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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 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).

Introduction

Adult safeguarding means protecting an adult’s right to live in safety, free from abuse harm and neglect. To achieve this people and organisations need to work together to prevent and stop both the risk and experience of abuse or neglect, and to promote the citizens wellbeing and autonomy to make decisions regarding their own lives. (Boulton and Wate,2015).
While working together to safeguard adults, Social Workers and other professionals and organisations should always take a person-centred approach (Rogers,1961) and co -production (SSWBA Wales,2014), and respect the views, wishes, feelings and beliefs of the citizen at all times.  It is essential that all professionals and organisations in the field of adult safeguarding are familiar with the relevant legislation, procedures and guidance. However, the legal framework and guidance can only be a guiding code in situations where the social worker has to use professional judgement to make decisions in very complex situations, often balancing the need to promote the rights of the citizen (Human Rights Act. 1998) against the need to protect their health, Wellbeing and development. In many cases the way these complex decisions are made will depend, to some extent, on the values and ethics employed by the social worker involved. (Koubel 2016) The practice guidance for social workers in Wales (Social care Wales,2019) Informs me that not only do social workers play a key role in keeping individual citizen’s safe, but to do this effectively I must have an understanding of the legal and procedural legislation, but also to be able to work closely with other agencies; be confident about challenging them; and be acutely aware of risk management, these are things that I will highlight in the following case study.

Between April 2022 and March 2023, The Welsh Government reported that the total number of reports of an adult suspected of being at risk where it was necessary for enquiries to be made was 12,546. (stats wales,2023) Of these reports 12,156 required further safeguarding investigation, with 4044 being closed by March 2023 which left 8121 of these referrals with ongoing safeguarding concerns requiring further work from agencies.

Before 2014 Adult safeguarding in Wales was not enshrined in Law. Social workers and other professionals involved with adult safeguarding relied upon government guidance contained in the, “No Secrets” (Department of Health, 2000) Document and the similar “In Safe Hands” (2000) document published by the Welsh assembly Government. This policy guidance gave Local Authority Social Service departments, the responsibility for leading multi agency safeguarding work and required them to have procedures in place to protect vulnerable adults from abuse. (Brammer, 2016)
The Social Services and Well-being (Wales) Act 2014 (SSWBA) introduced a clear statutory basis for Adult Safeguarding, for the first time. The SSWBA and its accompanying guidance
“Working Together to Safeguard People” (2019), provides the main legal basis for safeguarding in Wales. Every local authority in Wales is required to establish a safeguarding Adults Board who oversee local safeguarding procedures. The Welsh Government also introduced The Wales Safeguarding Procedures (2019) which is a set of safeguarding guidelines for all of those working in the Statutory, Voluntary and private sector in health, social care, police, justice and other services (Phillips,2016).


To critically reflect on this safeguarding case study, and how the legislative framework intersects with social work models values and theories, I will use Kolb’s (1984) experiential learning model. 
The reflection in the case study will also analyse how different health and social care professionals make professional judgements based upon the same legislation but seem to interpret it differently.  The intersectionality of the Medical Verses the Social Model of assessment.

Case study Citizen 1.

1Identifies as a white Welsh male and is late middle-aged. He is assessed as having a mild to moderate learning disability which has been present from birth, has a diagnosis Of Chronic Obstructive Pulmonary Disease which at times affects his ability to perform activities of daily living. 1 is registered blind having only very limited vision in his right eye. 1 has a history of ulcerated feet and ankles and underwent a below the knee amputation on his left leg due to unhealed ulcers. 1 had a prosthetic leg made for him at xxx hospital, however due to his weight loss and muscle wastage he is unable to wear it and entirely depends on a wheelchair for mobility.
1 has been prescribed medication for low mood by his GP, as well as other medication to be taken daily

1 has historically refused to cooperate with the health and social care offered and has at times cancelled it saying that he no longer needs it and can cope on his own. He will then start to lose motivation and becomes unwell with concerns of low mood, low blood pressure, lack of motivation, loss of weight, social isolation, combined with the challenges associated with his lack of mobility and sight.

