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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).

Person 3 is white-British, early 20’s aged male, in an averagely-densely populated built-up area. 3 has lives in Wales since birth. 2021 Consensus reveals that around a quarter of people living in this area were born in Wales ‌(Welsh Government 2022).. Census reports that less than only a tenth of the community in this area are Welsh speaking, leaving mainly English speaking residency in this area, 3’s preferred language. 3 has a Learning Disability diagnosis, alongside Autism, which impacts his intellectual, and cognitive abilities, further impacting his independent daily-living skills, 3 does not have Mental Capacity. As a result of the described, 3 lives in supported-living project to enhance his independence and encourage his involvement in daily-living and social life. 3 lives with 4 who is another young male living in the shared project.
The Social Services and Well-being Act (2014) in Wales defines an adult at risk under Section 126 as someone who is experiencing or at risk of abuse, neglect, or exploitation and is unable to protect themselves from harm or exploitation. Legislation aims to safeguard vulnerable adults by identifying those who may be at risk due to their circumstances or conditions. By clearly outlining criteria for determining adults at risk, the Act provides a framework to social services to intervene and provide necessary support and protection to ensure the well-being and safety of the individual (Welsh Assembly Government 2014).
In Europe, the concept of adults at risk is similar to the United States government’s definition of vulnerable adults, typically identifying that, individuals over the age of 18, at risk of harm, abuse or exploitation due to factors including age, disability or illness (Tidy 2016). Both regions have laws and regulations that aim to protect vulnerable individuals, through the EU Charter of Fundamental Rights, and European Convention on Human Rights safeguarding frameworks (Bergeron 2016). The US laws such as the Adult Protective Service Act and Elder Justice Act establish guidelines that, similar to the SSWBA, have guidance for identifying, reporting, and addressing neglect and abuse of vulnerable adults to ensure protection and well-being (National Centre on Elder Abuse 2024)
Prior to the safeguarding report, I was newly allocated social worker to 3. 3’s annual review was due and so I visited the supported living project. I witnessed staff members making full use of the living area, using the individual’s property kitchen table as a working space. This did cause concern for me however it was ‘normal’ practice for them, the property does not have an additional working area for them to retreat to. Leading up to the safeguarding, social worker (5) of individual 4 and I began to complete joint visits due to the level of incident reports we were receiving. I felt this was the best way to progress to provide further insight of the project as a whole rather than in part.
3 and 4 would present very well during the visits, happy and forthcoming towards me. To gain further insight, 5 and I began unannounced home visits. During this course of action, there were occasions where I found staff members not in their 1-1 allocations with 3 and 4, in their own space in the kitchen, with headphones in or on their mobile devices. I was worried about this when I went back to my work area and informed my line-manager. I believed this behaviour from the staff posed significant risk of triggers, resulting in negative behaviours and incident reports.
During an unannounced visit, I observed razor blades left out on the sink in the bathroom unit, presenting a significant risk as 3 could easily access them. This situation directly contradicted the existing risk assessment, which clearly stated that manual razor blades should not be used and that only an electronic razor should be employed, securely locked away after use in the bathroom cupboard. This oversight not only highlights a potential neglectful practice, but also raises concerns about the adequacy of staff adherence to established safety protocols, especially considering 3’s history of placing razor blades in his mouth.
Following the visit, 3’s mum informed me regarding staff member (6) making inappropriate statements such as “you cannot be on your own with 3.” This denied mum and 3 their privacy during visits, but also contradicted 3’s care plan, which allowed for independent visits. This was categorised as, potential psychological abuse, as 6 undermined mum’s autonomy with 3. This incident underscored the importance of integrating analysis into assessment as it required me to recognise the immediate risk and understand the broader implications of my actions and decisions to follow. Collaborative working was essential to ensure all staff members aligned in their understanding of the risk assessments and the protocol’s in place, staff were informed and prompted to remove the razors before the visit concluded.
Mum highlights a significant issue regarding the capacity of 3 to recognise and respond to troubling staff behaviours. The derogatory remarks made by 6 not only undermine the dignity of both mum and 3, but also raised serious questions about the quality of care provided. The mocking of 3’s dietary needs particularly in reference to fast-food meals contradict his specific diet plan, indicating potential denial of dietary requirements. The behaviour can be viewed as both discriminative and physically abusive, as it disregards 3’s health and well-being, ultimately jeopardizing his best interests. Addressing these concerns was crucial to ensuring a safe and respectful environment for 3’s care. Professional judgement is critical in increasingly complex situation like this.
