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Task 3

Safeguarding and working in complex situations – Case Study

Guidance;
Please ensure that you meet the National Occupational Standards and assigned Learning Outcomes for this task (see appendix 5 and 6 of the handbook). 

	[bookmark: _Hlk190758294]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).

Safeguarding is a fundamental aspect of social work practice. Social work professionals are required to navigate complex situations while adhering to legislative frameworks, ethical principles, and a collaborative approach to practice. Safeguarding legislation plays a crucial role in protecting individuals from harm, abuse, and neglect and provides legal frameworks that empower professionals to identify risks, intervene appropriately, and uphold the rights of individuals to live safely and independently (Lymbery & Postle, 2007). 

In Wales, the Social Services and Well-being (Wales) Act 2014 (SSWWA) is the primary legislation that underpins Adult safeguarding practices. The SSWWA (2014) uses a strengths-based, person-centred approach to ensure that professionals use interventions that respect the dignity and autonomy of individuals while prioritising their safety (National Assembly for Wales , 2014). The Wales Safeguarding Procedures were introduced in 2019 to establish a standardised framework for safeguarding practices across Wales. Prior to their implementation, different local authorities and organisations often operated under varied safeguarding protocols, leading to inconsistencies in safeguarding responses. The Wales Safeguarding Procedures aim to address these differences by promoting a unified and collaborative approach to safeguarding (Wales Safeguarding Procedures, 2019).  

For this assessment, I will complete a critically reflective case study based on an assessment I conducted while working as a social worker within an adult social services community network team. This case study is in regard to Person 1, a middle-aged man residing with his female partner, Person 2, in his privately owned home located in a semi-rural area of Wales. 

Initially, the case began as a routine review of Person 1’s care and support needs but later required safeguarding intervention due to concerns related to domestic abuse and Person 1’s mental health. In this case study, I will examine how legislation and policies were used to safeguard Person 1 and Person 2 and will reflect on the role of professional judgment, the application of social work theories, and collaborative working in managing this complex case.

Person 1 resided in a semi-rural area of Wales. According to the Welsh Index of Multiple Deprivation (WIMD), certain areas within the region rank among the most deprived in Wales, particularly in terms of access to services, health outcomes, and income. Demographically, the area has a higher-than-average proportion of older adults compared to urban regions (Welsh Government, 2019). These socioeconomic challenges often contribute to a heightened demand for social care services, particularly for vulnerable individuals and families (Welsh Government, 2024). Rural communities in Wales and the UK frequently face issues related to the recruitment and retention of skilled professionals in both health and social care, further exacerbated by austerity measures and budget constraints driven by factors such as Brexit and the COVID 19 pandemic (Social Care Wales, 2023). As such national pressures on the NHS and local authorities have caused stretched staffing levels and long waiting lists for services (Welsh Government, 2023). These factors significantly impact on service delivery, with delays in accessing mental health support, safeguarding resources, and specialist care often reported (Age Cymru, 2023).  

Across the EU, rural areas face similar challenges in delivering health and social care services. Countries like Ireland, Spain, and Poland have reported issues related to staffing shortages and delays in accessing specialised care. However, the EU has benefited from targeted rural development funding through the European Regional Development Fund (ERDF) aimed at reducing inequalities in service access (European Commission, 2021). Following Brexit, Wales has lost access to the ERDF and other EU funds, further exacerbating its resource and workforce challenges (Welsh Government, 2022). Geographical distances in Wales further complicate the coordination of multi-agency working, requiring social workers to rely heavily on collaborative strategies and creative solutions to meet individuals' needs. It is important to note that research into multi-agency working under the Social Services and Well-being (Wales) Act 2014 identified that effective communication and partnership working are essential in overcoming the challenges posed in rural settings (Welsh Government, 2023). In Wales, the Wales Accord on the Sharing of Personal Information (WASPI) provides a framework for the lawful and secure sharing of personal data between agencies. WASPI ensures that information shared complies with legal requirements, such as the UK GDPR and the Data Protection Act 2018, and promotes trust, transparency and multiagency working (Welsh Government, 2024). 

