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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).


Introduction
The safeguarding of adults with learning disabilities is often complex and requires working under legislation and policies alongside professional judgement and multi-agency collaboration. In my role as social worker, one of my responsibilities it to protect my clients from abuse and neglect, whilst also respecting their rights. Adult safeguarding in Wales is underpinned by Part 7 of the Social Services and Wellbeing Wales Act (SSWBWA) 2014, which outlines our duty to protect adults at risk (SSWBWA 2014 Part 7, S126). 

This case study critically reflects my assessment of a 22-year-old man (2). 2 is a Welsh speaking young adult and lives in a very rural area of Wales with his mother (3), stepfather, and 2 younger half siblings. 2 has a diagnosis of significant learning disabilities and autism spectrum disorder. The assessment highlights some challenges we can experience when managing safeguarding concerns within a family, along with the added complexities when working in a rural area with limited resources. 

2 attends a specialist college which is local to his family home, 5 days per week. 2 receives 1:1 support and education in an array of topics with a focus on the outdoors, craftsmanship and sensory services. 2 has been attending the college for almost two academic years, and during this time has built positive relationships with the staff and some peers. I was allocated 2 to explore his future care and support arrangements, as his college placement is reviewed annually. 2’s care planning has been historically complex due to his needs, behaviours, and a previous breakdown in placement. I can reflect and recognise the strain that this has placed on me as a practitioner, and how I have had to adapt my practice to the everchanging circumstances.

2 also receives Direct Payment (DP) hours, used to employ a local personal assistant (PA) who takes 2 out to activities, providing 3 with respite. DP’s were introduced in Wales in the SSWBWA 2014, which placed a duty on local authorities to provide DP’s when assessed as eligible, promoting independence and empowering individuals to control and choose their care and support (SSWBWA 2014, s50). DP’s provide vital support for 2, particularly because his rural location means there are no local formal services available to meet his needs (Welsh Government, 2024). However, this arrangement has caused me additional worry. Although 2’s PA is reliable, they are not a specialist service, and I have often questioned whether this meets 2’s eligible needs appropriately. Reflecting on this, I recognise the balance between choice and control (SSWBWA 2014). I have found Schon’s (1983) method of reflection in action helpful, to continually evaluate this situation. This has prompted me to think more critically about how rural communities have limited access to services, which can cause additional strain on family and informal support (Llais, 2025). 3 is 2’s main carer at all other times, alongside wider family support.

The Community Learning Disability Team health services are also involved with 2’s care planning, including a clinical psychologist, psychiatrist and a behavioural specialist. 2 has a Positive Behaviour Support plan (PBS), which was created and reviewed by his clinical psychologist and behavioural specialist, and should be followed by his care givers. Social stories are also used within 2’s care planning to aid his understanding of his routine, particularly in college. The knowledge of the Multi- Disciplinary Team (MDT) has been vital in my recognition of when the PBS plan has not been followed, which has helped with accountability.

The reflection will follow Gibbs’ Reflective Cycle (Gibbs, 1988), to demonstrate how 2’s assessment relates to safeguarding legislation and policy frameworks in Wales, with reference to the rest of the United Kingdom and the European Union. There is an emphasis on the importance of multi-disciplinary and collaborative working, whilst using social work theory to inform my practice. The assessment provides a clear example of the significance of cultural impact in Wales, including Welsh language, highlighting the complexities of working in a rural Welsh context alongside the ethical, legal and practical challenges faced. My involvement with 2 has emphasised the importance of person-centred approaches in safeguarding adults with learning disabilities.

Description
2’s diagnosis impacts his behaviour, and he experiences episodes of emotional dysregulation. During these episodes 2 can become physically aggressive, to humans and objects, resulting in a high level of risk within their home. 2 also experiences autistic shutdowns, which result in 2 becoming unresponsive and incontinent. There is risk to 2, particularly if these episodes are prolonged, as 2 does not eat, drink or take medication. During these shutdowns 2 can become physically aggressive if anyone is to enter his space. Reflecting on this, I recognise how easily his behaviour could be misinterpreted without the expertise of his MDT, and it is essential that my practice remains person centred, whilst acknowledging the risk to him and others. 

