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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).


In this task I will reflect on a case study where I have undertaken an assessment concerning the safeguarding of an adult. I will discuss and identify how the case relates to safeguarding legislation, strategies, policies and procedures associated with safeguarding adults in Wales. I will also consider any other relevant legislation, whilst demonstrating an understanding of the interface between social services provision in Wales, the European Union (EU) and outside, showing awareness of the integration of analysis in assessment, collaborative working and professional judgements.
I will acknowledge appropriate theories and models to show my ability and understanding to address and manage safeguarding predicaments and values with the field of social work practice and will refer to the Code of Professional Practice for Social Care (COPP) (Social Care Wales (SCW) 2017), social work values and the National Occupational Standards (NOS) (2011).
I will use Schon’s(1983) reflective model to reflect on the experiences encountered, the outcomes of the case study and inform my future practice.

Carr and Goosey (2015) state, the primary role of a Local Authority (LA) with adult social care responsibilities, is to ensure that care is delivered effectively and safely and the individuals wishes are considered. Their responsibilities as stated above are reflected in the COPP (SCW, 2017) in which all Social Workers must adhere to. 

I was allocated a case of a vulnerable 84-year-old lady, I shall refer to her as 2, in line with the Data Protection Act (DPA) 2018. 2 has a diagnosis of dementia, extensive necrotic pressure damage, plus several other conditions. 2 was having to wear callipers and boots due to both her Achilles Tendons failing and having no feeling in her feet.
2 was in receipt of four domiciliary care calls a day with the assistance of two carers. The safeguarding team had requested a review as soon as possible after receiving two multi-agency referral forms (MARF) from District Nurses, who raised concerns that the family were not supportive of pressure relieving equipment and will not allow carers to remove orthotic boots that are causing skin issues. Further concerns report that 2’s husband who I shall refer to as 4, can be verbally aggressive, and that he has declined OT interventions for 2. The final concern was in relation to a professional in a position of trust, who I will refer to as 7 and the inappropriateness of their behaviour towards 5.

My task was to carry out a review of 2’s care and support plan to see how things are to be progressed to make the situation safe. The review was carried out in line with Section 19 and section 54 of the Social Services and Wellbeing ( Wales) Act 2014 as it places a duty on local authorities to prepare and keep under review care and  support plans for an adult , and that if circumstances change in a  way that affects the plan, it must conduct a review  and such assessments as it considers appropriate.  There was an urgency to carry out this review as 2 is vulnerable and was at risk of life-threatening health issues. 

The Social Services and Well-being (Wales) Act 2014 (SSWBA) is the main piece of legislation that supports the provision of social services in Wales, providing a framework for improving the wellbeing of individuals in need of care and support. For this case parts 3, 4 and 7 are relevant as they relate to needs assessments, eligibility for care and support and safeguarding. In conjunction with the act, part 7, there is also statutory guidance ‘Working Together to Safeguard People: Volume 6 – Handling Individual Cases to Protect Adults at Risk’ (2018). 
Identifying abuse can be difficult in a family setting and the Social Worker should always be mindful of taking the least restrictive option. Therefore, knowledge of this statutory guidance is imperative.
Section 126 (1) of the act sets out that: ‘An adult at risk - is an adult who— (a)is experiencing or is at risk of abuse or neglect, (b)has needs for care and support (whether or not the authority is meeting any of those needs), and (c)as a result of those needs is unable to protect themselves against the abuse or neglect or the risk of it, and that the LA must make whatever enquiries it thinks necessary to enable it to decide whether any action should be taken (SSWBA 2014). 

Further to this the Wales Safeguarding Procedures (2019) offer clear, consistent directives for practice and the protection of those at risk of abuse or neglect, with a purpose to increase a universal approach to safeguarding, in order to achieve positive outcomes and ensure that all individuals are kept safe. 

The Wellbeing of Future Generations (Wales) Act 2015 is another price of legislation that is important as it compels public bodies throughout Wales to work collaboratively to improve the wellbeing of Wales for now and the future generations (Welsh Government, 2025). Their wellbeing goals are aimed at Wales becoming prosperous, resilient, healthier, more equal, cohesive communities, vibrant culture and thriving Welsh language and globally responsible (The Future Generations Commissioner for Wales 2020).

