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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. 

This case study is based on an assessment of an adult in hospital who was deemed to lack capacity. The individual (1) was nursed in bed but expressed a wish to return home. Safeguarding concerns were raised in relation to the partner (2), as well as hazardous environmental conditions within the home. This complex case involved safeguarding issues, multidisciplinary and carer collaboration, cultural and ethical challenges, and the application of Welsh, UK, and EU legislative frameworks. This critical reflection will provide an example of how social work theories, analysis, and professional judgement were applied in practice, whereby multi-dimensional challenges presented relating to safeguarding. This case challenged me both personally and professionally, requiring me to navigate complex circumstances and safeguarding concerns, manage conflict, and reflect on my own values and response.

At the outset of the assessment process, I offered the ‘Active Offer’ to both 1 and 2, in line with the Welsh Language (Wales) Measure 2011 and More than Just Words framework. This helps to create a culture of responsibility with professionals to ensure language rights are upheld, and that all communication remained inclusive and culturally sensitive, enabling individuals and their carer to express their wishes and needs in their preferred language (Welsh Government, 2015; Social Care Wales (SCW), 2017, 1.1, 1.4, 2.3). 1 expressed a preference to converse in English; however, their responses raised concerns about their awareness of their situation and their mental capacity; medical professionals also confirmed evident confusion within their interactions. 

In Wales, the Mental Capacity Act 2005 (MCA 2005) applies as part of UK legislation. It establishes a legal framework for decision-making on behalf of individuals aged 16 and over who are assessed as lacking the capacity to make specific decisions independently. In line with Principle 1 of the Act, which presumes capacity, a mental capacity assessment must be completed when there is evidence to question an individual's ability to make a particular decision. These assessments are decision specific. In this case, my role was to assess 1’s capacity to make decisions about their care and support needs in preparation for discharge (SCW), 2011, SCDSW3). The assessment confirmed that 1 lacked capacity, and a Best Interests decision was required to ensure their safety and protection (SCW, 2017, 4.1, 4.2). Where individuals have capacity, safeguarding intervention requires their consent and must carefully balance the duty to protect with the promotion of autonomy. This includes recognising their right to make unwise decisions, while ensuring that any risks are clearly communicated.

As there was no Power of Attorney in place, the responsibility for making this decision rested with the Local Authority. In accordance with Principle 4 of the Act, the decision considered 1’s known wishes and feelings and determined that returning home was appropriate. This also upheld Principle 5, which requires that any intervention be the least restrictive option. Supporting 1 to remain in their familiar home environment was considered the least restrictive option, provided that identified risks could be sufficiently mitigated. This included implementing a full package of care and providing the necessary equipment to safeguard their physical health and overall wellbeing (SCW, 2017, 1.1; SCW, 2011, SCDSW12, SCDSW14).

In the following weeks, safeguarding concerns emerged after a nurse informed me that 2 had contacted the hospital and repeatedly asked staff to move 1 out of bed, despite clinical advice to the contrary. 2 disagreed with the recommendation that 1 should remain in bed and told staff they intended to move 1 themselves when they returned home. This raised safeguarding concerns as 1 is a vulnerable adult with no means of protecting themselves.

This case was guided by a range of safeguarding legislation, policies, and procedures relevant to practice in Wales. Prior to 2014, Wales did not have a unified legal framework specifically dedicated to safeguarding adults. The introduction of the Social Services and Well-being (Wales) Act 2014 (SSWWA 2014) which is the overarching framework for Social Services law in Wales, established clear legal duties and responsibilities for safeguarding. Part 7 of the Act is specifically focused on safeguarding and includes provisions such as the duty to report an ‘Adult at Risk’ and the duty to make enquiries (Section 126). The Act also places a duty on professionals to assess in a person-centred way, promoting and respecting the person’s wishes, dignity, and culture in line with our Code of Professional Practice (SCW, 2017, 1.1, 1.2, 1.4). Section 135 of the SSWWA 2014 mandates the establishment of regional Safeguarding Boards in Wales. These Boards are responsible for overseeing safeguarding arrangements within their area, developing regional guidance, coordinating multi-agencies, and commissioning Adult Practice Reviews where necessary. 

