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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 case study I will critically reflect upon is from my first year working within the Hospital Social Work (SW) Discharge Team. The individual was an older person who had experienced a life changing stroke and required an assessment of their care and support needs to facilitate a safe discharge out of hospital. Because the stroke had impacted on their cognitive and physical abilities an assessment of their mental capacity was required alongside Best Interest decision making as well as ensuring any safeguarding risks were considered and managed.

I will consider and critically reflect upon the processes that I followed, alongside the adherence to relevant legislation, policies, and guidance. I will also incorporate the social work theories and methodologies that supported my practice and professional role.

For confidentiality purposes, I will not disclose specifics in relation to the locality or the identity of any individuals and will reference the individual as 1 for ease. 

Throughout my time reflecting I have utilised and incorporated the Kolb’s reflective model (Kolb, 2014), and evidenced how this supported my analytical and critical decision making. 

The Case Study focuses on a 60-year-old male, who is of white Welsh origin, and their preferred language was spoken English. 1 lived in an urban area that experienced high levels of deprivation and poverty. When an individual is described as experiencing relative income poverty in Wales, this means that the individuals’ total everyday income is no more than 60% of the typical UK household income (Welsh Government, 2021b). The Welsh Government (WG) state “Between 2017-2018 and 2019-2020, 23% of all people in Wales were living in relative income poverty” (Welsh Government, 2021b). Subsequently, research suggests that for working-age adults in Wales levels of relative income poverty have remained static over many years, in contrast to other countries within the UK, and at higher rates than most places within the UK (Welsh Government, 2021b). 

1 is divorced with 3 adult children and has lived alone during his later years extremely independently, with support from his children and immediate family members. There were concerns raised regarding sibling rivalry whereby different views and opinions were held by various family members, this provided further complexity to the case and increased concerns for the Local Health Board (LHB) that family members were considering their own needs before 1’s. The concerns were considered to have the potential to require to be escalated as a safeguarding risk if they could not be addressed. 

There was a difference of opinion between the LHB and 1’s adult children, the LHB were concerned that the family were being unrealistic about 1 being able to return home which could have resulted in 1 becoming an adult at risk of neglect as neither he nor his family may have been able to meet his basic care needs.

[bookmark: _Hlk138599798]“Section 126(1) of the Social Services and Well-being (Wales) Act 2014 (SSWBWA) defines an “adult at risk” as an adult who:- a) is experiencing or is at risk of abuse or neglect; b) has needs for care and support (whether or not the authority is meeting any of those needs); and c) as a result of those needs is unable to protect himself or herself against the abuse or neglect or the risk of it”. 

Signs of abuse can often be difficult to identify, there are many different types of abuse, and often various indicators that professionals should be aware of.  These can include Physical abuse, Domestic violence or abuse, Sexual abuse, Psychological or emotional abuse, Financial or material abuse, Modern slavery, Discriminatory abuse, Organisational or institutional abuse, Neglect or acts of omission and Self-neglect. (Social Care Institute for Excellence (SCIE), 2020). 

The SSWBWA cites 5 categories of abuse: emotional and psychological, financial, neglect, physical and sexual. This differs from the Care Act 2014 in England which includes the category of self-neglect, whereas in Wales cases of self-neglect are managed under the assessment of care and support needs process. The SSWBWA “provides the legal framework for improving the wellbeing of people who need care and support, and carers who need support, transforming social services in Wales”. The key principles within the SSWBWA are voice and control, prevention and early intervention, wellbeing, co-production, and multi-agency (SCW, 2017).   

In Wales, unlike England, Safeguarding boards operate across LHB footprints, and many have developed their own multi agency procedures in relation to how to manage cases involving self-neglect, some of which I referred to, to aid my decision making (North Wales Safeguarding Board, 2016). 
During my time assessing 1, given the concerns the LHB were raising, I was exploring and considering if 1 would be at risk of neglect, including self-neglect, if he were to return home.  
To assess this effectively, I needed to understand what 1 could and couldn’t do in relation to meeting his own basic needs and whether he would put himself at risk of harm, such as making a hot beverage, leaving the cooker on, or wandering outside his home unsupervised. I then considered if any or all these risks could be mitigated by the family and paid carers coming into the home. I also needed to consider if 1 would be able to manage his financial affairs independently and if not, who would be best placed to do that and if there were any risks associated with that. 

