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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). 

	[bookmark: _Hlk178156164]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).  

In this essay I will critically reflect on a case study of an assessment that I undertook in my work for an individual that there were safeguarding concerns raised.  
In order to ensure that I work in an ethical manner, I shall protect the individual’s identity dignity and privacy through referring to them as Person 2 rather than using their name or initials, I shall also refer to any agencies involved in a vague manner so that the geographical area within Wales that I work in is also unidentifiable to the reader (NASW, 2024).  
During the essay I will discuss the legislation. strategies, policies, and procedures, that are used when working to safeguard an individual and demonstrate my understanding of the interface between social services in Wales with the United Kingdom (UK), European Union (EU) and beyond the EU. I will also demonstrate the integration of collaborative working, the use of social work theories as well as analysis in assessment and professional judgements when working with complex situations. 

I shall begin by giving some background information on how the case became known to social services and the safeguarding concerns that were highlighted. Person 2 is man in his 70 who due to bereavement lives on his own.  Several Multiagency referral forms had been received due to concerns around Person 2’s mental health.  Initially the referrals were closed by Safeguarding due to the necessary support already being in place following assessments that I had undertaken with the individual and referrals made to relevant agencies.  However, a further multiagency referral form was made by a professional working with Person 2, which was in accordance with s.128 of the Social Service and Wellbeing (Wales) Act (2014) (SSWBWA, 2014). Which along with the Wales Safeguarding Procedures (2021) instruct that there is a duty to inform social service and/or police of any safeguarding concerns or suspicions that a person whether working in a statutory or voluntary position has on an adult who they believe may be at risk or experiencing harm or abuse. Additionally, I am aware that if I had been the practitioner that had gathered the information, I would have discussed it  with Person 2 and made him aware of my concerns and my duty to pass the information on to the safeguarding team, I then would have discussed the concern with my line manager before, submitting a Multiagency referral form to the safeguarding team in line with the Local Authorities Safeguarding procedures (XXX LA, 2018) I would also keep the individual informed, in order to remain person centred, foster partnership working and work in line with procedures (SSWBWA, 2014).  I am also aware that if this had been a concern that a professional was causing the individual harm that there would have been a duty to report in the same manner or via the whistleblowing procedures (Wales Safeguarding Procedures, 2021)

On this occasion both police and social services had been informed of an allegation that Person 2 had made about family members, assaulting him, and exploiting him through working for no money. There were also concerns that the family members were using coercive control and financial abuse towards Person 2 in order for him to comply with demands. When sharing information practitioners need to ensure that the information is accurate, lawful, and fair, (General Data Protection Regulation,(2018), (GDPR, 2018) here in Wales there is a framework that health, police,  social services and other organisations have agreed to in order to support the in being able to share information lawfully and effectively  (Wales Accord on the Sharing of Personal Information (2010), (WASPI, 2010).  On this occasion it was clear from the referral that the practitioner had been transparent with Person 2 about the reasons for gathering information and Person 2 had consented to the referral. If Person 2 had not consented then the practitioner would still be required to pass on their concerns due to them being of a Safeguarding nature, this would not breech GDPR or Human rights (1998) as under the Safeguarding Wales (2019) practitioners are able to make a referral without consent if there is a possibility that the adult would be put at further risk or would be threatened or otherwise coerced into silence. Person 2 would have the right to request any information held on social services data base via the Freedom of Information Act (2000).
 
It was highlighted that Person 2 had some indicators of harm through physical marks on his body as well as emotional signs of Person 2 being withdrawn.  The concerns were reported in writing within 24 hrs of seeing the individual, with the individual’s consent, although due to the nature of the concerns the practitioner could have made the report regardless of consent in order to safeguard the individual in accordance with the Safeguarding procedures 2021. The Safeguarding procedures also instruct that as the report was made by a practitioner, they were unable to remain anonymous like a member of the public would be able to do.  The information provided was discussed by the Safeguarding team and Police as a strategy discussion and the outcome was that it met threshold that Person 2 was deemed to be an adult at risk of significant harm (SSWBWA 2014, s.126 & Wales Safeguarding Procedures.2021) which meant that a strategy meeting was required to bring together all agencies involved to discuss the risks and support required for Person 2 in a coordinated person centred approach. Working Together to Safeguard People: Volume 6 -Handling Individual Cases to Protect Adults at Risk Social Services and Well-being (Wales) Act 2014 Handling Individual Cases to Protect Adults at Risk Chapter / Contents, n.d.) & (Local council policy and guidelines, 2019). At this point no further enquires were made with the individual’s family as this could have placed Person 2 at risk of further harm If the family members had been supportive of Person 2 then they could have been contacted with the individual’s consent to gain more information (Wales Safeguarding procedures, 2021).  