I consulted with my supervisor regarding whether an ‘Adult at Risk’ referral should be made under safeguarding protocols. Under Section 126 of the SSWWA 2014, an ‘Adult at Risk’ is defined as an individual who has care and support needs, is experiencing or at risk of abuse or neglect, and is unable to protect themselves from such risks. Although there were concerns placing 1 at risk, they were in hospital and not exposed to immediate danger. We agreed that the most appropriate course of action was to first explore the concerns further, verify the facts, and assess whether the risks could be addressed through preventative measures without immediate escalation (SCW, 2011, SCDSW12). This approach aligned with proportionate safeguarding practice and early intervention, as outlined in Principle 1 of the Wales Safeguarding Procedures (Social Care Wales (SCW), 2019). The decision to delay escalation therefore allowed for further evidence gathering and preventative action, ensuring that any formal safeguarding intervention would be both necessary and proportionate. 

The Wales Safeguarding Procedures provide a national framework for safeguarding practice across Wales. While not statutory in themselves, they are underpinned by statutory guidance issued under the Social Services and Well-being (Wales) Act 2014 (SSWWA), particularly Part 7, and are designed to support practitioners in meeting their legal duties, as outlined in Working Together to Safeguard People (Welsh Government, 2019). The procedures are built on core principles that emphasise shared responsibility, stating that safeguarding is everyone’s business. Effective safeguarding requires each practitioner and organisation to actively promote the safety and well-being of adults at risk. The procedures also stress the importance of multi-agency and multi-disciplinary working, enabling professionals to develop a fuller understanding of an individual’s circumstances, needs, and risks (SCW, 2017, 6.8). They promote co-productive relationships with the adult at risk, their family, and carers, ensuring that safeguarding interventions are person-centred, respectful, and aligned with what matters most to the individual. Additionally, the framework includes “Pointers for Practice”, offering practical guidance to help professionals identify signs of abuse, neglect, and maltreatment as well as potentially vulnerable situations to abuse or neglect by a carer (SCW, 2019). This was particularly useful in considering not only the risks to 1, but also the vulnerabilities of 2 as a carer, and how this dynamic increased the overall safeguarding concerns.

Had 1 been in the community rather than hospital, the safeguarding concerns would have warranted an immediate referral and rapid response. This case highlighted that professional judgement is context-dependent and varies according to the urgency and nature of the situation, influencing how critical thinking is applied (SCW, 2011, SCDSW4; Rutter & Brown, 2015). In cases involving immediate risk, investigations and decisions must often be swift and prioritise safety, whereas potential or emerging risks allow for a more analytical and preventative approach. As van de Luitgaarden (2009) notes, in other contexts such as when discharge is imminent or the individual is already residing at home, the situation may require a more naturalistic response, prompting instinctive safeguarding action based on professional experience and immediate concern.

This context enabled me to investigate environmental and relational risks more thoroughly and engage with the carer to explore potential harm (SCW, 2011, SCDSW12, SCDSW13). Had a discharge date been arranged for 1, an ‘Adult at Risk’ referral would have been necessary due to the imminence of potential harm, as well as the need to revisit the Best Interest Decision. This would have involved consultation with the Local Authority Safeguarding Team, who oversee these referrals, and to agree actions in responding to risks identified (SCW, 2017, 4.2; SCW, 2011, SCDSW16).

The assessment process was shaped by the evidence gathered, while the analysis involved interpreting that evidence and weighing it against potential outcomes. This included considering both what had already occurred and what could potentially happen, giving appropriate weight to the likelihood and impact of future events. This process directly links to safeguarding, as it ensures decisions are context sensitive and evidence informed. It involves a thorough understanding of current and emerging risks, and that any intervention is proportionate, timely, and evidence based (Rutter and Brown, 2015).

