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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 discuss my professional involvement with an individual, referred to as 3, in relation to adult safeguarding whilst undertaking the Consolidation Programme. This case study will critically reflect the assessments undertaken with 3 and the complexities inherent in safeguarding practice, particularly during the challenging period of transition from child to adult services. First, the essay will give an overview of the case. Secondly, it will consider the relevance of safeguarding legislation, policies and procedure, as well as human rights and mental capacity legislation to my involvement once 3 turned 18. Third, it will discuss difficulties with safeguarding during transition to adulthood. Then, it will reflect how the stages of safeguarding enquiries were enacted to protect 3 and promote his wellbeing. Furthermore, this essay will explore the interplay of legal frameworks, multi-agency collaboration, and ethical decision-making in safeguarding. Finally, the essay will conclude with a reflection on my professional development as a result of the case
.  
The Initial Context and Concerns 
3 is a young adult diagnosed with a moderate learning disability, Autism Spectrum Disorder, and Attention Deficit Hyperactivity Disorder (ADHD). He also has communication difficulties and exhibits behaviour that challenges. He requires the support of others to meet all of his care and support needs.  I started working with him at 17 1/2 as a secondary worker while he was still under the Children’s Disability Team, with the primary objective of completing an adult assessment of care and support needs. At that time, 3 resided with his mother (4) and father (5) in their privately owned home. His older sister (6) served as an advocate, despite living outside the family home, and his paternal aunt (7) was also actively involved in care and support planning. 
During a Child in Need (CIN) review I attended, the school voiced concerns regarding 3's hygiene and clothing, noting he frequently arrived in dirty or ill-fitting uniform. Unfortunately, due to caseload demands on his social worker, he was reallocated to another support worker in the Children’s Disability Team soon after this. For two months, his new support worker and I attempted to arrange a home visit to discuss transition to adult services. Access to the home was only secured through a joint unannounced visit, which exposed serious concerns about home conditions. Following consultation with the previous social worker and team manager, a formal safeguarding visit was promptly conducted the next day. This necessitated immediate safety actions, including changing soiled bedding and clearing dangerous trip hazards. An urgent family meeting was arranged to address these concerns and to develop a safety plan, would be reviewed after a month to determine the need for child protection proceedings.  
Given 3’s cognitive and communication impairments, a key consideration was his capacity to make decisions regarding his accommodation, finances, and support. His previous social worker completed a  Mental Capacity Assessment (MCA) and determined that he lacked capacity to make decisions about his care and accommodation. Consequently, I participated in a best interest meeting with his family, where it was agreed to pursue a supported living placement. Although Children’s Services continued their involvement on a Child in Need basis due to limited time remaining before 3's transition, it was clear that the safeguarding concerns would persist when 3 turned 18.  
My assessment was guided by Signs of Safety framework, which is used by the local authority. Signs of Safety is a strengths-based approach which considers three domains: strengths, complicating factors/risks, and actions (Turnell & Edwards, 1999). This resulted in identifying not only risks and concerns but also existing strengths within the family and wider support network. Despite 3’s communication difficulties, I made active efforts to include him in decision-making, utilising visual tools and consulting with the SALT to ensure my communication was accessible.  
Legal and Procedural Frameworks in Safeguarding 
The law provides the essential framework within which social workers assess risk, protect rights, and promote an individual’s wellbeing. My practice was informed by the Social Services and Well-being (Wales) Act (SSWA) 2014 and the Wales Safeguarding Procedures, Beyond Welsh-specific legislation, my practice was guided by UK and international frame works, including the Mental Capacity Act 2005, Human Rights Act 1998 and The UN Convention on the Rights of Persons with Disabilities (2006). 