To analyse my role in assessing and making a professional judgement, it was important to ensure, I dynamically assessed risk and make informed decisions to prioritise decisions to prioritise 3’s well-being, while adhering to established guidelines. This integration of analysis and collaboration is vital for me to create a safe environment, ensuring that 3 receives the appropriate care and support in the interim.
Gaining consent from mum of 3, to share safeguarding concerns in an official report was crucial to following the legal and ethical guidelines outlined in the UK legislation, especially when considering the implications of the Equality Act (2010). I informed mum that the process involves clearly explaining the reasons for sharing the information, the potential outcomes of the report, and how it aligns with the safeguarding and anti-discrimination principles.
The Wales Safeguarding Procedures (2023) are vital to ensure the safety of adults at risk across all agencies. By implementing statutory safeguarding measures, and adhering to the Working Together to Safeguard People Policy, professionals in Wales collaborate to protect those at risk of harm and abuse. The Safeguarding Procedures emphasises a unified approach that effectively responds to safeguarding concerns and promote individual well-being. I detailed the concerns in a Safeguarding Report, informing management and safeguarding lead.
An Adult at Risk Initial Strategy Meeting was held that afternoon following receipt of the report. A multi-disciplinary team (MDT) meeting was completed. I went on to identify aspects of neglectful practice, due to razor-blades being left out; and use of wrong razor blades. Staff not following care and support plans or risk plans. I felt Psychological Abuse was present, as staff were derogatory towards two young males living in supported-living who did not retain capacity to understand bad behaviour towards them, this triggering outbursts in their behaviours, such as smashing mirrors and lashing out. Various ‘incident forms’ were submitted to myself and 5 stating worsening behaviours from 3 and 4. Further risk later identified was failure by staff to Whistle Blow, and poor Cultural Environment.
It is essential to have access to up-to-date information and resources for social work practice, especially where concerns of adult at risk are present (Social Care Institute for Excellence (2019). I make use of the mobile app for Wales Safeguarding Practice for personal use and website for work use, which is beneficial to be informed and fulfil my roles and responsibilities outlined in Section 126 of the Social Services and Well-being Act 2014, in Wales.
Breaking down sections of the Safeguarding Wales app, I was able to relate safeguarding adults at risk in the MDT. Meeting with the providers revealed that staff exhibiting derogatory behaviours had submitted his notice to leave two years ago but never followed through. This raised questions about his current situation and the dynamics at play. The providers expressed uncertainty as to why the razor blades were left out, noting that they were typically secured.
This situation highlighted significant power imbalances and the importance of professional judgement. Staff’s attempt to ‘banter,’ while perhaps intended to build rapport, demonstrated lack of awareness regarding the sensitives involved in the dynamics. Professional judgement is crucial to navigate these delicate interactions. Care providers were supported to be attuned to the emotional and psychological needs of both 3 and mum, ensuring their approaches remained respectful and supportive rather than dismissive or trivialising. Recognising these power dynamics and addressing them appropriately was essential to fostering a more positive and collaborative environment.
Section 128 of the safeguarding app highlights important details that relate to specific 1procedures and guidelines to safeguard vulnerable adults. S128 provides guidance on identifying, assessing and responding to the situation of adult at risk of harm or abuse. I was able to gain insight through background reading of the safeguarding app important for next steps (Wales Safeguarding Procedures 2024).
Following the strategy meeting, a comprehensive safeguarding plan was formulated. The General Data Protection Regulations (2018) framework forms legalities for information sharing, emphasising confidentiality and safeguarding personal data. I emphasised the importance of management providing a thorough analysis of incident reports. To address immediate concerns, 6 was temporarily suspended whilst their actions investigated. Long-term plan involved retendering the service to allow a new agency to take over. I established a protocol for regularly revisiting documented plans to ensure that adjustments were made promptly and accordingly.
I managed to analyse and assess the outcomes of the meeting with depth focusing on the short-term plan to include collaborative coordination among provider management and staff. It was crucial for everyone to familiarise themselves with all care and support plans, especially the risk assessment concerning razor blades. Risk assessments needed to be updated to reflect the current circumstances, as they are essential tools for managing and mitigating potential risks, a point that I reinforced to the agency.