Following Brexit, the UK recognised the importance of maintaining data-sharing arrangements with the EU for safeguarding purposes. The European Commission adopted adequacy decisions in June 2021, enabling the continued sharing of personal data from the EU to the UK. These decisions enable coordinated safeguarding efforts across international borders (European Commission, 2021). It is important to note that some countries outside the EU, such as the USA, do not have adequacy decisions in place. To address this, additional measures like the UK-US Data Access Agreement are in place, enabling the UK and US to share personal data to safeguard citizens (Home Office, 2022).

A previous social work assessment identified that Person 1 had an eligible need for support from the local authority, based on his self-reported diagnosis of dementia many years earlier. Person 1’s prior assessment had taken an outcomes-focused approach, this approach to assessment is often used in local authorities across Wales as it is in line with the SSWWA (2014). The approach is person-centred, focusing on creating care plans tailored to an individual’s personal goals and aspirations, supporting them to achieve their desired outcomes (Social Care Wales, 2024). To support Person 1’s goal of continuing to live independently at home, direct payments were identified as the most appropriate method of support from the local authority. These payments provided Person 1 with greater flexibility and control over his support, allowing him to employ Person 2 as his personal assistant. However, while direct payments enhance autonomy, they can also cause safeguarding considerations, particularly around risks such as financial misuse or blurred boundaries when employing close family members. To mitigate these risks, local authorities conduct yearly reviews to ensure that direct payments are used appropriately and meet a individuals care needs (North Wales Safeguarding Board, 2025).

Following my visit to Person 1 to gather information for his care and support review, Person 2 disclosed to myself (the social worker) via text that she was struggling to manage in her caregiving role due to Person 1’s escalating paranoid and aggressive behaviours, which she attributed to him having dementia. Person 2 also reported feeling at risk of physical harm from Person 1. However, she requested that I did not visit or call her, as she feared this could increase the immediate risk of danger that she faced from Person 1. 

In response I consulted with my supervisor, the safeguarding team, and Person 1’s GP to gain insight from experienced professionals and to ensure that the actions I took were in line with safeguarding legislation and best practices. The SSWWA (2014) emphasises the importance of collaborative working and shared decision-making in safeguarding cases to ensure that responses are proportionate, consistent, and well-informed.  It is important to note that my personal values initially presented a challenge when deciding how to respond to this safeguarding incident. I was concerned about reacting too abruptly to the text from Person 2 without concrete evidence and worried about how reporting the incident to the police might impact on my professional relationship and future involvement with Person 1. Positively guidance and support from colleagues and the use of the Wales Safeguarding Procedures (2019) helped me to separate my personal values from my professional judgment.  Munro  (2011) notes that social workers may feel emotional conflict when making decisions that could impact relationships or service users’ lives.

All persons I consulted with advised that the potential risk to Person 2 should be reported immediately to the police. This was in accordance with the SSWWA (2014) which places a duty on practitioners to protect individuals at risk of abuse or neglect, even without the consent of the individual to initiate safeguarding actions. The Act specifies that safeguarding measures must be proportionate, necessary, and the least restrictive option to prevent harm, while also prioritising the immediate protection of individuals from danger. This approach is also in accordance with the UK General Data Protection Regulation (GDPR), which allows the principle of ‘legitimate interest’ to override consent if an individual’s safety or public safety is at stake (Information Commissioner’s Office, 2025). Furthermore, the Wales Safeguarding Procedures (2019) advise professionals to share information without consent when it is necessary to prevent harm or crime. 

I reported my concerns to the police, who attended Person 1 and Person 2’s home address to conduct a welfare check. During the visit, Person 2 disclosed multiple instances of historic physical abuse by Person 1. Research shows that victims of domestic abuse often endure repeated incidents of abuse before seeking help or disclosing the abuse (Boethuis & Åkerström, 2020). The Violence against Women, Domestic Abuse and Sexual Violence (Wales) Act 2015 underpins the Violence against Women, Domestic Abuse, and Sexual Violence: Strategy 2022-2026, which aims to create a comprehensive framework for addressing domestic abuse (Welsh Government, 2022). This strategy adopts a ‘whole society approach’ to tackling violence against women, domestic abuse, and sexual violence (VAWDASV) and emphasizes multi-agency collaboration to protect those at risk. Research shows that effective multi-agency collaboration enhances safeguarding efforts and supports victims in making disclosures of abuse (Ball, McElwee, & McManus, 2024).

