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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).



Within Wales there are six regional safeguarding boards, their purpose is to protect adults with care and support needs from abuse and neglect while improving their quality of life, while supporting professionals to apply the legislation and statutory guidance of the Social Service and Well-Being (Wales) Act 2014. Within this essay I will discuss a case study that was allocated to me as part of a section 126 safeguarding enquiry by using the relevant legislation, policy and procedures and their association to the case study. It will highlight the difficult decisions that need to be made when safeguarding individuals and the challenges that I faced with competing rights and how I navigated this. It will evidence how I was able to support Mrs 2 within her role as Mr 2’s main carer and the how understanding dimensions of power supported me to do this. It will discuss areas that I felt challenging and what I felt went well by critically reflecting on the intervention, while evidencing that I was working in line with Code of Professional Practice for Social Care, (2017).


To support my reflection of this case I have chosen to use Gibbs reflective cycle, this will support me to complete the task by helping me to make sense of the experience and support my evaluation of the experience, (Gibbs,1988). Mr 2 was an English gentleman living with his wife who was his main carer in a very rural area of Wales. They had previously lived on the family farm of the last 60 years, before Mr 2 built the small bungalow next door that they were currently residing in. Mr 2 was living with dementia; an initial assessment had been completed previously by another worker had identified the need for a care package and residential respite. However, due to the rurality of the property and the lack of available resources in the area a care package had not yet been sourced. Mr 2 was allocated to me after a multi-agency referral form (MARF) had been completed by health colleagues. This would have been done due to a concern that they had about Mr 2. Feeling that they had reasonable cause to suspect abuse and neglect and that he was at risk due to his care and support needs the referral had been made in line with their statutory duty to report, s128 Social Service and Well-Being (Wales) Act 2014. This then triggered a section 126 enquiry as outlined in the Social Service and Well-Being (Wales) Act 2014, resulting in the case being allocated to me. The referral explained that Mr 2 was leaning against the Rayburn and not being able to identify that he was causing himself injury, by burning himself. The District Nurses were dressing the burns but also highlighted that he was often incontinent in the same clothes. Mr 2 was also sleeping in the kitchen under a light blanket covered in cat hair, there were also several cats sleeping with him in the bed. There were concerns highlighted about his wife’s ability to care for him and questioning possible neglect. Upon looking deeper into Mr 2’s case history there was evidence of previous safeguarding investigations for similar issues. My health colleagues felt that Mr 2 was no longer safe at home with his wife and that consideration of an alternative arrangement would be of benefit him. At this point it became apparent that with the lack of available services in the area and the ongoing concerns around safeguarding this gentleman, that some difficult conversations would be needed with Mr and Mrs 2 and that there would be ethical dilemmas that I would face during this intervention. My intervention with Mr and Mrs 2 lasted approximately six weeks.


Upon preparing for my involvement with Mr 2 and his wife I remember feeling concerned about the historical safeguarding’s and previous interventions and the impact that my further intrusion would have on both Mr and Mrs 2. Article 8 of the Human Rights Act 1998 states that everyone has the right to respect for a private family life, (HRA,1998). Due to the 
safeguarding and the inability to provide Mr 2 with a suitable care package a reassessment would be required to ensure that all the relevant information was current. I also felt at this point that it was important to consider the possible power imbalance that Mrs 2 could be feeling at this time. Maclean (2020) suggests that there are dimensions of power, and this supported me to consider “Power Over” at this stage, the power was held by my health colleagues and myself.  While Mr 2’s safety was paramount, I did not want it to appear that both my health colleagues and I believed Mrs 2 was not trying her best. In a rural area like this, unpaid carers are highly relied upon, Wales has over 370000 unpaid carers and they are saving the government around £8.1 billion, (Welsh Government, 2021). I was aware that I would need to take a strengths-based approach to the situation and respect that both Mr and Mrs 2 were the experts in their lives and their situation, (Maclean and Harrison, 2015). There were also two children who did not live with Mr and Mrs 2 but who I may need to consider as part of the wider reassessment process, while ensuring that Mr 2’s rights were being upheld and his confidentiality and privacy was being respected, (Human Rights Act 1998, Data Protection Act 1998). I then contacted my health colleagues to suggest that we arranged a joint visit as Mr and Mrs 2 were familiar with them and already had built trust between each other and wanted to ensure Mr and Mrs 2 were afforded the best initial experience I was able to offer them. Welsh Government (2014) reported that there were 310600 fluent Welsh speakers in Wales between 2013-2014 and in 2011 The Welsh Language (Wales) Measure was introduced (Welsh Government, 2014). From this ‘More than Just Words’ was launched in 2012 as a strategic framework to promote the Welsh language and culture in social care with a core aim of providing an “Active Offer”, (Care Inspectorate Wales, 2015). Mr 2 was not Welsh, and he wanted his assessment in English as this was his first language. Mr 2 has a formal dementia diagnosis and there had previously been concerns around his ability to understand, retain and use and weigh the information needed to make decisions about his care and support needs. 


