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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).

For the purpose of this assignment I will critically reflect on a piece of work I completed with an individual, referred to as 02 (anonymised for confidentiality purposes), which involved a significant amount of risk assessing and safeguarding. Whilst evaluating and reflecting on the work I completed with 02 and his family, I will explore how I worked within the relevant legislative framework in relation to safeguarding, as well as exploring how this adhered to various policies, strategies and procedures. I will be exploring this through multiple lenses, from how it impacts my work on a local level, through to how the legislation interfaces between Wales and the European Union (EU). 

02 is an older aged male individual, who is diagnosed with alcohol dependence and has a longstanding history of poor mental health. 02 had relocated to our local authority area from a different part of Wales, to live closer to his family. I was initially involved to complete an assessment following a referral from 02’s previous social worker. During this process, escalating safeguarding concerns emerged. I focused on completing the assessment to secure support from the adult disabilities team while also mitigating risks and promoting a safe environment for 02 and his family. I developed my professional judgement and utilised my joint working skills to manage the complexity of 02’s situation and I applied a multitude of social work theories and models to effectively manage crisis and assess 02’s needs. 

02’s dual diagnosis of mental health issues (complex PTSD) and alcohol dependence (substance misuse) created a level of complexity I had to navigate as his social worker. 02 was sexually abused as a child at an institution within Wales and had sustained a significant amount of complex trauma which he felt was intrinsically tied to his alcohol misuse. I received a detailed referral from 02’s previous social worker and, with 02’s consent, discussed his history and concerns via video call. However, as 02 became intoxicated or began to stray from his alcohol reduction plan, a new level of risk and unpredictability was introduced to the situation, and I had to rely on my professional skills, knowledge and judgement to safely mitigate the risk of harm to 02 and those around him. 

To reflect comprehensively on this piece of work, I will start by outlining 02’s situation at the beginning of my work with him, and then look at the legislative framework, policies, strategies and procedures that impacted my role as we continued to work together. 

The handover indicated 02 was at high risk of self-neglect and was working to reduce his alcohol intake with support from a Welsh drug and alcohol service. He had previously engaged with the same service in another region, showing positive continuity in care. The referral noted that 02 planned to stay with his adult daughter, who we will refer to as 03, in a local town. When I contacted 02, I spoke with 03 who advised that 02 was currently staying with her, in her garden shed. 

I prioritised my assessment of 02’s needs and arranged to meet him at his daughter’s home, in the garden shed. I had a long discussion with 02 and his daughter about his needs, wishes and plans for the future. I identified several support options that may support 02 and 03, who identified as 02’s main carer. Firstly, I was concerned about 02’s housing and the sustainability of staying in the garden shed. I liaised with our housing department to ensure that accommodation was appropriately being sourced, based on 02’s needs. 

I was also concerned about the risk of self-neglect, which presented as being well-managed due to 03’s input and physical support. However, it was evident through my assessment process that 03’s level of support and care was not sustainable, as she was a ‘sandwich carer’ (ONS, 2021), meaning she had a young child (referred to as 04) in the property, as well as a few pets. Therefore, I offered 03 a carer’s assessment and referred her to our team when she accepted. Using my professional judgement, I identified that 02 would benefit from a care package to meet his outcomes - maintaining a healthy weight, diet, and personal care. With his consent, I applied for funding for a small package of support.

It appeared that 02 was managing well, he was concordant with his alcohol reduction plan and with the support of his daughter he was eating regularly and maintaining his personal care independently. We discussed ways to meet his other identified needs, such as social support and building connections in his community. 02 was a highly intelligent individual and he identified that he would rather be ‘kept busy’. I explored third sector provisions, such as ‘men’s sheds’ in the area that would potentially meet these needs. 

I visited 02 several times at 03’s home to build rapport and support short- and long-term goals. During one visit, 02 disclosed memory issues, which 03 confirmed. Believing it was linked to alcohol misuse, 02 consented to a referral to the local health board’s memory clinic. Concerned about possible alcohol-related brain damage, I ensured he was connected to appropriate healthcare support. 02 also privately disclosed poor mental health; I offered referrals to relevant mental health services, but he declined.

After returning from annual leave, I received a report from our duty worker outlining concerns raised by 03 about 02’s relapse. 03 had come home with her son, 04, to find the pets severely injured, with only 02 present. The vet confirmed the injuries were inflicted, not accidental, resulting in brain trauma. Fortunately, the pets received treatment and made a good recovery.

