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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).

Person 2 is a female in her thirties, who has been alcohol dependant most of her adult life. Currently she lives in a tenancy support living setting. This support aspect is to support individuals to be able to move forward into independent tenancy, rather than personal support. Person 2 has lived in Wales throughout her adult life but as a child lived in England. Person 2 is not able to speak Welsh, this is not unusual in the area. As currently within the census statistics only 20 percent of adults speak Welsh (Welsh Government, 2021). I am able to speak Welsh and live outside of this county and it is evident on a daily basis of the difference in the number of Welsh speakers with 58% in my area (Welsh Government, 2021). Whilst I would not call myself a fluent Welsh speaker due to my confidence the opportunity to speak Welsh and grow confidence is greater from a county that have more Welsh speakers, whatever level of their ability. This highlights that it is even more imperative that I am active in providing a service through the Welsh language in an area of low numbers of Welsh speakers so that the minority are not oppressed when accessing services (Active offer, 2014; The Welsh Language Act, 1993).     
  
Person 2 as a child experienced physical and psychological abuse from her parents, alcohol dependency was also a factor for them. Person 2 would excel in school and enjoyed learning. However, as she progressed into her teens she experiences severe anxiety, alongside the abuse this negatively affected her social interactions with peers, and she would focus further into her education which provided an escape from the difficulties she faced. Person 2 is extremely intelligent, and became very talented in her field of work. Later on, in her adulthood person 2 found that alcohol was a relief to the anxiety and to forget the abuse and the relationship with her parents. Skolnick states individuals who experience difficulties with addiction use substances to psychological pain they are experiencing. Furthermore, that individuals who continue to return to substances have experiences deeper losses in early life and unable to express this loss. This loss can continue when using substances where there can be loss of and not limited to employment, peers and family.  However, the transition into recovery can be the beginning of many losses where an individual can feel extremely vulnerable from the loss of their identity.    
   
When person 2 was in hospital she was referred to the substance misuse service (SMS) by the alcohol liaison team (ALN). Person 2 had been supported previously by the SMS team, and was currently being supported by the local authority. However, there had been a significant risk alert made following a physical attack on a professional in the SMS team previously. Due to this my mentor who had a significant amount of knowledge on the matter supported myself to arrange a Multi-Agency Team meeting to coordinate a risk assessment. 
As I was aware we would be discussing person 2 and a concern of self-neglect. Self-neglect described by Social Care Institute of Excellence (2024) as a lack of self-care to extent that threatens personal health and safety, inability to avoid harm as a result of self-neglect. Inability to seek help or access services to meet health and social care needs, inability or willingness to manage one’s personal affairs and neglectful of personal hygiene, health and or surroundings.
I made myself aware of The Wales Safeguarding Procedures (2019) and the relevant procedures in our area (xxxxx Safeguarding board, 2016). The Wales Safeguarding Procedures (2019) are a significant principle within The Social Services Wellbeing (Wales) Act (2014). This ensures that all professionals practice within legislation, and the Working Together to Keep People Safe Guidance (Welsh Government, 2022). I have found the procedures easy to access through the app, and this creates a confidence in decision making.  Safeguarding. Furthermore, I was aware that the placement was becoming extremely concerned that person 2s care and support needs meant that person 2 was unable to protect herself from herself or others and at risk of experiencing abuse or neglect (Social Care Wales, 2020)  

Within the meeting it was discussed that person 2 had assaulted a local authority professional in a car on a dual carriage way. The professional had felt that within their team they had minimised the risk through not transporting person 2 again and as a result no further concerns had been raised. Furthermore, that person 2 had assaulted and been convicted of Grievous bodily harm, following an assault on a neighbour within the last 18 months. However, due to the relationship that had been built over a long period they didn’t feel that the concerns raised by our service were currently a concern. Activity Theory (Engestrom, 1999) explains this conflict as necessary, and inevitable when roles are redefined, and redistributed. That conflict should be debated openly, which I felt all teams did within the meeting, and whilst it can be uncomfortable. Coming together with different knowledge and expertise to pursue a common goal of maintaining safety for all involved whilst supporting person 2 was a necessity (Engestrom, 2001).