An outcome for myself as my work is around Mental Wellbeing was to establish whether Person 2 was at risk or danger to himself as is previous safeguarding referrals had been around his thoughts of self-harm. This was done via telephone contact on this occasion as already had a professional relationship with Person 2 and felt he would be comfortable to discuss such matters over the phone as he had done so in the past.  Ideally a face-to-face discussion would have been more effective as it can be difficult to judge a person’s body language when discussing over the phone, which can give instinctive subconscious clues to Person 2’s reactions, where these maybe masked over the telephone (Segal et al., 2018).  However, given the nature of the information required, I felt that the situation may be delayed if I were to undertake the visit as this would mean a 40-minute one way journey due to the rurality of his location, with no guarantee of speaking with the individual or requiring a telephone call to arrange a visit which could have been an added worry for Person 2.  (Safeguarding Procedures 2019, & SCW COPP 2017).  Knowing Person 2’s background I was aware that he was not eligible for support from the Community Mental Health team (CMHT) as he had not been detained under the Mental Health Act (1983 Amended 2007) previously which meant that he was not eligible to self-refer into the team under the Mental Health Measures, (2010), (Mental Health Wales, 2018). Therefore, if Person 2 was experiencing Mental health difficulties he would need to contact his GP, or 111 option 2 for support and possible referral to the CMHT, alternatively if he was unable to keep himself safe or required immediate support, he would need to attend A&E where he would be seen by the crisis team. Person 2 at this time felt he did not require support but knew that he could contact the above if his situation changed.   Another consideration during the strategy discussion was made on whether Person 2 was in immediate danger and in need of immediate protection, but it was deemed that Person 2 could return to home address as this was not the same as the family members with information on how to access support in the interim if he felt at risk, It was agreed that Person 2 would be offered support via the referrer as they knew the induvial best, to attend a Police interview to discuss the alleged information, which would then inform the next steps. The individual was made aware of the discussions that had taken place and agreed to attend a police interview with his support worker (Henke, Shepherd & O’Callaghan, 2018). 
Following the initial gathering of information, strategy discussion and Police interview a strategy meeting was convened so that all professionals and organisations that was currently supporting Person 2 could share information so that a collective decision could be made, on how best to support Person 2. (Safeguarding Wales, 2019).  Having all organisations involved 
collaborating and sharing information was an integral part of the safeguarding procedure as different agencies had different information on Person 2 and his situation, which gave a bigger and better picture of what was occurring for the individual.  If this information had not been shared in this manner the lack of collaboration could have resulted in further harm to Person 2. The lack of sharing of information and collaboration between Local authorities Health Professionals, police and other agencies has over the years been frequently highlighted in several serious case reviews as one of the main reasons of failure to protect individuals from serious harm, abuse or even death. (SCIE, 2023).   One such case was the case of Stephen Hoskins a man who was tortured and murdered due to his learning disabilities, the outcome of the serious case review highlighted that a number of agencies had different information which could have collectively made practitioners aware of the risk and danger he was in which ultimately could have saved his life.   (Practice review report Context and background of review, n.d.).

One of the uncertainties raised by fellow professionals was that they viewed Person 2 as a person with learning difficulties.  However, although having a disability such as learning difficulty would be viewed as a protected characteristics under the Equality Act (2010), and Person 2 displayed some characteristics of having learning impairment, Person 2 did not identify as someone with difficulties, and had not as far as anyone knew had a diagnosis to confirm that this was the case.  Having our own values and belief is natural however making assumptions on someone’s capabilities could be deem anti-discriminatory, and against social work values which in turn could result in behaving anti-oppressively towards the individual if we allow our personal beliefs to cloud our judgment, which could prevent Person 2 being best placed to judge his own well-being, preservation of his dignity and his true wishes being heard (Thompson, 2006). 

During the police interview Person 2 reiterated the information in the initial referral but did not wish to make a complaint about the situation as he valued the interaction, he had with the family members as he did not have any family of his own and these were his only connection to his deceased wife’s family, which meant a lot to him. This situation was a dilemma in being able to Safeguard the individual and being person centred through carrying out his personal wishes of being able to continue to have a relationship with the alleged abusers, this led to professional questioning Person 2’s capacity to make decisions. Therefore, I was asked to discuss with Person 2 his wishes and feelings, through re-assessing his needs and identifying what support he required, I was also tasked with working with the individual to create a Safety plan and consider his capacity to make decisions. As I had worked with the individual before I had always felt that he had capacity to make decisions as I had not had any cause to doubt his ability, therefore as outlined in the Mental Capacity Act (2005) I assumed that Person 2 had capacity as it had not been established that he lacked capacity.  However, I would also take into consideration, the concerns raised during the strategy meeting on whether Person 2 was able to make informed decisions or make unwise decisions (MCA,2005).

