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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 critically reflective case examines an adult safeguarding arising within my practice as a social worker in Wales. To protect confidentiality and comply with professional and data protection requirements, identifying information has been anonymised. The adult is referred to as “2” and her partner/carer as “3”.

2 is a 65-year-old female who has lived with 3 in a rural Welsh community for over forty years. Her care and support needs are associated with a learning disability and mental health needs. English is her first language, she identifies as White British. 

This case had been subject to safeguarding a year before the 2024 assessment request. As the allocated social worker, I had previously undertaken assessment work following a referral concerning an incident in which 3 locked 2 inside their caravan. 3 explained that this was to prevent her moving towards a dangerous road, suggesting he was managing an environmental risk. However, the incident also raised concerns about restriction, potential harm, 2’s autonomy and the safety of the caring arrangements (Welsh Government, 2018; WPS, 2026). Following safeguarding procedures, the case was closed with no further action.

At the end of 2025, 3 requested respite to provide both parties with a break from one another. He reported that the caring role had taken its toll and was becoming difficult to manage 2’s behaviours. A residential placement was arranged approximately forty-five minutes from 2’s home. 2 agreed to the temporary arrangement, providing an opportunity to assess her care and support needs, wishes and feelings, mental capacity and risks associated with returning home (SSWWA, 2014a). The situation involved potential safeguarding concerns, a long-standing relationship, carer stress, environmental risk, mental capacity and limited rural services. I therefore needed to balance 2’s rights and desired outcomes with the local authority’s safeguarding responsibilities and 3’s needs as a carer (SSWWA, 2014b).

This case study reflects on my preparation, information gathering and analysis, application of legislation and guidance, collaborative working and professional judgement. It considers the SSWWA 2014, WPS 2026, MCA 2005, human rights and equality duties, information-sharing requirements and professional standards, alongside relevant theoretical perspectives and the influence of rurality, Welsh language and cultural considerations.

The primary legislative framework is SSWWA 2014, which places well-being, voice and control, prevention, co-production, multi-agency working and proportionate intervention at the centre of social work practice. These principles informed my assessment as I balanced 2’s wishes and right to make choices with concerns about her safety and the impact of the caring relationship. Part 7 was particularly relevant, defining an adult at risk as someone experiencing or at risk of abuse or neglect, who has care and support needs and, as a result, is unable to protect themselves from the abuse, neglect or risk. Section 126 provides the local authority with a duty to make enquiries where there is reasonable cause to suspect an adult is at risk, providing the legal basis for further assessment and information gathering.

I did not treat 2’s learning disability or mental health needs as evidence that she was unable to make decisions or protect herself. Instead, I considered how her circumstances, the reported restriction, environmental risk and available support affected her ability to protect herself. The WSP 2026 and Working Together to Safeguard People: Volume 6 informed my responsibilities to gather and analyse information, consider risk and safeguarding thresholds, seek supervision and work collaboratively to identify appropriate responses (Welsh Government, 2018; WSP, 2026). Safeguarding therefore needed to remain connected to well-being by considering what mattered to 2, support to maintain her home and relationships, and whether less restrictive arrangements could manage the risks.

The Mental Capacity Act 2005 (MCA) was central to decisions about respite, accommodation, returning home, care arrangements and risk. Capacity must be presumed, practicable steps taken to support decision-making, and capacity assessed for the specific decision rather than inferred from diagnosis, disability or an unwise decision (MCA, 2025). I therefore considered whether 2 could understand, retain, use or weigh relevant information and communicate her decision, alongside adjustments such as accessible communication, additional time, familiar support and an appropriate environment. Where 2 had capacity, her decision needed to be respected even where it involved risk (WSP, 2026). Where she lacked capacity, decisions needed to be made in her best interests and using the least restrictive option (Office of the Public Guardian, 2020).

Given the reported restriction and the possibility of a longer-term pattern of coercive behaviour, I also considered the relevance of the Violence against Women, Domestic Abuse and Sexual Violence (Wales) Act 2015 and the wider legal framework concerning domestic abuse and coercive control.

