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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 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).

This essay will critically reflect on my involvement as a social worker working with individual 2 under a safeguarding framework. Individual 2 is a young adult male who lives in a rural area of Wales. Prior to a significant deterioration in his health, he lived independently within proximity to many of his family and friends and saw them regularly. Following this deterioration, he developed significant and complex health needs and is now reliant on others to support all aspects of daily living, including communication, personal care, nutrition and social engagement. Due to his current care and support needs, he has needed to reside in a nursing home. There are a limited number of working-age nursing homes within his local area, which has meant he has had to temporarily reside some distance from his home community. As a result, maintaining relationships with family and friends that he used to see daily has become more challenging, and his mother has taken on a significant role in supporting him to maintain these important relationships and connections to his home community. This is relevant to the context of the safeguarding concerns explored later in this case study.

Individual 2 strongly identifies with Welsh culture and identity. He chose for me to communicate with him through the medium of English, which was his preferred language. However, I did not view this preference as fixed. Where appropriate, I used Welsh and English interchangeably, for example, “good morning, bore da”, to demonstrate that he could switch languages or change his language preference at any point. 

Individual 2 is assessed as currently lacking the mental capacity to make decisions regarding his care, support and accommodation. He is currently residing in a nursing home whilst adaptations are completed to his family home, where his mother lives, to make the property accessible to him. At the time of this assessment, the underlying cause of his presentation remained unclear, with a number of health professionals continuing to investigate the reasons for his sudden and significant deteriorated health and increased care needs.

In my role as a social worker within an Adult Disabilities Team, I was undertaking an integrated assessment of individual 2’s care and support needs under the Social Services and Well-being (Wales) Act 2014 (SSWBA). This was in preparation for a Decision Support Tool (DST) meeting, to determine if individual 2 remained eligible for full Continuing Healthcare Funding, or if his care plan should be overseen and funded by Social Service (SS). 

During my initial assessment, safeguarding concerns emerged regarding the role of his mother in his healthcare, treatment and wider decision-making. The case was further complicated by individual 2’s communication difficulties, the uncertainty surrounding his  diagnoses, and the need to balance his rights, wishes and family relationships whilst also ensuring that he was protected from potential harm.

This assignment will critically reflect on my involvement in both the assessment and safeguarding process. It will consider how legislation, policy and guidance, including the SSWBA and the Wales Safeguarding Procedures 2019, informed my practice. It will also explore how professional judgement, multi-agency working, social work theory and research evidence contributed to assessment, decision-making and safeguarding intervention within the Welsh context.

My initial involvement with individual 2 was under Part 3 of the SSWBA – I had a duty to assess and ensure that his wellbeing outcomes, including his care and support needs, were being met. Whilst working with individual 2 under Part 3 of the SSWBA, his carers at his temporary residence completed an Adult at Risk (AAR) referral to the Local Authority (LA) SS. They had a responsibility to do this under Section 127 of the SSWBA, which sets out the duty to report an AAR. The referral raised concerns regarding the involvement of individual 2’s mother in his care and support and wider decision making. More broadly, concerns were raised that information being communicated by individual 2's mother regarding his presentation, diagnoses and support needs may not have been accurate or consistent. Professionals were concerned that this could potentially influence assessment, treatment planning and decision-making, and may impact upon individual 2's wellbeing and ability to have his own wishes and views heard. I found this to be complex, as it differed from many of the safeguarding concerns I had previously been involved in, which had related to allegations of direct abuse or neglect. In this case, the concerns were related to information being provided to professionals and the potential indirect impact this may have been having on individual 2's health, care and support, and overall wellbeing. 

In line with the Wales Safeguarding Procedures 2019, the concerns were screened and progressed through safeguarding procedures. The Wales Safeguarding Procedures provide a framework for professionals responding to safeguarding concerns in Wales; the principles of the SSWBA are embedded within the procedures. The initial screening decision from the LA SS’s safeguarding team was that further enquires were required into the concerns raised. This meant that under Section 126(1) of the SSWBA, I was tasked with making these enquiries, which, in line with the Wales Safeguarding Procedures, needed to include checking for factual accuracy, considering individual 2’s mental capacity (under the Mental Capacity Act 2005), wishes, feelings and views, and collecting, reviewing and collating information gathered through different means, such as conversations with carers, other professionals, individual 2 and his mother. 

