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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).


As highlighted by the UK Government (2017), it is WG that develops legislation in Wales in relation to safeguarding adults.  Although all four nations of the UK have laws to protect adults at risk, there are a number of differences between these, which include; the definition of an adult at risk, the threshold for intervention, the duties in which LA’s have to protect adults at risk and also the powers that Social Workers have, all vary greatly (Hourglass, 2021).  Hourglass (2021) analyses the powers that LA’s have between each of the countries in the UK and how they compare.  England and Northern Ireland have lesser powers than Wales and Scotland, with Scotland having more powers again compared to Wales.  However, it could be argued that Scotland’s legislation (Adult Support and Protection (Scotland) Act, 2007) to protect adults at risk, may conflict with the Human Rights Act (1998), Article 8; a right to privacy.  Having said that, the Human Rights Act (1998) clearly states that breeches in these articles are only authorised when necessary to do so (Carr and Goosey, 2015, p. 79).  In Wales, it is the SSWBA (2014) that underpins safeguarding for adults.  The UK have also signed up to the European Convention of Human Rights (1950) to ensure the rights of individuals are upheld and individuals in the UK with disabilities (as the adult discussed in the case study below) are also protected by the United Nations Convention on the Rights of Persons with Disabilities (2006).  

This case study is in relation to an adult that I have been working with over the last, approximately two years, where there were, and continues to be safeguarding concerns.  Throughout this case study, this individual will be known as Adult 2.  The case study will also include the safeguarding processes which Social Worker’s complete in order to reduce risk and adhere to their duties under the relevant legislation, policies, processes and guidance.  It will discuss the links between other relevant legislation, analysis in assessment, collaborative working and how this impacts the individual.  

Adult 2 has resided independently with their pet cat, in a small town in Wales for the last three years.  There are no family in the local area and Adult 2 does not have a carer.  Prior to living at their current residence, Adult 2 had a period of homelessness following being evicted due to using illicit substances whilst residing at supported accommodation.  Homelessness can take many forms, with street homelessness being the most obvious (Crisis, undated).  Adult 2 was placed in homeless accommodation, rather than being street homeless.  Homelessness, of any form, not only impacts a persons physical health, this causes a decline in mental health and puts a person at further risk of harm (Song et al, 2021).  Although Adult 2 is Welsh, they do not speak the language.  According to WG (2024a), the highest numbers of Welsh speakers are in South Wales.  However, per capita, two counties in North Wales has the percentage of Welsh speakers.  The Welsh Language (Wales) Measure (2011) puts a duty on public bodies to provide a Welsh service should an individual wish to speak in this language.  I always offer the Welsh Active Offer to those that I work with at the beginning of any assessment (WG, 2022b). It is widely recognised that not only providing a service in a person’s first language promotes an individual’s wellbeing an outcomes, this is also essential during safeguarding processes.  Adult 2 is not currently in employment, education or training and they are in receipt of all necessary benefits.  They do have an interest in the sciences, so they will be supported to potentially access a college course.  Throughout safeguarding concerns, Adult 2 has maintained their care towards their cat.  

The Mental Health (Wales) Measure (2010) code of practice (WG, 2012), highlights the duty that Local Health Boards [LHB] have to those who receive secondary mental health services.  Adult 2 has been detained on a s3 under the MHA (1983), so this then entitles them to receive s117 aftercare services (MHA, 1983), to reduce the risk of relapse in their mental health and another hospital admission.  As highlighted earlier, homelessness is detrimental to a person’s mental health (Mental Health Foundation, 2024), so it could be argued that the LA were not meeting their duties under the MHA (1983) to reduce the risk of relapse.  Having said that, the housing crisis is well known (Alma Economics, 2021; Baxter, 2021) and it was the LA, that sourced the temporary accommodation, rather than Adult 2 being street homeless.  S3 of the MHA (1983) allows for a person to be detained against their will for a period of up to six months, to enable medical practitioners to treat a person for their mental illness.  This can then be extended if required.  S117 came into effect when Adult 2 left the hospital and only applies when living in the community.   This section is only ever relinquished in exceptional circumstances and both the LHB and LA need to come to a consensus on this (MHA, 1983).  Both public bodies have a joint responsibility to meet s117 aftercare services.  This also entitles Adult 2 to have a care coordinator [CCO] allocated to them from the Community Mental Health Team [CMHT]. Having said that, any person open to secondary mental health services should have a CCO to coordinate their care and treatment (Mental Health (Wales) Measure, 2010; WG, 2012).  Unlawfully, the LHB had not been meeting their duties under s117 of the MHA (1983) to reduce the risk in relapse of mental health and improve outcomes for Adult 2 (WG, 2012).  Although concerns and risks were escalating and multiple requests were made in relation to Adult 2, a significant period of time went by before having such support.  Those subject to s117 should also have, as a minimum, annual reviews of their care, treatment and support needs.  If circumstances change, s117 review meetings should reflect this. Because multiple requests to CMHT for a CCO were made because of his legal right to have one and due to concerns increasing, without Adult 2 being allocated, this was eventually escalated to safeguarding within the LHB.  