All individuals over 16 are assumed to have capacity and the Mental Capacity Act 2005 gives legal guidance. Capacity is time and decision specific and during my intervention I needed to ascertain if Mr 2 had the capacity to make informed decisions around his care and support needs and around place of residence as I was conscious that he may need to access a 24-hr placement. The capacity assessment considers the ability of an individual to understand, retain, weigh and use the salient information required to make the decision or to communicate the decision (Welsh Government, 2005). Upon completion of my capacity assessment, I assessed Mr 2 as not having capacity to make these decisions. However, he was able to contribute to the decision and expressed that he was “happy” and wanted to “stay at home with Mrs 2”, I can remember feeling that it was very     important to me to try and support this to happen. To do this I needed Mrs 2 to fully understand the concerns around the situation, ask if a Power of Attorney was in place and reiterate the expectation of that role. Mrs 2 disclosed that she held a lasting POA or her husband for finance and health and welfare. When asked to furnish me with a copy she was not able to do so. I was also aware that our finance team had also been requesting the details required to complete a financial assessment which several months later had still not been provided. I wrote to the Office of the Public Guardian with an OPG100, requesting for a search to ascertain if one was in place and if so, who held it for Mr 2. However, upon reflection I realised that I initially doubted that Mrs 2 held this and believed that it was possible that Mrs 2 did not want to provide the information due to the financial implications if Mr 2 required to access a 24hr placement may have upon them. When it was confirmed that there was one in place I needed to be mindful and identify if Mrs 2 was acting in his best interest. An attorney can be removed under section 22 of the Mental Capacity Act 2005, and the Lasting POA evoked (MCA 2005).


Working alongside my health colleagues it was clear that they felt Mr 2 was not safe at home without a care package and that he needed to be removed from his home urgently and placed in a 24hr placement. The UN Convention on the Rights of Persons with Disabilities 2008, states in Article 1, that it is to promote, protect and enjoy all human rights and freedoms by all persons with disabilities. I felt that my health colleagues were unintentionally discriminating against Mr 2 due to his cognitive impairment and the risk-averse way in which they practice. By practicing in a way that avoids risk as its main focus means that decisions are made conservatively, with emphasis on control and caution, (Care Learning, 2025). Therefore, individuals with a cognitive impairment are in danger of losing their autonomy and freedoms. Sayce (1995) stated “Judgements about potential risk to others are used to disadvantage disabled people – especially those with psychiatric disabilities – in ways that would never be considered acceptable in relation to non-disabled people”. Furthermore, I was very aware that placement was the most restrictive option available and was conscious that while it was his safety was paramount it was important to regard all his rights and make every effort to ensure that all options were considered. To do this I began to have open and honest discussions with Mr and Mrs 2 about the safeguarding that had been raised and the concerns that my health colleagues and I had about their current situation. Furthermore, I felt frustrated by the responses of other professionals who in my opinion were judgemental around the property and the way in which Mr and Mrs 2 chose to live. The property was cluttered and unkempt, but it was warm, and Mr 2 had a profile bed in place. I understood their concerns around this but felt that I had to challenge them as the living conditions were “good enough”. 