The SSWA 2014 provides the legal foundation for assessing and meeting an individual’s care and support needs in Wales. 'Working Together to Safeguard People' is the statutory guidance for safeguarding issued under Part 7 of the SSWA 2014 (Welsh Government, 2019c). Additionally, the Wales Safeguarding Procedures serves as practice guidance for applying the SSWA 2014 and the statutory safeguarding guidance (Social Care Wales, 2019). These procedures provided a structured approach for responding to the safeguarding concerns. My work followed the stages of the safeguarding process: information-gathering, assessment, decision-making, intervention, and evaluation. To gain a comprehensive understanding of 3’s needs and risks, I worked closely with a variety of professionals, including speech and language therapists, community nurses, and Personal Assistants. 
The Mental Capacity Act 2005 is relevant for safeguarding adults. If an adult at risk is found to lack capacity to make decisions regarding their safety, then decisions must be made in their best interest, in line with the Mental Capacity Act 2005 Code of Practice (Department for Constitutional Affairs, 2007). Ensuring 3’s voice was heard was a priority. Despite his lack of capacity for certain decisions, his views were not irrelevant. I upheld the principles of empowerment and inclusion, working closely with SALT to create an accessible way for him to share preferences using visuals, simplified choices, and repetition. I learned that small changes in my communication could improve his engagement. 
The Human Rights Act 1998 (HRA) incorporated the European Convention of Human rights human rights in the UK. The Human Rights Act 1998 particularly Article 8 (the right to respect for private and family life), guided decisions on how to ethically balance 3’s safety with the maintenance of his family relationships, which became particularly salient when family dynamics conflicted with professional judgment about his best interests. 
 My legal knowledge was vital for identifying 3 as an 'adult at risk', initiating formal safeguarding enquiries, and engaging in best interests decision-making under the Mental Capacity Act 2005. The law also underpinned my duty to consider the needs of 3’s carers and ensure that any intervention was both proportionate and necessary. 
Transitional safeguarding 
It is becoming increasingly recognised that the binary process of safeguarding children and adults results in challenges with safeguarding adolescents at risk of harm as they enter adulthood (Holmes, 2018). These difficulties include: markedly different systems and legal frameworks for safeguarding children and adults;  significantly different criteria for intervention and response to safeguarding concerns; the recognition that harm (and its effects) do not stop or suddenly change on one’s 18th birthday; structural and environmental factors that contribute to a risk of harm to a child continue into adulthood (Department for Health and Social Care, 2021, p. 4); provision of services based strictly on being  age (under 18/over 18).  
‘Transitional safeguarding’ is a developmental approach to safeguarding adolescents ‘which considers distinct developmental needs and strengths of this life stage and creating services and pathways that reflect the individualised nature of transition to adulthood’ (Department for Health and Social Care, 2021, p. 21). It aims to address current difficulties in transition by creating a more fluid and holistic process of safeguarding during transition.   
Although the Department of Health and Social Care has produced a briefing on transitional safeguarding for adult social workers in England, no similar guide could be found relating to individuals in Wales (2021). In fact, there is no mention of ‘transition’ in the statutory guidance for safeguarding children or adults (Welsh Government, 2019b; Welsh Government, 2019c). The only mention of transition in the Wales Safeguarding Procedures is ‘transitions, life changes’, listed under information that should be included in a child’s chronology (Care Inspectorate 2017 p.6, cited in Welsh Government, 2019a). The only guidance available to professionals which could be found was in the SSWA 2014 Code of Practice for assessing needs which states that ‘the transition from child to adult constitutes a significant change in circumstances and so creates a right to a re-assessment of needs’ (Social Care Wales, 2019, p. 7). It is, therefore, unsurprising that there is no policy or guidance from Regional Safeguarding Board X.  
The significant gap between the issues that have been identified in research and the policies and practice within Wales were directly relevant to my involvement with 3.  
Children’s Services did little to offer any support to the family, yet there was nothing adult safeguarding could do. They would not even provide advice until he turned 18.  This lack of a transitional safeguarding policy meant the intervention relied on a statutory re-assessment of needs upon transition, rather than a system designed to proactively mitigate the well-recognized risks of moving between markedly different legal and procedural framework. This created additional complexity and potential vulnerability for 3, necessitating sustained planning and multi-agency coordination over many months to bridge the system's gap. 