In relation to duties and the responsible LA, legislation influences this.  Under the MHA (1983), where the person resides at the time where they are sectioned, it is that LA whom holds responsibility for s117 aftercare services.  However, where safeguarding concerns arise, it is where the person currently resides who have responsibility of making any enquiries and following the necessary processes (SCW, 2019b).  Although this is positive in many ways such as using a more localised approach, it can also cause barriers between agencies and impact the outcomes for an individual, which will be discussed in further detail below. 

Prior to working with Adult 2, they had signed up to a NWP initiative, Operation Guardian. This initiative has an aim of protecting vulnerable adults from county lines and cuckooing and allows officers to make unannounced visits and remove any individuals who may present a risk or of a concern.  My involvement was initially to monitor the situation whilst the individual commenced the management of their own finances, following two previous mental capacity assessments regarding finances from two other Social Workers, deemed that they had capacity in that area.  However, upon allocation, the situation soon deteriorated and risk increased in many areas of Adult 2’s life.  It was evident that new associates became involved who were known substance users/ dealers, the persons presentation declined, home conditions deteriorated and from observations, it appeared that they had lost weight. They had sold personal items, had no money and essential bills were not paid. Adult 2 was also in breach of their tenancy on a number of occasions due to the conditions of the property and anti-social behaviour.  Using Bromfennbrenners (1994) ecological model, allowed me to gain a better understanding of how Adult 2 systems coincide with one another, the impacts and also what may work best for Adult 2 going forward in terms of acting in their best interests.  Using this model, allowed me to identify the negative change in the system (managing own finances) and put alternative support in place in an attempt to reduce the impact, by submitting a new referral for an Appointee, following a further mental capacity assessment which determined that they did not have capacity to manage their own finances.

Due to the above raised concerns, a Vulnerable Adult Risk Management [VARM] referral was submitted.  These multi-disciplinary meetings are held for those who have the mental capacity to make decisions for themselves. However, due to circumstances, a person is presenting as vulnerable but do not meet the threshold for safeguarding.  Adult 2 was also discussed under the self neglect policy (XXXX Wales Safeguarding Board, 2016) and multiple CID 16 referrals were received into the department due to NWP attending the property due to complaints made by neighbours.  It was found that Adult 2, along with many associates were taking illicit substances at the property and there were ongoing concerns for the safety of Adult 2.  This was also a concern expressed by Adult 2 themselves, they did not feel safe at the current property and the issues clearly had a detrimental impact on their mental health.  As a result, they agreed to a hospital admission on an informal basis under the MHA (1983).  Using Maslow’s (1970) hierarchy of needs, it was quickly highlighted that Adult 2’s needs were not being met at a basic level.  Until these neds are met, concerns for the safety and wellbeing for Adult 2 would continue, as they could not meet their activities of daily living. To add to this, it has been difficult for Adult 2 to determine future college plans, using Maslow’s (1970) hierarchy of needs gives an explanation as to why; because the basic needs are not currently being met and until they are, Adult 2 will struggle to meet other needs and outcomes.