On allocation of this case, I considered Reflection for action (Killian and Todnem, 1991), which allowed me to prepare for the assessment and where I could contemplate future actions. For this I held discussions with the Senior Practitioner (SP) from the safeguarding team, district nursing team, and care provider. I also reviewed previous assessments and case notes. 

The Statutory guidance, Volume 6 of the Wales Safeguarding Procedures (2019)
clearly identifies the procedures for protecting adults at risk of abuse and neglect and responding to safeguarding concerns / allegations about people who are in a position of trust. And this process begins with the gathering of information. On receipt of the first MARF and before the case was allocated to myself, concerns of neglect were raised about 2’s family preventing the use of specialist equipment and 7’s inappropriate behaviour towards 4. S126 enquiries were carried out with the gathering of information by making enquires and working collaboratively with the relevant agencies involved such as health, care provider and the police, to ensure effective safeguarding. The outcome of these enquiries determined that 2 was an adult at risk and action was required to protect 2. This led to a strategy discussion being held within the timescale of seven working days of the conclusion of S126 enquiries. The strategy discussion included the police, health safeguarding team and the local authority safeguarding team with a purpose to establish the appropriate actions to safeguard 2 and meet their care and support needs.
The outcome of the strategy discussion concluded that 7 acknowledged the inappropriateness of what she said to 4 and had noted the same in the MARF, and this demonstrated poor practice on 7’s behalf. Referring into Adult Safeguarding was premature, and in the first instance escalating it to the D/N Team Leader ( DNTL) to request advice on managing the situation, would have been more appropriate, and based on what was said to 4 by 7, the ability to bring 4 on board with intended plan and work with family in 2’s Best Interest, may now be compromised, putting the care provider in a very difficult situation. Therefore the agreed actions were to 1, request to be made to DNTL requesting intervention – such as a home visit to meet with 4 and explain why pressure relieving aids and actions are necessary, what the risks are should these actions not be undertaken and establish the reasons why 4 is refusing for these actions to be implemented, with the aim of overcoming them/reaching a compromise. 
2, to consider utilising a Best Interest process to ensure 2 receives the required care to maintain her physical wellbeing. 3, Poor practice on the part of 7 has been noted but bringing it into a Professional in a Position of Trust (PIPOT) forum was considered disproportionate, and finally, request to be made to the Adult social care team to allocate a social worker and bring forward a review of 2’s package of care at the earliest opportunity. The Adult Safeguarding referral was to be closed as no further action. 

On allocation and receipt of the second MARF with further concerns for neglect, the information from the previous strategy discussion provided me an initial evidence base for my professional judgement, of making contact with 2 and her family as a matter of urgency to engage 2 in the review of the care and support plan, to determine what the circumstances are and if any changes were required, how and what would be the best support for 2, whilst ensuring her protection.
However, I did establish that there was little information in the MARF to make a professional judgement regarding what was important to 2 as her wishes views and feeling had not been recorded and there was no clear indication of what mattered to her.

Before arriving at 2’s home address, discussions were held with the care provider, who informed me that they could no longer provider a safe care package to 2 in her own home. I also spoke with the DNTL for an update on 2’s condition and established that 5 remained non supportive of pressure relieving equipment to be used and had been verbally aggressive towards her and 2 this morning plus 2’s health was deteriorating, therefore I arranged to meet the DNTL at the home address. I was faced with a situation where I had to think on my feet, referring to Reflection in action (Schon, 2003).
On my arrival, 2 was in her bedroom, as care provider was dealing with her personal care. I met with 4 and his daughter, who I will refer to as 6 along with the DNTL. I explained to 4 and 6 why I was there and advised that I would need to discuss the situation with 2. I spoke to 5 about him not being supportive of using pressure relieving equipment for 2 and explained what the risks and consequences are of this. The DNTL also supported me in this area, as this was her field of expertise and explained that in the 3 days of not seeing 2, she was concerned how the pressure damaged had become extensive.  4 responded by saying’ There’s no room for the equipment, and I’ve just paid £2000 for the bed that’s in the room. There’s no room for equipment’. I continued the discussion and explained that with the extensive pressure damage to 2, this could potentially be life threatening. Again 4 responded saying there was no room for equipment. During our discussions with 4 and 6, it became clear they both had health issues and were struggling within their caring role of 2. Reflecting in action, I concluded that the options for 2 would be to find an Interim care bed in a residential nursing home out of county where she would receive the care she required or alternatively hospital admission. 4 and 6 immediately stated that they would not allow 2 to go into the nursing home as they would not be able to visit her and stated it’s important to 2 to be near her family. With this then I suggested that the only option would be for 2 to be admitted to hospital.