A critical legal distinction in this case was between absolute and qualified rights as listed under the European Convention on Human Rights, which brought the Human Rights Act 1998 into law in Wales. Article 3, which protects individuals from torture and inhuman or degrading treatment, an absolute right, meaning it cannot be restricted under any circumstances. This was relevant in assessing the potential risks posed to 1’s health and dignity, particularly in relation to environmental neglect, pressure care, and risk of being physically moved from bed. In contrast, Article 8, which protects the right to private and family life, is a qualified right. It can be lawfully restricted when necessary to protect the rights and freedoms of others. While 2’s right to family life and autonomy was respected, it could not override 1’s absolute right to live free from harm. This legal distinction supported the ethical justification for intervention, even when it conflicted with the carer’s wishes SCW, 2017, 1.2). 

Other relevant legislation includes the United Nations Principles for Older Persons (1991) which is underpinned by key values of dignity, independence, participation, care, and self-fulfilment. These principles informed the way safeguarding risks were navigated, ensuring that the individual's rights and needs were central, and upheld throughout the assessment and discharge planning process. These principles complement Welsh, UK and EU legislation by reinforcing a rights-based, person-centred approach to safeguarding and care planning.

Within exploring the safeguarding risks, I engaged in multi-disciplinary working, including consultation with occupational therapists, pressure care team, nursing staff, care agency to better understand 1’s circumstances, needs and explore potential solutions. This collaborative approach enabled me to gain knowledge and expertise from other professional in order to explore potential solutions and form professional judgements (SCW, 2011, SCDSW1, SCDSW4, SCDSW6; SCW, 2017, 6.8). Information was shared appropriately and lawfully, ensuring that all relevant professionals had the required information needed to consider the potential risks. In doing so, I adhered to data protection principles by sharing only necessary information with relevant professionals. This aligns with the Data Protection Act 2018 and GDPR principles, which permits data sharing without consent when it is justified by safeguarding needs or to prevent harm (SCW, 2017, 3.6, 6.1).

I prioritised engagement and rapport-building with 2 to foster trust and establish professional boundaries and responsibilities which are key components of effective safeguarding practice. A pivotal moment of collaboration occurred when I initiated a joint phone call with a staff nurse and 2 to address concerns about manual handling risks. Previously, 2 had declined to discuss the risks involved in transferring 1 from bed, stating that I was not a nurse or physiotherapist. This response led to conflict and presented a dilemma in how to effectively engage the carer in safeguarding conversations. During the call, the nurse clarified that the individual was not to be moved and explained the associated risks, which 2 responded positively to. This interaction demonstrated how perceptions of professional credibility can influence engagement and potentially hinder safeguarding efforts. By facilitating a multi-agency response, I was able to ensure that accurate information was shared, risks were clearly communicated, and the carer was supported in understanding their role in preventing harm.
This approach contributed to safeguarding by enabling early identification and management of potential risks, promoting informed decision-making, and fostering trust in professional interventions. My role was to convey the level of risk and the potential escalation to safeguarding procedures if unsafe actions were taken, which 2 stated they understood. This multi-disciplinary approach was particularly effective in clarifying the circumstances while also allowing us to hear 2’s perspective. It enabled a shared understanding of the risks, helped reduce conflict, and supported agreement on safeguarding actions. Following this discussion, a collective decision was made that 1 should continue with discharge planning home, as the risks had been clarified. A coordinated, multi-agency response not only enhances safety but also helps build positive perceptions of services and strengthens engagement with carers (Ball, McElwee & McManus, 2024).