These incidents are less frequent at college, and college staff report positive engagement. This prompted me to reflect on the environmental factors that could be contributing to escalation at home and learn that 2 experiences delays in processing and responding to events or situations that can trigger him. This could mean that some of the behaviours witnessed at home, are a reaction to an incident in college or elsewhere. This reinforced the need for a holistic approach, ensuring that I considered the full context of 2’s needs rather than each incident in isolation (Teater, 2014). I have recognised triggers for 2 include temporary traffic lights, emergency service sirens and changes to his routine. 2’s clinical psychologist also explains the impact of demands and transitions within 2’s routine can add to his dysregulation. Reflection helped me appreciate the pressure these triggers place on 3 and the wider family. 2 likes to visit police stations, fire stations etc, and see all the vehicles. This is a key part of his routine, and places constant strain on 3 and the rest of the family, because if 2’s demands to visit the emergency services are not met promptly it can quickly lead to dysregulation. Pausing to view the situation from 3’s perspective, helped me develop greater empathy for the strain carried in her caring role, deepening my understanding of the lived experience of 3 (Fook and Gardner, 2007). 

Welsh Government’s (2019) safeguarding framework is built around the SSWBWA (2014), stating that safeguarding aims to protect people who need care and support from abuse, harm and neglect (Welsh Government, 2019). The aim is to ensure individuals have appropriate care and support to maintain their dignity and safety, including the prevention of harm but empowering adults to make their own decisions when this is possible (Social Care Institute for Excellence, 2022). In Wales, the SSWBWA (2014), determines that an adult (over 18) is at risk when they experience or are at risk of experiencing abuse or neglect, if they have care and support needs, and as a result of their needs are unable to protect themselves from abuse or neglect, or the risk of (part 7, s126 SSWBWA 2014). Reflecting on this definition helped me recognise that 2 meets the threshold for an adult at risk.

During my involvement, I learned that 3 often called the police when she recognised that 2 was going into an autistic shutdown. 2 responds immediately to their presence, and so 3 uses this as a tool to avoid escalation. I have understanding for her reasoning but can recognise the issue. The police submit a Multi-Agency Referral Form (MARF) to the Adult Safeguarding Team, as part of their duty to report an adult at risk of abuse and/or neglect (Wales Safeguarding Procedures, 2019). The safeguarding risk was the physical aggression that 2 was displaying, putting himself and his family members at risk of harm. However, when reflecting I realised how easily systems can become overwhelmed by numbers and not severity, highlighting the importance of interpreting these referrals critically not reactively. The Adult Safeguarding Team has a statutory responsibility to receive and respond to MARFs. This includes undertaking enquiries, work collaboratively, protection planning, raise public and professional awareness, monitor and review (Part 7, s126 SSWBWA 2014).  My concern here was also around the risk, if 3 was told not to call the police then a real episode of harm may be missed.  I had empathy for the police’s frustration around the volume of calls and agreed that the PBS plan should be followed in the first instance to avoid wasting valuable resources. 

The police also made referrals to the Local Authority children’s safeguarding team for 2’s younger siblings, however these were all closed. Children’s social services felt that the siblings did not meet the threshold of a child at risk (SSWBWA, 2014 s130 part 4), due to the safety plans in place. The police did not agree and felt 2’s siblings should not need to go to their neighbours’ house or remain in their bedrooms when 2 is dysregulated. This raised a situation of professional disagreement, and The Wales Safeguarding Procedures (2019) provide a framework for managing this issue, acknowledging that when there are differing views around the level of risk, and whether thresholds are met then this should be addressed through the ‘Protocol for the Resolution of Professional Differences’ (Wales Safeguarding Procedures, 2019).

Initially, the Adult Safeguarding Team concluded that 2 could be protected through the care planning being completed by his MDT. However, this changed when the volume of incidents increased, and a MARF reported that 2 had been restrained by his stepfather. This raised concerns of potential abuse or inhuman or degrading treatment under Article 3 of the Human Rights Act (1998). Reflecting on this, I became aware of how a situation can escalate, reinforcing professional judgement and the need to remain vigilant and responsive. It also highlighted to me the emotional strain of safeguarding work, balancing empathy for the family under immense strain, alongside my duty to protect 2’s rights safety and dignity. 

Feelings
I provided the safeguarding social worker with relevant history and context to support her investigation. I then carried out a joint visit to ensure information sharing, and that 3 was supported to understand process. I can reflect that this visit provided a learning opportunity for the statutory responsibility when adults with disabilities may be subject to harm, including restraint, when family or carers are not supported in crisis situations (Wales Safeguarding Procedures, 2019), also relevant was to respect private and family life (Human Rights Act, 1998. Art. 8). 

When reflecting in action (Schon, 1983), I recognised that the clear communication of the safeguarding social worker, avoiding jargon, using clear but firm language helped with what could have been a situation of power imbalance, the use of language aided her ability to build trust and rapport during a potentially contentious visit (Research in Practice, 2020). 