The Human Rights Act 1998, incorporating rights under the European Convention on Human Rights 1953, was relevant to the right to life article 2 and respect for private and family life article 8. This created a practice dilemma: safeguarding action needed to address potential harm while respecting 2’s relationships, home, identity and autonomy. Reducing one risk could create another if it unnecessarily restricted her choices or separated her from important relationships.

The Equality Act 2010 required me to consider reasonable adjustments to communication and assessment. These included accessible language, time for responses, checking understanding and considering whether the environment or presence of others affected 2’s participation. Equality-informed practice required consideration of what would enable her to participate meaningfully, rather than simply treating her in the same way as everyone else.

English is 2’s preferred language, I needed to remain alert to her preferences and the importance of communication that respected her identity and circumstances (Welsh Government, 2012). The Welsh Language Standards 2016 and More than Just Words framework 2012 reinforce the importance of language choice and the active offer in relevant to health and social care services (Welsh Government, 2022; Care Inspectorate Wales, 2023). Rurality also influenced the assessment. The distance between 2’s home and the respite placement was approximately forty-five minutes, affecting contact, assessment, planning and the practical availability of services. I therefore needed to consider transport, local provision and whether proposed support was realistic for both 2 and 3.

The Data Protection Act 2018 and UK General Data Protection Regulation informed recording and information sharing. Safeguarding may provide a lawful basis for proportionate sharing where necessary to prevent or reduce risk, but information must remain relevant, accurate, necessary and appropriately protected. I needed to consider what residential staff, health colleagues and safeguarding leads required to know, why it was being shared and how 2 could be involved in decisions about her information.

Adult safeguarding in Wales is shaped by Welsh legislation, statutory guidance and national procedures rather than the Care Act 2014 framework used in England. However, the MCA 2005 and Human Rights Act 1998 apply across England and Wales. The wider UK context becomes important where individuals move between jurisdictions or receive services outside their home local authority. This case did not identify a cross-border placement or international safeguarding issue, but practitioners need to consider differences in legal responsibilities, ordinary residence, eligibility, safeguarding procedures and information-sharing requirements where these arise (Welsh Government, 2015; Care Act 2014). The European Convention on Human Rights 1953 remains relevant through the Human Rights Act, while international information sharing may require additional consideration of applicable data protection requirements.

SCW Code of Professional Practice for Social Care, current code from June 2026 and its Practice Guidance provide expectations relevant to this case. To respect rights and choices, maintaining professional boundaries, promoting well-being, working collaboratively, protecting confidentiality, keeping accurate records and being accountable for decisions. These standards reinforced the need to explain the evidence and reasoning behind decisions rather than relying solely on outcomes or other people’s opinions (SCW, 2026a; SCW, 2026b).

Preparation was important because the referral involved a potentially restrictive incident and uncertainty about the safety of the caring arrangements, I considered the referral information (WPS, 2026). I considered whether the reported restriction could indicate domestic abuse or controlling or coercive behaviour, rather than assuming that 3’s explanation of preventing 2 from accessing a dangerous road fully explained the incident. The Serious Crime Act 2015, s.76 establishes an offence of controlling or coercive behaviour within an intimate or family relationship, while the Domestic Abuse Act 2021 recognises controlling or coercive behaviour as a form of domestic abuse (Serious Crime Act 2015; Domestic Abuse Act 2021). In the Welsh context, the Violence against Women, Domestic Abuse and Sexual Violence (Wales) Act 2015 also provides a framework for the prevention of domestic abuse and protection and support for those affected. This was particularly relevant because research indicates that domestic abuse involving older people can be difficult to identify and may be overlooked within caring relationships. Lonbay, Southall and Aggar (2026) identified difficulties in recognising domestic abuse among older people and highlighted the influence of ageist assumptions, barriers to disclosure and complexities in professional responses. Therefore, my preparation required professional curiosity about whether the restriction was an isolated response to immediate environmental risk or part of a wider pattern affecting 2’s safety. This supported the need to obtain information from multiple sources and to hear 2’s account separately from 3’s wherever possible.

I needed to approach the assessment with professional curiosity, avoiding a predetermined conclusion about whether 3’s actions were protective, harmful or both (North Wales Safeguarding Board, 2022). His explanation was relevant but did not establish the impact on 2 or the level of risk. Equally, the incident needed to be considered alongside the environmental danger he described and the pressures within the caring arrangement.