The Complex Disabilities Team first had contact with 1 after a referral from xxx Hospital in xxx. 1 had been admitted with chronic leg ulcers. Since then, 1 has been receiving support with adaptations to his home, and minor equipment to help with mobility and vision impairments.  Referrals have been made periodically to the Complex Disabilities Team, for 1, by health professionals and family ever since xxx.
When 1was discharged from hospital in xxx after his amputation, there was discussion between professionals and family about whether 1’s needs would be best met in a residential placement however 1 has always been adamant that he wants to be at home in his flat.
In xxx, following a referral from 1’s GP regarding his weight loss and self-neglect 1 agreed to go for residential respite at a care home. While at the care home 1’s weight did stabilise, and he benefited from the 24-hour care and support provided. However, he was still underweight and not eating properly and still refusing to let the care staff and health professionals see to his personal care needs. There was also a Safeguarding referral made by 1’s previous social worker concerning financial abuse while he was in the care home. 1 had given his cash card and pin number to a member of staff at the care home, so that she could take out some money for him. 1 also told this member of staff that she could keep a sum of money for herself. The staff member took out a larger sum of money that was agreed and kept it.  A referral to the safeguarding team was made by the care home when this came to light. Enquires were made under section 126 of the SSWBA Wales (2014), the result being, the police were informed and spoke to the staff member and 1. However 1 was adamant that he did not want to take the matter further and so there was no further action apart from the care home following their own disciplinary procedures with their employee. 1 was adamant that he wanted to leave the care home and return home to his flat.
My Predecessor organized an MDT meeting the outcome being that nobody working with 1 including his family thought it was safe for 1 to return home, due to his self-neglect. 
A Mental Capacity Assessment (MCA 2005) was arranged by a suitably qualified Section 12 (MCA 2005) doctor. The result was that 1 was found not to have the mental capacity to make decisions about his care and accommodation, the doctor felt that he was unable to weigh up the information to make the decision.
It was at this stage that I was allocated to work with 1.
 As 1 was found not to have capacity, the care home was asked to apply for Deprivation of Liberty Safeguards (DOL’s) (MCA 2005) for 1. A referral was also made for an independent Mental Capacity Advocate, this is consistent with section 35 (MCA 2005) and section 10 of the code of practice for the SSWBWA (2014). As all of 1’s Family were of the same opinion as all the health and social care professionals, namely that 1 was at great risk of further self-neglect should he return home to his flat with a care package they were not in a position to act as an advocate for 1.
It might seem at this point that I am including a lot of information about 1 that occurred before I started to work with him, but in this case critical reflection on 1’s past is essential. When assessing risk, I am trying to understand why, a citizen who according to all the information that I have about him from health and social care professionals and his family is determined to go home with a home care package where he will be at high risk of continuing to self-neglect. 
It was very clear from all that I had read in the case notes and from conversations with members of my team both nurses and social workers who have been involved with 1’s care that he met the threshold to make safeguarding enquiries under section 126 of the SSWBA (2014). 1 was an adult experiencing abuse and neglect, he was unable to protect himself against abuse or neglect and he has high needs for care and support, so he met all three of the criteria that would trigger a referral to the XXX authority safeguarding team.
Although the term “at risk” in the legislation means that abuse or neglect does not need to have occurred before enquiries are made, it was clear that 1 had been neglecting himself and was vulnerable to various types of abuse for some time.

By using systems Theory (Pincus and Minahan,1973) I tried to place ones 1 relationships within a sociogram setting (Payne,2014). 1, s informal systems consisted of two sisters who still lived in the area and another sister who lived abroad. One of his sisters supported 1 with his finances and tried to support 1 in other ways although given that they had differing views on his care and accommodation this was not always an easy relationship.
Given 1’s physical disabilities he had not engaged with any formal systems like employment or social clubs/groups for many years, in fact by the time I started working with him he could be described as being socially isolated.
The one system that 1 had a lot of involvement with was public systems, specifically health and social care.
The other Social Work Model that it was important for me to reflect on in my work with 1 was 
Neil Thompson’s PCS Model (2020). As well being guided by the principles of the UN Convention on Human Rights (Human Rights Act 1998) I was also mindful of principles embedded in, The United Nations Convention on the rights of Persons with Disabilities (Equality and Human rights commission, 2019).
BY using PCS analysis, I could see that different levels of discrimination and inequality are a daily feature of 1’s daily life. By experiencing Learning and physical disabilities 1 lives these inequalities on a Personal, Structural and Cultural Level, especially as he is so socially isolated when at home. When I reflect on this I can begin to understand why he is so reluctant to work with his health and care professionals, and why he can be verbally confrontational at times, as Sapey (2002,p.182) informs us, “While Social Workers may use the term ‘care’ to signify positive attitudes and actions, it has been experienced by many on the receiving end as meaning some form of control or custody.”