The police advised Person 2 to stay with a friend for the night, Person 2 chose to return to the property the following day. The police deemed Person 2 to have the mental capacity to make this choice, this was in line with the Mental Capacity Act (2005), which states that individuals have the right to make decisions for themselves if they have the mental capacity to do so, even if those decisions might be considered unwise. To support a multi-agency safeguarding approach, the police issued a Public Protection Notice (PPN). This tool is used to document concerns and share information with relevant agencies, such as health and social care, to ensure a coordinated safeguarding response (HMICFRS, 2023). 

Whilst completing the welfare check for Person 1 and Person 2, the police also ensured that a Domestic Abuse, Stalking, and Honour-Based Violence (DASH) risk assessment checklist was completed. The DASH is a standardised tool used to assess risk factors such as the severity of abuse, escalation, stalking, and other indicators of potential harm to an individual. It can be completed by any appropriately trained professional, including social workers, police officers, healthcare professionals, and domestic abuse specialists (Safe Lives, 2025). In this case, the DASH assessment identified that the threshold was met for a referral to a Multi-Agency Risk Assessment Conference (MARAC). MARACs were created to address gaps in safeguarding and risk management for victims of domestic abuse, particularly those at high risk of serious harm or homicide. MARACs enable professionals from different agencies, such as police, social services, healthcare providers, and housing authorities, to share information and collaborate on developing a comprehensive safety plan. By bringing together expertise and resources, MARACs enable a coordinated response to safeguarding, ensuring that risks are effectively managed and that all parties involved receive the necessary support (Safe Lives, 2025) .

At the MARAC meeting, it was discussed that Person 2 planned to separate from Person 1 and eventually move out of his property to live independently. It is important to note that research shows that Victims may intend to leave an abusive relationship but face significant barriers that make it difficult to act on those intentions. These barriers often include a lack of financial resources, fear of retaliation, emotional ties to the perpetrator, and concerns about the wellbeing of children or dependents. Studies show that victims of domestic abuse often return to abusive relationships multiple times before leaving permanently, if at all, due to these complex factors (Anderson & Saunders, 2003). For this reason, it was crucial that all agencies continued to collaborate and remain flexible in their approach to safeguarding both Person 1 and Person 2, ensuring that support and protection measures could adapt to any changes in the situation. 

It is important to note that professionally, I found it challenging to remain impartial as Person 1’s social worker, as I was often drawn into direct communication with Person 2. An action from the MARAC was for, Person 2 to be assigned an Independent Domestic Violence Advisor (IDVA). Research highlights the crucial role of IDVAs in improving safety for high-risk victims by focusing on advocacy, emotional support, and practical assistance, which allows other professionals to maintain focus on their safeguarding responsibilities (Howeth, Stimpson, Barran, & Robinson, 2009). 

Person 1 was provided with a support worker from the Drive Project, which takes a whole-system approach to tackling domestic violence and abuse (DVA). This involves working with high-risk and serial perpetrators to change their behaviour and reduce potential harm to victims of DVA. The approach relies on multi-agency working from services like police, social care, healthcare, housing, and domestic abuse specialists to provide a coordinated response. It also focuses on holding perpetrators accountable while addressing underlying issues they may face such as substance misuse, mental health, or abusive attitudes. This safeguards victims and families through risk reduction and holistic support (Respect, 2025). This aligns closely with the whole-family approach to DVA safeguarding, which considers family dynamics to support perpetrator rehabilitation and victim protection (Stanley & Humphreys, 2015). In Wales, some local authorities have adopted a whole-family approach as part of the Families First programme, which focuses on a whole family approach to early intervention and prevention to enable more effective safeguarding and to promote family well-being (Welsh Government , 2017). 