The issue of transition from children to adult health services has been addressed by Welsh Government. The guidance emphasises the importance of early preparation and planning, as well as continuity of care (Welsh Government, 2022b) Joint working should begin at 16, with acceptance onto adult waiting lists and a clear pathway for care.  In practice, at least locally, the situation was different. I referred 3 to the adult learning disability health team for psychology, psychiatry, speech and language therapy, and occupational therapy input. However, the referrals were rejected as he was not 18. Without access to specialist input and assessments, I could not fully consider his care and support needs and address all potential safeguarding issues as effectively. The lack of health input for 3 hindered the safeguarding process.  
 
Safeguarding  
The information gathering stage of safeguarding is important for responding to a report of an adult at risk of abuse or neglect. At this stage, a report taker needs to have enough information to: know what the concerns are and how they have arisen; understand why the adult meets the definition of an adult at risk (SSWA 2014, s.126), establish if immediate action is required to protect the adult; establish if the individual has care and support needs; check if consent has been obtained; and consider the individual’s mental capacity.  
As part of this process, I reviewed historic and recent Children’s Services involvement, considered allegations made by his sister and aunt, obtained information from the school, respite, and other agencies, and looked at the strengths and complicating factors in the home.  
In preparation for when 3 turned 18, I gathered information to establish what risks there were. Disabled children are three to four times more likely to experience abuse or neglect than non-disabled children; children with learning disabilities, communication difficulties and/or behavioural difficulties are most at risk (Hernon et al., 2013). Neglect and hoarding were consistently raised as concerns by children’s services. Child protection proceedings were considered on at least three occasions but did not progress. A year before my direct involvement, 3's father (5) suffered a stroke and was unable to be discharged from rehabilitation until the home environment was safe, a significant event that further highlighted ongoing concerns about the family’s capacity to provide adequate care.  
 The most insightful sources of information were 3’s sister, 6, and aunt, 7. 6 disclosed her own experience of neglect as a child. Both raised concerns with me based off what they had observed and provided vital insights into the family’s situation. However, I was cautious about how their perspectives could have been shaped by past frustrations and existing family conflict. Throughout the process, I remained aware of the risk of confirmation bias and checked my assumptions with colleagues in supervision.  
There were multiple indicators of neglect that I identified during my involvement (Social Care Wales, 2019). The first was failure to provide personal care: 3 requires prompting to complete personal care. As he frequently went to school dirty and bathed at respite, this indicated that parents were failing to provide correct support with bathing at home. The second was failure to adhere to medication guidelines: 3 needs others to administer medication for him. His medication was often sent to respite as loose tablets or in the wrong packaging, which meant staff were unable to administer it. There was an excessive amount of medication accumulating at home, many of which had gone out, indicating that he was missing doses at home as well. The third was failure to provide clothes: School reported that he often wore uniforms that were dirty or too small and his shoes were worn through the sole. The fourth was failure to provide safe shelter: This was evidenced by hoarding, ducks being kept in the living room which resulted in faeces on the floor and a serious risk of disease, unhygienic kitchen, improper storage of cleaning supplies, and dirty bedding and bedroom. Due to the state of his room, 3 had become accustomed to sleeping on the landing outside his room. The fifth was failure to provide stimulation: 6 and 7 reported he was often left upstairs alone to use his iPad with limited interaction with parents. The sixth indicator was inconsistent and reluctant contact with medical and social care organisations: 3’s parents had poor engagement with health services and often downplayed the extent of his challenging behaviour.  I had enough evidence to determine that there was reasonable cause to suspect 3 was at risk. Therefore, a S.126 enquiry was initiated (SSWA 2014).  
