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Safeguarding and working in complex situations – Case Study


	Complete a critically reflective case study based on an assessment, undertaken with others (in your own area of work), concerning the safeguarding of either an adult or a child. Demonstrate how the case relates to safeguarding legislation and your Safeguarding Board’s safeguarding policies, strategies and procedures. Ensure that you cover the learning outcomes, National Occupational Standards, legislation (domestic and international), the specific dimensions of working in Wales and relevant social work theories. Please find list of learning outcomes in the handbook 
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“Effective safeguarding principles include ‘safeguarding is everyone’s responsibility’ and secondly adopting a person-centred approach (Welsh Government, 2018: 9) It is vital to gain an understanding of the individual’s wishes and the outcomes that they wish to achieve, during the safeguarding process.”

Within this essay, I will reflect on a case that I was working on from a care management perspective.  Person 2 was receiving support in the community from health and social care services during the end stages of their life. I became involved when the care agency required a review of his package of care, which resulted in an increase to four visits per day by two carers. District nurses and the ambulance service advised Person 2 accessing respite for a short period due to his health deteriorating. It was my role to ensure Person 2’s wishes and feelings were taken into consideration and appropriate interventions were implemented. 

Following the death of Person 2, a family member who had lasting power of attorney for health and welfare and finances raised concerns that Person 2 had been neglected by social care services. More specifically, she explained that the carers had been in contact with her during the last week of his life to say that he had deteriorated and they suggested that she came down to visit him. The family member felt that Person 2 was neglected by social care services and felt that he should have been admitted to hospital or a residential setting. However, the family member alleged that Person 2’s mental capacity was not formally assessed by social care services and suggested that statutory reviews had not been completed by social workers. It was also alleged that Person 2 had pressure sores on their bottom, which the carers did not report to social care services. There were also allegations in terms of financial abuse in that large sums of money were withdrawn from his account on two occasions, and that Person 2 had bought a satellite navigation system although he did not drive.
All professionals and agencies involved were invited to a strategy meeting to discuss the accusations made and to contribute vital information on involvement they had with Person 2.


The first section of this essay will explore what is understood by at adult at risk, as defined in the Social Services and Well-Being (Wales) Act 2014. It will also explore the legislation that underpins social work practice in Wales and the wider context.

Under Part 7 of the Social Services and Well-Being (Wales) Act 2014 an ‘adult at risk’ is defined as individual who is at risk of neglect, physical, emotional, financial or sexual abuse (Social Care Wales, 2018). If an adult is at risk, another factor to consider is if the person has care and support needs. The individual’s needs might or might not be met by the local authority; for example, if the needs are being met by a family member. As a result of their care and support needs, an individual might be at risk or might not be able to protect themself from abuse or neglect. It is a duty under Part 7 of the Social Services and Well-Being (Wales) Act for enquiries to be made to determine if action is required and by whom (Welsh Government, 2016).  

The guidance that should be followed when working under Part 7 of the Social Services and Well Being Act (2014) is ‘Working Together to Safeguard People: Volume 6 – Handling Individual Cases to Protect Adults at Risk’. This guidance provides professionals and practitioners with an understanding of their role under the Act to ensure they are aware of the general principles, the duty to report and the role of the National and Regional Safeguarding Boards. It also explains the process that should be followed if an adult is/is not identified as an adult at risk (Welsh Government, 2016). 

XXX County Council outlines that it is not only a duty for health and social care services, it is everyone’s duty to report any concerns if they believe an adult is at risk of abuse or neglect (XXX Council, 2015). The organisational policy is underpinned by the wider context, such as the ‘Wales Interim Policy and Procedures’ and the ‘Human Rights Act 1998’ (XXX Council, 2015: 7). Under Part 2 of the Human Rights Act (1998), every individual has a right to live free from cohesion, intimidation and any type of abuse. It is the authorities’ duty to ensure each individual is protected by law (Equality and Human Rights Commission, 2018).  