A person-centred approach required me to regard 2 as an active participant rather than simply the subject of professional discussion (SCW, 2026c). I needed to explore what mattered to her, what she understood about respite, how she felt about being away from home, what she wanted for the future and what support she believed would help her. Her long-standing home, relationship with 3, familiar routines and connection to the local community were relevant to her identity and well-being.

Communication needs, anxiety, environment and the presence of other people could influence how she expressed her views(NICE, 2018). Accessible communication and sufficient processing time were therefore integral to assessment. I also needed to check that 2 understood the discussion and had opportunities to ask questions or express disagreement.

The assessment needed to be holistic, considering 2’s strengths, needs, circumstances, risks and protective factors (SCW, 2025). Her established relationship with 3, familiarity with her home and community, previous use of respite and ability to express preferences were relevant strengths. These could help identify support options and continuity. However, strengths-based practice did not mean assuming the existing arrangements were safe because they had continued for many years. 

The respite placement provided an opportunity to observe 2 away from the home environment. Residential staff could contribute information about her routines, communication, daily living skills and responses to support. Health colleagues could provide specialist perspectives concerning learning disability, mental health and communication. Their information needed to be considered alongside 2’s account, 3’s views and historical social care information. Where accounts differed, I needed to explore the reasons rather than automatically prioritising one perspective. 2’s presentation in residential care might differ from her presentation at home because the environment, routines and support were different. A single observation could not provide a complete picture of her needs or abilities (NICE, 2022).

The safeguarding concern was not limited to one incident. It arose from the interaction between 2’s care and support needs, the caring relationship, the home environment and available support. The incident raised concerns about restriction, autonomy and potential harm. 3 stated that he was trying to prevent 2 moving towards a dangerous road. His explanation needed to be considered, but the impact of the restriction on 2 remained central. I needed to distinguish reported facts, each person’s account, professional observations and my analysis. Treating the incident solely as a response to carer stress could minimise its impact on 2 and overlook possible abuse or neglect. Conversely, assuming that 3 intended to cause harm would go beyond the information available and could prevent a fuller understanding of the caring arrangement.
Professional curiosity was important. Manthorpe et al. (2019) found, through consideration of safeguarding adult reviews and serious case reviews, that insufficient professional curiosity and poor coordination between agencies can contribute to inadequate assessment and intervention. Their work highlights the importance of questioning explanations, seeking information from different sources and developing a fuller understanding of the circumstances rather than accepting the first account provided. In this case, this meant distinguishing between reported facts, 2’s account, 3’s account, observations made by professionals and my own analysis. I needed to consider whether there were previous incidents of restriction, whether 2 experienced fear or distress, how she understood the incident, and what alternatives had been attempted.

The learning from Welsh Adult Practice Reviews also strengthens this. The 2025 thematic review identified recurring concerns including fragmented multi-agency working, inconsistent consideration of mental capacity, limited advocacy and inadequate recording of adults’ lived experiences and wishes (Safeguarding Board Wales, 2025). This reinforced for me that safeguarding assessment should not focus solely on the presenting incident. I needed to understand the whole person, the caring relationship, the environment and the wider support system. It also reinforced the importance of ensuring that 2’s voice was not lost within 3’s account or within professional interpretations of risk.

My reflection is therefore that effective safeguarding required a balanced position. I needed to take the concern seriously without prematurely defining 3’s behaviour as abusive, while also ensuring that concern about 2’s vulnerability did not lead to restrictive intervention becoming normalised. This reflects the Welsh safeguarding expectation that protection planning should be person-centred, outcome-focused, proportionate and use the least restrictive approach. The assessment consequently needed to consider not only how to reduce immediate risk, but also how 2 could remain safe while retaining choice, relationships and as much control over her life as possible. This demonstrated professional judgement because there was no completely risk-free option; rather, the task was to understand the competing risks and identify the least restrictive and most proportionate way of supporting 2 and 3.

Risk assessment needed to consider the nature and seriousness of potential harm, the circumstances in which risks arose, protective factors and how risk might change if support arrangements changed. It also needed to consider the consequences of intervention. Focusing only on eliminating risk could lead to unnecessary restrictions or a premature conclusion that 2 should not return home. Equally, assuming the previous arrangement could continue unchanged could expose her to further harm (Department of Health and Social Care, 2025).

