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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).

The purpose of this task is to critically reflect on an assessment I have undertaken with others concerning the safeguarding of person 2. In order to do so, I will use a model of reflection known as Gibbs (1988) Reflective Cycle. Gibbs (1988) Reflective Cycle includes six stages of reflection which I will adapt and integrate into the task which are description, feelings, evaluation, analysis, conclusion and action plan. As part of this task, I will introduce the individual and provide context and overview of the actions taken to inform the assessment undertaken. Throughout the task, I will explore my feelings around the assessment and evaluate the experience of engaging with person 2. I will also analyse how the assessment has, as well as could relate to relevant Safeguarding Legislation, Policies, Strategies and Procedures in Wales, The United Kingdom (UK), European Union (EU) and globally. Lastly, on drawing upon conclusions, I will consider aspects of safeguarding as part of my action plan that may apply to this case study in future should circumstances change. 

Person 2 is an adult White British male who has historical involvement with Social Services as well as the local Community Mental Health Team. Person 2 has a diagnosis of Bipolar Affective Disorder and is subject to s117 aftercare having been detained on s3 of the Mental Health Act 1983 over 20 years ago. As a result of being subject to s117 aftercare, according to The Mental Health Act 1983 (Code of Practice) (Department of Health and Social Care, 2015) The Local Authority (LA) and Local Health Board (LHB) have a duty to act by regularly reviewing and provide suitable after-care to Person 2 in order to prevent a readmission to a psychiatric hospital.
Person 2 was born and continues to reside in a town within a rural county of Wales and is known to be a first language Welsh speaker. Person 2 is known to communicate with services in both English and Welsh as is their right as per the Welsh Language (Wales) Measure 2011. At present, Person 2 lives independently in a self-contained flat managed by a Housing Association and has done for some years. It is not clear whether Person 2 receives informal support from peers or neighbours, however, it is documented on Health and Social Care records that Person 2 has been estranged and isolated from living relatives for many years.

Person 2 came to the attention of the LA Mental Health Team as well as Adult Safeguarding Team more recently having lost contact with Mental Health services some years prior. Person 2 came to attention as concerns were raised by the Housing Association during routine checks that Person 2 was Hoarding. On engagement with Person 2, The Housing Association also had concerns around their Mental Health, which had appeared to be deteriorating as their written and verbal speech appeared impaired and incoherent. In support of their concerns, these are symptoms of a thought disorder which research suggests is closely associated with a number of Mental Disorders such as Bipolar Affective Disorder (Morgan et al. 2017, p.523). 

In the case of Person 2, The Housing Association acted in accordance with the Wales Safeguarding Procedures (Social Care Wales, 2023), which are in place to ensure the duties of the Social Services and Well-being (Wales) Act 2014 are fulfilled by reporting an adult they deemed to be at risk (Social Care Wales, 2023) by submitting a Multi-Agency Referral Form (MARF) to the LA. The MARF was developed and is used on a local level by professionals in the area to give details of a safeguarding concern to submit to the LA (CYSUR, 2017). This is as according to Part 7 of The SSWBA 2014, Social Services and relevant partners have a duty to report any suspicions that an adult may be at risk of harm or abuse. 

The types of harm and abuse in Adult Safeguarding can be physical, psychological, financial, sexual and neglect (Social Care Wales, 2023). In the case Person 2, The Housing Association suspected that they may be self-neglecting as the indicators present were the poor living conditions and a suspicion that Person 2 may not be managing their Mental Health appropriately as they appeared reluctant to seek help or access services to meet their needs when approached (Social Care Wales, 2023).  As stated above, the action of bringing these concerns to the attention of the LA resulted in a referral back into Social Services as well as Mental Health Services in line with the Mental Health (Wales) Measures 2010. 

Initially, I was surprised that Person 2 had lost contact with services due to their s117 status of the Mental Health Act 1983 as they should have been engaged in regular reviews of their Mental Health and Well-being to prevent the need for potential safeguarding intervention which are the principles of a sustainable system in Wales. In support of this, the Wellbeing of Future Generations (Wales) Act 2015 emphasises the importance of sustainable systems to ensure well-being of all individuals can be achieved. However, it is possible that there was no evidence Person 2 was at risk to himself or others and due to the lack of Mental Health resources in rural parts of Wales in particular, it is possible that this has had an impact on the quality of services and time to actively engage with individuals who are refusing (Welsh Government, 2012). Despite this, there is a strategy in place called the Together for Mental Health Delivery Plan 2019-2022 (Welsh Government, 2020) to address such pressures on services in Wales. 