In terms of understanding the Welsh context, it is important to explore the comparison between the Social Services and Well-Being (Wales) Act 2014 and the Care Act (2014), which is relevant to England. Both pieces of legislation focus on an adult at risk and the duty to investigate if an individual is at risk of harm or neglect. However, in Wales the Social Services and Well-Being (Wales) Act has greater emphasis on adult safeguarding procedures, e.g. adult protection orders and the implemented in a national safeguarding board, which will support local safeguarding boards (Mangar Health, 2016).

A National Safeguarding Board was established under the Social Services and Well-Being (Wales) Act 2014 to ensure the process of safeguarding was strengthened and to work alongside the local safeguarding boards (Welsh Government, 2017). The aim of the local Safeguarding Board is to protect an adult who has care and support needs and who is at risk of neglect. The local board should complete adult practice reviews if they meet the criteria and ensure regular reviews and investigations are appropriately managed (Welsh Government, 2016). The role of the National Safeguarding Board is to provide support to the local safeguarding boards to ensure the functioning of the local boards is effective, to report the accuracy of the arrangements in relation to safeguarding adults and thirdly to recommend any improvement that could be implemented to the Welsh Government (Welsh Government, 2017).

XXX Local Safeguarding Board provides guidelines to follow during safeguarding interventions. ‘The Safeguarding Enquiry Process’ outlines the need for a professional judgement to be made to identify if it is likely that an adult could be a risk. If this is the case, additional screening is required to gather further clarification and accuracy of the referral; this would need to be completed within one working day (Cwmpas, 2018). In this case, a strategy meeting was held within 7 days to gather all of the information from different agencies. Another strategy meeting was required as the police needed to investigate further with regard to the alleged financial abuse, i.e. to contact the bank for the information and further information was required by the carer that accepted the satellite navigation system from Person 2. 

If Person 2 had been at risk and required protection, the ‘Determination 1’ outcome would have been considered in terms of removing the adult from immediate risk and a case conference would have been held (Cwmpas, 2018). On the other hand, if Person 2 was not deemed as an adult at risk but had care and support needs, he would have been referred to social care for an assessment. A key principle throughout the Safeguarding Enquiry Process emphasises that the individual’s wishes and feelings should be considered throughout the process (Cwmpas, 2018).

Recorded information was vital in this case, as this was the evidence of my intervention and involvement with Person 2, due to the allegations made by the family member that suggested reviews had not been completed. When I initially became involved in this case, Person 2 had already been assessed under Part 3 of the Social Services and Well-Being (Wales) Act 2014, which initially identified that the individual had care and support needs (Welsh Government, 2015). The review I undertook was underpinned by the guidance under Part 4 of the Social Services and Well-Being (Wales) Act 2014 as there is a duty on the local authority to review care and support plans to ensure the individual’s needs are still being met; this is also outlined in the ‘Care and Support (Care Planning) (Wales) Regulations 2015 (Welsh Government, 2016). 

There were also case recordings over a period of time, by myself and two other social workers who had visited Person 2, which suggested there was no reason to doubt his mental capacity and he stated clearly that he was happy with the carers and the support from social care services. Under the Mental Capacity Act (2005) ‘A person should assume to have mental capacity unless proven otherwise’ and should be supported to make their own decisions as far as possible (Galpin and Bates, 2009: 29). Person 2 was able to understand, weigh up and retain the information that was provided for him and he expressed that his wish was to remain at home with the support of his carers, friends and neighbours.  I felt this was specifically important in this case, as it was my role as a social worker to advocate on Person 2’s behalf, as he was not present to be able to express his own wishes and feelings. It is also vital during ‘The Safeguarding Enquiry Process’ to take into consideration an individual’s wishes and feelings (Cwmpas, 2018).

By having accurate and coherent assessments, information was collated and it was possible to provide an accurate timeline in terms of support and the intervention provided by social care services. O’Connor (2006: 239) explains that records provide an overall picture of an individual and also integrate with the duty of the care manager, who is responsible for keeping information up to date and to provide ‘evidence for decision making’, as well as maintaining accountability for your own quality of work (Social Care Wales, 2017). 