The Mental Capacity Act 2005 states that an individual must be assumed to have capacity until otherwise determined. However, due to 3’s disabilities, it is pursuant to Section 15 of the Mental Capacity Act that 3 lack’s capacity to make decisions regarding residence, and towards care and treatment, and towards tenancy agreements. When safeguarding an individual without capacity, who is vulnerable, is it vital to follow procedures outlined in the Safeguarding Wales guidelines. Safeguarding Boards and relevant partners have responsibility to ensure sharing exchange and joint working on matters of mutual concerns for individuals lacking capacity.
The Act emphasizes supporting the decision-making process for individuals in need, aiming to implement the least restrictive options in their best interest. The use of Deprivation of Liberty Safeguards (DOLS) plays a crucial role in this process. 3 has a DOLS in place regarding his residency and safety. DOLS are designed to safeguard individuals who lack capacity to consent to care and treatment, and that may be deprived of their liberty in a care setting.
By employing these safeguards as 3’s social worker, ensure that restrictions on 3’s freedom are necessary, proportionate, and made with the individual’s welfare as top priority. This DOLS was implemented prior to 3’s allocation to me, however the protection and autonomy is a fundamental in safeguarding vulnerable individuals within the Welsh social care system.
The Equality Act (2010) in UK legislation plays a significant role in safeguarding by addressing discrimination and ensuring practitioners uphold their responsibility and duty in social care practice. This act prohibits discrimination based on protected characteristics; such as, age, disability, gender, race, religion and sex or sexual orientation. Practitioners adhere to the principles and treat individuals fairly and without prejudice.
Upholding these responsibilities, I have been able to identify a safeguarding concern of culture environment problems. In doing so, I have been able to create a safe environment which is inclusive for the individuals living in supported living through safeguarding and whistle blowing (Ann Craft Trust 2024).
This aligns with the Code of Professional Practice for social care workers; emphasizing, the importance of promoting equality, respecting diversity, and safeguarding individual rights. By adhering to these principles into daily practice, the collaborative team and I have been able to ensure that the individuals in supported living receive equitable and respectful care and support that not only meets their personal living needs, but social needs too (Code of Professional Practice, Social Care Wales 2017).
An Active Behaviour Plan (ABP) is a structured strategy designed to address and manage challenging behaviours effectively. When employing the new care agency in the retendering process; it was essential to ensure the agency had wealth of experience with challenging behaviours and identified how they would address them. I highlighted in the retendering process to the MDT the importance of staff having the ability to identify triggers, implement proactive interventions and use positive reinforcement techniques to encourage desired behaviours and understanding of behaviours.
Collaborative working with other professionals went well as I was able to apply active listening and effective communication through regular Multi-Disciplinary Meetings. Co-working, it was essential for me to highlight the importance the agency creating personalised plans tailored to 3 and 4. This plan allows for 3 and professionals supporting them to develop coping mechanisms, enhance understanding and communication where possible, and promote positive behavioural changes.
The ABP has since been implemented and following the retendering agencies start date, there has been a wealth of evidence demonstrating significant cultural environmental change in the home, which in turn has provided a wealth of evidence demonstrating behavioural change for the individuals living there. The ABP continue to provide a proactive and supportive approach to 3, which addresses any presenting challenging behaviours, but also underlying understands where the behaviours may come from; although, these behaviours are no longer presenting. The approach fosters a safe and nurturing environment for 3.
Social work practice worldwide varies significantly in terms of safeguarding procedures, reflecting cultural, legal and systemic differences. The Care Act (2014) is specific to England, focusing on promoting well-being and safeguarding individuals. Safeguarding in England is heavily influence by the Act, emphasising the importance of inter-agency collaboration, ensuring that all relevant agencies work together to protect those at risk. In contrast, in countries like Sweden, social work is characterised by a strong welfare state model, where safeguarding procedures are integrated into a broader social support system that prioritises prevention and early intervention (‌Regeringskansliet 2023).
Whilst both countries aim to protect the individuals at risk, the UK’s approach often involves more reactive measures, whereas Sweden’s system promotes proactive safeguarding through comprehensive social services that engage families before crisis arise. This comparison highlights the need for ongoing evaluation and adaptation of safeguarding practices to better serve diverse communities globally.
The Well-being of Future Generations Act (2015) legislation in the UK ensures the sustainability of development of future generations. The Act outlines five key ways to promote well-being of future generations; including, Prevention of harm, using pro-active measures to prevent harm to future generations, Integration of Policies, ensuring policies and decisions consider long-term impacts, Involvement, of future generations in decision-making processes that affect them, Collaboration, between different sectors and generations to promote well-being, and Long-term view, adopting long-term perspectives in planning and decision-making to safeguard the interests of future generations.