Once the MARF was received by and initially screened by the Safeguarding Team in the LA, there were three possible outcomes which include concluding that no abuse or harm has occurred, that there is a low risk, and an alternative intervention may be preferable or that further enquiries under s126 of the SSWBA 2014 are required alongside carrying out an assessment of need to outline any care and support needs (Social Care Wales, 2023). In the case of person 2, it was concluded that an alternative intervention may be preferable and so there was a need to attempt to engage person 2 in an assessment of his needs and to re-refer to safeguarding if future intervention to engage person 2 was unsuccessful. As a result, it was my role to attempt to complete an assessment of person 2’s needs under Part 3 of the SSWBA 2014 Code of Practice (Welsh Government, 2015). With reference to person 2’s needs, The International Classification of Diseases (11th edition) considers Hoarding, as well as Bipolar Affective Disorder is considered a Mental Health Disorder (World Health Organisation, 2019) and under the Mental Health (Wales) Measures 2011 there is also a duty to assess individuals who present to secondary mental health services who have previously been known to the service. Whilst Person 2 is considered a person at risk of harm or abuse due to evidence he is self-neglecting, the Wales Safeguarding Procedures (Social Care Wales, 2023) which uphold the principles of the SSWBA 2014 emphasise the importance of prevention and early intervention in order to prevent them becoming an adult at risk in future (Social Care Wales, 2023). 

Further consideration is also had for the type of harm or abuse occurring in the case of Person 2. This is because whilst the Wales Safeguarding Procedures (Social Care Wales, 2023) refer to self-neglect as a type of harm or abuse, legislatively, it can be difficult to proceed with safeguarding enquiries for an individual who is self-neglecting (X Regional Safeguarding Board, 2022). This is because they may be presumed to have capacity to understand the risk to themselves as they have the right to make an unwise decision as per Principle 3 of the Mental Capacity Act 2005, as well as the right to private and family life as per Article 8 of the Human Rights Act 1998. Furthermore, Welsh Legislation contrasts with English legislation as the Care Act 2014 includes self-neglect and hoarding specifically as a stand-alone category of harm under Adult Safeguarding (Social Care Institute for Excellence, 2018) which may make it easier for Safeguarding practitioners to act in England. Nevertheless, in both England and Wales, it is important under Principle 1 of the Mental Capacity Act 2005 to presume Person 2 has capacity, however, should person 2’s self-neglect pose a significant risk to themselves or others, Welsh Safeguarding Procedures (Social Care Wales, 2023) indicate it is possible to override their decision-making capacity and continue with safeguarding enquiries (X Regional Safeguarding Board, 2022). 

Following the outcome of the Safeguarding Team’s screening and as a result of the emerging concerns, attempts were made to engage person 2 in an assessment alongside other services which included the Community Mental Health Team, Housing Association, Fire Service and Environmental Health Services. The focus following the outcome from the initial screening by the LA’s safeguarding team was to assess the individual with the view of acting preventatively to offer early help to prevent the need for future safeguarding intervention. This multi-agency approach was in line with the principles of the SSWBA 2014 so that we felt better informed to be able to collaborate with Person 2 in a focused, person-centred way. 

There had been attempts by each agency individually and jointly to engage Person 2 in an assessment of need to address the emerging concerns and identify outcomes by sending letters and prearranged in person appointments to his home address as they did not have a telephone. However, person 2 would not allow any professional individually or jointly into their property and would only speak on their doorstep. As the individual’s speech appeared incoherent and they would not allow sufficient time to speak to any individual it was difficult to comprehend what they were saying. I felt initially that person 2 was acting in a way which suggested refusal of support and felt uncomfortable continuing to force engagement which was potentially a breach of Article 8 of the Human Rights Act 1998 which states that individuals have the right to private and family life. On the other hand, It could be argued that as person 2 was unable to communicate their decision and so they lacked capacity based on the functional test for capacity as per the Mental Health Act 2005 (Graham and Cowley, 2015). However, I appreciated after the event that I and other professionals were at risk of acting oppressively and expressed that we did not have sufficient evidence that we had attempted to engage person 2 enough or support him to make decisions and therefore would be in breach of principle 2 of the Mental Capacity Act 2005. Furthermore, was a need to protect and empower their ability to make decisions as a study by Aspinwall-Roberts et al (2022, p.4398) suggests that a lack of understanding of the application of the Mental Capacity Act 2005 can result in a perceived manipulation of the results, which in turn  would make it easier to work with individuals to achieve the desired outcomes of the professional to protect the individual, rather than those of the individual themselves. According to the Wales Safeguarding procedures (Social Care Wales, 2023), capacity is an important aspect to consider as it would need to be established as part of the Section 126 enquiries to determine if action needs to be taken to safeguard the individual (Social Care Wales, 2023).