XXX local authority also identifies the need to manage records from an organisational point of view under their records management policy. The requirements are included in the managing records section, expressing that this also helps the local authority meet their statutory duty in terms of keeping up-to-date information, to make informed decisions and to comply with legislation, and a way of ‘meeting lawful obligations’ to disclose evidence (XXX Council, 2015). 

Not having up-to-date clear records could go against your expectations in terms of the standards and ethical practices in social work. For example, if the records were not kept up to date or were unavailable, this could have been a failure in terms of not following the local authority policies and procedures and it could have been a challenge in terms of responding to the safeguarding allegations if there was no evidence to support our intervention (Social Care Institute for Excellence, 2015).

It is vital to break down barriers when information sharing, especially in terms of safeguarding procedures. When an individual makes a safeguarding referral locally, one aspect of guidance is to ensure they sign up to the terms and conditions, one of those being that information is shared in line with the Wales Accord on the Sharing of Personal Information (WASPI). This framework is aimed to illuminate any barriers faced when information is required between multi-agencies, both voluntary and statutory services. This process allows people to share information safely and legally in order to assist a safeguarding inquiry (Welsh Government, 2016). Under the Data Protection Act 2018, processing information is necessary when an adult or child is at risk of harm or abuse (Social Care Institute for Excellence, 2015).

Within the next section, I will explore how I utilised a person-centred approach during my involvement with Person 2 and how these discussions are vital in terms of understanding how decisions were concluded during the safeguarding strategy meeting. I will also explore the approaches adopted by health and social care services by using the social and medical model of intervention to understand both perspectives.

Even though in this instance the Welsh language was not relevant, as Person 2’s first language was English and he was born in England, it is a statutory requirement to promote the ‘active offer’ (Welsh Government, 2012). The ‘active offer’ is an initiative that the Welsh Government adopted to improve the quality of care and to maintain professional standards within social work. Person 2 requested that the assessment was completed in English.  However, if Person 2 were a Welsh speaker I could have had a discussion with him to query if he wanted Welsh speaking carers, as this is an important aspect to older people whose first language has always been Welsh, to ensure their wishes are considered (Welsh Government, 2012).

During my time working with Person 2, I had to gain an understanding of their wishes regarding end of life care. During my visit, the district nurse was present and expressed from her past experience that she felt Person 2 only had less than a week to live. My role was to identify Person 2’s wishes and feelings and have a discussion regarding end of life (Social Care Wales, 2017). I informed Person 2 that he had to consider that he might not return home if he were to go into a residential home for a short while. Person 2 wanted to remain at home ‘as long as he was safe and comfortable’ (XXX Council, 2015). As started in the United Principles for Older People, an older person should be able to live in an environment that is safe and adaptable to personal preferences (Older People’s Commissioner for Wales, 2016).

During my visit there was some resistance from the district nurse when I re-emphasised that it was Person 2’s decision to remain at home, as the district nurse was looking at the case from a medical perspective. During this period, one of the most important skills was listening to what the other professionals had to say. Davies (2015: 185) expresses that listening to other professionals is just as important as listening to service users. However, I knew that it was my role professionally to ask what their wishes and feelings were if anyone had a conversation with them about where they would like to be during the end stages of their life (Social Care Wales, 2017). If Person 2 was moved from their home against their will, there would have been consequences during the safeguarding investigation, as the individual’s rights would not have been upheld. However, this was not the case and the individual was involved in their own care planning and a person-centred approach was utilised (Lynch, 2013: 112). 

However, I can understand why the health professionals involved suggested a residential home, due to the level of care required. However, jointly we were able to provide a package of care within Person 2’s own home. I also queried if ‘Marie Curie’ could support throughout the night, as this is not a service that is provided by the local authority. In this instance, I did not feel that anything further could have been done different from my point of view. However, if we had access to additional resources, this would have been able to meet Person 2’s needs more appropriately in the community, by having the support through the night, as the ‘Marie Curie’ service is limited in terms of its capacity to offer a service on a regular basis. 