Reflecting on action (Schon, 1983), I was left feeling a lack of confidence in my practice when co working with the safeguarding social worker. I felt I should have been more confident to share my thoughts during the visit, as I came away worried 3 was made to feel she could not call the police even when there was true risk, I felt this needed explaining more simply to aid her understanding, but I was not confident enough to share this during the visit. The safeguarding social worker had more experience working in this area, which led me to question my own knowledge. I discussed this feeling in supervision and was reassured that even with experience, a level of uncertainty is part of our work (Glaister, 2008), but to trust myself and commit to exploring research and theories to aid my professional development. 

From the outset of working with 2, I have felt overwhelmed by the complexity of 2’s needs and the ethical tensions in balancing his protection with respect for autonomy. I have found the work emotional, due to the risks involved. The use of restraint prompted my concerns around 2’s dignity, safety and human right to be free from inhumane or degrading treatment (Human Rights Act 1998, Art. 3). 2’s physical aggression has caused me worry for his family and his safety. My assessment has led to frustration with systemic constraints due to the limited rural resources, and the overreliance on police for crisis intervention. This has all led me to feeling helpless, as I knew that eligible needs were not being met and that 2 and his family lacked adequate support. I felt I could not use my professional judgement and follow the SSWBWA 2014 to provide the least restrictive option (Mental Capacity Act 2005, s.1(6)) or even allow 2 this opportunity to trial support at home before moving to more restrictive options. 

Evaluation
I feel proud to advocate that 2’s safeguarding social worker was Welsh speaking, to allow 2’s voice to be heard as part of their investigation. Williams (2020) emphasises that cultural competence in social work extends beyond language to understanding history and values. Therefore, the Welsh speaking social worker enhanced trust and participation and reflected the statutory Welsh Language Standards (Welsh Government, 2018). More than Just Words (Welsh Government, 2022) is a strategy that ensures Welsh speakers have equal access to services, and having a Welsh speaker, meant that 2 and 3 were able to share their views in their first language. Research supports that this would aid their understanding, which was important given the complexity of the situation (Language Inclusivity in Social Work, 2025). 

During the visit I was mindful of using language that was easy to understand, avoiding jargon to avoid oppression or confusion (Care Learning, 2014). Due to the nature of the risks involved, it was vital that all involved understood the reason for the involvement of safeguarding. As a result of the visit, 3 made effort to clear items within the house which caused additional risk, ensuring that the space in which 2 experienced episodes was cleared. I felt validated from this reaction, that 3 had understood our concerns.

A positive throughout my involvement with 2 has been the support of the multi-agency team, and I have felt encouraged by this approach (NICE, 2021). The multi-agency approach has enabled an array of expertise to work together in creating a safeguarding plan. 2’s PBS plan and social stories were grounded in evidence-based practice, with the aim of reducing aggressive incidents, enhancing communication and the involvement of 2. 

As a result of clear and regular communication with 3 from the MDT, and using a sign of safety approach (Turnell and Edwards, 1999), 3 has been supported to understand the risks, whilst being commended and supported within her caring role. This resulted in 3 engaging in care planning and understanding the need for a best interest decision, which helped to avoid the court of protection.

Advocacy aligned with the rights- based ethos of safeguarding by ensuring 2 and his family’s voices were represented. In line with SSWBWA 2014, there is a statutory duty to ensure individuals are supported to participate including through the provision of advocacy when there are barriers to participation (Welsh Government, 2014). Advocacy involvement for both 2 and 3 therefore provided me with reassurance that their voices have been heard throughout, in line with SSWBWA (2014)’s emphasis on voice, choice and control. 

However, the inconsistent implementation of 2’s PBS plan at home has complicated safety planning. The reliance on police for crisis resolution has risked 2 being criminalised for his behaviours, and misused emergency resources (Mason et al., 2019). The rural context has severely limited access to specialist support, leading to family isolation and safeguarding risks. There was a need for more robust risk assessments that fully integrated the perspectives of all family members. More structured reflective supervision could have better supported the professionals involved in managing the emotional stress and ethical dilemmas (Ravalier et al., 2023). 


Analysis
I can recognise how theory prevented me from relying on intuition or personal values. Theory underpins professional decision making and provides structure to aid understanding. Several theories have informed my analysis. Regular multi-disciplinary meetings have been held throughout my involvement with 2, to work collaboratively in managing the risk within the home. We were able to apply Systems theory to recognise how 2’s behaviour related to environment, lack of support and 3’s anxieties (Hutchison, 2013). This showed me how 2’s behaviours could not be understood in isolation (Bronfenbrenner, 1979). Using our combined knowledge of 2’s history helped us to explore resource, language needs and risks through ecological theory as we could recognise the correlation between 2s behaviours reflecting the environmental stressors and lack of appropriate support (Teater, 2014). Behavioural theory supported my understanding of reinforcement cycles, and made me question if the police responding to behaviours was adding to patterns of dysregulation (Skinner, 1953), reinforcing the views that the PBS plan should be followed prior to calling the police. I have empathy for 3’s response to 2’s distress, as it is difficult to see her child at risk of harm, and so attachment theory also influenced my practice, due to the dependency that had developed within the family system (Bowlby, 1988). I could then recognise that this response came from a fear of harm, which in turn reinforced behavioural patterns. 