During my involvement with Mr and Mrs 2 I was able to build a relationship and gained their trust. This enabled me to discuss with Mrs 2 how she believed that things were for them and what she wanted to happen. Mrs 2 explained that she wanted to care for her husband and felt that this was possible. I respected Mrs 2 as having expertise in the situation which is in keeping with a strengths approach (Maclean and Harrison, 2011). I drew her attention to the concerns that my health colleagues and I had around Mr 2 neglecting himself and injuring himself as a result. Coincidently, Social Services and Well Being (Wales) Act 2014-part 7 self-neglect does not feature (SSWWA 2014, Part 7). However, the legislation that guides practice in England is The Care Act 2014 and it places self-neglect within the definition of abuse and neglect. Mrs 2 explained that she had tried to get him to wash, change and stay away from the Rayburn but that he would not listen. I then became concerned about how much insight Mrs 2 had into her husbands’ abilities and cognition to follow her directions. I explained that I assessed Mr 2 as lacking capacity to make informed decisions around his care and support needs and that we needed to look at how we can ensure that he is safe and has all his needs met. Mrs 2 wanted to provide the care for her husband, and I considered it best practice to try and support her to do this. Through communication with Mr and Mrs 2 I was able to explore their circumstances using the framework of the PCS model. Looking at the couples personal, cultural and structural situation I was able to assess how oppression might be impacting upon them (Harrison and Maclean, 2011). This helped me to understand that the way in which they were living was normal to them and reminded me that a non-judgemental approach would afford a better outcome for both Mr and Mrs 2. Again, I began to consider Dimensions of Power, and “Power of”, as we were utilising collective strength to make changes for Mr and Mrs 2 (Maclean, 2020). This resulted in the formation of a safety plan to support Mr 2 to remain at home, this included the visits from health colleagues, daily calls to Mrs 2 and utilising a respite placement. It was agreed that we would all feed into a weekly discussion and monitor carefully. Mrs 2 was now experiencing “Power to” as she had the ability to make changes to support Mr 2 to remain safe at home (Maclean 2020).


Social Service and Well-Being (Wales) Act 2014 Part 3 section 24 provides the local authority with a duty to assess the needs of a carer for support (SSWWA 2014 Part 3). I believed that by offering an assessment to Mrs 2 we may be able to look at supporting her with her caring role. However, although Mrs 2 accepted this, I can recall feeling at the time that it was unlikely to provide Mrs 2 with any solutions. The rurality of the area in which I work along with limited resources and financial constraints often result in workers feeling disempowered and working in a service lead way. In turn losing sight of the needs of the person and their outcomes and them experiencing discrimination. Well-Being of Future Generations Wales Act 1015, states that one of its Well-Being goals is for a “More Equal Wales”, (Welsh Government, 2015). The fact that Mr 2 was still not in receipt of the care package that the previous worker had identified several months ago highlights that this goal was still not being met. This was because of Mr 2’s location and the fact that it was in an extremely rural area, the care package was not an attractive prospect for any care providers to take on. The Parliamentary Review into the future of Health & Social Care in Wales 2018, highlighted the need for change, and suggested that a system where it “nurtures” and “empowers” its care staff is essential to achieve the vision (Welsh Government 2018). Social care Wales highlights the “attraction” and “recruitment” issues that there are in the Welsh care sector and these staff shortages are already affecting care provision and with the increased aging population and demand for care increases this could worsen (Social Care Wales 2024). Although I felt the carers assessment would offer very little support to Mrs 2 in her caring role, I supported her to make the referral. 


While monitoring the case it quickly became apparent that Mrs 2 was not managing, and I arranged to visit. I needed to prepare myself to discuss my concerns around the situation and to consider my next steps, I was increasingly aware that temporary placement may be required as a matter of urgency which I was aware it was not what Mr and Mrs 2 had wanted. I made the relevant enquiries to ascertain the vacancies available in the area. I also prepared my health colleagues and myself for a best interest meeting, while a Power of Attorney as in place, a best interest meeting is best practice. The safety plan that we had devised was not working and I had further concerns about Mrs 2’s suitability to hold POA for her husband and was concerned if we disagreed on the next steps that I would need to address this. At this point Crisis theory helped me to better empathise with Mr and Mrs 2 because Caplan (1965) believed crisis to have three stages: Impact Stage, Recoil Stage, Adjustment and adaption stage. Mr and Mrs 2 were experiencing “Impact stage” during my initial intervention as this was when their crisis was at its worst and the safeguarding referral had been made, possibly as Mrs 2 had become overwhelmed with her caring role. The next stage “Recoil” was where we were now, as we approached the difficult conversations and decisions that we were about to make. At this point we had reached a dilemma; Mrs 2 was not managing to meet Mr 2’s needs and the risk to him was becoming too great for him to remain at home. I explained that I did not feel that it was in Mr 2’s best interest to remain at home any longer in these circumstances and that I had concerns as to whether Mrs 2 was acting in Mr 2’s best interest at this time. Best Interest decisions are made in line with the Mental Capacity Act 2005 and are completed when an individual is assessed as lacking capacity to make an informed decision (MCA 2005). The National Institute for Health and Care Excellence 2020 (NICE), describes a quality statement to support with the process. It also states, “For adults (aged 18 and over) particular attention should be paid to advance decisions, lasting power of attorney and court order, including any court-appointed deputy” (NICE 2020). Therefore, it was extremely important to consider the views of Mrs 2 to ensure that the process was being followed correctly. This process ended with a best interest decision being made for Mr 2 to access a temporary placement, this helped all parties involved to continue to consider what was in Mr 2’s best interest. It gave Mr 2 the opportunity to experience a 24-hour residential placement without the commitment of it being permanent. Mrs 2 decided that she would visit her daughter to enable her to speak to her about the situation and gather the feelings of Mr and Mrs 2’s children. I felt that this was a positive outcome at this time.