There are three possible outcomes of a Section 126 enquiry. Immediate Protection; the adult is not at risk but may have care and support needs; or adult at risk and action to protect needed (Welsh Government, 2019a). The case met the threshold for the third determination; while immediate safeguarding action was not required, longer-term action was necessary to protect 3. Given the concerns about neglect and hoarding, a preventative adult safeguarding plan was developed before 3’s 18th birthday, drawing from Children’s Services' safety plan, in the hope of stabilising the situation. This plan included wider family members regularly visiting, supporting the maintenance of a good standard of living, and informing me of the home conditions, alongside the provision direct payments for a PA to actively reduce the risk of breakdown. 
The initial evaluation was designed to establish the level of risk to 3, the extent of parental and wider family involvement, the influence of 3’s disabilities, as well as the impact of 4’s mental health and 5’s physical health. I carefully considered 3’s circumstances, his desired outcomes, existing barriers, risks, strengths, and capabilities during the assessment. 
On 3's 18th birthday, I contacted the Local Authority’s Adult Safeguarding Team for a strategy discussion. I presented the full context of the case, the interim safety plan, and the plan to transition him to supported accommodation. The safeguarding team was satisfied that 3 was an ‘adult at risk’ and the risks could be adequately mitigated by the plan and ongoing involvement. As there was limited involvement from health professionals at the time, a Multi-Disciplinary Team (MDT) approach was required to gather further information about his needs to support the longer-term interventions. Consequently, the local authority had a duty to meet his care and support needs (SSWA 2014, S.54(1)). To promote 3’s safety and wellbeing while he remained at home, direct payments were arranged for a PA to support him in accessing the community, as his parents struggled with this due partly to his challenging behaviour and their own difficulties. 
The care and support protection plan was regularly reviewed as further assessments were conducted and new information emerged. A significant challenge was the delayed move to supported living. What initially seemed a short-term issue related to fire safety evolved into a delay spanning many months, creating immense confusion and exhaustion for the family. While home conditions gradually improved with ongoing monitoring, 3’s behaviour remained challenging, and the other concerns were still present.  Additional support was implemented to maintain stability while the transition was underway. The situation became more difficult when 5 was diagnosed with cancer a few months later. As the transition had stalled, my confidence in the provider’s ability to move 3 within a safe timeframe diminished. A new best interests meeting was convened, and the family agreed for 3 to move to the local authority’s learning disability temporary accommodation.  

Multi-Agency Working  
This case illustrated the importance of multi-agency working in safeguarding adults with disabilities. Effective collaboration was essential due to the overlapping needs: learning disability, mental capacity concerns, environmental risks, and challenging family dynamics. A wide range of professionals and agencies were involved. The learning disability nurse completed a 13-point risk assessment to inform strategies for managing his behaviour. The Speech and Language Therapist completed a communication assessment, which helped provide a better understanding of 3’s communication style and capacity. His school shared concerns and information on his needs, abilities, and presentation. The local authority’s legal team provided advice on applying to the Court of Protection. The Mental Capacity Consultant provided advice on assessing capacity for care and finances in an inclusive way. The Safeguarding Team provided guidance during the threshold decision-making process and contributed to joint planning. The RSPCA unexpectedly became involved due to animal welfare concerns when ducks were found to be kept inside the house. 
In my view, the education provider missed key safeguarding cues. I found myself challenging their poor information sharing and encouraging better adherence to safeguarding protocols, concerns which I shared with my manager in supervision. This experience underscored the importance of being a persistent advocate, especially when other agencies lack clarity or fail to act. A lack of involvement from psychiatry and psychology hindered effective medication management and understanding the psychological impact of family issues on 3.  
Recently, new safeguarding concerns were raised by the learning disability nurse following a disclosure from 3’s aunt that 4 had given him CBD gummies to calm him on days she had forgotten his prescription medication. Adult at risk forms were submitted to both the local authority and the health board, with an action for the nurse to complete a medication mental capacity assessment. This further highlighted the need for collaboration, as joint working with myself supported her to have a person-centred approach that considered his communication needs.  