Reflecting on this I can recognise how theory prevented me from relying on intuition or personal values. Theory underpins professional decision making and provides structure to aid understanding, which has been vital given the complexities of this situation. The amount of professionals involved has caused a power imbalance, and during my visits and communication with 2 and 3, I always ensure to bring strength based and person centred approaches, and I have recognised that this reassurance allows 3 to recognise the positive steps she has achieved, for example in following the PBS plan, or de escalating through use of a social story. 

Due to 2’s age, and the situation at home, decisions were required around his future care and support arrangements. The Mental Capacity Act (MCA) 2005 assumes capacity unless proven otherwise, and any decision must be time and decision specific (MCA 2005, S.1(2)(3)). I had reason to doubt 2’s capacity to understand, retain, and weigh information relating to his care and residence. This concern triggered my duty under the SSWBWA 2014 to ensure decisions about care and support are made lawfully, ethically and in a way that promotes the individual’s wellbeing and rights (SSWBWA, 2014). I therefore completed a Mental Capacity Assessment with 2 and 2 was found to lack capacity for this specific decision. Reflecting on this process, I can recognise the emotional impact, particularly when the outcome has consequences for 2’s autonomy and family life. The experience reinforced the importance of approaching capacity assessments with sensitivity, transparency and a clear understanding of legal framework. It also made me mindful of how my own assumptions and safeguarding responsibilities can influence the assessment process.  

Throughout my involvement with 2, I have been continuously searching, alongside the commissioning team, for a respite service, and a specialist agency to support 2 at home. However, due to lack of available services in the area that 2 lives, there has been no respite or support hours sourced for the home. Due to 2 being found to lack capacity, a Best Interest meeting was required, as no one involved had legal authority. The Mental Capacity Act 2005 sets a clear duty for professionals to make a lawful best interest decision.  I referred 2 and 3 for advocacy to ensure that their voices were both heard throughout this process. To ensure that all options available to 2 were considered, I facilitated visits to the available placements with 3 and ensured 2’s advocate had all knowledge (Welsh Government, 2019) to share with 2 according to his limited frame of reference.

As a result of this Best Interest Meeting being planned under the MCA 2005, the Adult safeguarding team finalised their involvement and gave their recommendation; that they would have concerns around any option that resulted in 2 remaining living at home. Their recommendation was a specialist placement to meet 2’s care and support needs and lessen the risk on 2 and his family. This information was shared within the Best Interest Meeting, which was attended by health colleagues, 3, 2 and 3’s advocates and me. The decision was made that 2 would return to college for a 3rd year and explore their in-house residential option. This meant that 2 would continue to have his care and support needs met and allow for a slow transition with care staff who understand his needs and behaviours. 2’s MDT remain involved to support with this transition and ongoing care planning, along with reviewing his PBS plan and medication.

It is possible to see that the Local Authorities’ duty to safeguard an adult at risk (Welsh Government, 2014) was activated for several reasons: including physical aggression, the safety of the younger children, and the use of restraint. The safeguarding of 2’s younger siblings was guided by the Children Act 1989 and 2004, as they are both under 18. This highlights a duty on the Local Authority to safeguard and promote the welfare of children, with the Children Act 1989 defining a child in need (Children Act 1989, s17) and establishing threshold for intervention (Children Act 1989, s47), and the Children Act 2004 promoting inter agency collaboration and information sharing (Children Act 2004, s10). This is vital in complex cases involving multiple family members (Department for Education, 2018) which is the case for 2 and his family. 

Wales has a devolved social care legislation; however, the UK Care Act 2014 informs adult safeguarding principles across the UK, with an emphasis on person centred care, prevention, and proportionality (Care Act 2014, s1&2). The Mental Capacity Act 2005 provides a framework for assessing capacity and making decisions in the best interests of individuals who lack capacity (Mental Capacity Act 2005, s4). Section 1(2) of the Mental capacity Act 2005, states that individuals must be presumed to have capacity unless proven otherwise, ensuring respect for autonomy. 2’s lack of capacity for care and residence decisions required careful application of the principles (Mental Capacity Act 2005, s1), ensuring that decisions were made in his best interests (Mental Capacity Act 2005, s4) and that his views were represented through advocacy (Mental Capacity Act 2005, s37-39). Research has highlighted how adults with learning disabilities can often experience over restriction and inadequate autonomy due to risk aversion (Crane et al., 2019; Back and Kerzner, 2010). This shows the responsibility and importance of the decisions that are made, and the tension between autonomy and protection (Lily et al. 2025).  