Even though the district nurse recommended placement to Person 2, we both respected his wishes and ensured that Person 2 had as much support as possible in the community.  Even though there were no safeguarding concerns at this point in time, we ensured we worked in collaboration and agreed a plan of action to achieve positive outcomes for Person 2. Our approach links to the expectations stated under ‘Working Together to Safeguard People - Volume 6. Handling Individual Cases to Protect Adults at Risk’ (Welsh Government, 2018). For example, we understood each other’s role, we agreed that I would ensure the support from the carers increased to four times per day and the district nurse would make the referral for Marie Curie support for overnight. This ensured that Person 2’s outcomes were met within his own home (Social Care Wales, 2017).

In this case the social and medical model is relevant. The health professionals in this case were focusing on the approach from a medical perspective, while the aim from a social work perspective is to ensure an individual can remain within the community for as long as possible. Novak (2015: 200) discusses how the aim of the medical model is to reduce an individual’s pain or mental difficulty that they are dealing with in their life. However, the social model would look at the surroundings and social networks that an individual has and the ability to manage them in their own environment, what Novak (2015: 200) refers to as ‘age in place’, more specifically to manage their physical, mental and social impairments within their social surroundings. Therefore, this theory could help us understand the approaches taken by health and social care service in terms of this case. However, regardless of the approaches and perspectives of both health and social care, the main decision is with the individual, as they had the mental capacity to make their own decisions with regards to their care and future accommodation needs (Social Care Wales, 2017).

I used supervision to reflect on my experiences in this case. It was discussed that using a person-centred approach was positive, as the outcome is what the service user wanted to achieve and this would be a key principle to discuss during the strategy meeting. I found supervision useful to discuss the safeguarding process, as it was not something I had been involved in previously and I felt this was supported by learning and development (Social Care Wales, 2017).

In this next section I wish to discuss the aspect of the safeguarding referral that suggested that the carers had been neglectful in terms of their personal care and skin integrity.

During my experience with the case, the relationships between professionals and the service user were very positive. The carers had noticed that Person 2’s health was deteriorating, which resulted in them increasing the call to three times per day and on another occasion they increased this to two carers, as they assessed that was needed at that point in time. I felt it was positive for the service user, as it maintained his independence in the community and their option and feedback was also valuable from a care management perspective. The feedback was also beneficial when completing a review, as the carers had been assessing the situation on a day-to-day basis, which was recorded in the daily records. It was the responsibility of the care agency to record and report any changes to Person 2’s well-being, which I feel was evidenced as they made a referral to care management when his needs had changed and Person 2 needed to be re-assessed under Section 4 of the Social Services and Well-Being (Wales) Act 2014. Person 2 was very compliant with the carers and district nurses in terms of personal care. The district nurses were also calling on a daily basis to tend to ulcers on Person 2’s legs and a pressure sore on his back. Person 2 also had a hospital bed and an airwave mattress, to prevent further skin damage (Social Care Wales, 2017).

It is often complex during the end of life stage, as families feel that the person lacks mental capacity, just because they are terminally ill; however, this was not the case. Even though the family member had power of attorney with regard to health and welfare and finances, the daughter’s decisions would only have been taken into consideration if Person 2 lacked the mental capacity to make the decisions. In this case the family member did not have the authority to make any decisions with regard to his heath, care and accommodation needs  (Age UK, 2019).

Mental Welfare (2017:21) discusses the most common difficulties that occur when people are registered to have power of attorney. For example, the individual who has power of attorney can become fully involved in the assessment of need; however, they are unable to dictate the provisions that the local authority provides in terms of a package of care in the community. Mental Welfare (2017:21) expresses that the person who has power of attorney has the option to put in a complaint to the local authority if the assessment has not been carried out properly. These difficulties that have been identified are similar to those experienced in Person 2’s case, as the family member made numerous attempts for interventions while Person 2 was still alive and made a formal safeguarding complaint regarding his care and support needs and his financial affairs. However, due to the risks that could have been posed, these needed to be investigated under Part 7 of the Social Services and Well-Being (Wales) Act 2014.

The final aspect of the case I will explore is the allegation of financial abuse. It was alleged by the daughter of Person 2 that two large sums of money were withdrawn from his account and that Person 2 had purchased a satellite navigation system.