I explained the procedures and principles of the Mental Capacity 2005 Act, following on to an explanation of a best interest’s decision if this should be required, as the purpose of the assessment was to ensure that 2 was safeguard from any further risk of abuse / neglect. 4 also apologised for being rude and verbally aggressive to the DNTL earlier that day and explained that this was out of frustration as he was unable to fully understand and take in what was happening with 2 and wasn’t because he didn’t care.
Carers assessments were offered to 4 and 6, however this was declined by both.
I advised 4 and 6 that I would speak with 2 now as the care agency had left. I invited 4 to join myself and the DNLT, so that he could support 2 if she were to become confused at all.
On meeting 2, I explained why I was there and asked if she was happy to speak with myself, and if it as possible for the DNTL to join us. 2 responded by saying ‘It was lovely to see me again’ and that she was happy for 4 and the DNTL to join us. I explained that if at any time, she found out conversation too much or overwhelming then she could stop at any time. ‘Unique personal and professional biographies can assist or obscure understanding of the complexity of human experiences’ (Burke, 2013) and having an open and honest conversation with 2 would assist in understanding her situation, from her perspective.

During our conversation, it was quickly established that 2 suffered from significant short term memory issues. The conversation was repetitive, and she experienced difficulties in retaining any information given to her, even though time was given for her to process the information and time given for her to think about how she wanted to respond.
Using my knowledge of 2, she had a history of anxiety and had been known to refuse interventions from the care agency and the health in the past. On considering this, I decided that it was appropriate to carry out a Mental Capacity Assessment in line with the MCA 2005 - Code of Practice.

The assessment would be decision specific and in this case was to establish if 2 had the capacity to consent to being admitted to hospital.
The relevant information that 2 needed to understand included her understanding of her health and care and support needs and the risks and consequences associated with these not being met.
I was aware of the need to carefully balance 2’s choices with the risks that she faced before making any decisions. I reflected on the five principles of the MCA 2005, with principle 1 being that a person is presumed to have capacity unless it is established that he or she is unable to make a decision themselves because of an impairment or a disturbance in the functioning of the brain or mind causing her to lack capacity (MCA 2005).
I had regard to any wishes and feelings of 2 that were known and established whether any Lasting Power of Attorney, corporate appointee or advanced decision was in place. The MCA 2005 is the legal framework relevant to both England and Wales, which aims to support people who lack capacity to make decisions for themselves. The question of mental capacity is decision specific and should 2 be assessed as lacking mental capacity, then I would have regard to MCA 2005 Code of Practice s 42 (4). Consideration must be given to s 1(5) MCA 2005 to ensure that any act or decision is made in 2’s best interests, if she is found to lack capacity. I applied the checklist as found in s 4 MCA 2005, and endeavoured to support 2 through respectful practice, using my active listening skills to engage with her having regard to the COPP (SCW 2017). Egan (1994) cited in Open University (2025), highlighted the need for active listening, and explained this skill assists in identifying the aims and goals of the service user, as well as considering options for whether or how these goals may be achieved.

The guiding principles of the Wales Safeguarding Procedures requires due regard for the MCA 2005 which is embedded in practice. Regard is also required for the Code of Practice (SSWBA part 10) to promote co-production as equal partners and an individual’s understanding, involvement and voice in interventions and decisions about them and to meet their personal outcomes. Following on from this, The European Convention on Human Rights (ECHR) 1950 must be considered, and in particular article 2 (right to life), article 3 (freedom from torture), 5 (right to liberty) 6 (right to a fair trial) and 8 (the right to respect for family and private life), as the ECHR is international treaty that is embedded in SSWBA, 2014 and enforceable in the United Kingdom under the Human Rights Act (HRA) 1998.
Normally on occasions like this I would attempt to ascertain that 2 was fit and free from any infection, but as this was a matter of urgency as the risks were life threatening, my professional judgment was to proceed with the assessment as the decision to be made could not wait.

