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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).


The purpose of this assignment is for me to critically reflect on an assessment that I have undertaken with other professionals concerning the safeguarding of an adult. I am based in the adults with learning disabilities team and have previous experience of working in this field prior to qualifying as a social worker.  

In order to maintain confidentiality, I will refer to the individuals as Adult 4 and Adult 5. Prior to receiving this safeguarding report, I had been working with 4 for a few months, as he had recently moved accommodation. Adult 4 is a middle-aged man living in a busy town in North Wales. He resides in a supported living home with his co-tenant, who will be referred to as 5.  Both Adult 4 and Adult 5 have learning disabilities and complex needs. They are each supported on a one-to-one basis within the supported living home to ensure their individual needs are met. As I had known Adult 4 for a good amount of time prior to the safeguarding report, I had a good understanding of his needs and the most effective ways to support him. I had also developed a good working relationship with the care providers and had also been in contact with his family. 

As background, both Adult 4 and Adult 5 recently moved to a different accommodation in a nearby town. Prior to this move, they had been living together for several years. After a couple of months following this change, things started to escalate with Adult 5’s behaviours, he was going through a difficult stage and was often displaying behaviours of concern, which was then having an impact on Adult 4. We were aware of incidents where Adult 5 had upset Adult 4 by shouting and jumping around the house, and it was asked for the care providers to monitor.  Shortly after, we received a safeguarding report from the providers indicating that Adult 4 was at risk of abuse, following concerns that Adult 5 had physically assaulted him within the home. The safeguarding report stated that in the evening, Adult 5 threw an object at Adult 4 and pushed him in the kitchen, and left Adult 4 feeling anxious, which resulted in him becoming off baseline.  In line with Section 126 of the Social Services and Well‑being (Wales) Act 2014, Adult 4 met the criteria for an adult at risk, which is an adult who is experiencing or is at risk of abuse or neglect. As a result, we were required to undertake enquiries in accordance with the Wales Safeguarding Procedures 2019. As we already had background knowledge of the situation and were aware that Adult 5 was experiencing a difficult period, we needed to determine if the incident was either intentional or carried out in a malicious manner. After discussions, our professional judgement was informed by the information already known about Adult 5,  the circumstances surrounding the incidents, and the context in which they had occurred. It was therefore agreed that the situation was not intentional, and that Adult 5 needed further support with his care and support needs. However, we had a duty to not minimise the safeguarding report and still had a statutory duty to undertake enquiries.

The safeguarding report was not discussed with both individuals, as it had been deemed that they lacked capacity in relation to understanding and participating in decisions about the safeguarding concerns, this being in accordance with The Mental Capacity Act 2005. Reasonable adjustments were considered to maximise both individuals’ capacity in the decision-making process; the support staff tried to use pictures and symbols as communication aids, but due to both Adult 4 and Adult 5’s complex needs, it was clear that they did not understand what was being discussed. Therefore, in line with the principles of the Mental Capacity Act 2005 and the Wales Safeguarding Procedures 2019, a best interest decision was made, and we ensured that it reflected the best interests of both individuals and ensured that the least restrictive approach was carried out. As social care professionals, we had a duty to adhere to the Code of Professional Practice for Social Care (Social Care Wales, 2026) and needed to promote the well-being, voice and control of both individuals, as well as support their rights and interests when carrying out the decision and outcome of the safeguarding report. 

The first stage that needed be to be completed was the initial information-gathering, in accordance with section 126 of the Social Services and Well‑being (Wales) Act 2014. I visited Adult 4 in the supported living home, he seemed well and was happy for me to be present in his home, we had asked the support staff to keep both Adult 4 and Adult 5 separate, when possible, Adult 4 did not engage in any conversations around the incident.  After my visit, the team leader arranged a strategy discussion that included different professionals, including myself as Adult 4’s social worker, Adult 5’s social worker, the house manager and senior support worker from the care provider.  Each professional brought different knowledge and perspectives to the discussion. Multi agency working is a core principle of the Social Services and Well‑being (Wales) Act 2014, and after conducting research into multi agency working, Leiba et al. (2003) emphasised that effective partnership working is essential for achieving positive outcomes and ensuring that practice remains person‑centred.  On this occasion, there weren’t any different perspectives or conflicting views, however if this did happen, each professional’s views would have been listened to and considered alongside the evidence they provided, and then further discussions would have happened to try and reach a decision that was in the individual’s best interest.  