My safeguarding practice as a practitioner working in Wales is governed by Welsh legislation and procedures, that is, the SSWBA and the Wales Safeguarding Procedures. However, my practice is also informed by wider UK legislation, including the Mental Capacity Act 2005, which is not a devolved legislation, but a UK wide Act. Therefore, as a practitioner, I must be aware of the legislation that is unique to Wales and also wider UK legislation which continues to inform my practice within Wales. 

Individual 2's communication difficulties added a further complexity, as it was often difficult to establish his wishes, feelings and views directly. The Social Care Wales Code of Professional Practice (2017), the SSWBA and the Wales Safeguarding Procedures place importance on the voice of the individual at the centre of any assessment. Individual 2 relied heavily on others to communicate aspects of his needs, experiences and views. He had often declined opportunities to speak to professionals alone through use of non-verbal communication tools. This was particularly challenging, as his mother, who was the subject of the safeguarding concerns, was also the person that individual 2 consistently identified as his main source of support and advocacy. As a result, I needed to carefully balance respecting individual 2's wishes and rights with my responsibility to explore whether the concerns being raised had the potential to impact upon his holistic wellbeing. 

In preparing for the enquiry, I considered the Ecological Systems Theory. This theory felt relevant to individual 2’s case and the assessment; it suggests that we should consider individuals to be shaped by the interaction between themselves and their immediate and wider relationships, social connections, environments, and the systems they live within (Bronfenbrenner, 1979). This helped me to recognise that the safeguarding concerns could not be understood solely through individual 2 or his mother. To gain a true, whole picture, I needed to consider the wider context, including family relationships, professionals’ involvement, the care home environment and the impact these interconnected systems were having on the raised concerns, assessment, and individual 2’s overall wellbeing. Therefore, as part of my Section 126(1) enquiry, I ensured I gathered information from a range of relevant sources and collated this information, which is also part of the guidance within the Wales Safeguarding Procedures. Although the Ecological Systems Theory was helpful to understand the circumstances surrounding the safeguarding concern, theory does not provide any framework for weighing risk and decision-making, therefore, I still needed to draw upon legislation, policy, multidisciplinary team (MDT) discussions and my professional judgement to reach the most appropriate decisions. 

I coordinated discussions with the care home manager, the continuing health care coordinator, inpatient teams, speech and language therapy teams, GPs and other professionals who were involved in individual 2’s health, care and support at the time. I also spoke with individual 2, and his mother separately. By speaking to all individuals involved, I was able to gather historical and current information and identify areas of consistency and conflict. 

When speaking with individual 2, I was mindful of his significant communication challenges; he is non-verbal, is only occasionally able to create facial expressions and hand movements, and the only accurate and consistent thing he could communicate was “yes” through the use of a specific movement in his lip. I had pre-planned a variety of closed answer questions that would help me support individual 2 to share his views to the best of his ability through his able communication method. I also consciously asked questions from positive and negative perspectives, so that I could check for accuracy in his responses to ensure that I had correctly gained his wishes. For example, I asked “do you and Mum have a close relationship?”, “is Mum someone who is important in your life?”, “would it upset you if you didn’t see Mum?”, “do you feel happy when you spend time with Mum?”, “do you feel worried when you spend time with Mum?”. This experience further highlighted the importance of adapting communication to maximise individual’s participation during assessments and intervention. 

I identified that the information provided to inpatient professionals was being shared by individual 2’s mother, and this information was being weighed heavily as part of assessment, treatment and intervention decisions when individual 2 was in hospital. However, the information shared by individual 2’s mother to inpatient professionals was inconsistent with the observations and advice of the professionals who knew him well and were involved from a community perspective, such as the care home staff, GP records, speech and language teams and the continuing healthcare coordinator. 