Welsh Government set the financial threshold for care in Wales and while non-residential care is capped at £100 a week regardless of capital, if you have over £50000 you may have to pay the full cost for residential care (Welsh Government).This is something that all individuals and their families and carers will need to consider when researching residential care. During his spell in placement Mr 2 had settled well and the care home stated that he had settled well and was eating and drinking well enjoying time with other residents. I found this pleasing to hear as I was conscious Mr 2 had expressed that he would like to remain at home. Mrs 2 and I had a meeting, during which she disclosed to me that she felt Mr 2 would be best placed to have his care and support needs met in residential care, stating permanently “I knew this day would come and I think it came a little while ago in all honesty”. Mrs 2 went on to explain that she was worried about the cost implications of Mr 2 accessing a permanent placement, and particularly the family farm and the impact on their children’s finances. At this point I realised that a good level of trust had been built between us to enable Mrs 2 to speak this openly to me. This made me feel satisfied and I was proud of achieving this, however, I was also mindful that while I believed that Mr 2 was safe and receiving good care, I also felt disappointed that I was unable to support Mr and Mrs 2 to achieve this at home. Furthermore, I was anxious of the breaches of his human rights that I was party to, by supporting him into temporary placement. I was able to provide Mrs 2 with all the financial information that I could and suggested a call with the finance team to gain a better understanding, however, I also highlighted that Mr 2 must be first and foremost when considering the options. The Mental Capacity Act Code of Practice states that it is important to consult others and gather their views as they may have information about individuals wishes and feelings or beliefs and values (MCA 2005 Code of Practice). I then asked for permission to contact Mr and Mrs 2’s children to gather their thoughts and feelings in preparation for another best interest decision around permanent placement. I was also conscious to include Mr 2 in the decision and how this felt, difficulties, considering feelings.

Part 1 section 4A (5) of the Mental Capacity Act 2005 gives authorisation to deprive an individual of liberty if making arrangements for care and support to a person who lacks capacity (MCA 2005). The need to protect Mr 2 versus the need to promote his rights caused me with a dilemma but I was able to acknowledge that in my role I needed to accept that I could face these challenges daily. It was decided to be in Mr 2’s best interest to access a permanent 24hr placement meaning that Mr 2 was deprived of his liberty. Although this was not the outcome that I initially hoped for Mr 2. By using all the legislation and guidance I was able to ensure that I had considered all of the options to safeguard Mr 2 while being mindful of his wishes and feelings. At this point the adjustment and adaption stage of Caplan (1965) Crisis theory took effect and while the crisis may continue as Mr and Mrs 2’s lives have changed in an incomprehensible way my involvement was ending (Caplan 1965). The safeguarding closed and Mr 2 would be reviewed by a worker in six weeks, in line with my local authority policy.


It is apparent to me the importance of Safeguarding and it being everyone’s responsibility as outlined in Part 7 Social Service and Well-Being (Wales) Act 2014. Had my health professional not raised the safeguarding Mr 2 would have been in danger of significant injury and neglect and Mrs 2 in danger of carer breakdown. On reflection I feel that after the initial assessment that identified the need for a care package that the case should have remained with a worker to monitor the situation. This could have possibly circumvented some of neglect and its impact upon Mr 2, this highlighted to me that this case could have been better managed. Furthermore, it identified that we are becoming more service led and less person centred when it comes to service delivery. Upon reflection of my own role in the intervention I realise that I should have utilised some of the secondary mental health services in my area to see what support they may have been able to offer to support Mr 2 to remain at home for longer and to justify to myself that I had tried my best. On a positive note, I was able to build a trusting relationship with Mr and Mrs 2 and used, although, I will always be mindful of the impact that my intervention can have on individuals and how stressful the situations that they may find themselves in.
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