As stated in the Wales Safeguarding procedures, the discussion should be chaired by the lead coordinator and should always clarify roles and responsibilities of all professionals involved. I explained that my role was Adult 4’s social worker and was there to advocate on his behalf to ensure that his voice was being heard. At this point in the investigation, I made the professional judgment that an advocacy referral was not immediately necessary. I was aware that the individual had limited engagement but on the other hand, I believed that I was able to represent Adult 4’s needs and interests to be able to take on this role in the initial stages of enquires. I also discussed my decision with the other professionals, in particular the house manager who agreed with my decision, He expressed confidence that I would promote Adult 4’s rights, I believe this may have been down to my previous involvement with the case over the last couple months, hearing this made me feel valued as a professional.  However, if I did feel at any point that this was necessary, I would have completed a referral to an Independent mental capacity advocate, who are advocates that can act for a person that lacks capacity, they would ensure that the individuals voice is being heard and ensure that the least restrictive options are used in regard to their care and support needs (Mind, 2024). All other professionals explained their job roles before starting, this was crucial as it gave everyone involved an opportunity to clarify responsibilities and ensure safe and coordinated support for the individual (Evans, 2026). 

As emphasised by the Wales Safeguarding Procedures 2019, it crucial that all aspects of safeguarding enquires are to be recorded and documented, they should all provide a clear and accurate account of concerns, decisions, actions, as well as the outcomes of the decisions. In this instance, we were able to receive support from the team’s admin worker, and this ensured that we were able to focus on the strategy discussion without having to worry about missing any important pieces of work. In the future, I would always try and ensure that an admin is available to support, or another option is using a recording system that has recently been introduced by our local authority, however, I would ensure that I would proofread to ensure accuracy.  

As required by the Wales Safeguarding Procedures 2019, we had a discussion regarding the incident and explored where both 1:1 members of staff were at the time and what had occurred prior to the event. It was identified that staff had not followed Adult 5’s activity planner on that day, which may have contributed to triggering his behaviour. It was also established that only one member of staff members was present when the incident happened, and in hindsight the staff members should have recognised the triggers and should not have allowed both individuals within close proximity of each other, as they knew that Adult 5 was already having a negative impact on Adult 4, they could have offered a different activity to Adult 5 and possibly take Adult 4 out to the community.   As the discussion ended, it was clear to the professionals involved that this incident could have been avoided, and there was a responsibility on the support staff. On reflection, I did feel a sense of responsibility that I had not been visiting the individual as often as I would have liked, and that I should have been monitoring the situation more closely. However, due to my caseload and other demands, this was not possible at the time. Having had time to reflect, I am a type of person that will doubt myself and can at times overthink situations like these, however, as I gain more experience in the field, I have learnt to not be as hard on myself, and that it is not possible for me to control every situation. 

In line with the Wales Safeguarding Procedures 2019, the lead coordinator suggested for a care and support protection plan to be put in place, and to be reviewed by monthly multi-disciplinary meetings.  We concluded that ongoing monitoring was considered necessary; however, the risks were considered manageable by carrying out monthly meetings.  The plan was developed by the professionals involved and was intended for support staff to follow, ensuring that similar incidents would not occur again. It was also agreed that both myself and Adult 5’s social worker would visit the home more regularly, providing additional oversight and offering support to staff where required.  As a result of this, the safeguarding case was subsequently closed, however monitoring was deemed necessary to ensure the plan was working, and that no further incident occurred. 