As Person 2 lived in Wales it is required by law that the Local Authority offer services through the Welsh language (Welsh Language (Wales) Measures 2011), as I am a Welsh speaker I was able to offer person 2 the “Active Offer” (“More than Just Words” Framework, 2022) of being able to communicate in the language of choice in accordance with the Welsh Language Standards (no9) Regulations (2023). Person 2 was comfortable speaking in a bilingual manner, therefore being able to support his wishes in dipping in and out of both English and Welsh language helped build up a professional relationship and promote his participation within the process. (SCW COPP 2017). For person 2 this was especially important when discussing safeguarding concerns as he was able to express his identity and culture which helped me to understand his family dynamics (Rahman, 2023).  If I had not been able to support Person 2 in speaking bilingually this could have been a barrier to him being able to convey his emotional language as different words can sometimes have different meaning in other languages or not translate correctly, which could result in the information not being understood, his views and beliefs not understood, resulting in the information not being recorded correctly (Blackboard, 2024). 

Prior to assessing Person 2 I discussed the safeguarding concern in Supervision, having this discussion supported me in being clear in my role and accountability.  
within the multi-disciplinary team meetings, my accountability towards the individual and to the LA, in outlining my duties and responsibilities and outlining what tasks that were appropriate for me to carryout in my role.  The discussion also supported me in reflecting on my own values and ensured that they met with social work values in practicing in an anti-oppressive and anti-discriminatory manner, this was especially valuable when considering working ethically when it was perceived that Person 2 had Learning Difficulties and questions around his capacity to make decisions. Talking through Person 2’ Human Rights helped identify his right to protection, right to life, freedom from degrading treatment, slavery or forced labour, his right in feeling secure (HRA 1998, Articles 2, 3, 4) balanced with his right to his private life (HRA 1998, Articles 8) Independence, and Dignity (Older People’s Commissioner for Wales, n.d. & SCW COPP), Equality (EA 2010) and being able to make decisions for himself (SSWBWA, 2014). This led to further conversations on the impact of Person 2 having capacity to make the decisions for himself (MCA 2005) and how this would be decisive in how to support him with the safeguarding concern.  If I had not had the chance to discuss my role and talk through the ethical dilemmas, this could have resulted in Person 2 not being supported effectively during my assessment. (Kettle, 2015). 

To gather Person’s 2 wishes and feelings, the individual was offered a re assessment of his needs, which was consented to.  As part of the assessment, I used the Signs of Safety Model (Turnell, & Edwards, 1989) as this is the model used in my Local Authority to assess needs and risk in line with Part 3 of the Social Services and Wellbeing (Wales) Act 2014.  Using this model along with the Exchange model (Smale et al, 1993) helped me focus on being Person centered (Rogers, 1951) throughout the assessment.  Through using the exchange model, I was also able to use the Narrative theory approach (Fisher, 1987) as both supported and empowered the individual to be able to tell their own story and give perspective on the situation, giving him autonomy in being the expert in his own difficulties. By using these models and theories to undertake the initial assessment, I was able to gauge the individual’s capacity.  I had already established that there was no impairment or disturbance of the mind as he did not have any diagnosis to suggest this was the case. I was able to ascertain that Person 2 was able to understand the concerns for his welfare, and that he was able to retain the information and weigh up the pros and cons of his decision to want to have communication and relationship with his family.  (MCA 2005 & Department for Constitutional Affairs, 2007). Through using the Signs of Safety model, I was then able to have an open and honest discussion around the concerns that professionals had, and establish his own concerns, as well as look at the positive things in his life which could support him in keeping himself safe.  This led to us being able to work in partnership to identify a safety plan and any further support that he required, and I was ablet to inform Person 2 that the next steps would be for me to discuss the outcomes with fellow professionals, and that he would be informed of the next steps. (SCW COPP)
Using the combination of models and theories helped to redress power imbalance between myself and the individual, through giving him autonomy and space to have his views heard and for me to support him to make decisions using evidence-based practice.  (Research in Practice, 2023)
Following the assessment a review strategy meeting was held for all professionals involved to share information.  It was agreed at this meeting that more than one agency had determined through undertaking their own tasks/ assessments that Person 2 had capacity to make decisions (MCA 2005), therefore his wishes and feelings on how to proceed with the allegation and safeguarding was paramount (Wales Safeguarding Procedures, 2021). Therefore, as assessments had been undertaken and information collected and evaluated during the meeting, it was agreed by all parties that no further action would be required from the safeguarding process as all reasonable steps had been taken to reduce risk and Person 2 had the information on how to keep himself safe and the support available to him if he needed assistance in the future. (Kemshell, 2003) 