With further reference to communication needs, Person 2 would email multiple agencies following visits and attempted contact lengthy correspondence which appeared to be thought disordered. Whilst I did not feel that this individual was causing any direct harm by sending lengthy correspondence, others would focus on the negative words which suggested aggression rather than taking the time to try and comprehend what person 2 was trying to say. Whilst person 2 may pose a risk to individuals, I ensured to act non-judgementally in line with The Code of Professional Practice (Social Care Wales, 2018) to prevent these assumptions to influence agreed actions to further engage this individual. This considered, whilst it appeared the person was refusing, it could be that efforts are not being made to adopt a person-centred approach to communicate with person 2 using his preferred method as per Part 2 of the Code of Professional Practice (Social Care Wales, 2018) which appeared to be email and therefore we could be potentially acting in an oppressive way. It was important to emphasise as mental health and social care practitioners to other professionals that in accordance with the Equality Act 2010, he cannot be discriminated against due to his Mental Health and that not enough effort had been made to engage this individual.

The benefits of using a person-centred approach are to protect the autonomy of the individual and ensure a level of power and control remains with the individual over their well-being and day to day life (Symonds et al, 2020, p.434) which evidences why it is embedded within social care codes of practice, legislation and frameworks, including those relating safeguarding. For example, Should person 2 have met safeguarding threshold, the Wales Safeguarding procedures (Social Care Wales, 2023) state that it is important for the enquiries to be person-centred as per the SSWBA 2014 with attempts made to engage person 2 so that they can be empowered to take part of the process and have their views and wishes taken into consideration (Social Care Wales, 2023). 

In addition, in order to support the individual as well as practitioners to promote the principles of person-centred Theory in practice, it should be considered that person 2 may benefit from Advocacy services to support him to communicate his views and wishes which is a duty under part 10 of the SSWBA 2014. Upon reflection in supervision as per National Occupation Standard (NOS) (Social Care Wales, 2011) 2, I recognise that by offering the individual an advocate, whether he had capacity or not would give them the opportunity to have a named person to take the time to understand their views and wishes and share these with relevant parties (Maylea et al 2020, p.337). This is an important consideration in all areas of Social Work, including good practice in Safeguarding as outlined in the procedures (Social Care Wales, 2023) as if person 2 wishes to instruct an advocate, they will uphold the rights of the individual and ensure and identified outcomes to protect them are proportionate to their rights and that were are acting in accordance with The Code of Ethics (BASW, 2021). 

Furthermore, there needs to be a consideration for The Active Offer outline within the More Than Just Words Welsh Language Framework (Welsh Government, 2022b) as although the individual’s written communication is English and communication appears to be thought disordered, person 2 may prefer and be able to communicate more effectively through the medium of Welsh. Research suggests that communicating through language of choice is preferable as it will aid to collaborate with the individual as they may be in need of care and support and to be able to  empower them to take control of their life choice (Welsh Government, 2015). Furthermore, having consideration for language needs is important when capacity is queried as it allows practitioners to better assess their capacity before rereferring to the LA Safeguarding Team as promoting their safety could be managed under the principles of the Mental Capacity Act 2005 if they were assessed to lack capacity. Therefore, this may prevent the need for future safeguarding intervention (Social Care Wales, 2023). 