During the strategy meeting, the care agency had informed us that the carer had accepted the satellite navigation system from Person 2. It was suggested during the initial strategy meeting that it would be the care agency’s role to have a discussion with the carer that accepted the satellite navigation and to investigate further with regards to this particular carer, as there were concerns that she had left the organisation not long after this incident.  It was determined that further police investigation was required to identify where the large sums of money had been transferred to. It was recommended that the strategy meeting would reconvene after more evidence was gathered in terms of the alleged financial abuse. 

It was highlighted during the strategy meeting that the carer had paid Person 2 for the satellite navigation system and ‘Person 2 had bought it for the carer as she was not familiar with the area and felt it would be useful for her’. This information supported the investigation, as the police did not feel this was a legal matter as it was an agreement made by two people who had mental capacity. However, it was identified that the care agency would need to provide further training for the carers regarding the process of accepting or paying for gifts from individuals. ‘Working Together to Safeguard People, Adult Practice Reviews’ emphasises that if any individual training is identified, this should be managed through ‘the relevant agency’s staff procedures’  (Welsh Government, 2016:10). 

In this case, the Code of Professional Practice should be considered, in terms of ‘acting with integrity and maintaining trust and to uphold public confidence in the social care profession’ (Social Care Wales, 2017). Barsky (2009: 66) expresses that often older abuse involves promoting the individual’s autonomy, including the right to ‘self-determination, privacy and consent with beneficence’. As the carer knew that Person 2 was doing it as an act of kindness, she did not feel she had done anything wrong as she had paid Person 2 for the item.  

As it was agreed in the strategy meeting that there was a private agreement between Person 2 and the carer, they did not feel this was a legal matter. However, it was as aspect that the care agency needed to take seriously in terms of adhering to the code of practice in the workplace (Social Care Wales, 2017). There was no further action for the transfer of two large sums of money as it was identified that Person 2 has transferred the money into an account that the daughter did not have any access to. Therefore the case was closed to safeguarding as it was evidenced that Person 2 had made informed decisions throughout.  The safeguarding officer gave feedback on this information to the daughter following the reconvened strategy meeting (Social Care Wales, 2017).

If the case did go to court, this would have been led by the police as the financial abuse would have been classed as a criminal activity and the evidence would have been provided to the Crown Prosecution Service (Hannibal and Mountford, 2015:128). In terms of the social work role, it would have been my task to feedback my involvement in this case and there is a possibility I would be required to give evidence in court. For example, the judge might want to know more information regarding my involvement with Person 2, what questions I asked in when assessing his mental capacity and how I came to this conclusion.  

Alternatively, if Person 2 lacked mental capacity with regard to financial affairs and it was felt that the daughter was not acting in the person’s best interests, the courts could revoke the lasting power of attorney if they felt it was in the person’s best interests and to safeguard the individual from possible financial abuse (Drury, 2012: 213). On the other hand, if Person 2 lacked capacity and did not have anybody to manage his finances, the local authority would safeguard the individual by applying for deputyship and an application would be sent to the Court of Protection; this can be completed for both health and welfare and financial affairs. The local authority would not be able to apply for power of attorney if the individual already lacked mental capacity with regard to financial affairs (Alzheimer’s Society, 2018).

To summarise, the Safeguarding Guidance ‘Working Together to Safeguard People: Volume 6 – Handling Individual Cases to Protect Adults at Risk’ underpinned my practice throughout in terms of understanding legislation, the process, utilising a person-centred approach and to provide general guidance with regard to how Part 7 of the Social Services and Well Being (Wales) is implemented in practice. The principle that underpinned ‘The Safeguarding Adults Procedure’ was used as a foundation in terms of understanding the approach I adopted with Person 2 and how this was relevant to the safeguarding process.  To conclude, no further action was taken in this case, as there was no evidence of any criminal activity and the care agency was advised to provide further training for the carer involved. In terms of Person 2’s care needs, it was apparent that he was very much involved in person-centred care planning and did not want any family involvement, there was neither any evidence of neglect from the aspect of social care services.
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