In the UK, The Active Offer, specifically in Welsh language context, refers to the proactive provision of services in Welsh to ensure individuals have the opportunity to use the language in various settings and to promote their voice, choice and control. The offer is used to protect the Welsh language, recognising that it is an important part of Wales’ cultural heritage and identity (Welsh Government 2015). The Offer guides providers by fostering inclusivity and meeting the needs of Welsh speakers; by, enhancing accessibility to services and promoting equality. The Offer ensures that individuals have access to services in their preferred language, and facilitates effective communication within their community and home.
The More Than Just Words framework in Wales aims to support organisations in implementing the Welsh Language Standards effectively (Public Health Wales 2023). The framework provides guidance on how to embed Welsh language into the organisations culture, policies and practices, and goes beyond compliance, to promoting the language. This offers the local authority to create a more inclusive environment and contributes to the preservation of the Welsh language.

The Welsh Language Measure (2011) legislation in Wales, aims to facilitate the use of Welsh language. The legislation establishes a legal framework that facilitates the use of Welsh in the public sector, ensuring that Welsh speakers can access information in their chosen language. The measure places obligation on providers to comply with the Welsh Language Standards that further supports Welsh speakers to use their chosen language in context.
Involving mum in the safeguarding process allowed for better development of relationship. Mum wanted to ensure the safety of 3, by protecting him through advocating concerns which were effectively listened to and acted upon, with consent. Mum was able to appreciate genuine concerns and reasons for a retendering process to take place. Research suggests that good relationships with individuals and their primary family, leads to good social work practice (Kennedy 2019). Whilst it is known that relationship-based practice has become an influential theory for creation of therapeutic change in long-term work; however, the concept of the relationship in itself obtaining a limitation is illuminated. Values from this approach provided a view of empathy, genuineness and personal growth to myself during this practice.
Systems theory approach views individuals as part of interconnected systems; such as families, communities and institutions (Bouchrika 2023). It was important to evaluate the case-study through this therapy to recognise how 3 was impacted and influenced by various factors within his supported living accommodation. Applying this theory involved wealth of understanding of how different elements of interactions from providers impacted on 3 and his behaviours which were progressively worsening.
Systems theory allowed me to assess the situation holistically and consider the broader context in which 3 operates, alongside 4, and daily staffing surrounding him. Assessing the risk was crucial to comprehensively consider 3 alongside their relationships within the environment to ensure effective protect and support moving forward. This was significant to inform intervention. Collaboratively working with mum was essential throughout the safeguarding process, to visit together and risk assess together through the lenses of systems theory, we improved the functioning system of support around 3 and 4.
Attachment Theory was also applied throughout practice. This psychological framework focuses on the importance of early relationships, particularly the bond between a child and their primary caregiver. It suggests that early attachments significantly impact on the individual’s emotional development and relationships throughout their life. Using this informed my intervention and allowed for a deep understanding of dimensions of 3 and mum’s relationship.
This theory aided my understanding of the complexities 3 and mum endured in their ever-growing relationship. It demonstrated the complexities of 3 in his complex disability, in turn offering a wealth of understanding to mum’s, who later received a neurological diagnosis. The quality of learning these early attachments between 3 and mum were essential to understanding their relationship. Attachment theory illuminates that early attachments can shape a person’s ability to form relationships, regulate emotions and cope with stress.
Understanding attachment theory is vital in social work to be able to grasp client’s behaviours, emotions and interpersonal dynamics. The two identified theories helped in different ways, one which helped to inform intervention and a one to help explain the situation (Davis et al., 2015). Using attachment theory guided my intervention and promoted healthy attachment patterns and emotional well-being to both 3 and mum following the safeguarding process.
Professional ethics were a vital consideration in this case study; as well as, throughout all practice. The British Association of Social Workers set out the Code of Ethics (2021) of which the profession should be based. All qualified social workers are expected to adhere to the code. The code is based on three core values; respect for persons, professional integrity, and professional competence. These values underpin the main principles of social work ethics, such as promoting social justice, upholding human rights, and maintaining confidentiality. One of the main principles dominant throughout practice was collaborative working with safeguarding MDT to ensure the outcomes were in the best interest of 3. This also allowed for a holistic view of the circumstances.
Following the code of ethics, I was able to be better informed throughout practice, through understanding of clear guidelines on ethical conduct, ensuring accountability and promoting good practice. It encourages social workers to take responsibility for their own learning and understanding by continuously reflecting on practice and seeking professional development opportunities. This enhanced my professional judgement in complex situations due to continuously ensuring a maintenance of 3’s Care and Support Plans and Risk assessments.