Regular professionals’ meetings were held to share information between services which included professionals from Health, Housing Association, Social Care to ensure information was being shared appropriately to safeguard person 2 and inform their on-going assessment as per NOS 12 (Social Care Wales, 2011). This demonstrated models of working relating to systems theory as it showed all agencies collaborating together to form part of the assessment (Healy, 2005). It could be argued that this may have been a breach of GDPR as per The Data Protection Act 2018 as consent had not been established but it was decided that it was acceptable to do so to protect the individual (Social Care Wales, 2023). During these professional meetings, I recognised that there was a conflict of professional values between Housing, Public Protection and Health as a result of different legislation and  policies. For example, person 2 was in breach of their tenancy agreement, however, it is unclear whether person 2 had the capacity to sign a tenancy agreement in the first place or understood that they were in breach of it now by hoarding. Furthermore, Public Protection officers have a duty to protect the Health of the individual and the public and have a focus on getting the property cleared without due consideration for the future impact on person 2’s Mental Health (X Regional Safeguarding Board, 2022). For example, from a Mental Health perspective hoarding can be closely linked to attachment theory and research suggests that forcing clearance on someone who has formed attachments to items due to past trauma for example, would not solve the problem and could potentially have a massive impact on their mental health (Mathes et al, 2020, p.15). I recognised that this could be considered unethical and in breech of The Code of Ethics (BASW, 2021) and would not be a preferable outcome from the assessment as per NOS 5 (Social Care Wales, 2011). Despite this, I felt it was good practice to have these meetings in order to make an informed judgement as per NOS 4 (Social Care Wales, 2011) in this complex situation by working together to share this information to form the outcomes of the assessment. These professional meetings were similar to Strategy Meeting and Discussions which form a part of the safeguarding process under certain conditions. For example, should person 2 have met the threshold for safeguarding intervention, it is possible that following Section 126 enquiries that the individual and services concerned would be invited to Strategy Meeting, to prepare a report for discussion as per NOS 7 (Social Care Wales, 2011) as I have done prior to the professionals meetings. Similarly, The purpose of these meetings are to work collaboratively to develop and action Care and Protection, plan by considering the level of risks identified to the individual and consider the responsibilities of those involved in mitigating those risks (Social Care Wales, 2023) This is similar to the social care assessment which also focuses on the importance of  involving the person as much as possible with consideration for strengths and outcomes based practice (Price et al, 2021, p.82). 

To conclude, should it be established following a multiagency approach that the risks outweighed person 2’s right to continue living in their hoarded flat and refuse Mental Health support, person 2 may meet the threshold for Adult Safeguarding intervention within the Local Authority as a result of the identified concerns (National Independent Safeguarding Board Wales, 2018). Although sharing personal information would be a breach of GDPR, this can be done so if there is a reasonable belief that someone needs to be safeguarded as per SSWBA 2014. Following the initial screening of the MARF, if person 2 met threshold, the safeguarding officer would proceed with carrying out Section 126 enquiries under part 7 of SSWBA 2014. This would entail gathering information from all relevant agencies in order to assess and analyse the attempts already made in early help care and support and determine if action is needed to protect the individual (Social Care Wales, 2023). In accordance with the Wales Safeguarding Procedures (Social Care Wales, 2023), all relevant parties would have a duty to share information in a timely manner so that the safeguarding officer can meet their deadline of seven days to make enquiries. Following this a decision will be made on the most appropriate intervention for the individual, they would be actioned, and effectiveness evaluated. (Social Care Wales, 2023). If there is an established need to protect the person and they are refusing entry, in the case of person 2, there are legislative powers which can be used. For example, should the individual lack capacity, The Court of Protection may be able to make an order under the Mental Capacity Act 2005. In the case of person 2, as he is subject to S117 and has a diagnosis of a mental disorder, an approved mental health professional can apply for a Section 135(1) order to enter the premises to remove a person to a place of safety if there is significant risk. The outcome from one professional meeting was that a Mental Health Act 1983 Assessment was requested and completed. In this instance, the individual was not removed from his property or detained as from a Mental Health perspective it was deemed that the least restrictive way would be for person 2 to seek Mental Health support which they agreed to as per NOS 15 (Social Care Wales, 2011). This person had started engaging with the same psychiatrist who attended the Mental Health Act Assessment which helped in building a rapport with services. It is possible this demonstrated the important of working in a person-centred way as relationships are a key factor in person centred practice (Symonds et al, 2020, p.434). The safeguarding involvement will only cease if the risk no longer exists, is being effectively managed, or the individual wishes to disengage which they can do if they have the capacity to do so and the risks are not significant enough to overrule the decision (Social Care Wales, 2023). 

To conclude, whilst person 2 did not yet meet the threshold for safeguarding intervention in reaching the need for Section 126 enquiries, critically reflecting upon this case has demonstrated that all practitioners are responsible for acting in a way to safeguard individuals who are at risk of harm and abuse whether they have safeguarding officers involved or not. It appears that the actions taken to engage person 2 in an assessment in this case were closely aligned to what would be expected during safeguarding intervention. For example, the safeguarding procedures (Social Care Wales, 2023) outline the need to act preventatively and engage the individual in a person-centred way which is highlighted in all social care legislation, policy, and frameworks. Furthermore, the procedures give due consideration for capacity and advocacy services which is also a consideration as part of the needs assessment process. The case was also complex and involved working collaboratively with other professionals to share information, make judgements and develop an action plan with focus on developing positive outcomes for person 2 as part of their assessment despite differing views and working from different policies.
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