Ethical Dilemmas and Power Dynamics 
A significant ethical dilemma was balancing the decision to keep 3 at home while preparing for a supported living placement. Although the environment had improved following safety planning, concerns about ongoing risks remained. However, removing him could have caused further distress and a loss of trust for both him and his parents. Through supervision, I reflected on the balance between risk and the right to family life, choosing to monitor the situation closely while proactively continuing transition work. When the move continued to be delayed and his father's health deteriorated, the subsequent best interest decision was framed around preventing further distress to 3 and enabling 5 to focus on his treatment, making the parents more agreeable to the temporary accommodation move.  
Power dynamics were a consistent undercurrent. In hindsight, I reflected on how the situation was influenced by the power used by the Children’s Services, specifically their use of the potential for removal to prompt urgent action. While this strategy secured immediate improvements, it impacted on my relationship with 3’s parents and influenced the pace at which I acted.  As the statutory social worker, I held authority, but I was conscious of how this could be perceived as coercive given how children’s services responded. I struggled to be both compassionate and assertive out of fear of the family disengaging. I now recognise the value of planning for longer-term transitions earlier; had I fully anticipated the likely delays in supported living, I would have considered an earlier move to temporary accommodation. This case reinforced that safeguarding adults with disabilities requires thinking beyond the immediate risk and acting in anticipation of future vulnerabilities. 
Managing the safeguarding concerns required me to adopt a leadership role, particularly when professionals hesitated or when family members disagreed. For instance, I led the convening of a best interests meeting when an informal consensus could not be reached. The case raised ongoing ethical tensions between promoting autonomy and ensuring safety, and between advocating for 3 and navigating family conflict. 
Systems Thinking 
From the outset, I applied systems theory to understand the interconnected nature of 3’s family, support network, and services (Walker, 2012. His behaviours and vulnerabilities were shaped by the home dynamics, the history of neglect and hoarding, relationships with professionals, and systemic factors like service transitions. By mapping these connections, I understood the ripple effects of actions, such as how delays in resolving fire safety directly impacted his anxiety and challenging behaviour. Considering that 3’s mother, who is English, had no local family support helped contextualize the impact of her caring responsibilities on her mental health and ability to maintain relationships. The direct payments for a personal assistant were also used to support her ability to see her own family. 
Transitions are one point in the family lifecycle where challenges can arise. In 3’s case, there were several transitions which contributed to the difficulties. This included: 4 taking on more caring responsibilities after 5’s stroke; the transition from children to adult service, which, as explained earlier, is particularly difficult when safeguarding is required; and the transition from parent’s being responsible for decisions to the local authority making best interest decisions with their input.  
Conclusion  
The most important thing I learned from this case is that effective adult safeguarding is not exclusively (or primarily) about urgent intervention. In 3’s case, it required sustained planning, careful negotiation, and multi-agency coordination over many months. The experience strengthened my ability to balance protection with empowerment and deepened my understanding of how to apply the SSWA 2014, Mental Capacity Act 2005, and safeguarding procedures in practice. My assessment analysis improved as I learned to triangulate evidence from different sources to build a more accurate, holistic understanding. I also developed better skills in using the Signs of Safety framework, particularly in balancing what was working well against identified concerns. 
Reflecting on this safeguarding case has reinforced the importance of a person-centred, legally grounded, and collaborative approach. Supporting 3 through his transition and navigating his family dynamics required sustained involvement, critical thinking, and a commitment to upholding his rights, even when this meant challenging his parents. Knowing that 3 was in a safe environment where his care and support needs were met in temporary accommodation, I began to critically question whether the initially identified supported living placement remained the best option. I considered: wider safeguarding issues raised by colleagues regarding the provider’s other houses; new information on 3’s compatibility based on his engagement with others in the temporary accommodation; and the level of restrictions in the proposed placement. Following further discussion in supervision, I decided that the identified placement was not in his best interest, and that an alternative, more suitable placement should be actively sought.  
I’ve learned that effective safeguarding often requires building trust, working across agencies, and carefully planning for long-term outcomes, rather than just immediate action. The experience strengthened my ability to balance protection with empowerment and deepened my understanding of legislative frameworks in practice. 
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