When I was first introduced to 1 by his previous social worker I offered him services in Welsh. He asked to have all his services provided in English as he was not a Welsh speaker. Although I had not seen any previous record of him wanting a service in Welsh, I did not presume that he was not a Welsh speaker until we had the conversation, and I made an “Active Offer” (social care wales,2017) This is also in line with section 1 of the code of Professional Practice (2017) by respecting the views and wishes and promoting the rights and interests of the citizen.

Right from my first conversation with 1 in the care home, his wishes were clear he wanted to return home. After conducting my own initial assessment of 1’s needs and reflecting on the situation in my supervision session I proceeded to arrange a best interest meeting for 1.

Under the legislation another section 12 doctor was asked to assess 1 by the Dol’s assessor, for the application. This time the section 12 doctors’ assessment was that 1 did have the mental capacity to make the decision about where he received care and support. And therefore, a DOL’s application would not be appropriate, and as 1 was assessed as having Mental Capacity a best interest meeting was not appropriate either, as it is explicit in the MCA (2005) that best interest decisions cannot be made for a citizen who has the capacity to make the decision for themselves.
My work with 1, was my first experience as a social worker of working with The Mental Capacity Act legislation (2005) or with Depravation of liberty safeguards, which were introduced into the mental Capacity Act by amendment in 2007. I had been on training courses and discussed the subject in supervision and with some of my more experienced colleagues. I have always found Kolb’s experiential learning model (1984) the most useful way to critically reflect on my professional development in this area. With each assessment I use my supervision to critically reflect on what I have done, conclude my learning from the assessment that I have just done assessment, and try and learn from it in my next MCA (2005) assessment

1’s advocate was firmly of the opinion that 1’s wishes should be adhered to, and a care and support package should be put in place so that 1 can return home as per his expressed wishes. I felt that it would not be appropriate to have a third mental capacity assessment as I was sensitive to the amount of involvement that 1 had had with health and social care services over the years, and that he must feel the huge power imbalance there is between himself and professionals. It is true that the citizens ability to make their own decisions about their lives is a central consideration in any safeguarding process but to keep on assessing somebody’s mental capacity could look like an act designed to bring about a desired outcome.
therefore, the best interest meeting was changed to an Multi -Disciplinary Team Meeting as 1 did have the relevant capacity. At this stage I made a referral to the Safeguarding team in my Local Authority to attend the meeting.

As DE was assessed by a section 12 doctor to have the capacity to make the decision about where he lived to receive care and support,  DE returned home in xxx with a package of care.  
Here was the professional dilemma that would run through all of my work with 1
His right under the legislation to go back home, and the agencies duties and responsibilities to try and keep him safe, even though all the health and social care agencies involved decided that 1’s needs could only be met in a residential placement. The dilemma in this case was even more acute, because there were obvious risks involved in 1 returning home even with a high level of home support and care.
A major risk was that 1 really needed 24 hours on call care, and this could only be provided in a residential placement.

A substantial part of the assessment and planning in social work is around the management of risk. It is worthy to note that in the Welsh context the Social Services and Wellbeing Wales Act (2014), part 7, replaced the term “vulnerable adult” with the term “adult at risk.”  How we view and understand risk as social workers is informed by our values, knowledge and skills and how we apply our professional judgement. The risk to 1 of going home can be analysed in two ways. It can be seen as an exercise in identifying the negative things that can be a threat or a danger to his health and welfare, even if they are a result of his own self neglect, if he returns home. In this case it is incumbent on the social worker to use his/her professional judgement to identify the risk and identify strategies to eliminate them, or if possible, to prevent 1 going home at all.  The second way of interpreting the risk in this instance is the “risk taking perspective” (Loxton, et al. 2010), where I will not only identify the 
risks and threats to 1’s wellbeing but also look at protective factors that might minimise any risks or threats with the aim of promoting 1’s self determination and empowerment, to live his life in the way that he chooses. In my work with 1 I was constantly looking at risk management in all of my assessments and MDT meetings as the level of risk was changing as the month’s went by after he was discharged home, sometimes due to his continues self-neglect and sometimes due to his non-compliance with the health and social care professionals who were supporting him.