In line with The Wales Safeguarding Procedures, if an adult is identified at risk of abuse or neglect, I would be responsible for liaising with the Adult Safeguarding Team and they would be responsible for undertaking an investigation, typically within 7 days. This would often involve a Strategy Meeting with all professionals involved, to gather information to determine if a person has been at risk or is likely to suffer ongoing risk. If it is identified that an individual is at risk of abuse or neglect a Care and Support Protection Plan may be developed from the Strategy Meeting. The aim of this type of plan is to stop or reduce the risk of abuse or neglect. All agencies in Wales also have a duty to report any safeguarding concerns to the local authority in their area who have a duty to carry out the necessary enquiries including seeking the views of the adult deemed to be at risk (WSP, 2019).

Part 7 of the SSWBWA (2014) outlines when an adult may be identified to be at risk and determines how Local Authorities must support an individual who may require care and support or is experiencing or likely to experience abuse or neglect.

I initiated the assessment process for 1, this involved adopting a multi-agency approach to ensure I was able to collect all crucial information. I did this by liaising with 1’s family, the medical team, ward sister, doctors, mental health specialists, physiotherapists, and occupational therapists. By working collaboratively, I was aiming to prevent miscommunication or misinformation, to achieve the main objective, which was to support 1’s safe discharge from hospital and minimise any safeguarding concerns.  

From meeting 1 and observing him and liaising with health staff I was able to ascertain that he was experiencing severe cognitive deterioration and confusion, placing himself and others at risk. 1’s behavioural presentation, and his desire to return home, was an indication that he did not have insight or capacity in relation to his current care and support needs or the medical and health interventions that were required.

Another safeguarding issue soon became apparent in that 1 was being deprived of his liberty within the hospital ward and was not able to provide consent for the health and medical interventions he was receiving. He was in effect being held on the hospital ward against his wishes. 

I took a rights-based approach to my interventions by ensuring that the ward implemented a Deprivation of Liberty Safeguard (DoLS) to protect both 1 and the LHB. This legislation is informed by the Human Rights Act, Article 5, which states, “everyone has the right to liberty and security of person. No one shall be deprived of his or her liberty [unless] in accordance with a procedure prescribed in law” (SCIE, 2020). 

DoLS now form part of the Mental Capacity Act 2005, which has been implemented in England and Wales only, whereby restraints and restrictions can be utilised, but only if it is deemed to be in the best interest of an individual. When these restrictions and restraints deprive an individual of their liberty, extra safeguarding measures are implemented, known as DoLS (SCIE, 2020). 

By ensuring that the ward implemented the DoLS, I was evidencing the Action phase of Schons Reflective Model (Schon, 1983). I was able to identify a key strength of my ability to demonstrate my knowledge in relation to legislation and my professional judgement in relation to when it was appropriate to use it within my practice. I evidenced robust partnership working for the benefit of the individual by being able to draw on the positive working relationships I had developed when requesting that the health staff ensured that a DoLS was in place.

I also considered the Codes of Professional Practice (COPP), section 4, which state “you must respect the rights of individuals while seeking to ensure that their behaviour does not harm themselves or other people (SCW, 2017). I believe I evidenced adherence to the COPP by spending time with 1 to help me understand his wishes and feelings and determining that he lacked capacity to make decisions about his current arrangements and interventions and that his human rights were being breached and therefore the DoLS needed to be applied.

I sought clarification throughout supervision to ensure I had undertaken the process correctly, which had been confirmed by my mentor. I recall positive emotions due to my sense of achievement especially as in the initial stages within the role I identified that a learning need of mine was to develop my knowledge within adult social care legislation and procedures. I also recall a sense of pride, in that I was upholding 1’s human rights, alongside safeguarding his care needs appropriately and those of others. 