As a Welsh resident, it’s important to carry out the assessment in the language of their choice, and which is the most appropriate to the family. The Safeguarding Procedures requires regard for Welsh Language Standards (No 7) Regulations 2018 and the ‘More than Just words’ Framework: Action Plan (2022-2027).
Within Wales, Social Workers we have a duty to make the ‘Active Offer’, a duty to offer the service through the medium of Welsh. Making the active offer reflects the core values of SSWBA 2014 and puts the individual at the core of the service. Making an active offer (s6 (2) (c) SSWBA 2014), ensures that the service user would feel valued and treated with respect and dignity, and would be offered in a way that the service user is not asking for this. 2 was born and brought up in Wales in an area where English was predominantly spoken, she did not speak Welsh nor did her family, therefore in this instance, the Active Offer did not apply. 2’s language of choice was established before my visit so to ensure that if the active offered applied then I could arrange for the assessment to be carried out in her first language, so 2 could fully participate in the assessment, and would eradicate any ‘unlawful discrimination and promote equal opportunities’, which is line with s149 of the Equality Act ( EA) 2010. The EA 2010 is applicable in this safeguarding case as it identifies ‘protected characteristics’ including age, disability and sex which can influence values, opinions and decisions and be used to discriminate against individuals or groups by informing harmful assumptions or stereotypes. The Welsh Language (Wales) Measure 2011 further reinforces the need to recognise language and cultural awareness in the delivery of public services in Wales.

The conclusion of the MCA and the fact that 2 had limited understanding, if any of her current situation and care and support needs and was unable to retain information long enough to be able to use it as part of a decision-making process in relation to hospital admission. I believed 2 lacked capacity in this regard because of dementia which has caused an impairment in her brain. Therefore, in my professional opinion and views there was sufficient evidence to rebut the presumption of capacity, and I felt on the balance of probabilities, 2 lacked the decision-making capacity in respect of a hospital admission. This decision was carried out in accordance with Principle 4 of the MCA 2005, if a person has been assessed as lacking capacity, then any action taken, or any decision made for, or on behalf of that person, must be made in his or her best interest.
With this outcome, a Best Interest Assessment Meeting (BI) was created. I dutifully asked 2 for her consent to discuss that matter with 4 and 6, and the purpose of this was to ascertain their views to support the BI decision.

The BI meeting was held immediately within the family home, which highlighted several risks, and concluded that 2 remaining at home without the specialist equipment and a safe package of care was not a safe option, as it was established that 2 required 24-hour nursing care. All other options were discussed, and it was recognised that the least restrictive option would be for 2 to remain at home and would be most favoured by 2. However, given past episodes of refusing care intervention and not following advise of health professionals, placed her more at risk. It was my professional judgement and in the Best Interest of 2 that hospital admission was required.  No disagreements were encountered during the BI meeting. Later that evening 2 was admitted to hospital.