At the MDT meeting, the safeguarding team decided that although 1 met the criteria under section 126 of the SSWBA for a self-neglect safeguarding referral if he returned home, the concerns would best be addressed through case work and the care/support package that I had already organised.

After 1 returned home he had 4 care calls every day and another care agency was calling to take him out in the community twice a week.  The district nursing team would also call once a month to check on his health and medication.
It wasn’t to long before it was becoming apparent that 1 was not fully engaging with the care workers when they tried to support him with personal care and was not fully engaging with the district nurses or following their advice. 1 Would not accept a therapeutic mattress that was recommended for his bed sores and was starting to eat less over time. It got to the point where another MDT meeting was needed as 1 was virtually bed bound apart from a trip to the living room once a day and was becoming very weak physically. 
This was the point at which I found that health and social care had different interpretations of Mental Capacity and Risk.
While he was at home 1’s social care needs and health care needs were so interlinked that I arranged a multi professional team with regular MDT meetings to assess the progress of the care support plan. I hoped that this approach would allow each profession to achieve its own objectives while at the same time contributing to a shared vision that would meet 1’s needs and safeguard him. This was my first experience of being the social worker in a multi-
 professional team, where social care is the lead agency, this of course it quite common in adult social work. I was hoping to build and maintain a cooperative working relationship with my fellow professionals in 1’s interest, and we did, however it was apparent that different professional disciplines have different perspectives, and objectives and different accountability structures which in turn influences their decisions. This is not just the difference between social workers using the social model and medical professions using the medical model in assessing citizens, in 1s case the paradox between health and social care became apparent on the differing views to assessing capacity, and in particular stage 3 of the four-stage test for capacity (MCA. 2005), “is the person able to understand, retain and weigh up the information relevant to the decision”.  1’s GP made a decision on whether or not 1 had the mental capacity to make the decision on where he received social and medical care on the basis of one very brief phone call. I felt that this failed to acknowledge the complexity of the decision-making process, a decision that could render a care plan abusive rather being empowering (Mantell and Clark,2008). When I challenged the GP and asked him if he could send me a copy of the “paperwork” for the assessment he replied, “there was no need for paperwork”. Graham (2016, p.94) reminds us that “Good practice will involve recording all assessments of capacity, particularly as complexity around the decision in question increases.” As a social worker I have to follow the policy and procedures of my agency and record how I conduct a capacity assessment and record on what basis I have made my conclusion. Working in this way not only respects the rights of the citizen and ensures my accountability (code of professional practice 2017) ensuring voice and control and co-production with citizens, it is also consistent with the principles of the SSWB Wales 2014. 
Upon reflection My learning from this experience of multi-agency work with health colleagues is that health care has a place both in the societal and professional space as a politically and economically more important service than social care. This power imbalance was brought home to me when I asked the district nursing team if we could complete a Continuing NHS Health Care funding checklist. It was clear to me that 1 had several primary health care needs. I was told that there was no need for the checklist as all of 1’s health care needs were being met. This of course is irrelevant the only consideration should be whether or not 1 is entitled to CHC funding. Health care professionals such as GP’s and District nurse teams have a socially accepted more confident position than social workers. Health care professional may at times misunderstand and question the social work role in a multi-agency team even when the social worker is the lead agency or the decision maker (Payne,2009). I have reflected on and learned that in my practice, in these situations, I must have a firm understanding of my knowledge, values and my role in the process. I can not be afraid, and I must be confident to professionally challenge other professionals in order to get good results for citizens that I work with. This experience of working with 1 has also enabled me to learn from other disciplines, I must always be aware of the gaps in my knowledge, this is just as important both for me and the citizen I work with as applying the knowledge that I already have. 

Eventually concerns about 1’s weight loss and frailty were so acute that I made a referral to the consultant Psychiatrist who works with my team.
After this intervention 1 was sectioned under section 2 of the Mental Health Act (1983) and is currently in hospital.
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