The Mental Capacity Act (2005) (MCA, 2005) delivers the framework to empower and safeguard a person who may lack capacity when making decisions regarding important events in their lives. Mental Capacity is when you have the capability to make decisions about your life, even if they are unwise decisions, and being aware of the potential outcomes and impacts of your decisions.

From exploring medical records, discussions with health professionals and family members, I was able to collaboratively communicate with all involved. Undertaking this style of communication within a multi-agency approach, supports sharing information, voicing ideas, and working together to achieve the shared objective of supporting 1 to live as independently as possible whilst minimising any risks to himself and others.

Subsequently, this equally enhanced my ability to understand 1’s care needs, alongside his cognitive functioning. The LHB had implemented a rehabilitation programme for 1 in relation to his Cognitive, Mental and Physical functioning, however, it had been explained to me and the family that it was their professional opinion that 1 had reached his new baseline, with little expectations of improvement. 

In relation to the concerns regarding 1’s capacity, I had to undertake a capacity assessment. I was able to identify that 1 had a medical diagnosis of an ‘impairment of the mind’, which supported, but did not determine the outcome of my assessment. 

When assessing 1’s mental capacity I ensured I was fully conversant with the processes outlined in the MCA. I assessed his ability to provide accurate information relating to past events which he was able to do satisfactorily, however he evidenced many inaccuracies in relation to more recent current affairs. 1 was also displaying an inability to retain information and continued to present as extremely confused during all conversations. When exploring with 1 the impact the stroke had on his physical and cognitive abilities, he did not have any insight into these nor any risks they presented. 

Additionally, conversations with 1 evidenced his inability to weigh the information up to make an informed decision regarding where he should live. He was also unable to recall, retain or repeat back information during these conversations.

Therefore, I had gathered and analysed the core information to evidence that a capacity and Best Interest decision would be required. I utilised my knowledge when implementing the various pieces of legislation, policy and procedure, and evidenced use of professional judgement when analytically evaluating that 1 did not have capacity at this current time which I evidenced through my assessment sessions with 1 and my collaboration with other professionals.

When exploring 1’s capacity initially he could present as very plausible in relation to his responses on a surface level and I was aware that the MCA, 2005 has 5 key principles embedded within the legislation, one of which is that as a practitioner you should always assume an individual has capacity until proven otherwise (MCA, 2005). 

1 experienced a traumatic health event that impacted on his cognitive ability. I had to weigh up 1’s cognitive decline against any possible rehabilitation potential, alongside whether the hospital environment was having a detrimental impact due to the institutional atmosphere that comes with spending a long time within hospital. I had to use my professional judgement to consider if this was impacting on 1’s confusion and whether his capacity would decline or improve over time, and whether a different environment would lead to a different outcome. 

Throughout my involvement I regularly visited 1 at different times of the day and would ensure that I communicated in various simple and clear ways, ensuring that 1 had every opportunity to understand the information, to be able to weigh up the information to make an informed decision. Furthermore, I provided family members with the opportunity to support their father during these assessment sessions to prevent any concerns regarding communication difficulties or comprehension. This is evidence of my adherence to working within the principles of the MCA, 2005 alongside the Codes of Practice SCW, 2017 principles. 

1 informed me he wished to be discharged home with the support from his family but did not appear to have any insight into his substantial care needs and that he would now require 24/7 care. When I explored with 1 any ability to identify risk, he was unable to recognise the dangers and worries. Therefore, I was able to make an informed professional judgement that 1 did not have capacity at this current time. I applied legislation and policy into practice by undertaking a Capacity Assessment, which then permitted me to undertake a Best Interest Meeting, which in turn allowed others to decide on behalf of 1.

Throughout the time that I spent supporting 1 I utilised a person-centred approach, it was paramount that I considered 1’s individual rights, and that his wishes and views were ascertained, alongside respecting how 1 was feeling regarding his care and support needs. Throughout my involvement I continuously ensured that 1 was able to participate as much as he was able to in decisions that affected his care and support needs, whilst balancing this with any identified risks. This is evidence of my knowledge and ability to implement legislation specifically in relation to Part 26. (2) of the SSWBWA, also embedded within Wales Safeguarding Procedures, “Adult at Risk, Section 1 Safeguarding principles and effective practice: adults at risk of abuse and/or neglect” (WSP, 2019).