As part of the assessment, environmental risks were also considered. In relation to the Well-being of Future Generations (Wales) Act 2015, which aims to improve the social, economic, environmental, and cultural well-being of Wales, the Act introduced national well-being indicators to measure progress toward these goals. These indicators are relevant to safeguarding, as they help identify conditions that may contribute to harm, such as hazardous or unsuitable home environments. Safeguarding is not only about protection but also about prevention. Striving to meet these indicators aligns with our duties under the SSWWA 2014, which emphasises early intervention and promoting well-being. In cases involving poor home conditions and vulnerable adults, professionals must balance immediate needs with long-term outcomes. Support was offered by signposting to agencies that could address the mould in the property, alongside ongoing support such as sourcing cleaners and exploring benefits to help with heating costs. These actions aimed to promote the well-being of both individuals, who were older adults with vulnerabilities and care needs, by addressing environmental factors that could escalate into safeguarding concerns.

Consideration was given to whether the environmental neglect was linked to poverty, as well as to the physical ability of both individuals to manage the issue over time, taking into account their age, cultural norms, and standards of living. 2 responded with hostility when the mould issue was discussed and rejected support, stating it was a private matter. This resistance may have stemmed from a lack of trust, perceptions of intrusion, or limited understanding of the associated health risks. 2 may not have recognised the impact of environmental neglect on their own health or that of the other person, which highlights the importance of education and clear communication in safeguarding practice.

Addressing such concerns requires sensitivity, cultural awareness, and a balance between respecting autonomy and ensuring safety. However, in line with health and safety responsibilities, addressing this hazard was essential to ensure a safe discharge home. This also related to the Health and Safety at Work etc. Act 1974, as carers and visiting professionals must be protected from exposure to mould and would not have been able to attend the property without this risk being mitigated. Although 2 declined my advice and support, after highlighting the risks, 2 agreed to seek their own support and resolve the issue (SCW, 2017, 1.4).
 
A further challenge arose weeks later when 2 turned off the air-flow mattress, stating it was too noisy. This introduced an additional layer of risk, as 1 was at increased risk of pressure damage without this equipment. I consulted with the NHS pressure care team to seek professional advice on the impact of this and to explore alternative solutions. This decision reflected a balance between protecting 1’s physical health and respecting 2’s discomfort. It also acknowledged that interventions such as specialist equipment can feel intrusive, particularly in private domestic spaces. This may be influenced by cultural values around autonomy, privacy, and control within the home (SCW, 2017, 1.4). Following consultation with the pressure care team, we identified a suitable alternative mattress that respected 2’s preferences while also safeguarding 1 with the necessary equipment to support skin integrity.
 
Finally, I developed a safeguarding escalation plan with hospital staff in case further concerns arose, as well as a separate plan for the care agency should risks emerge once 1 returned home. This proactive approach ensured that safeguarding procedures could be triggered swiftly if the level of risk increased. The care plan was shaped by the context of care provision in Wales, where domiciliary care services often operate within limited timeframes due to workforce pressures and geographical constraints. In this case, 1 would be alone with 2 for extended periods without supervision from formal carers, creating opportunities for risks to arise. The plan therefore needed to be realistic and responsive to the practical limitations of care delivery and safeguarding individuals in their own home (SCW, 2011, SCDSW4, SCDSW16; SCW, 2017, 4.4). 

In addition to the legislative and safeguarding complexities, this case highlighted the impact of ageist discrimination within practice. While using professional curiosity to explore the home environment, I was met with resistance and comments such as, “You don’t know how to treat mould,” and “You’re too young to understand.” These remarks challenged my personal confidence and undermined my professional role. As Moorhead (2018) notes, newly qualified professionals are often perceived as less credible, particularly when their age or experience is questioned. This experience provided valuable learning in navigating such dynamics, requiring me to assert my professional identity while maintaining respectful collaboration and managing interpersonal challenges. Importantly, it also demonstrated how discriminatory attitudes can act as a barrier to safeguarding, by undermining professional authority, limiting open dialogue, and reducing the effectiveness of risk assessment and intervention.