An outcome-focused assessment therefore needed to identify what 2 wanted to achieve and what practical support might help her achieve it safely. Possible options for exploration included additional support, environmental changes, respite, monitoring, contingency arrangements and a revised care plan. These were options to assess, their suitability depended on 2’s views, capacity where relevant, the level of risk and service availability (Welsh Government, 2015).

Several theoretical perspectives helped me interpret the situation and consider interventions. A systems perspective, person-centred practice and strengths-based practice each offered a different lens, although none was sufficient alone.
A systems perspective associated with Bronfenbrenner (1979) helped me consider how 2’s circumstances were shaped by the interaction between her individual needs, relationship with 3, caravan and surrounding environment, rural service availability, respite provision, social care and health involvement (Rosa and Tudge, 2013). This encouraged me to look beyond an individual explanation of the safeguarding concern. For example, the risk associated with leaving the home needed to be understood in relation to the environment, available support and caring relationship. It also encouraged consideration of how increased support for 3 or changes to the home environment might affect 2’s safety and well-being.

A person-centred approach informed by Rogers (1951) helped keep 2’s wishes, identity and preferred outcomes central (McCausland et al, 2019). It challenged me to ensure professional discussions did not replace her participation, particularly in decisions concerning accommodation, relationships and daily life. This was important because professional focus on risk could otherwise overshadow what mattered to her. Person-centred practice did not mean ignoring risk, but understanding it in relation to her circumstances and desired outcomes.

A strengths-based perspective associated with Saleebey (2013) encouraged me to identify abilities, relationships, resources and resilience. 2’s established relationship, familiarity with her community, ability to express preferences and previous use of respite were relevant strengths. 3’s knowledge of 2 and recognition that respite was needed were also relevant. However, I needed to avoid allowing this perspective to minimise safeguarding concerns or assume that existing arrangements were safe. Together, these perspectives supported a holistic assessment: systems theory highlighted context, person-centred practice kept 2’s voice central, and strengths-based practice identified resources and possibilities. 

Collaborative working was essential because no single professional held a complete understanding of the risks, needs or possible solutions. My direct work with 2 was the foundation. I needed to create opportunities for her to express views about respite, her relationship with 3, her home and her wishes for the future (Orr et al. 2026). This required accessible communication, patience and sensitivity to the possibility that her views might vary with context, anxiety, environment or who was present. I also needed to check understanding and consider whether creative communication approaches could support her participation when her wishes or feelings were difficult to articulate.

The 2025 Thematic Review of Adult Practice Reviews in Wales identified multi-agency engagement and response as key areas of practice. The review emphasises the complexity of adult safeguarding and the need for nuanced, multi-agency approaches rather than relying on the perspective or knowledge of one professional (McManus, Ball and Monaghan, 2025). This was relevant to my assessment because 2’s circumstances involved interconnected issues relating to her care and support needs, her relationship with 3, the home environment and potential safeguarding risks. Information from residential staff, health professionals, the care and support assessment and 3’s account could therefore provide different perspectives, but none could replace hearing directly from 2.
Working with 3 required a balance between partnership and professional curiosity. As 2’s long-term partner and carer, he held important knowledge about her history, routines, communication, preferences and risks (Thacker, Anka and Penhale, 2019). His request for respite indicated that he recognised pressure within the caring arrangement. However, collaboration did not mean accepting his account without analysis where his actions might have contributed to safeguarding risk.  I needed to listen respectfully while exploring the impact of his actions on 2. This required professional assertiveness because safeguarding practice must remain focused on the adult at risk, even where the carer is distressed, well-intentioned or also needs support (SSWWA, 2014). In reflection, I could have been more explicit earlier about separating 3’s carer support needs from the assessment of risk to 2, ensuring both were considered.

Residential staff could contribute observations from the placement, while community learning disability nursing, psychiatry and psychology offered relevant specialist perspectives on learning disability, mental health, communication, behaviour and emotional well-being. Residential staff provided day-to-day observations; health professionals contributed specialist perspectives within their roles; and I was responsible for integrating this information with 2’s views, 3’s account, social circumstances, legal duties and safeguarding analysis (WPS, 2026).