Following discharge from hospital, numerous safeguarding referrals were submitted, which followed with Adult at Risk initial Strategy meeting and reviews.    However, none of these referrals met the threshold for safeguarding in terms of a care and support protection plan under part seven of the SSWBA (2014), therefore the self-neglect protocol continued, (XXXX Wales Safeguarding Board, 2016), with regular multi-disciplinary meetings held between the necessary agencies whilst also seeking legal advice.  Throughout these processes, as mentioned earlier, concerns have been raised in relation to Adult 2 not having an allocated CCO from the CMHT.  

Principles that underpin safeguarding processes are; safeguarding is everyone’s responsibility and practitioners should always use a person centred approach (SCW, 2019b).  Using this approach focuses on the individual being an expert in their own lives (Rogers, 1961)  and allows for practitioners to support the individual in meeting their personal outcomes (SCW, 2019b).  Following any safeguarding referrals, the LA has a duty to make enquiries under s126 of the SWBA (2014) “if there is reasonable case to suspect that a person within its area (whether or not ordinarily resident there) is an adult at risk” (SCW, 2019b, para 1).  Although all practitioners working with adults who may have care and support needs, have a duty to report any concerns of safeguarding, if a person has the mental capacity to refuse any further actions, then professionals must respect that. Anyone with the mental capacity to make decision specific decisions, has the right to make unwise decisions (MCA, 2005). However, if they do not have the mental capacity to refuse to safeguarding enquiries, then any future actions should be in their best interests. Adult 2 has been deemed to lack capacity in areas such as care and support needs, accommodation, maintaining a tenancy, finances and relationships and the risk of exploitation.  Adult 2 has be deemed to have capacity in relation to accepting medication and their care and treatment.  However, I have challenged this determination, as it is recorded with the mental capacity assessment that Adult 1 lacks insight into their diagnosis, yet the assessment explains that they understand the necessary information.  However, I respect that the CCO is most skilled in relation to determining capacity in this area.  In relation to their substance use, the clinician was confident that they had capacity in that area, however had wanted Adult 2 to attend a follow up visit. Unfortunately, Adult 2 declined to attend.  It is paramount that these capacity assessments are completed to inform future practice and ensure an individual’s needs are met effectively, including where would be the most appropriate living residence for Adult 2. 

As adult 2 lacks capacity in relation to accommodation and care and support needs, the LA must act in their best interests to reduce risk of harm to them.  However, Adult 2 does not see understand this; their perspective is that the LA is controlling their life, which raises the ethical dilemma of the care and control debate (Alfandari, et al., 2023). Adult 2 was not engaging with services and they feel that decisions are being made for them, rather than with them.  Although actions have, and will continue to be discussed with them, along with possible outcomes, they continue to be fixated in their thoughts, their perception of events and the reasons for this are very different to professional opinions.  This may be due to their condition, as symptoms of this include delusions and disorganised thinking.  Regardless of attempts in trying to work in partnership with Adult 2, they feel that they are being coerced by services.  Under the MCA (2005), an Independent Mental Capacity Advocate [IMCA] must be appointed when Best Interests decisions are made, if there is nobody else to advocate on a persons behalf when they lack capacity.  Having this support will also allow for Adult 2 perspective to be heard.

A fundamental principle of the Mental Capacity Act (2005) is to use the least restrictive approach when working with those whom lack capacity.  Cleaning services were put in place initially to improve conditions of the home, however due to risk; I recommended that a minimum of two practitioners attended to the home.  Employee responsibilities under the Health and Safety at Work Act (1974) and The Management of Health and Safety at Work Regulations (1999) is to ensure as far as possible the safety of those we work with.  Also due to risk, care and support services to meet Adult 2’s needs in the community has been unsuccessful to date.