Identifying these inconsistencies prompted me to reflect on my own practice to date. Prior to this, I had often placed significant weight on the information provided by family members when assessing an individual’s care and support needs, particularly when they appeared actively involved. This is because the SSWBA outlines that families should be involved in assessment, planning and decision-making. However, this case allowed me to think dialectically; we should value and promote family involvement and be aware that information shared by family should not automatically be taken at face value. This reinforced the importance of balancing collaborative practice with professional curiosity in social work. 

Adult Practice Reviews and Serious Case Reviews often identify a lack of professional curiosity as a factor contributing to catastrophic outcomes for vulnerable individuals (Phillips et al., 2024). Based on this, I spent time looking into frameworks for professional curiosity that I could apply in my practice. The Hull Collaborative Partnership (2026) website has a published guide to support professional curiosity, which I have found useful to apply to practice as I have continued to work with individual 2, and others. The model encourages practitioners to Look (observe what is happening and identify inconsistencies), Ask (ask questions in relation to the individual’s experiences, views, thoughts, feelings and wishes to gain a better understanding of the situation), Listen (hear what the individual is saying and actively consider what has been said and left unsaid), and Clarify (verify information, paraphrase, query and explore discrepancies and inconsistencies). By bearing this guide in mind whilst working with individual 2 and his mother, I feel that I have been able to move beyond accepting information at face value and develop a more comprehensive assessment. 

I reached a point in the enquiry where I had gathered sufficient evidence of significant inaccuracy in information sharing by individual 2’s mother regarding his health, presentation, and care, which supported the concerns that had been raised through the AAR referral. The next step was for a strategy discussion to be held, involving a large MDT of health and social care professionals involved in individual 2’s care and treatment. A meeting with all relevant professionals within a structured forum was very helpful to promote information sharing and for all practitioners to gain a detailed, clear and holistic understanding of individual 2’s health, treatment and care needs based on professional assessment. Through discussions, the meeting highlighted further discrepancies and inaccuracies between the information that was being shared by individual 2’s mother and the assessments and advice of professionals.  

Although the strategy meeting was highly beneficial, I found it difficult to listen to professionals who had clearly differing views to myself. There was one senior practitioner who had had previous professional experience with individual 2’s mother in relation to another family member with care and support needs. The practitioner made clear to the MDT that based on their historical experiences with Mum, they were of the view that she was unlikely to intentionally cause harm to individual 2. Whilst I respected that this experience was of value, I was worried that this shared view would unintentionally influence the MDT’s ability to focus on the current situation and concerns in a non-biased, curious way for individual 2. I reflected on this in supervision with my manager. We considered that previous experiences could influence current assessments and analysis, and this experience for me highlighted the importance of ensuring that safeguarding decisions, and all other assessments and analysis, are based on proportionally considering and weighing up all evidence available within the current circumstance. 

As an action from the strategy discussion, it was agreed that the Continuing Healthcare Nurse, who was the lead care co-ordinator, and I would complete a joint visit to individual 2’s mother to have an open and honest discussion about the identified concerns, and to provide her with an opportunity to share her perspective. Prior to the visit, I had a discussion with my manager to plan for the visit, and we discussed the importance of remaining open-minded and avoiding assumptions about the reason for inaccurate information sharing that had been identified; I was mindful that I may have been influenced by the views of professionals in the strategy meeting, and that whilst the evidence suggested that inaccurate information was being shared by Mum, this did not necessarily mean that she was doing so intentionally to mislead professionals and to cause harm to individual 2. I wanted to allow individual 2’s mother to hear the concerns and share her perspective, and I wanted to be professionally curious regarding the factors that may be contributing to the concerns. 