This continued level of violence was a concern to us as a team, and we discussed the management plan we felt would be appropriate. This included only seeing person 2 in pairs, this would include a member of Local authority staff, as person 2 was not familiar with myself. Local Authority felt that having a room within the placement may work better due to Person 2’s physical needs and feeling more at ease there and we agreed to this. Furthermore, it would have been helpful to have person 2 part of this planning process. However, person 2 was physically unwell in hospital at the time of the meeting, and it was felt that this would be extremely overwhelming for her to be a part of at the time. Due to this and wanting to make sure person 2 voice was heard as in line with The Social Services Wellbeing (Wales) Act (2014). Person 2s wishes were supported by a local Authority professional to advocate her wishes and feeling throughout the meeting. 

The meeting then went on to discuss concerns of self-neglect, it had been highlighted by the placement that person 2 was not eating, or partaking in a daily self-care routine. Placing herself at great risk from others in the placement and vulnerable to abuse. This was felt to be due to alcohol misuse and that due to her physical health concerns that they could not manage the level of care needed safely within the placement. Local authority discussed they felt that the physical health needs and risks identified by the placement were in relation to excessive alcohol use. As a service, myself and my mentor agreed that alcohol was the main factor in the self-neglect, risk of abuse and person 2s vulnerability. However, we would need to consider person 2s capacity, and currently there were no factors that would indicate we should consider anything other than she has capacity (Mental Capacity Act, 2005). We felt that Local Authority who had been supporting person 2 for a significant amount of time and were the lead agency (The Wales Safeguarding procedures, 2019) should take the lead in this. There was a reluctance from Local Authority on this due to the main factor of alcohol misuse. However, we discussed the barriers faced by our service in being the lead agency. As a service we had not assessed person 2 to ascertain if she would meet the criteria for our service, we would need to follow our policy and procedures.  Furthermore, that our service is a voluntary service and we would need person 2s consent, we work with individuals to ascertain their treatment plan. This was agreed by the majority and Local Authority would lead and act on the self-neglect protocol.

Following this meeting a concern was raised by Local Authority that as a service we had discriminated person 2, and used Bias against her in regards to her previous attack on a professional in the team. Tversky and Kahneman (1973) describe this as “the tendency to judge the probability or frequency of an event by the number of examples of the event that can be easily be brought to mind” (Kirkman and Melrose, 2014). However, following the information shared within the meeting the probability of risk was felt to be too high to overlook. This was discussed with our Violence and Aggression Officer, who had been part of all decision making as part of health and safety measures within the organisation, and a decision was made that we seek further support from higher management. The decided was then made that they would assess person 2 to acknowledge the complaint and provide person 2 with a fair assessment plan without judgement. 

Person 2 following an assessment from higher management and a team medic, a plan was made for person 2 to continue working alongside two professionals, one being myself and one being local authority professional who person 2 had a positive working relationship with. Person 2 was to consider medication for cravings and rehabilitation settings and detox. Furthermore, myself to consider support from the Community mental health team (CMHT). However, person 2 due to her physical health would become very ill quickly following drinking. Person 2 had expressed that she had no desire to stop drinking to ALNs and would become very difficult to manage within hospital. Due to this it became difficult to ascertain my role within the care plan. I discussed with the Local Authority team who had become vital in providing information, when best for me to be present, and for the local authority to feel supported by the SMS team by providing knowledge and tools in harm reduction advice that could be provide to person 2 through other professionals. If we could coordinate a care planning meeting to ascertain person 2s wishes and feeling and how best we could support her as a team going forward. 

Local Authority expressed that Person 2 had discussed that she was unsure of my role and the role of the placement, Person 2 had felt frustrated with the placement as they had expressed that person 2’s physical health needs were becoming unmanageable for them and having to do half hourly checks would not be continued following her discharge from hospital. However, as a team they had come to see her to welcome her back and she felt that this was an unnecessary check. Due to this a decision was made to have myself, local authority and the placement with person 2 collaborate a care plan for her to understand her wishes and feelings (The Social Services Wellbeing (Wales) Act, 2014) whilst providing support to the placement and to discuss risk management with person 2 honestly and holistically. 

Person 2 expressed within the meeting, that she was making the decision with capacity and understood the risk to her physical health but she would like medication that the General Practice professional was unwilling to provide due to her physical health even if this had implications, and shorten her life expectance. Together we discussed we could revisit this with her general practice professional however, the SMS medic could not prescribe any medication in this regard as it relates to physical health. A discussion between the placement regarding the welfare checks was had and a decision made that person 2 would express when her physical health was declining and in collaboration would seek medical support. Person 2 would also not decline medical intervention going forward. 