If Person 2 had been assessed to lack mental capacity to make decisions in relation to protecting himself and having further contact with his family and did not have a Lasting Power of Attorney who could support him in making decisions in his best interest of his health and welfare (GOV.UK, 2014), then I would have needed to make an application to the Court of Protection who would have the powers to make an order to appoint a deputy to make decisions around his welfare (MCA,2005, s.16. 2). Alternatively, if Person 2 was living with the alleged abuser, then an application could be made for an Adult Protection and Support Order (ASPO) to gain access to speak with the individual to ensure that he was making decisions freely.  
(The Adult Protection and Support Orders (Authorised Officer) (Wales) Regulations 2015) . Additionally, if there had been concerns for Person 2’s Mental Health whereby his mental health was disordered and accessed was denied for a practitioner to speak with him then an Approved Mental Health Professional (AMHP) would be able to enter the home to inspect whether he was receiving appropriate care. (Mental Health Act 1983, s.115). 

Equally if Person 2 had a mental health disorder in this scenario, then the AMHP would be able to apply to court under Section 135 (1) of the Mental Health Act (1983) which would enable the Police to remove him to a place of safety if it was believed that he required a mental health assessment.  If a hospital admission was deemed necessary following assessment the AMHP would need to consider along with 2 approved Drs whether this would be done with the consent of Person 2 as an informal admission (if he had capacity to give consent), or to detain him under section 2 of the Act giving health practitioners up to 28 days to further assess and provide treatment.  If after the 28 days detention in hospital was still deemed necessary, a review would need to be undertaken and Person 2 could then be placed under section 3 MHA (1993) for further assessment and treatment or be discharged.  Alternatively, Person 2 could be placed on a Deprivation of Liberty Safeguard (2018) if he lacked capacity to consent to his care and treatment, however if he did not consent to treatment then his wishes would need to be listened to and practitioners would need to consider whether a Mental Health Assessment is needed. This would supersede Article 5 of the Human Rights Act (1998) that no one should be deprived of their liberty as it is in accordance with the law to ensure his right to security. (Department of Health, 2015)

If Person 2 had consented to or had been deemed to lack capacity and remained a person at risk who needed longer term action to safeguard him, then an Adult Protection Conference would have been conveyed if this had been considered in his best interest by all involved (MCA, 2005). Person 2 would again be offered an advocate to support them in making their views heard and understanding the pros and cons of the information discussed as well as supporting him to navigate the safeguarding process, (SSWBWA 2014, s.181). The advocate could also support the individual to appeal/ complain about the service they received (the individual would also have right to do so independently) under Part 10 s.171&173 of the Social Service and Wellbeing (Wales) Act 2014. During the Adult protection conference, I would be required to submit a report which would need to be shared with the adult prior to conference and to the chair 2 days prior.  The report would need to be balanced, factual, and evidence based on information held on the individual, nature of my involvement, any concerns that I had and information on protective and risk factors as well as the individual’s wishes. Person 2 would not have to attend the conference, but their views would need to be gathered beforehand and outcomes shared as soon as possible following the conference. Once each organisation had shared their findings, then a collective assessment of the risks involved would be discussed so that an informed decision could be made on the outcome, which could result in matters ending and no further action, a protection plan being formulated which would require a further review and timescales for the actions to be undertaken. (Safeguarding Wales 2019).  The information during the conference would be confidential therefore, although it would be recorded it would only be shared with the individual and relevant parties in line with General Data Protection Regulation (2018) requirements. 
If concerns for Person 2 continued, and the protection plan was not enough to safeguarding him, then the Local Authority would need follow the professional difference procedure by escalate the concerns to the regional Safeguarding Board (Cwmpas) which is a board of multi agencies from Local Authorities, Police, Health, Education, Probation set up to collaborate , give strategi direction to ensure consistency and improvement in practice to safeguard and improve outcomes of individuals (Cysur, 2023, & s.134, SSWBA, 2014)
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