On a positive note, following the implementation of the protection plan, the situation between Adult 4 and Adult 5 improved over time. However, if this was not the case, and another safeguarding report was completed further safeguarding enquiries could have been undertaken, in line with section 126 of the Social Services and Well‑being (Wales) Act 2014, as well as police involvement if the professionals felt this was necessary to protect Adult 4 from being an adult at risk. I would have then made the professional decision to refer Adult 4 to advocacy services as previously mentioned. 

Throughout this social care intervention, I felt that I have actively worked towards the learning outcomes within the consolidation programme, particularly in relation to working collaboratively with people who require care and support. Prior to the strategy meeting, I ensured that I prepared fully for my social work involvement.  I did this by visiting Adult 4 prior to the meeting, I recognised the importance of communicating in a way that supported his participation, voice and control. I did this by taking a calm and supportive approach, whilst also focusing on non-verbal communication, such as observing his body language. I looked back at social care documentation and records and had prepared written notes as a reference tool to support me during the meeting (Care to Be Different, 2019).  During the strategy meeting, I ensured that effective communication was maintained throughout. I was also mindful of non‑verbal communication, including body language, eye contact, and demonstrating active listening. Research by Thana et al. (2025) highlights that these communication approaches help build trust and respect between professionals, resulting in better outcomes for the individuals and carers that we support. Upon reflection, I can see how working collaboratively within safeguarding enquiries directly benefits the individuals involved, as every professional have different knowledge, expertise and experiences, and can then build a more comprehensive understanding of the situation and support a person‑centred outcome that will positively impact the individual’s life. 

[bookmark: OLE_LINK1]Looking back and reflecting on this case, I can see that we encountered an ethical dilemma whilst carrying out the safeguarding enquiries. A key dilemma was trying to balance the need to protect Adult 4 from further risk of harm but also ensuring that we respected Adult 5s rights and dignity. We had to take into consideration that both Adult 4 and Adult 5 had their own care and support needs, and both lacked capacity in relation to understanding and participating in decisions about the safeguarding concerns. Throughout this practice, we ensured that we considered the principles of the Mental Capacity Act 2005 by making decisions in both Adult 4 and Adult 5’s best interest and ensuring that the least restrictive option was used. As professionals we have a duty to adhere to relevant legislations, an example here would be considering Adult 5’s rights in line with the Human Right Act 1998, in particular Article 5 where an individual has a right to liberty and security and Article 8 which is the right to respect for private and family life. In this instance, we were faced with a dilemma as we needed to ensure that Adult 4 was protected from any risk of harm but also needed to respect Adult’s 5 rights regarding where he is living and what choices he can make. We did not want to place any unrequired restrictions on both Adult 4 and Adult 5 for example increasing the care package or separating both individuals and them having to move accommodation again. This could have reduced the risk of harm, however, could also have impacted both individuals’ quality of life. We therefore worked collaboratively by taking a person-centred approach to ensure the best outcomes were given to both individuals, by ensuring it was the least restrictive option for them (Social Care Wales, 2025a).  One potential conflict that could have happened in this case is if all the professionals were not in agreement with the safeguarding case being closed, some may have felt that it should have remained open until the situation had fully de-escalated in the home. If situations like this were to arise, professionals should feel able to challenge one another while maintaining a professional, transparent and respectful approach, or another option would be to seek further advice from management before closing the case (Social Care Institute for Excellence, 2015). 

Professional judgement has been a central aspect of my practice, particularly in this case. Whilst carrying out the Section 126 enquiries, it involved a lot of decision making. The main decision involving the balance of both safety and wellbeing of Adult 4 and Adult 5. I ensured that I did not just focus on the one safeguarding report, I needed to consider how both adults had been residing together in the past and if any precious safeguarding reports were recorded, and what benefits they were having from living together in a supported living accommodation. As a team, it was decided that putting in a protection plan to monitor the situation was in both adult’s best interest, rather than increasing the support hours or one of the adults moving, as this could have had a negative impact on their wellbeing.  By reflecting, I have found that it is always important to look at the wider picture of a situation, as it enables me to consider all relevant factors, have a better understanding of the context, and as a result allows me to make a more balanced professional judgement (Taylor & Whittaker, 2018). Over the last year, I have come to realise that I can strengthen my skills, such as professional judgement by regularly taking part in supervision and mentoring sessions.  Participating in supervision would also give me the opportunity to focus on my strengths and develop my professional development as a newly qualified social worker (Social Care Wales, 2025c) In hindsight, I should have discussed this situation with my mentor, as it would have given me a chance reflect on whether my assumptions and decisions were justifiable and had benefited the individual that I was supporting.