Professionals hold different priorities. Clear communication was necessary so that differences contributed to a fuller assessment rather than confusion or delay. I want to develop greater confidence in chairing or contributing to multi-agency discussions, summarising competing views and linking recommendations to evidence, legislation and 2’s preferred outcomes.

Information sharing needed to be lawful, relevant and proportionate (WPS, 2026). I needed to consider what each professional required to know, why it was being shared and how it supported safeguarding or assessment. Professional boundaries were also important: although colleagues contributed valuable information, I remained accountable for my own assessment and recommendations (Moriarty, 2013). I needed to distinguish information supplied by others from my observations and analysis, recognising the limits of my role and expertise.

Supervision and management oversight supported my work as a newly qualified social worker. Supervision helped me test my analysis, consider safeguarding thresholds, identify further information needs and reflect on balancing risk and rights (Leonard and Evans, 2026). It also provided space to consider the emotional impact of decisions affecting liberty, relationships and accommodation. 

Accurate recording and records were essential to assessment and decision making, to support professional judgement by enabling practitioners and managers to review evidence, identify patterns, consider changes in risk and understand the rationale for intervention (Lillis et al. 2019). They also support continuity across agencies. In this case, accurate recording was particularly important because the assessment involved different perspectives, a temporary placement, query of capacity and uncertainty about future support and accommodation.

Records needed to comply with legislation, organisational policies and professional standards, including confidentiality and data protection requirements (SCW, 2026; Skills for Care and Development, 2026). Where information was shared, the record should explain what was shared, with whom, why it was necessary and how it related to safeguarding or assessment. Linking to 2, her assessments were shared between social care, health and the placement due to the concerns and the need for collaborative working. 

Poor recording could result in an unverified account being treated as established evidence, repeated assessments, delays or decisions based on incomplete information (WPS, 2026). Failure to record 2’s views could allow professional priorities to overshadow her wishes, while inadequate recording of risk analysis or decision rationale could make interventions difficult to understand, review or challenge. I therefore recognise that recording is part of professional judgement and accountability, not simply an administrative task. I will continue to strengthen the clarity, chronology and analytical quality of my records, showing not only what happened but why it mattered and how it informed assessment.

Professional judgement was central because there was no single clear or risk-free option (WPS, 2026). I needed to make sense of incomplete and sometimes competing information while balancing 2’s autonomy and family life with the local authority’s duty to consider whether she was an adult at risk. Complexity arose from the interaction between learning disability, mental health, rurality, accommodation, carer stress, environmental hazards, restriction and uncertainty about future support.

The incident raised concerns about restriction, possible neglect and unsafe arrangements. However, 2 also had a long-standing relationship with 3 and a connection to her home and community. Removing all risk could mean removing aspects of her identity, relationships and choice. I needed to consider whether risks could be reduced through support, planning and monitoring, or whether returning to the same arrangement would be unsafe.

In considering safeguarding thresholds, I analysed potential indicators of harm, abuse or neglect alongside the statutory definition of an adult at risk (SSWWA, 2014). 2 had care and support needs, and there were concerns that she might be unable to protect herself from risk without support.  My judgement was that safeguarding consideration was required because the concerns involved potential harm and restriction, rather than only practical support needs.

Capacity required separate judgement for each relevant decision. I needed to avoid assumptions based on diagnosis, presentation or perceived vulnerability (MCA, 2005). If 2 had capacity, my role was to support her to understand risks and options, even if her choice involved some risk. If she lacked capacity, intervention would need to be in her best interests and least restrictive. Safeguarding must not become a reason to remove choice unnecessarily; however, respect for autonomy must be balanced with the responsibility to take protective action where the evidence, level of risk and legal framework indicate that intervention is required (WPS, 2026; SCW, 2026).

Ethically, I needed to respect 2’s dignity, autonomy, relationships and participation while taking seriously the duty to protect her from harm (WPS, 2026). I also needed to treat 3 respectfully and consider his caring needs without allowing sympathy to minimise the impact of his actions on 2. I remained alert to professional power and the possibility that concern could unintentionally override her preferences (Stevens et al. 2017).