Due to multiple concerns around home conditions, substance use and others concerns already highlighted, alternative, more supported housing is now being explored to reduce any further risk of harm and eviction. There may also be a requirement for a Deprivation of Liberty Safeguards [DoLS] under the MCA (2005) due to risk and lack of capacity around accommodation and care and support needs.  It is also possible that there will need to be an application to the Court of Protection [CoP], (MCA, 2005) as to date, Adult 2 has been refusing to explore other housing models. I have completed a number of mental capacity assessments and social care assessments with Adult 2 which the court may require to support decision making. Having said that, Adult 2 is now in agreement to move into supported living as they recognise that living independently is no longer manageable.  However, they had refused to move into residential.  Although they lack capacity in relation to accommodation, it is essential to gain the views of an individual.  Furthermore, moving into supported living accommodation, complies with the MCA (2005) as being the least restrictive, and by being able to have access to their personal data, this has also informed my judgement as they have previously thrived in this model of care. To promote Adult 2’s wellbeing, a placement which will accept their cat will be sourced, if this is possible, in close proximity to a local college to enable Adult 2 to develop their skills and focus on their abilities, to promote their wellbeing.  The change of view from refusing to move, to now agreeing to go into supported living, may indicate that Adult 2at the contemplating stage of the cycle of change (UK Smart Recovery, 2024).

The initial safeguarding referral was made following a CID 16 being received into the team and concerns raised by the support worker in relation to high levels of self-neglect and substance misuse. All practitioners working with adults whom they have concerns about, and may have care and support needs, have a duty to report these (SCW, 2019b).  The Wales Safeguarding Procedures (2019b) and LA Adult Protection policy (2018) sets out the guidance to follow once a safeguarding referral has been received by the LA, this is then screened and the outcome of this is either as follows;
no further action required by safeguarding, 
further safeguarding enquiries are required, 
or the individual has needs for care and support and should have a social care assessment under part three of the SSWBA (2014).

The safeguarding referral for Adult 2 triggered an initial safeguarding meeting.  However, CMHT did not attend.  The Chair of the meeting highlighted concerns that they had not attended and there had been no communication from the CMHT. All public bodies have statutory duties to meet safeguarding requests from the LA (SCW, 2019b).  The purpose of the Chair during safeguarding strategy meetings is to ensure that all necessary information is shared by all involved agencies, to enable an informed judgement regarding the concerns and determine what actions should be taken to reduce this risk.  In most instances, this is lead by the LA, whom has expertise in the field (WG, 2024). Unfortunately, due to the CMHT absence, the meeting had to be rearranged, as not all information was to hand.  These concerns, along with no allocation of a CCO were then escalated to the hospital trust’s safeguarding team and an alternative date was arranged.  However, again, there was no attendance from CMHT, which resulted in the meeting needing to be rearranged again.  These delays are likely to have a detrimental impact on those whom should be receiving statutory services (Mind, 2020).

I had highlighted multiple concerns to my manager and the safeguarding chair, of agencies in other teams in respect of their duties to protect a vulnerable adult with care and support needs.  It was noted that these failings and delays were due to staffing issues.  As SCIE (2015) highlights, staffing issues can even be considered as abuse in itself if this influences poor quality care.  During a further safeguarding meeting, all parties (CMHT non attendance) were in agreement that the situation had improved and there was no further role for Safeguarding. I, as the Social Worker, continued to case manage and had arranged for a self neglect meeting under the Self Neglect policy (North Wales Safeguarding Adults Board, 2016). 

Whilst Adult 2 was discussed under the self neglect policy, using the Adult Protection policy for guidance (XXXX, 2020), I then submitted a new safeguarding referral due to the large burn found on their inner arm during a visit, which would be expected of any social care worker (SCW, 2017).  Adult 2 declined to allow a closer look and had initially stated that this was due to leaning over a boiling hot pan.  On sharing my concerns of an intentional burn, physical abuse and next steps, Adult 2 became verbally abusive and did not give consent to submit a safeguarding referral.  However, as previously discussed I have a duty of care towards those whom I work with and I submitted the safeguarding referral.  Furthermore, Adult 2 accounts of the injury was not consistent, giving different justifications of the injury.  There was also, what appeared to be a cigarette burn on their body, which Adult 2 declined and refused me to take a closer look.  An initial safeguarding strategy meeting was then held, however CMHT did not attend and this had to be rearranged again.  These ongoing non-attendance from CMHT have proved extremely difficult in gaining a holistic perspective of current levels of needs and plan for future intervention.  The meeting did go ahead when all parties were in attendance, with a review four weeks later and it was agreed during this meeting that a further review meeting would take place four weeks later.  However, no review date was ever sent out by the LA in which Adult 2 resides, despite multiple emails sent requesting this. Furthermore, the minutes from the latest review meeting were not sent out for some months after the initial meeting and the information regarding a future review was contradictory to what was agreed at the meeting.  No further dates for the safeguarding review meeting were arranged.  Self-neglect meetings were held, with all necessary practitioners, without the LA where Adult 2 resides, as invites were declined.  It was during one of these self-neglect meetings that all agreed that Adult 2 was doing well and risk had reduced.  It was therefore decided that no frequent meetings were required, unless concerns raised again.