Many complexities arise when supporting an individual who has been identified to lack capacity, this is often because crucial decisions are required to be made for the person. One option is to appoint someone with ‘Lasting Power of Attorney’ (LPA) which is outlined in Part 1 of the MCA, 2005. This is a legal contract where the identified person has legal rights to make an informed decision regarding a person’s finances or health (SCIE, 2019). There are 2 types of LPA: ‘health and welfare’ and ‘property and financial affairs’ both can only be used when a person is no longer able to make the relevant decisions for themselves (SCIE, 2019). 

1’s family had not appointed anyone for LPA, therefore a Best Interest Meeting was required, the main objective was to analyse the information and make decisions that were in the best interests of the individual using the least restrictive option. I ensured I did not use medical abbreviations or social work jargon, and checked the family understood everything, preventing any miscommunication or misunderstandings. A positive outcome from the meeting was that it became clear that all family members had their father’s best interests at heart and were willing to work together to keep him safe at home and to provide support with daily tasks including support with his financial matters.

In October 2021 in Wales, the National Health Service (NHS) were asking families to consider bringing their family member home from hospital, to provide care until a Care Package or residential placement could be secured due to the NHS to experiencing significant pressure. The Welsh Government (WG) have implemented the Home First: Discharge to Recover assessment Model (2021a) within the last year, to ensure effective and timely discharge. The emphasis and pressure for prompt discharge plans can often clash with social work ethics and values (WG, 2021a). It was crucial that I was able to demonstrate that I had kept the individual at the centre of my SW intervention and their human rights had always been protected.

Whilst critically reflecting, incorporating Kolbs, 2014 reflective model, I had experienced uncertainty in relation to the Local Health Boards approach when discharging patients to prevent ‘bed blocking’. Occasionally, I have often felt that I have been unable to provide quality time with patients, due to pressures from hospital staff to free up beds. I am often concerned that patients or families are making life-changing decisions under extreme pressure and within strict time scales. 

Subsequently, I have identified that this method of assessment is potentially contradictory to the SCW, 2017 codes of professional practice and that as a direct result we could lose sight of some of the main principles within the SSWBWA, for example, voice and control, alongside empowering individuals to have more say in relation to their care and support plans. There is high potential for individuals to feel disempowered alongside social workers who are no longer able to practice in an anti-oppressive way due to the limitations placed upon them within the newly drafted policies and procedures in relation to hospital discharge.

J. Scott Janssen supports this hypothesis when they state “Moral distress can affect social workers at all levels of an agency or institution's hierarchy, from the hospital social worker being pressured to discharge a patient (J. Scott Janssen, 2016, p 18).

Considering legislation, policy, and procedure, when undertaking the assessment for 1, I equally had to consider how best to achieve an outcome that everyone felt was safe and manageable, not only for 1 but for all involved, especially his family who would be his main carers. 

I reflected on how I had followed the principles in the SSWBWA (2014), by supporting 1 to have voice and control and enabling his family to shape his care plan (coproduction), alongside promoting preventative services within the community to ensure the least restrictive approach was taken.

I was aware that family members had the right to be assessed and supported as carers. The SSWBWA describes a carer as someone who provides unpaid care to an adult or disabled child, alongside section 24 of the Act, the legislative framework includes how to initiate an assessment for a carer who has been identified to equally have care and support needs when supporting an individual (SSWBWA, 2014). 

I considered my social work values whereby I had to promote the wishes and feelings of an individual who required care and support alongside family members, who identified themselves as carers. Furthermore, I also had to consider the least restrictive option for 1 whilst acknowledging the concerns of the LHB. 

I recognised my own personal feelings of anxiety in relation to disagreeing with the views of LHB alongside the potential risks of a return home and how this could cloud my professional judgement. However, I was equally aware following my assessment that there was potential for 1 to be supported adequately by family members alongside a formal care package that could be regularly reviewed to ensure any risks were minimised. A significant part of my role had been to promote both 1 and his family of the benefits of accepting a care package.