Professional assertiveness was necessary where people held different views (Local Government Association, 2024). 3’s account needed to be heard but considered alongside its impact on 2. Residential and health professionals’ views needed to be integrated with social work analysis of rights, relationships, home circumstances and legal duties. Supervision helped me test my thinking and consider proportionality, while I remained responsible for explaining the reasoning behind my recommendations.

My judgement also needed to remain open to new evidence. Information from the respite placement, health colleagues or further direct work with 2 could change my understanding of her needs, risks, capacity or preferences. A defensible assessment is not fixed; it should be reviewed when circumstances or evidence change, particularly when considering a return home or the sustainability of support arrangements. Research and professional guidance can help practitioners recognise risks such as relying on one account or making assumptions about capacity, but they do not replace analysis of the individual circumstances (SCW, 2026; WPS, 2026).

Contingency planning was important because the caring arrangement, 2’s needs or wishes, and service availability could change. Planning therefore needed to consider how concerns would be recognised, who should be contacted and what further assessment or intervention might be required. Any contingency plan should be clear, proportionate and understood by relevant people (SCW, 2026).

The placement offered a temporary opportunity to consider 2’s support needs and presentation outside the home. However, the placement itself was not an outcome in isolation. Assessment needed to consider whether it supported her well-being and preferences, what she wanted to happen next and what further planning was required. Any proposed plan needed to connect actions to outcomes such as safety, meaningful participation, continuity of important relationships and consideration of her wishes about home and support.

Possible options included additional support, environmental changes, respite, monitoring and a revised care plan. Their appropriateness depended on the evidence, 2’s wishes, capacity where relevant, available services and the level of risk. Regional safeguarding board procedures, priorities, audits and learning from adult practice reviews provide a wider governance framework for consistent multi-agency practice. Although the board did not direct my day-to-day intervention, this framework reinforced the importance of professional curiosity, timely information sharing, accurate recording, escalation and learning from practice.

This case strengthened my understanding that safeguarding assessment is an ongoing analytical process requiring the integration of legal duties, professional values, theory, information from different sources and the person’s own views (WPS, 2026). It also requires practitioners to recognise uncertainty and revise their analysis as new evidence emerges.

A strength of my practice was maintaining focus on 2’s voice while considering safeguarding concerns and 3’s needs as a carer. I recognised that the incident could not be understood solely through 3’s stated intention or an assumption of deliberate harm. Carer stress and risk to 2 required separate consideration while recognising how they interacted. Multi-agency information gathering and supervision enabled me to consider different perspectives, challenge assumptions and reflect on the balance between risk and rights.

There were areas for development. I could have distinguished 3’s carer support needs from 2’s safeguarding assessment more explicitly at an earlier stage. I also want to strengthen my confidence in complex multi-agency discussions, particularly in summarising competing views and making recommendations clearly and assertively. Further development in structured approaches to assessing capacity, risk and outcomes would support more transparent decision-making (SCW, 2026d).

I was aware that decisions could affect 2’s safety, liberty, home life and relationship with 3. I experienced uncertainty about balancing protection with empowerment because all available options involved some degree of risk (Braye et al., 2017). Reflective supervision, consultation with colleagues and careful application of legislation helped me manage this uncertainty and remain focused on proportionate decision-making. I now understand resilience not as being unaffected by complex work, but as recognising emotional impact, seeking support, reflecting critically and making reasoned decisions within professional and legal boundaries.

This experience demonstrated the importance of person-centred, outcome-focused safeguarding that considers strengths, needs, protective factors, relationships and the circumstances of carers, rather than focusing on risk alone. The legislation, Wales Safeguarding Procedures and professional standards informed my assessment, while theoretical perspectives helped me understand the interaction between individual needs, relationships, environment, strengths and risk. Collaborative working provided a wider evidence base, and supervision supported professional accountability.

In future practice, I will prepare thoroughly, use accessible communication, seek the person’s desired outcomes, analyse multiple perspectives and record my rationale clearly. I will remain professionally curious, use supervision constructively and challenge assumptions or recommendations where evidence or the person’s rights require it. This case reinforced that effective safeguarding requires proportionate intervention, professional assertiveness and a willingness to modify judgement when new evidence emerges, supporting my continued development as a reflective, accountable and person-centred social worker.
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