When a person is discussed under safeguarding procedures, professionals must take all reasonable steps to involve the person to enable them to have their views heard and make decisions (SCW, 2019b).  Under s126 of the SSWBA (2014) an Independent Professional Advocacy should be involved as the LA has a statutory duty to appoint one (WG, 2015b). However, I had not submitted a referral for this initially due to a lack of knowledge of this.  Had I done this, then the outcome of the reviews under the safeguarding enquiries may have been different. On the other hand, it is the LA in where the person resides that holds safeguarding responsibilities, so this was a missed opportunity of their also.  The voice of Adult 2 would have been heard at an earlier stage as they were declining to engage with I, as the Social Worker.  It is likely that Adult 2 was feeling a sense of powerlessness. Although the LA is acting in their best interests, the actions are very much unwanted by Adult 2. In future practice, I am now aware of my duty regarding safeguarding processes and the requirement for advocacy and I will always submit a referral for independent professional advocacy as soon as possible following any safeguarding referrals submitted from myself. Had concerns had of been substantiated, further strategy meetings would have been held, along with a conference meeting and Adult 2 would have had a care and support protection plan put in place (SCW, 2019b).

It is widely accepted that not one single agency can work in silo to meet the needs of an individual.  Throughout my time of working with Adult 2, I have found some positive results from multi agency working. However, I have also found multi agency very challenging at times, especially in relation to safeguarding.  Other professionals have also shared these views. Furthermore, I have also found sharing information a challenge at times.  Although all public bodies are signed up to the Welsh Accord on Sharing of Personal Information [WASPI] (WG, undated), I have continued to face barriers in relation to CMHT sharing necessary information.  WASPI is a tool with the aim to reduce these barriers; however, issues with communication between professionals remain a concern, which continues to be highlighted within adult practice reviews (Cardiff and Yale Safeguarding Board, 2020). This is likely to be due to professionals having concerns of breeching data under the UK legislation, the Data Protection Act [DPA] (2018) and the General Data Protection Regulation [GDPR] (2018). However, under safeguarding processes and the DPA (2018), there is a requirement to share safeguarding information.  The LA Data Protection policy (XXXX, 2018) highlights employee responsibilities in relation to data protection to ensure that this is stored lawfully, securely and is relevant.  Such information is evidence based and can inform assessment, decision making and future practice.  Having access to personal data from prior to my involvement has allowed to me gain a greater understanding of Adult 2’s background.  

Adult 2 has continued to express their dislike to myself throughout my involvement and they have requested an alternative Social Worker to myself.  Adult 2 had also notified the local Member of Parliament of this.  During discussions with my supervisor, it was agreed that the dislike was towards the system rather than my practice.  Having said that, the relationship had broken down and Adult 2 had disengaged from me.  I therefore, requested that Adult 2 have an alternative Social Worker in an attempt to improve working relationships and the outcomes for Adult 2 to promote their wellbeing, with SCW (2017) highlighting the importance of this. Under the Equality Act (2010), Adult 2 has a protected characteristic as their mental health condition is considered a disability. All public bodies have a public sector equality duty to ensure that their practices do not discriminate against those with a disability and foster good relationships between those who do have a protected characteristic and those who do not (The Equality Act 2010 (Specific Duties) Regulations (2011).  By having another Social Worker, this gives opportunity for positive relationships to be formed. 

In conclusion, I have found that it can be very difficult to safeguard adults under safeguarding processes, with a heavy reliance on other relevant legislation to enable the use of Social Work powers and reduce risk.   It is essential that all practitioners working with adults effectively share relevant information in a timely manner to ensure there is a holistic approach used and reduce risk of harm.  They also need to be familiar with the correct policies in place to support information sharing, to prevent further delays occurring. 
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