Furthermore, 1’s family strongly believed their father’s agitation was due, in part, to the hospital environment and were confident that his personal wishes would be to return home and had high hopes that his physical and mental cognitive ability would improve. 

“The Human Rights Act 1998 sets out the fundamental rights and freedoms that everyone in the UK is entitled to. It incorporates the rights set out in the European Convention on Human Rights (ECHR) into domestic British law. The Human Rights Act came into force in the UK in October 2000” (Equality and Human Rights Commission, 2018). Therefore, if a person feels their Human Rights have been violated then they are able to apply to a British court instead of applying their case to the European Court of Human Rights, which is situated in Strasbourg, France (Equality and Human Rights Commission, 2018). 
	
I adopted a strengths-based, person-centred approach when liaising with HB and family (Maclean, S and R, Harrison, 2015). I communicated in a manner that focused on the positives and individual strengths that each family member was able to provide when supporting their father and alleviating the concerns from health by utilising care agencies, and ‘carer assessments’ for family members. “Strengths-based practice is holistic and multidisciplinary and works with the individual to promote their wellbeing. It is outcomes led and not services led” (SCIE, 2018).

Employing a person-centred approach insured that all parties had the same objective of achieving a safe discharge for 1 and ensuring that his care and support needs were met. I supported the family to feel empowered to voice their views that they had the ability to support their father’s health care needs, and by working collaboratively with other professionals I was able to devise safety planning measures to manage the identified risks in the community. Family, the LHB and I were able to make an informed decision that was in the best interest of 1, by utilising what we felt was the least restrictive option, whereby 1 could be discharged home with family support and a package of care. 

When supporting families, I often feel there are many barriers between professionals and individuals, I have increased my level of self-awareness in relation to the power that is vested within the SW role and how that can be perceived by others. I appreciate at times this could be challenging for the families or health professionals. 

With this increased self-awareness I now always consider how the power imbalance may feel for individuals and their families and how I can mitigate against this. Some of the ways I try and address the power imbalance is by ensuring people feel listened to have access to all of the necessary information, feel comfortable challenging my views and asking questions and know how to raise issues and complaints.

I believe that by supporting the family in their desire to have their father return home, contrary to the initial recommendations of LHB, provided the family with a sense of empowerment. 

Social psychologists John French and Bertram Raven state “Anyone is capable of holding power and influencing others: you don't need to have an important job title or a big office. But if you recognize the different forms of power, you can avoid being influenced by those who use the less positive ones – and you can focus on developing expert and referent power for yourself. This will help you to become an influential and effective leader” (French and Raven's Five Forms of Power, 2023). 

Working collaboratively, supported my ability to gather, analyse and assess all the relevant information and enabled me to voice my professional judgement whilst balancing the right to self-determination with the risks associated with that and helped inform the intervention that was necessary to mitigate those risks whilst providing care and support to meet those needs identified within the assessment process. This is evidence of ensuring that my practice is in accordance with the principles, powers and duties outlined in the SSWBWA, The MCA and the DOLS and the Wales Safeguarding Procedures.

Throughout my time assessing 1, I made use of direct and indirect supervision with my mentor to ensure that I was assessing risk and balancing rights appropriately and that any personal values or biases I held were explored. 

Although 1 was initially thought to potentially be an adult at risk, a robust care and support plan including family providing round the clock care resulted in the risks being significantly reduced. Therefore, it was not deemed necessary to make a safeguarding referral, however local procedures were in place to ensure that a referral to the Adult Care and Support Planning Team was made to ensure the care and support plan was closely monitored and reviewed when 1 was discharged into the community. 

I believe throughout this case I have demonstrated my ability to carry out the SW role with integrity and transparency and in line with the principles that are enshrined in the various legislation. I have evidenced my ability to critically analyse my practice and how that has informed my assessments. I have demonstrated a good grasp of how to ensure that my SW practice is guided by the appropriate legislation, policies and procedures and have demonstrated how I have embedded theories and methodologies into my practice. But most importantly I ensured that I upheld the rights, wishes and feelings of 1. 
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