I also considered the Equality Act 2010, which protects against age-based discrimination, including towards professionals. This reinforced the importance of challenging bias in a respectful and constructive way to uphold professional integrity and achieve desired outcomes. At the same time, I reflected on my own assumptions and potential bias toward 2, who was an older adult with health needs and disabilities. While safeguarding concerns were valid, it was important to recognise that 2 had reduced mobility, and their own physical limitations reduced the likelihood of this risk occurring. However, I still needed to deal with the matter as a serious safeguarding concern, given the potential risk to 1’s health and safety. This prompted me to approach the situation with greater empathy and balance, ensuring that safeguarding decisions were proportionate and informed by a holistic understanding of both individuals’ circumstances.

Cultural humility was essential throughout this case and is a core skill in competent practice (National Association of Social Workers, 2015). 2’s resistance to professional involvement may have stemmed from generational and cultural norms that value privacy and self-reliance in family care. On deeper reflection, the very act of possessing knowledge, shared by the care agency, created tension, as 2 viewed such matters as private. This highlighted a power dynamic, where Social Services hold information that families may not have consented to share, creating challenges in how safeguarding concerns are raised and addressed (SCW, 2017, 3.4).

Another layer of complexity involved recognising when family dominance risks overshadowing the voice of the person being supported. In this case, 2’s wishes were often more prominent than 1’s, who remained largely passive due to their health condition. To counterbalance this, I referred to relevant legislation, sought guidance from senior colleagues, and collaborated with other professionals to ensure that 1’s rights and needs remained central to the analysis and decision-making. Both formal and informal supervision played a critical role in shaping my judgement throughout this process, particularly as safeguarding thresholds were repeatedly considered where new concerns emerged (SCW, 2011, SCDSW2).

On reflection, this case has reinforced the importance of evidenced based practice combined with legal literacy, as understanding the legislation underpinning our practice empowers professionals to act when necessary. Had 2 continued to refuse support and the home remained unsafe, legal intervention, such as a court order to clean the property or a best interest review may have been required to reconsider whether the home was a safe environment for 1 to return to. Ultimately, professional judgement in this case involved gathering evidence, analysing risks while respecting privacy and cultural sensitivity, and assessing the best way to respond to these risks (SCW, 2011, SCDSW1, SCDSW3, SCDSW7).

Reflecting on these experiences, I drew on several social work theories to guide my approach in assessing risk and strengthen my decision-making (SCW, 2011, SCDSW17). Ecological theory enabled me to understand the multiple layers of influence surrounding 1’s situation including individual, interpersonal, community, and societal, and to identify both current risks and future safeguarding needs (Teater, 2014). As part of this systems-informed approach, I worked closely with multidisciplinary teams to develop a safeguarding plan that empowered staff to escalate concerns should risks re-emerge in the community. Without this approach, there is a risk of safeguarding failings. These failings are explored with Adult Practice Reviews led by regional Safeguarding Boards. 

McManus, Ball and Monaghan (2025) report findings from Adult Practice Reviews, which aim to identify opportunities for learning from practice where significant harm or loss of life has occurred. This is particularly important as the safeguarding landscape in Wales continues to evolve, requiring proactive learning to improve protection for vulnerable adults. It is also a commitment within our Code of Professional Practice to maintain and develop professional understanding (SCW, 2017, 6.9).

The practice reviews highlight the need for an integrated approach to ensure plans are holistic and consider the whole person and their needs. They also emphasise the collective responsibility of all agencies involved. In 1’s case, the safeguarding principles of collaboration were applied, strengthening communication and ensuring clear escalation plans with relevant agencies, including health professionals and the care agency. Prior to discharge, I consulted with the care agency to ensure they understood the escalation pathway and their role in safeguarding. I also engaged with neighbours who had previously provided informal support, to build a fuller picture of the home environment and identify potential protective factors. These steps reflected a wider systems approach to safeguarding at all levels, ensuring that interventions were both preventative and responsive. This proactive, coordinated approach reflects learning from Adult Practice Reviews and aligns with the Welsh Government’s Working Together to Safeguard People guidance, which emphasises how shared responsibility and joined-up safeguarding arrangements can better protect adults at risk (Welsh Government, 2019).