Person 2 wanted to know what I could provide as a service. Currently person 2 felt that medication for cravings would be a personal failure, that rehab and detox was not an option, and that group work would not be an option due to her anxiety. I discussed that this is the treatment we offer as a service but also as a keyworker I could provide a one-to-one basis for the group work, and whilst this was not ideal due to not experiencing other individuals’ reflection on recovery, I would be happy to do this. The Recovery model (Carpenter, 2002), can highlight this through providing an individual with self-resilience, personal responsibility, self-determination and where hopefulness is at the core. Where hope is created through others around them that have experienced similar experiences and that recovery will occur (Carpenter, 2002. Person 2 agreed and felt currently this would be supportive of her abstinence following discharge from hospital the previous day.

During this time of speaking to person 2 it was evident that she was finding this time extremely vulnerable and difficult. I was aware I needed to use a soft tone, and provide areas of silence. Person 2 could then have opportunities to process what was being said and to reply. Silences can feel uneasy at first but I have through my practice developed skills in this area. This is through remembering that communication as a skill is a mixture of verbal and non-verbal actions, which are important in developing positive relationships (Thompson, 2015). Whilst providing empowerment to person 2 and myself to work in an anti-oppressive manner (Dominelli, 2004). Furthermore, provides person 2 with more control of her outcomes and in delivering real opportunities to be heard (The Social Services Wellbeing (Wales) Act, 2014). 

Moreover, throughout the session with person 2 I use the Cycle of Change model (Proschaka and DiClemente, 1983) in doing so as a professional in SMS I am able to understand person 2s potential to make positive changes around her alcohol misuse. The theory suggests I play a supporting role I nudging person 2 towards changing her alcohol misuse. However, this change must come from person 2.  The model is made of six distinctive stages and person 2 can move around with fluidity at any time. The model can be based on interpretations that the professional makes on the individual at the time, and must be considered with caution and acknowledgment of bias. However, if used correctly alongside motivational interviewing communication techniques (Miller and Rollnick, 2013) with a clear focus on strengths then positive outcomes can be sought for individuals. Person 2 was currently within the Action stage as she was abstinent. Without significant support and building on her outcomes. However, the possibility of returning to a preparation stage was high. I discussed this openly and honestly with person 2, as she had no previous preparation for this abstinence and this would be very overwhelming for her. A plan was made that person 2 would have opportunities to access the library and go shopping with a professional to minimise risk. That person 2 would consider her friendship group and their impact on her outcomes long term, whilst acknowledging that we would respect her wishes and choices. I also discussed harm reduction in great length with person 2 as she had significant physical health needs that relate to her alcohol use and the use of alcohol would be detrimental to her health (Harm Reduction model, 2022). Furthermore, we would arrange for person 2 to seek medical advice from a general practitioner to explore the difficulties around pain management.     

Unfortunately, Person 2 returned to hospital following this session, and had expressed she would not like her medical status or interventions discussed with any service. Due to the service being within the NHS this can be difficult to manage as the information is available to the medics and to keyworkers when individuals are admitted to hospital. This sharing of information within the NHS relates to managing risk, treatment plans and safeguarding person 2. ALNs were open and honest with person 2 that information is shared with SMS and respected person 2s wishes and feelings at this time. However, discussed the importance of sharing specific information and seeking consent as best practice (Data Protection Act, 2018) and this complies with the confidentiality policy within the organisation.

Person 2 was later discharged from hospital and concerns were raised from local authority professionals that the placement had become extremely concerned about person 2. That person 2 had not wanted to see them or local authority. Local authority and myself sought consent to enter the room but person 2 refused. The concern was raised that person 2 had not been taking her medication as prescribed and had been using excessive amounts of alcohol. Due to the concerns relating to person 2s physical health and continued alcohol misuse, I was placed in difficult position.  Person 2 has the right within the Convention of human rights to a private life (Convention of Human Rights Act, 1948) Furthermore, this also is incorporated with UK wide legislation such as the Human Rights Act (UK Government, 1998). However, all rights can be considered but not actioned upon if the safeguarding concern is higher than the right. However, this should be in proportionate and not excessive to the circumstance (Human Rights Act, 1998). My concern was that this was a Friday, and due to the limited support, that could be offered by placement staff where they could only knock and ask if person 2 was okay, as they did not have the authority to enter the room without consent. Person 2 had previously not answered staff and they had believed she was asleep. Due to the nature of her last admission and concerns she could be left without being seen, and could need medical intervention I made the professional judgment, as part of my professional code of practice (Social Care Wales, 2017) to share this information. Person 2 has a right to make unwise decisions (Mental Capacity Act, 2005) however, I must ensure her decision making and behaviour does not place herself or others at harm (Social Care Wales, 2017) This is also a legal duty within Safeguarding legislation (The Wales Safeguarding Procedures 2019; Data Protection Act, 2018). In sharing this information, it could be a factor in the care delivered to safeguard person 2 over the weekend. Following sharing this information a decision was made by Local authority to provide extra staffing to the placement so that person 2 was seen regularly throughout the weekend.