In the weeks following the MARAC, Person 2 continued to waver on her decision about whether to stay with or leave Person 1. She attributed Person 1’s abusive behaviours to his dementia, suggesting that he was regressing to an earlier period in their relationship when he had been regularly abusive to her. I was aware that research shows that dementia can cause individuals to experience regressive behaviours, delusions, and emotional memory recall, where they re-live past traumas or behaviours as if they were current events as such, I kept an open mind about this possibility (Dementia UK, 2023).

Person 1’s behaviours continued to escalate, becoming increasingly risky and concerning. He engaged in troubling actions such as following individuals, disappearing for extended periods, and making unfounded allegations about Person 2 and others in the local community. Additionally, Person 1 began entering private spaces uninvited and demonstrating other worrying behaviours that raised concerns about the safety of himself and others. Person 2 expressed fears about potential harm from him to herself but made a capacitated decision to remain living at his property, which added complexity to the situation. Person 1 worked with the IDVA to ensure that a safety plan was in place if she felt at immediate risk of harm. 

Myself and other professionals recognised the escalating risks, and flagged these behaviours to mental health services. After a period of time, it was determined that Person 1 should be referred for an evaluation of his mental health by an Approved Mental Health Professional (AMHP) under the Mental Health Act 1983 to consider whether further intervention was required for his safety and the safety of others. The assessment aimed to determine whether Person 1 met the criteria for detention under the Act, based on the risks he posed to himself and others. Following this evaluation, it was determined that Person 1 did not meet the threshold for compulsory detention under the Mental Health Act. Instead, he was admitted as an informal admission under section 131 of the mental health Act 1983. This section allows individuals who have the mental capacity and agree to treatment to be admitted voluntarily to a mental health hospital. Unlike detention under Sections 2 or 3, which require specific criteria to be met (such as being a risk to oneself or others), informal patients retain the right to leave the hospital, provided they do not pose an immediate risk that would necessitate detention. 

Person 1 remained at the mental health hospital for several weeks while undergoing an evaluation of his care and treatment needs. During this time, it was disclosed that Person 1 had never had a formal diagnosis of dementia, which is why he had been assessed previously to have an eligible need for support from social services.  At the mental health hospital Person 1 exhibited delusional behaviours and thoughts, including claims that he had been poisoned and that Person 2 was living on the same hospital ward as him. He also mentioned visits from individuals he had not seen in years and claimed to possess telepathic abilities. Despite accepting treatment with antipsychotic drugs, his presentation did not improve, and he refused to engage with any therapeutic interventions. Following this lack of change in presentation, healthcare professionals assessed that his behaviours were not indicative of a mental health condition but instead were behavioural in nature.  Research shows that a lack of early improvement with antipsychotic treatment can be a marker for non-psychiatric causes of symptoms, which means that mental health professionals must consider non-psychiatric factors that may contribute to the presentation of psychotic symptoms (Zhang, et al., 2023). It was concluded that Person 1’s behaviours were a means of him exerting coercive control over Person 2.  Indeed, research shows that perpetrators of coercive control may employ various tactics, including faking illness, to manipulate their partner's actions and emotions, making them feel responsible for the perpetrator's well-being to discourage separation (Lohmann , Cowlishaw, Ney , O’Donnell, & Felmingham, 2023). 

Following Person 1’s return home, he continued to exhibit delusional and erratic behaviours. Additionally, Person 1 received the results of a brain scan conducted from his GP (which had been completed prior to Person 1’s admission to the mental health hospital), which suggested potential physical damage to the frontal lobes of his brain. Research has shown that damage to the frontal lobes can significantly impact behaviour, leading to changes such as impulsivity, poor decision-making, and difficulty regulating emotions (Aron, Robbins, & Poldrack, 2004). Such injuries can also mimic symptoms of mental health disorders, further complicating assessments and care (Stuss & Levine, 2002). This raised the possibility that Person 1’s behaviours might be linked to an undiagnosed physical brain injury. He was subsequently referred to neurology for further scans, but unfortunately, he refused to engage with neurology services. As the social worker, I raised concerns with the GP about Person 1’s mental capacity to refuse diagnosis and support from neurology. The GP expressed concerns about their ability to assess Person 1’s mental capacity regarding this decision, stating that this responsibility rested with neurology. However, neurology’s lack of involvement created a gap in the multiagency working process, leaving no clear resolution. The GP stated that they would relay concerns to neurology but were unable to attend safeguarding meetings. Additionally, other health professionals, including mental health services, declined invitations to participate. This lack of engagement from health professionals created significant barriers, making it difficult to progress with Person 1’s case and fully assess any safeguarding risks he faced.