During the visit, after sharing information regarding the concerns that had been identified with the mother, I respectfully asked her to explain her understanding of what had been discussed. I observed that she appeared to have difficulty in understanding, retaining and accurately articulating the information that we had only just discussed. This led me to consider whether individual 2’s mother had her own support needs, and whether she had difficulties in understanding, processing and retaining information, which may be contributing to inaccuracies in information sharing that professionals had identified. During this interaction, I considered The Stress and Coping Model (Lazarus and Folkman, 1984), which suggests that stress occurs when an individual perceives that demands placed on them are beyond what they have as coping resources available to them. At the time, individual 2’s mother was processing the sudden deterioration in her son’s health, facing uncertain prognosis, travelling daily to see him, having regular involvement with complex health and social care processes, and generally facing significant changes in hers and her son’s lives. Therefore, I considered that individual 2’s mother may be experiencing demands that exceeded her coping resources, resulting in significant stress. Further, I considered the knowledge I had of understanding that stress can affect an individual’s cognitive functioning, such as attention, information processing and retention (Shields, Sazma and Yonelians, 2016). Whilst I could not form any conclusions regarding her cognitive abilities, this model and knowledge base was helpful to encourage me to maintain an open-minded and curious mindset and maintain empathetic practice with individual 2’s mother. However, there was also the risk that focusing too heavily on this model and knowledge base could minimise the significance of the potential impact that the inaccurate information sharing as having on individual 2’s health and wellbeing. 

I was aware that the mother was providing elements of unpaid care to individual 2 and another family member, and therefore, she had the rights to an independent advocacy referral through SS. I discussed with her the support available to her, which she may find helpful to understand, process and retain information about her son’s complex health, treatment and care needs, and I offered her a referral for advocacy support; she declined this offer. Reflecting on this, I feel I had maintained a focus on the wellbeing of individual 2 as the AAR, and I had also maintained an open and curious stance, taking into consideration the perspectives and needs of everybody involved in the concerns.

Following the joint visit, a further strategy meeting was held to review and discuss further information and the outcome of the actions from previous meetings and to determine if further safeguarding interventions were required. Based on the discussion, the chair was satisfied that sufficient safeguards had been implemented to reduce and manage the identified risks. For example, individual 2 was residing in a nursing home where there was daily professional oversight, professionals present in the MDT were aware that communication should be directly with the MDT and not through Mum, and care home staff were to be present at all appointments alongside individual 2’s mother. 

I felt that the decision by the chair was proportionate. I felt that I had learnt from the MDT the importance and necessity of balancing the management of the identified risks and the safeguarding responsibilities with individual 2’s wishes and rights. That is, whilst there was legitimate reasons for concern around inaccurate information sharing, and the risks this posed to individual 2’s care and treatment, individual 2 consistently voiced that his mother was a very important person in his life who he wanted to be involved in all aspects of his life and decisions that affect him. The outcome of the strategy meetings reflected the principles of the SSWBA by considering and respecting individual 2’s voice, choice and control and holistic wellbeing, whilst also implementing proportionate safeguarding measures to protect him from harm. 

Discussions within the strategy meetings also prompted me to reflect on the balance between protecting an individual and their rights as individuals. For example, during discussions, some professionals expressed concerns because individual 2’s mother was supporting him to access the community daily, and that his contact between them was unsupervised, and so did not have the same level of professional oversight as when he was with care staff. This concern was exacerbated as it had come to the MDT’s knowledge that individual 2’s mother had been arranging appointments for individual 2 with private consultants outside of discussions with the MDT. Given individual 2’s complex health and care needs, and the safeguarding concerns, I understood why these concerns were being raised. However, I was mindful of individual 2’s consistent and clear wish to spend time with his mother and maintain their relationship. I was grateful to have the involvement of the LA’s legal team in the strategy discussions, who supported us as practitioners to consider individual 2’s rights to a private and family life under Article 8 of the Human Rights Act 1998. The Human Rights Act 1998 incorporates rights contained within the European Convention on Human Rights into UK law. Therefore, my practice with individual 2 was also being informed by wider European human rights principles. It did not feel proportionate to seek authority to place any restrictions on individual 2’s contact with his mother, which would have significantly interfered with his human rights and quality of life. In this case, it was felt that the risks associated with contact with his mother could be managed through ongoing professional oversight, review and communication, rather than restricting family contact altogether. This approach reflected the principles of positive risk-taking rather than risk-averse practice. Reflecting on this, I realised that effective safeguarding often involves balancing risk and protection with quality of life, wellbeing and individual rights. This is consistent with Rutter and Brown (2015), who argue that professional judgement should not seek certainty or eliminate all risk, but should involve weighing competing evidence, rights and risks in order to reach a proportionate and defensible decision.