When I returned to work, I was informed by local authority that person 2 had needed medical intervention due to drinking excessively. Person 2 stated she was in a lot of pain and due to her physical health needs she was unable to get the medication she feels will alleviate this pain and alcohol helps with this. At times person 2 who has capacity (Mental Capacity Act, 2005) leaves the hospital against medical advice. However, on this occasion person 2 was experiencing withdrawal symptoms which escalated to delirium and was trying to leave the hospital. The hospital staff sought advice and support and felt that a Deprivation of Liberty (DOLs) would be within the best interest for person 2 and the least restrictive at this time (Mental Capacity Act, 2005). DOLs is not as understood within safeguarding and. However, it demonstrates that professionals understand individuals’ rights and are promoting and acting upon them. This framework is set out in law (Mental Capacity Act, 2005; Human Rights Act, 1998; disability discrimination Act, 1995 and 2005; Equality Act, 2010), and as professionals we should be promoting and protecting rights and best interests (Social Care Institute of excellence, 2020).   

During this time, I continued to liaise with hospital professionals but did not make contact directly with person 2. Due to person 2 not engage within any support I could offer previous to this admission for some time. I felt that currently we could not ascertain her wishes and outcomes in her treatment plan from our service, whilst also being an inappropriate use of power. However, this was reassessed within a few days and person 2 was supported to make decisions that support her care and outcomes in regards to her treatment within hospital (Mental Capacity Act, 2005) through a discharge planning meeting before being discharged to the placement. The placement was extremely concerned in regards to person 2s needs and care and they expressed they could no longer support person 2. Person 2 is currently being supported by Local Authority to find another placement, that can support person 2 needs collaboratively. However, continues to have minimal engagement with myself and continues to express her desire to use alcohol. This has resulted in myself respecting this decision and supporting Local Authority in providing harm reduction advice. I provide person 2 with opportunities to engage in support that I can offer, but I have also sought support from the medical team as to what support we can offer going forward. 

In using Gibbs reflective cycle (1988) of the safeguarding process, and my practice. The Wales Safeguarding Procedures are clear in my role in safeguarding person 2, and having them available with such ease on a app supports me as a professional within my decision making. Furthermore, gives me confidence when working collaboratively with other agencies when conflict of outcomes occurs. I can identify that I have always worker in a person-centred manor and have been confident that I place the individual at the centre of their care. However, I had not appreciated how complex this could be when considering person 2 making unwise decisions that are directly harming herself. Furthermore, managing other agencies expectations of my role and confidently expressing my limitations when person 2 is expressing her wishes are to continue to drink excessively with capacity, and places barriers to the support that is offered by all agencies. However, I am confident to express my limitations and have expressed that I would like further support from the medical team in SMS in relation to the physical health needs. The support of my mentor has been invaluable, who has been a social worker in the team for a number of years with great knowledge in this type of complexity. As at times I can be concerned that due to person 2s disengagement I am not gaining her voice and outcomes to her care (The Social services and Well-being (Wales) Act, 2014). As well as the team meeting, as a multi-agency team we have a number of different skill sets that we all value in providing knowledge on the appropriate action to take in such situations, and I continue to discuss person 2 within this forum, as well as management support through supervision. 

 Whilst at times working alongside other agencies that have different outcomes and knowledge sets can be difficult (Parrot, 2006). Through building a collaborative approach I have valued the Local Authority team support, and without their support I would be concerned that we would not be able to provide harm reduction advice as a minimum to person 2, and the risk could be even greater than they currently are. I believe this positive collaborative working has been due to the professionals from local authority, and myself continuing to be proactive in updating and acknowledging all agencies limitations. Whilst at every position acknowledging person 2s wishes and feelings. Being open and honest regarding risk and considering her capacity in making decisions, respecting these decisions (Social Care Wales, 2017) with an empathetic support in the harm reduction advice we offer her.       
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