The duty worker consulted her manager, who recommended urgent contact with housing services regarding emergency accommodation for 02. Housing had refused temporary housing, causing distress to 03. The duty worker helped 03 reach out to a housing charity, for support. Housing deemed 02 ineligible, prompting escalation to the disability team manager. Given social services had begun assessing 02’s needs, it was essential to swiftly explore supported accommodation, including a mental capacity assessment.

When I returned to work, our housing team had successfully sourced emergency accommodation for 02 in a small flat near 03’s home, and a mental capacity assessment was undertaken with 02 for the decision to move into emergency housing. 02 moved into the accommodation the evening of the incident with the pets, and therefore the immediate risk of harm to animals was mitigated and resolved. If they were still at risk of immediate harm I would have reported the concerns to emergency services. If housing had been unsuccessful in sourcing accommodation, then 02’s health was at risk of deteriorating further due to his self-neglect and self-harm behaviours when intoxicated. 

Although my case study is based on adult safeguarding, it is worth noting that I had responsibilities to safeguard 03 and 04, to ensure they were protected from any further incidents. I had previously referred 03 for a carer’s assessment as I felt her role as 02’s carer was under strain, and she was at risk of main carer breakdown. Therefore, I was able to work with 03’s allocated social worker in relation to the risk that 03 and 04 may have been subjected to previously. After an in-depth case discussion with 03’s social worker, we agreed I would submit my multi agency referral form (MARF) to the children’s services, for advice and information. 

As 04 lived in the same property at the time of the incident, it was felt necessary to inform children’s services as we felt 04 would have been unable to protect himself and that he may have been at risk of significant harm by witnessing the incident. Thankfully, 03 and 04 were out of the property at the time of the incident, however the risk remained present as 04 had witnessed the state of the pets upon their return home. The MARF was discussed in detail with 02, 03 and 03’s social worker. As per the relevant guidance, I sought 02’s consent for the referral and recorded his views and wishes on the potential outcome.

Following the incident, my request for a care package was approved, and a local domiciliary care provider was identified to deliver support. Although the service was scheduled to commence soon, I had a professional duty to inform the agency of the potential risks associated with visiting 02, given his ongoing difficulties in adhering to his alcohol reduction plan. The care package being instated was an example of how I took action to achieve change by mitigating the risk of self-neglect or self-harm to 02.

Under the Social Services and Wellbeing Act (2014), part 7 defines an adult at risk and s126 identifies that enquiries need to be made to explore the level of risk. Following the duty incident, after I met with 03, who was still distressed, I advised her I felt it necessary to submit a MARF to our adult safeguarding team for advice and information and that I would need to include this information in 02’s care plan to ensure other agencies were informed about the level of risk. 

Part 7 of the SSWBA (2014) s126 informed my professional judgement to report the incident to the adult safeguarding team as I felt 02 was an adult at risk of harm due to his vulnerabilities whilst intoxicated. There was also a risk of harm to others around 02 when he was under the influence of alcohol, and I felt I had a need to report this risk of harm. Guidance (Welsh Government, 2016) from Part 7 of the SSWBA (2014) informed my decision; however, it highlights the interface between the Human Rights Act (1998)—particularly Article 8, which upholds the right to private and family life—and the imperative to safeguard vulnerable adults.

The Wales Safeguarding Procedures (2019) helped me to identify the appropriate steps I needed to take, following the incident. The procedures outline the duty to report an adult at risk, and how to respond to these reports. It emphasises the importance of involving the adult in the intervention and care planning. In my follow up conversations with 02, he identified that he could not recall the incident with the pets, as he was heavily intoxicated, although he notably felt embarrassed and ashamed of what had happened – he accepted responsibility for harming the pets.  

I accessed the regional adult safeguarding threshold guidance document to ascertain exactly how the incident met the safeguarding threshold to submit a MARF to our safeguarding team, provided by CWMPAS (2018). This document reiterates the importance of capturing the individual’s wishes and feelings and the need to explore advocacy. I referred 02, with his consent, to our local advocacy agency for support so he was able to express his views and wishes independently. 

