alcohol, Individual 2 capacity around his care and support has previously been assessed under The Mental Capacity Act 2005 (legislation.gov.uk. 2005) and he is deemed as having capacity to make decisions regarding his care and support, even if it is deemed as unwise at time. However, my professional judgement is when individual 2 is under the influence of alcohol this impairs his capacity to weigh up and retain any information given to him, so to ensure all practical steps are in place to enable him to make informed decisions I ensure I am not attempting to give him information or obtaining information from him whilst he is under the influence of any substances.
I also met individual 2 outside in a quiet space near his home address as he can find engagement in conversation difficult in his own environment, so our meetings are planned via a telephone call to arrange a day and time to meet respecting individual 2’s wishes. Knott and Scragg (2016) state that having time to build a relationship and understand the individuals you work can ensure the interaction are meaningful to the individual and trust is built. I based our conversation utilising the “What Matters” conversation, using Smale and Tusan’s (2000) exchange model of assessment to engage individual 2 to discuss his strengths. I express the concerns raised and explain the bases of the safeguarding process and why it was important to go through the concerns and gather his wishes, thoughts and future well-being goals. I also took the time to explained to individual 2 that he did not need to attend the strategy meeting, but his advocate could attend to ensure his views are at the forefront of our meeting. The main outcomes from the discussion with individual 2 was that he feeling anxious about his health condition and that he felt as a result of this he turned to alcohol and then once he was under the influence he would become fixated on those health concerns which was when he would say he has taken other medication but he would not have taken other medication, individual 2 also expressed that he does not wish to stop drinking alcohol as he enjoys the experience. When working with individual 2 I considered Prochaska and DiClemente’s (1983) Transtheoretical model of change, Individual 2 is at the pre-contemplation stage where he is not yet ready to acknowledge he has a problem with alcohol and believes there is no need change. 
The strategy meeting was held with a multi-disciplinary approach with the information gather and individual 2’s views and wishes expressed by his advocate. The plan was to co-produce a short term safeguarding plan over 4 weeks, with the plan setting out actions to limit the risk of harm to individual 2 whilst working towards the stipulated well-being outcome for individual 2, the care agency, individual 2’s independent advocate, The Local Authority and the health authority with meeting to be held weekly to ensure process over the next four weeks and set out a clear time scale for actions. These actions included updating risk assessments, education and support to maintain his health condition in an attempt to lower individuals 2’s anxieties, to look social events and activities to support and engage individual 2 and reduce isolation, active support with personal care and extra support hours to cover check in phone calls with a more flexible approach to meet the changing needs of individual 2. However, it may be argued that increase in support may impede Individual 2’s right to a private life under Article 8 of the Human Rights Act, (1989) and there it is imperative that all actions are proportionate, and person centred and with individual 2’s consent (Legislation.gov.uk, 1989). At the end of the final strategy meeting all parties were in agreement that individual 2’s case no longer met the threshold for significant harm or abuse with the rational that the short-term safeguarding plan had reduce any significant risk to individual 2’s well-being. Individual 2 still requires a proportionate level of care and support with ongoing multi-disciplinary case work in partnership with individual 2 to continue to work toward his future ongoing well-being goals. This case is currently ongoing and requires a continuous casework / welfare visit with individual 2 to ensure he has current safety plans in place and to encourage positive engagement and partnership working. I continue to work in partnership with Health Colleagues individual 2 and have found that setting realistic well-being goals working with individuals’ strengths and having flexible support has improved his engagement with support. Unfortunately, individual 2 still struggles with balancing his health needs and his desire to consume large amounts of alcohol and the risk of self-harming behaviours are exasperated when he is intoxicated, and unwise behaviours can become a significant problem. On reflection during peer supervision sessions, I could discuss the frustrations around the case as I felt that no avenue of support at this time could lead to positive change for individual 2 as he is not yet ready to acknowledge that an change is needed.
Reflecting further if individual 2’s case had continued to meet the threshold for significant harm or abuse and his capacity to make a decision regarding his care and support changed and a court application would be required. The court of protection will become involved if an adult at risk of significant harm or abuse is deemed to lack the capacity under the Mental Capacity Act (2005) this could be in relations to their health, financial affairs or their care support and residency. It is imperative that social workers refer to the Deprivation of Liberty Safeguards (DOLS) however in Individual 2’s care this would refer to the Deprivation in a Domestic setting (DIDS) as he lives within a community setting (Welsh Government, 2015). Alongside these measures the Mental Health Act (2007) also provides the power to detain in instances where an individual has a mental disorder and is at risk to other or themselves. The courts can also grant court orders in case where urgency is deemed necessary to safeguard individuals. 
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