By reflecting on this case through an anti-oppressive approach, it has encouraged me to consider how power and control from professionals could impact both Adult 4 and Adult 5.  As noted by The Open University (n.d) professionals are often in positions of considerable power. However, it is essential to remain aware of how this power can impact the individuals we work with. I as a professional, had a duty to try and empower Adult 4, ensuring he had a voice, and that the decision would positively impact him. As a multi-disciplinary team, we needed to ensure that the protection plan would safeguard the individuals, whilst also promoting their own wellbeing, rights and control, in line with Code of Professional Practice for Social Care (Social Care Wales, 2026). I have found that making use of the 4DTP model has been beneficial when I reflect on my own power (Tedam, 2023). The model includes four different aspects: discuss, discover, decide and disrupt. In this example, I was able to discuss how power was held by us as professionals. I was then able to discover how these power dynamics influenced my own practice. Following this, I could decide whether the outcome was positive and whether power had been balanced. Finally, I was able to disrupt by questioning other professionals where necessary to ensure that decisions remained ethical and centred on the individual. Upon reflection, this is a model that I hope to use frequently as it allows me to critically reflect on my own practice, in particular when working collaboratively. 

In order to apply analysis within assessment, and as a professional who lives and practices in Wales, I have a duty to adhere to Welsh legislations and national policies. As previously stated, this safeguarding case required for us to adhere to the Social Services and Well-being (Wales) Act 2014 throughout our practice. The Act provides the core legal framework for delivering social care in Wales, supported by regulations and codes of practice that guide professionals on how people in Wales should be supported (Welsh Government ,2026). When carrying out the initial enquiries, section 126 of the act sets out a framework that we were required to follow.  In Wales, we also have a duty to follow certain procedures, such as The Wales Safeguarding Procedures 2019, these were implemented in 2020; they provide guidance on how safeguarding concerns should be managed and reviewed.  Although social services are devolved to Wales, professionals in Wales also have a duty to follow United Kingdom legislations, an example for this case would be The Mental Capacity Act 2005 and The Human Rights Act 1998. 

As a professional in Wales, I also have a duty to adhere to strategic frameworks, one crucial example being ‘Mwy na Geiriau’ Welsh Government (2022) which is a framework for strengthening Welsh-language provision across health, social services and social care, all professionals have a duty to give the ‘Active Offer’ to all individuals, meaning that a service should be offered in Welsh, without the individual having to ask for it. This was particularly relevant to my case study, as both individuals were Welsh speakers, and communicating in their first language can make it significantly easier for them to try and understand and engage.  In Wales, we also have our own legislation around the Welsh language, one example being The Welsh Language (Wales) Measure 2011, this measure gave the Welsh language official status in Wales and ensured that it given the same level of respect and consideration as the English language. 

I am able to acknowledge that, although Wales is no longer part of the European Union following the decision of Brexit, the United Kingdom remains a member of the Council of Europe, and therefore professionals in Wales still have a duty to adhere to the European Convention on Human Rights (UK Government, 2022).  The Wales Safeguarding Procedures identify some of these articles, for example article 5 and 8, which I discussed at the beginning of this assignment, as we had a duty to protect Adult 4 from harm while also respecting both individuals’ human rights.  As mentioned previously, in practice, it is important to balance human rights considerations with safeguarding duties, I achieved this by ensuring that safeguarding measures were proportionate to the identified risks and did not restrict the individuals’ rights and independence.  