Respecting boundaries, obtaining consent and maintaining confidentiality are crucial aspects outlined in the code of ethics to protect the well-being and rights of individuals. By developing a relationship with mum, and continuously assessing the risk, I was able to work within the boundaries of consent for 3. In this safeguarding case-study, the code of ethics played a vital role of setting ethical standards to guide my practice in professional decision-making, ensuring interventions were carried out ethically, and working collaboratively, and in the best interests of the individuals concerned.
Ethical practice from the COPP was implemented into this case-study and all other practice with individuals. Developing professional relationships and sharing information accordingly enhanced my skills of professional development, professional judgement and risk assessing through frequent discussions, additional communications with the safeguarding team for advice gaining and guidance from the safeguarding app.
Reflection in social work is crucial to ethical practice as it allows for practitioners to critically evaluate their actions, decisions, and interactions. By reflecting on my practice I identified ethical dilemmas, explored different perspectives and enhanced my self-awareness. This reflective practice throughout assisted me in improved ethical decision-making, and improved outcome for 3. Peer supervision and individual supervision with my line manager were essential forums that provided support and guidance. These forums offered opportunities to discuss challenging situations and grey areas in practice; which allowed space for feedback and insight gain to ensure my intervention aligned with ethical standards and best practices.
I reflect that writing about individuals in social work can be challenging due to the need to maintain confidentiality; however, I felt particularly conscious of the need to accurately represent 3’s experiences and circumstances. Through being mindful in practice, I was able to cultivate emotional intelligence and recognise my sensitivity towards the situation which I found an invaluable aspect of my practice. This approach allows me to work empathetically, and communicate through the ability to connect compassionately and in a respectful manner to individuals; ultimately, improving their quality of care and support.
Siobhan Maclean’s Weather Model (2016) was helpful for reflecting on my practice. The model breaks down reflection into four stages, ‘sunshine’ (what went well), ‘rain’ (what did not go well), ‘lightening’ (what was surprising), and ‘fog’ (what was unclear). 
Sunshine, I found that things went well when I gained clear understanding before intervening using theories to make sense of the situation; helping me to clarify grey areas such as where mum’s anxieties arose from using attachment theory assisted my views on a deeper level.
Rain, I felt I struggled with uncertainty with the fact that, despite the retendering process taking place, worrying that the supported living project might still be at risk and behaviours likely to become challenging through the process. Luckily, the new agency had a wealth of background experience and expertise in this area of working with adults. The new agency acted fact to problem-solve and make necessary changes.
Thunder, it surprised me how quickly everything unfolded. It made me realise the power of my professional judgement in protecting vulnerable individuals by voicing concerns. This was my first time inputting a safeguarding report and due to my wealth of understanding and knowledge from training I was able to act accordingly. I was surprised at how quick and promptly the enquiries were undertaken and how we were able to determine a conclusion in such a short space of time.
Fog, it was unclear why the initial providers were not transparent to begin with. There was a significant amount of ‘problem blaming’ to begin with initially from the provider, pointing fingers at parents causing problems. It felt very unclear to me why the relationship with provider and parents was so broken.
My professional judgement in this situation became an invaluable aspect of my role to effectively understand the situation from each angle, and to interpret as best as I could. I was unclear why the providers were not cooperative with sharing diet plans and not clear about how they were meeting individual’s needs; and, they would often make excuses, instead of taking responsibility for their actions or answering accordingly to questions. Prioritising 3’s needs consistently was a primary priority in their duty; and I found myself puzzled why staff were not following the processes and plans accordingly. 
In relation to my professional judgement, 3’s mum worked with me and was very open and honest with myself and my line-manager. Mum was able to support us to fully understand the safeguarding concerns and individual personal risks to 3’s safety, therefore we were able to successfully address the problem without other intervention such as police involvement. I strengthened my professional judgement through development of confidence in individual and peer supervision sessions during the working day.
In conclusion, the policies, procedures and frameworks discussed in this essay have been put into practice in the case study and will be consistently applied in future scenarios. This case study has significantly enhanced my skills and knowledge, contributing to my ongoing professional growth in safeguarding. Through incorporation of values, ethics, theories and models into my work, I aim to improve my approach to safeguarding cases as I gain more experience. Reflecting on this experience, especially in recognising signs and indications of abuse, has been crucial for my learning and readiness for future safeguarding challenges.
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