The wider human rights context is relevant in understanding 2’s situation and my responsibility. Although Wales is no longer bound by the EU Charter of Fundamental Rights, its principles continue to influence Welsh safeguarding policies (European Union, 2012). There is a clear obligation that 2 should be protected from harm, treated with dignity and supported to participate meaningfully in decisions about his life. , the United Nations Convention on the Rights of Persons with Disabilities (UNCRPD) provides a rights- based framework promoting autonomy, inclusion, and protection for individuals with disabilities, principles reflected in Welsh legislation and social work practice (United Nations, 2006). Reflecting on this, I recognise that 2’s vulnerabilities place him at risk of being excluded from decision making without proactive steps to uphold his rights. I am aware that I must balance protection with respect for autonomy, reinforcing the ethical responsibility to ensure any intervention is rights based, proportionate and aligned with national and international safeguarding standards. 

Conclusion
My assessment of 2 involved analysing behavioural patterns, triggers, and environmental factors contributing to safeguarding risks. His autistic shutdowns and physical aggression presented complex challenges in determining actual risk levels. The family’s rural location compounded these challenges by limiting access to timely community resources.
Health professionals provided vital input, including psychological assessments and behavioural specialist advice, supporting the social work team in understanding 2’s needs and the potential for harm. The reliance on police during crises highlighted systemic issues in service availability and raised questions about sustainable crisis management strategies.
Effective safeguarding required multi-agency cooperation, including social services, health, education, advocacy, and emergency services. Regular multi-agency meetings allowed for coordinated planning, monitoring of the PBS plan, and future care arrangements. However, difficulties persisted in ensuring consistent implementation of behavioural strategies and addressing the safeguarding risks to younger children.
The safeguarding worker’s Welsh language skills were crucial in engaging with the family, building trust, and ensuring culturally sensitive communication. This practice aligns with Welsh Government policies promoting bilingual service delivery and the Welsh language’s role in person-centred care (Welsh Government, 2022).
I can reflect that working as a MDT helped to address the complexities of 2’s situation. Within the Wales Safeguarding Procedures 2023, it is stated how effective safeguarding requires clear communication, role clarity, and shared decision making (Social Care Wales, 2023). However, it is found that in rural areas, there are barriers to this (Turner et al., 2021). 
Working with 2 and his family has showed me the complexities of safeguarding adults with learning disabilities, particularly in rural Wales. The multi-agency response demonstrated best practice in collaborative safeguarding, but it is clear to still see the constraints and complexities when working with risk management. 

I recognise where I have needed to challenge my own and others risk averse approach, which has been difficult particularly when having to challenge other professionals. However, challenging these views allowed 2 more chance of autonomy, in line with person centred and rights-based practice and legislation.


Action Plan
My assessment and ongoing work with 2 and his family has provided me with vital learning to inform my future practice. 

Reflection has allowed me to recognise the impact on all practitioners involved, and the importance of supervision to sustain ethical and compassionate social work. 2’s situation has highlighted the importance of advocating for better resources within rural communities, and training provisions for families to work with our clients, and help reduce dependency on emergency services safely. In observing and co working with the safeguarding social worker, I have realised the importance of having confidence in my knowledge of legislation, to communicate this clearly to my clients in the future.

Reflection has been key in raising my awareness of the emotional impact safeguarding work can have on me as a practitioner and has highlighted the need for reflective supervision and self-care strategies. Balancing risk and autonomy have had an emotional toll and demonstrated the need for structured supervision (Morley and Cashell, 2017). I have also found it helpful in this case to have other professionals involved who have full understanding of the situation, and the clinical psychologist and I have regular communication to support each other (SCIE, 2022). 

2’s situation has consistently highlighted to me an ethical dilemma. Through reflection I have been able to recognise that the rural area in which 2 lives, has skewed my professional judgement. The least restrictive option would have been to implement a care and support plan with a specialist agency, to support 2 in his home, and integrate him into the community. However, no such provision has been sourced. The lack of provision highlights the structural barriers in rural Wales which greatly impact adults with complex needs. This has added to the family’s isolation, and at times has been a barrier to building trust with 2’s family.
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