I also faced challenges in assessing whether Person 1 had an eligible need for support from social services. Without a clear diagnosable health care condition which impacted on his ability to meet his daily needs, I could not assess person 1 to have an eligible need for support from social services. Additionally, Person 1’s direct payments were stopped after it was evidenced that he was using the funds for personal items rather than their intended purpose, further complicating the case and limiting the support available to Person 1.

To progress the case, I applied the SHARED Model to guide my judgement and analysis of whether Person 1 had an eligible need for support. The SHARED model was developed by Maclean, Finch, and Tedam (2018). The model consists of six principles; identifying observations (what has been seen), listening to the individual's perspective (what has been heard), reviewing completed actions, research, evaluating the gathered information, and using these insights to make an informed decision.

I found the SHARED Model particularly valuable in this complex case, as it provided me with a structured framework that I used to ensure all aspects of the case were carefully considered. This approach helped me to analyse the situation in a systematic way, enabling me to remain objective, avoid assumptions, and ensured evidence-based practice (Maclean, Finch, & Tedam, 2018). The key principles of the SHARED model also supported me to critically reflect on the information that I had gathered to ensure that my professional judgment was well informed and balanced. Also, by using research, legislation, and best practice frameworks, I was able to make an informed decisions about the next steps I should take with Person 1’s case.

Using the SHARED Model to guide my analysis, I concluded that Person 1 was managing his daily needs independently without requiring support from Person 2 or direct payments. His erratic behaviours had decreased, as was evidenced by the absence of further PPNs. Additionally, he reconnected with his niece and consented to information sharing with her, strengthening his support network.

Person 1 also attended safeguarding meetings and agreed to engage with neurology for further investigation into a possible brain injury, though it was acknowledged that he would face a considerable wait due to long neurology waiting lists. Furthermore, he did not express concerns about his reduced level of support and only requested a physiotherapy referral for a back condition.

Furthermore, Person 2 disclosed that she wished to continue living with Person 1, a decision he was comfortable with. Since there was no formally diagnosed condition affecting Person 1’s brain function, I applied the Mental Capacity Act (2005), which states that capacity must be presumed unless proven otherwise. As part of my analysis and professional judgement, I concluded that Person 1 had the capacity to decide he no longer needed ongoing social services support. With his consent, it was agreed that once the necessary referrals were completed, the case would be closed, with Person 1 understanding that he could request a reassessment of his needs at any time should his circumstances change.

In conclusion, reflecting on this case has emphasized the importance of taking a structured approach to decision making in my safeguarding practice, guided by social work theory, policy, and legislation. It also demonstrated how my analytical skills, professional judgment, and collaborative working played a crucial role in managing this complex case. The SHARED Model (Maclean, Finch, & Tedam, 2018) was also invaluable in guiding my assessment, analysis, and decision-making, ensuring that I took an evidence based, structured, and person-centred approach to my practice. By applying this model alongside relevant legislation and safeguarding procedures, I was able to provide Person 1 with appropriate support whilst also respecting his rights and autonomy. 

The SSWWA (2014) also played a fundamental role in guiding my safeguarding decisions and ensured that I engaged in multiagency working throughout my involvement with this case. The Wales Safeguarding Procedures (2019) also helped to ensure that my actions were consistent and in line with legislation. Also, the Mental Capacity Act (2005) provided a legal framework to assess Person 1’s ability to make decisions about his care and support needs, allowing me to uphold his rights and autonomy. 

This case also highlighted wider systemic challenges in Wales, such as limited resources in rural areas, workforce shortages, and difficulties in engaging health services in safeguarding discussions. I feel that it is likely that these challenges were exacerbated by the aftereffects of Brexit and the COVID-19 pandemic, and reflect the ongoing pressures on social care in Wales and the need for effective multiagency working to overcome the current barriers in social and health services. 
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