Within the context of safeguarding, I felt the risk to 02 was multifaceted. He was at risk of harm by becoming heavily intoxicated due to his alcohol dependence, poor mental health and memory lapses. This was not an informed or ‘unwise decision’ under the relevant mental capacity act (2005), as 02 would become incapacitated whilst under the influence of alcohol. Rather, this behaviour was high-risk and due to his disabilities and this identified him as a vulnerable adult (SSWBA, 2014). 02’s remorse and lucidity following the incident caused him great anguish and worsened his mental health, increasing the risk of his self-neglect and self-harm behaviours. This highlights the complexity of my work with 02. 

After seeking advice from my line manager, we agreed it would be appropriate to complete a Wales Applied Risk Research Network (WARRN) form, which is a formulation-based technique for the assessment and management of serious risk (Snowden et al., 2019, pp. 399-410). I also considered the Mental Health (Wales) Measure (2010) and felt that 02 would benefit from a referral to our local community mental health team (CMHT), so that his mental health needs could appropriately be met under Part 2 of the measure, including care co-ordination and planning. I gained consent from 02 to refer him for these services. Completing the WARRN allowed me to assess 02’s needs and explore the risks to his mental health and circumstances in more detail, which is a national occupational standard of social work. 

Alongside mitigating the risks that pertained to 02 (self-neglect, risks to self from poor mental health), I considered the other safeguarding concerns such as risks to other professionals and myself. I had been working 1:1 with 02 and there were no lone risks identified in his initial referral. However, following the policies and guidance from my local authority, I agreed with my manager to update the Personal Safety Register (XXX, 2018) with the risk to animals and potentially children. When concordant with his alcohol reduction plan, the risks were minimised however the was an element of unpredictability as this could change drastically if 02 became intoxicated. The policies that were particularly relevant here were the lone working policy (XXX, 2023), the high-risk behaviour policy (XXX, 2024), the self-neglect policy (XXXXX, 2022) and the pets and property policy (XXX, 2025). I updated the personal safety register as part of my risk mitigation strategy, and I also felt it imperative to update the care agency that was supporting 02 to ensure their workers remained safe and left the property if they felt 02 was intoxicated. 

The MARF submitted to the adult’s safeguarding team advised that the abuse of the pets should be reported to the police. I discussed this with 02 and 03 and agreed that this would be reported via 101, with 03 explicitly stating that she did not wish to press charges for the incident. The decision to report aligns with the strategy set out by the Welsh Government in their Animal Welfare Plan for Wales from 2021-2026, which commits to reforming animal welfare through various policies. In the wider UK, cases of animal abuse can be reported to the police or DEFRA who have powers to investigate and prosecute; however, legislation can differ in devolved governments such as Scotland, Ireland and Wales. The Animal Welfare Act (2006) also underpinned my rationale for reporting the incident to 101. 

Shortly after starting my work with 02, I had the realisation that my analysis and assessment of his situation was continually developing, especially as new information was being identified from a wide range of sources. I felt I had to work with a dynamic approach, whilst ensuring that the influx of new risks or information did not decrease the person-centred aspect of my work. I used the recovery model (Mclean and Harrison, 2009, pp. 69) to frame my work with 02 and focused on the development of self-reliance and personal responsibility in a person-centred manner. The recovery model compliments a strengths-based approach, which I found to be invaluable in supporting 02 and his loved ones through the safeguarding concerns. The strengths-based approach is in alignment with vital social work values and can reinforce principles like autonomy, respect, and collaboration (Caiels et al., 2024).

I found that using motivational interviewing (MI) techniques (Teater, 2013, pp. 451-454) most productive in establishing a positive working relationship with 02, as he was initially reserved with fluctuating engagement. As I met with 02 and his family on several occasions, I was able to use MI skills to assess and analyse his current situation and further explore levels of risk during later crises. This included using open-ended questions, recognising 02’s strengths, efforts and achievements to build confidence. I also utilised reflective listening and summarising to ensure 02 felt heard and understood. 

My knowledge and understanding of dual diagnosis (NICE, 2016) was integral to forming a comprehensive assessment that captured the complexities of 02’s care and support needs. 02 had vulnerabilities that stemmed from both his mental health diagnoses and from his substance misuse (alcohol dependence). By recognising each diagnosis, my assessment was in-depth, and I used my professional judgement to prioritise needs and mitigate risk. My in-depth knowledge of the ‘cycle of change’ model (Prochaska & Norcross, 1992, pp. 451) enhanced my ability to support 02 through his relapses and most importantly to support 02 to identify the next steps and learning outcomes following a crisis. This furthered my ability to empathise with 02 and understand the impact of his addiction to alcohol. 