The above point prompted me to reflect on the power within safeguarding practice. Throughout the process, there were significant power imbalances between professionals, individual 2 and his mother. Due to individual 2’s communication difficulties and having been assessed as lacking capacity to make decisions regarding his care, support and accommodation, he inevitably did not have the same level of choice and control throughout the process in comparison to other adults at risk who are able to effectively communicate and who have mental capacity to make specific decisions. I considered that as practitioners, we have a significant amount of influence and power regarding how individuals live their lives, which should be carefully and respectfully managed. 

To help me reflect on this further, I considered the 4D2P Model (Tedam, 2021) of anti-oppressive practice in social worker. The model highlights the importance of recognising power and privilege within social work practice and considering how these factors influence assessment and intervention. For example, one of the Ps in the model is Privilege; individual 2 faced many disadvantages, such as his disabilities and communication abilities. As his social worker with a professional status working with individual 2, I was in a position of privilege. Thus, there was a risk that individual 2’s voice and wishes would be under recognised and overshadowed. As stated within the principles of the Mental Capacity Act 2005 and the SSWBA, regardless of the status of individual 2’s mental capacity, there is still a duty to consider his wishes and feelings at the forefront of any decision-making in his best interest. As his social worker in a position of privilege, I had a responsibility to Discuss and to Discover as much as possible his views and wishes and Disrupt and challenge any anti-oppressive practice from other professionals, such as advocating for individual 2’s rights to a private, family life. 

My focus on ensuring that individual 2’s wishes and feelings were central to the process was also consistent with the principles of the United Nations Convention on the Rights of Persons with Disabilities (UNCRPD) (United Nations, 2006), which is adopted by countries across the world. For example, social work in Australia also operates within a rights-based approach with people with disabilities, which is underpinned by the UNCRPD obligations (Australian Government Department of Health, Disability and Ageing, 2026). 
 
Reflecting on this case as a whole, I feel that the experience has strengthened my insight and confidence into managing complexity and uncertainty within safeguarding practice. As previously mentioned, this case was different to safeguarding cases I had previously worked with, as the concerns were in relation to indirect behaviour and how it placed individual 2 at risk of harm. I have realised that there isn’t always a straightforward answer to managing concerns of an AAR, and that the concerns cannot always be completely eliminated. Rather, as practitioners, we sometimes need to do what we can to manage and mitigate the risks, whilst also sitting with feelings of uncomfortableness of our conflicting values, such as the conflicts between having a duty to keep vulnerable adults safe, promoting and respecting their rights, and taking positive risks. 

I feel that the most significant learning point for me is in relation to professional curiosity; the experience I have gained throughout this case has positively challenged what could be considered as my naivety. Whilst I continue to recognise and value the role that family members play in the assessment and care of individuals, I am also significantly more mindful and cautious about taking a person’s word as factual and as an accurate reflection of circumstances. The experience has highlighted the importance of communication and collaboration between professionals, families, and the individual at the centre of the assessment. I feel more confident in respectfully challenging individuals and family members when I am uncertain of the information I have been provided with. This learning has already influenced my wider practice, for example, I am much more collaborative and curious in my assessments and interventions, and I am more mindfully seeking supporting evidence from a range of sources to inform my decision-making. I believe that my assessment and care planning practice has been strengthened as a result of this experience. 

In conclusion, this case has demonstrated the complexity of safeguarding practice and the importance of integrating legislation, procedures, theory and collaborative working into assessment and intervention. Throughout the safeguarding enquiry, I was required to balance legislation and procedures, professional and family views, values, and the wishes and rights of individual 2, whilst ensuring that he remained at the centre of the decision-making. Overall, this experience has strengthened my understanding of safeguarding practice and increased my confidence in applying my knowledge and professional judgement within complex situations. 
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