The morning after, further discussions were held with safeguarding and health. The principles of the DPA 2018 informed the sharing of information gathered from my visit to ensure it was ethical and lawful. It was also in line with the HRA 1998 and the General Data Protection Regulations (GDPR). Informing all involved of the outcomes, it was agreed by the safeguarding team that no further action would be required from their part as with 2 being admitted to hospital had eliminated the risk of further of abuse/neglect. With regards to 4 being verbally abusive towards 2, which was witnessed by 7, it was agreed in a further strategy discussion with police that there would be no investigation as Police would have required a statement from 2, which she would not be able to give and would be most likely unable to recall the incident, plus it was likely to cause 2 distress. And having spoken with 7, the Police found that 4 acted out of frustrations due to the pressures of his caring role and the deterioration in 2’s health. As the Safeguarding enquiries proceeded, it was established that there had been no previous incidents. If there had been a history of previous incidents and Police involvement, then things may have been different, resulting in a criminal investigation and proceeding to adult protection conference where a Part 4 care and support protection plan would be devised in line with S54 SSWBA 2014, with a view to reducing the risk of abuse. With this the case would have been discussed in the Multi agency Risk Assessment Conference (MARAC) for domestic Abuse, consisting of representatives of local police, health, Independent Domestic Violence Advisors (IDVAs) and other specialists from the statutory and voluntary sectors, where the primary focus is to safeguard the adult victim. 
Regional Safeguarding boards were created to meet the obligations of the Part 7, SSWBA 2014 (SCW 2025). The purpose of the local board is to co-ordinate local practice, ensuring effectiveness of local arrangements to safeguard and promote the wellbeing of adults at risk. The Regional purpose is to co-ordinate the strategic direction, collaboration, consistency and improvement of practice across the regions.

Working closely with the safeguarding team and discussing the ethical dilemma of balancing protection with rights and we were able to maintain a unified and proportionate, person-centred approach.
Working collaboratively with all other agencies involved ensured a positive outcome for 2 thus safeguarding her physical and mental wellbeing whilst ensuring her safety (SSWBA, 2014). And using my communication skills and personal qualities in relationship and advocacy (Seden 2011) developed what became a sustainable, professional relationship enabling me to keep in contact and remain informed of 2’s situation and potential risks and changes so that I could support her and manage any further risk of abuse.

Being able to collaborate with those involved further to carry out a person-centred and holistic approach to assessment. Making further visits to 2 in hospital I was able to reiterate the outcome of the decisions made and explain the issues around the need for a permanent nursing placement.  I was in the position where I could reassure her that she would remain close to her family, so that they could maintain their relationships. Accepting my explanations, a thorough assessment was carried out. Working in partnership with 2 and her family enabled me to maintain accountability in line with the COPP, and keep focused on the person-centred intervention rather than making decisions or assumptions based on my own values.

Theories considered were Maslow’s Hierarchy of needs. Maslow (1954) in Daniel (2013) suggests ‘people’s behaviours are motivated by hierarchy of needs’. That all individuals have a hierarchy of needs; with their basic needs having to be satisfied before they can meet their higher needs. In this situation, it was important to concentrate on 2 or 3 needs such as physiological, safety/ security, and belongingness / love needs, to ensure I was considering 2’s best interests when weighing up the costs and benefits to the options available for future care arrangements, ensuring a future placement will be able to meet 2’s needs in the least restrictive way.
I worked in Partnership with 2’s family, health and the care provider to ensure that any decision made was in 2’s best interests, whilst ensuring that 2’s dignity, rights, privacy, preference, culture and language was respected by having knowledge of The United Nations Convention Principles for Older Persons 1991, EA 2010, HRA 1998 and SSWBA 2014.

Reflecting on action I compared this situation it to loss, as 4 was finding his wife’s dementia difficult to deal with, as the person he had spent 65 years with had been taken away from him. He had been struggling to cope with the situation due to his own and his daughter’s ill health. Elizabeth Kubler-Ross (1969) developed the theory of Grief and Loss and argues that there are five stages to this process are Denial, Anger, Bargaining, Depression and Acceptance; where loss is an experience of a significant change in someone’s life they didn’t want. (Maclean 2017).

SCW 2025 explains supervision as “an accountable, two-way process, which supports, motivates and enables the development of good practice for individual care workers, resulting in improved quality of service by the organisation. Supervision was an important aspect to this case, as it allowed me to reflect on action, allowing me to discuss what had happened with my senior practitioner and being able to analysis this gave me the reassurance that the actions I had taken were protective, evidence based and proportionate, allowing me to create an action plan for the future steps in this case.  
The case enabled me to challenge myself, draw on my resilience and work collaboratively with others whilst maintaining professionalism. Under the circumstances, I felt I managed the situation well by using emotional intelligence and acting with integrity throughout.

At the time of writing this, 2 is settled within a permanent nursing home where she is happy, having all her needs met safely, and most importantly, has a much happier relationship with her family.

Word count:- 4390 words
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