Anti-oppressive practice was also essential in managing the power dynamics within this case. It was important to consider 2’s own experience of powerlessness. The involvement of social services may have felt intrusive to them, particularly given their cultural and generational values around privacy and autonomy. From their perspective, the safeguarding process may have disrupted the family dynamic and challenged their role as a carer. This tension reflects both legal and cultural challenges, where 1’s rights must be upheld, but 2’s feelings of disempowerment also needed to be acknowledged and managed sensitively. In addition, I encountered a form of oppression during the intervention. 2 openly questioned my professional competence based on my age, which felt undermining and led to feelings of resentment. This experience highlighted the importance of reflective supervision and peer support in navigating personal challenges while maintaining professionalism and empathy in practice.

Recognising the emotional toll of the case, I proactively requested supervision from my senior. Supervision provided not only professional guidance but also a vital space for emotional processing, resilience-building, and critical reflection. It enabled me to explore my own biases, particularly those arising from feeling unfairly discriminated against as a younger practitioner. Through supervision, I was able to ensure that my actions and decisions were ethically sound, professionally vetted, and aligned with best practice. This experience reinforced the value of reflective supervision in maintaining emotional well-being and safeguarding the integrity of my practice (SCW, 2011, SCDSW2, SCDSW5).

It is also important to consider feelings of powerlessness for those who lack capacity within safeguarding processes. This can result in a loss of agency, especially when interventions are made without active involvement. It was essential to ensure that 1’s dignity and preferences were respected wherever possible, and that their voice was not lost in the process. For this reason, efforts to uphold their wishes to return home were placed at the heart of discharge planning. Despite safeguarding concerns emerging, I remained committed to achieving the outcomes they had expressed. This reflects the principles of anti-oppressive practice, respecting individual rights and wishes (SCW, 2017, 1.2)

On reflection, given the concerns around 1’s capacity and the complexity of the discharge planning process, I should have considered whether an Independent Mental Capacity Advocate (IMCA) referral was appropriate. The MCA 2005 outlines the circumstances under which an IMCA must be involved, particularly where decisions relate to safeguarding or accommodation, where there isn’t a suitable representative. Although 1 had consented to 2’s involvement, emerging safeguarding concerns and potential risks meant that their suitability as a representative could have been compromised. If these concerns had not been addressed, a referral to an IMCA would have been necessary to ensure their rights and voice were protected. This reflection has strengthened my understanding of advocacy rights. 

Reflecting on this case, I drew on the 4D2P model to better understand the dynamics at play (Tedam, 2021). This framework helped me retrospectively explore the multidirectional nature of oppression, including both the discrimination I experienced as a younger practitioner and 1 and 2’s feelings of disempowerment due to professional involvement. The model provided a structured lens for identifying ethical tensions, challenging assumptions, and promoting safeguarding responses that are proportionate, respectful, and person-centred. This experience has deepened my understanding of safeguarding as a complex, multi-layered process that must be both evidence-based and contextually informed. It reinforced that effective safeguarding is not a one-size-fits-all approach, but one that requires professional judgement, legal literacy, and meaningful collaboration across agencies. Reflective supervision played a vital role in navigating ethical dilemmas and maintaining a focus on person-centred outcomes. 

Ultimately, I learned that safeguarding is not only about managing risk, but about upholding dignity, respecting cultural values, and ensuring that individuals remain at the heart of decision-making. This case has strengthened my commitment to anti-oppressive practice and highlighted the importance of continuous learning to improve outcomes for individuals being supported. It also enhanced my understanding of how different legislation applies when safeguarding individuals, particularly the way Welsh legislation interfaces with national and international legal frameworks.
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