 	It is important for social care professionals to use different approaches when supporting individuals and carers in need of care and support. Throughout this safeguarding intervention, I took the person-centred care approach and a strengths-based approach.  Person‑centred care is an approach that places the individual at the centre of all decisions, planning, and interventions (Mackreth, 2021).  To take the person-centred approach, I ensured that both were treated with dignity, respect and fairness, while recognising that their support needs may be different, this allowed for the support to be personalised to both individuals.  Using the strengths-based approach was also beneficial in this case (Social Care Wales, 2025c) as it allowed myself and other professionals to look beyond the safeguarding report and gain knowledge and understanding to both individuals’ abilities and the relationship they had prior to the safeguarding report. As I knew the individuals well, I was able to share with the other professionals what had been working effectively over the last couple months, and how we could build on these strengths. Upon reflection, my aim is to always practice with a strength-based approach as it focuses on the positives rather than the negatives. 

Throughout my social work practice, I always aim to reflect on my practice, I find this easier by using social work theories, as it allows me to gain a better knowledge and understanding of the individuals that I work with. With this case, making use of the systems theory was beneficial. This theory explores how a person can be impacted by the environment, relationships and the people around them (Michailakis & Schirmer, 2014). I therefore ensured that I didn’t just focus on the one incident, but also on their environment, for example their accommodation, family contact and the relationship they had with the support staff. By using this theory, it demonstrated that Adult 5 was finding it difficult to adjust to his new environment, and as a result was displaying challenging behaviour, we were then able as a multi-disciplinary team able to offer him and his staff team further support. Making use of this theory allowed me to take a more holistic approach when assessing the situation. However, whilst applying this theory, I recognised a limitation (The Social Work Graduate, 2024) which was, it did not really give me a solution, it more allowed me to understand the situation better, rather than giving me a framework to follow. I also recognised the importance of not focusing solely on the individuals’ environment, in case I overlooked the safeguarding report, where Adult 4 was physically assaulted by Adult 5. I believe combining both the system theory and professional judgement and professional curiosity would ensure that a balanced approach would be taken. 

Another theory that I found useful in this case was the Empowerment theory, as stated by Turner and Maschi (2015) following the empowerment theory framework allows professionals to promote human rights and social justice. My role in empowering Adult 4 was crucial, as I needed to ensure that he felt heard, and that his wishes and feelings were respected throughout the safeguarding procedures. I was aware that although as professionals we had a duty to safeguard Adult 4 from risk of any further harm, we also had a duty to promote their rights and any decisions that were decided was in their best interest. Reflecting on this case made me realise how much power professionals hold when making decisions, highlighting the importance of using this power responsibly and always acting in the individual’s best interest.  This safeguarding case has encouraged me to reflect on my last two years in practice. I have learned to consider situations from the individual's perspective and reflect on how I might feel in similar circumstances. Taking this approach has made me more empathetic of the cases that I work with.  

To conclude, upon completing this assignment, I have realised how valuable it is to critically reflect on safeguarding and complex cases. I understand how crucial it is to follow legislations and policies when applying analysis in assessments, as it gives professionals a framework to follow. I understand that as a social worker practising in Wales, I have a duty to adhere to Welsh legislations and policies, whilst also adhering to UK legislations such as The Mental Capacity Act 2005 and The Human Rights Act 1998.I also recognise that working collaboratively has great benefits, as it ensures that the best possible care and support is given, by ensuring it’s in a person-centred way. In addition, I have also come to realise that making use of supervision and mentoring sessions can strengthen my ability to make professional judgements, as they give me an opportunity to discuss and reflect my practice, as well as take accountability of my actions when necessary.  
As a newly qualified social worker in my first three years of practice, I intend to continue to critically reflect on my practice as it will allow me to develop my knowledge, skills and practice as a professional.



Word Count: 4295














24

image1.png
Prifysgol Cymru
N Y Drindod Dewi Sant

" University of Wales
Trinity Saint David