After 02 had moved into his own accommodation, I adopted the use of empowerment theory (Joseph, 2020) as I felt 02 was at risk of marginalisation due to his substance misuse issues. Using an empowerment approach enabled me to recognise the ways 02 was at risk of discrimination and oppression. Using empowerment theory supported 02’s agency throughout my work with him and enabled identification of barriers to support due to discrimination. 

For example, my referrals to the community mental health team (CMHT) and the older adult’s memory clinic were both declined on the basis that 02 was an alcohol dependent. The teams advised they would not be able to engage until 02 was abstaining from alcohol completely. However, this conflicts with his alcohol reduction plan, which outlined a tapering of alcohol intake to slowly reduce his reliance on alcohol. Each time 02 had a relapse from this plan, he started at the beginning of the process again. This approach enabled me to recognise both direct power blocks—such as the refusal to provide housing for 02 or to admit him to health services—and indirect ones, including 02’s own perception that his health issues were somehow ‘deserved’. It also supported the development of strategies to address and overcome these barriers.

I experienced conflict when I advocated for the referral to the older adult’s memory clinic as I felt 02 was being indirectly discriminated against due to his alcohol dependence. After a discussion with the clinic’s psychiatrist, 02 and his family were offered an appointment for assessment, as I advocated that 02 could not safely completely abstain from alcohol due to his addiction and that he was adhering to an alcohol reduction plan which had been created by the drug and alcohol service, in partnership with 02. 03 and another family member of 02’s were able to access information and advice about how to support 02 in relation to the brain damage he had sustained and inform them of the long-term prognosis. This, in-turn, helped inform my analysis for 02’s assessment.  

My work with 02 and his family included a considerable amount of collaborative working with a range of professionals including housing, police and health colleagues (CMHT and Older Adults Memory Clinic), care agency staff, drug and alcohol support service, 03’s social worker and his previous social worker from another local authority. This multi-disciplinary support was essential in thoroughly assessing 02’s care and support needs. I ensured I referred 02 to relevant services so that his support was coming from the best placed professionals. However, this did on occasion bring tensions and conflicts that I had to use my professional judgement to navigate and resolve. This added to the complexity of 02’s situation and at times presented barriers to support. 

At the beginning of my work with 02 it was frustrating that he kept facing barriers or delays to support when I was referring him for services. For example, the delay from housing finding appropriate accommodation presented risk to manage in terms of safeguarding. Practising in rural Wales can also bring challenges, as it did with my joint working with housing colleagues. Due to a shortage of housing, individuals in emergency housing crisis are frequently placed in B&Bs. Therefore, I was asked whether it would be acceptable to place 02 in a B&B accommodation with a bar. I advocated for more appropriate housing for 02, and fortunately a small flat was then found as an alternative. However, this lack of resources can sometimes add pressure to joint working relationships or create conflict. 

When I received the safeguarding outcome from the adult safeguarding team, I was daunted at the prospect of reporting the incident as animal abuse. This created a moral quandary where I was reluctant to report 02, as he was clearly already remorseful and he felt guilty, and the need to report animal abuse to prevent further incidents in the future. I navigated this by using my professional judgement to report via 111. I also accepted that although I had gained 02 and 03’s consent to report the incident, and with that gathered their preferred outcomes (e.g. no prosecution), I had no control over what the police would do with the information I shared. This is a running theme in adult safeguarding with the duty to report and can often present tensions or conflict. 

I felt conflicted over my will to respect 02 and 03’s privacy and my duty to report the concerns. This tension between the need to protect vulnerable individuals, children or members of the public and the need to respect autonomy and privacy can be challenging to work with. However, in 02’s scenario the duty to protect was greater than the legislation it conflicted with (the Human Rights Act, 1998). 

It was challenging to advocate for 02’s mental health needs during my work with him. This created tension when I was trying to work professionally with the relevant health colleagues. I felt it pertinent that the bio-medical factors in 02’s care and support needs were explored fully in order to inform my social work assessment. For example, I felt strongly that the medical cause for 02’s memory impairments and symptoms similar to alcohol brain damage were explored. I was also aware of 02’s extensive history of poor mental health and trauma and felt his mental health needs needed exploring under part 2 of the mental health (Wales) measure (2010) as the complexities of his comorbid alcohol addiction and complex PTSD needed attention and risk management. 

When working alongside support services, such as the care workers and drug and alcohol service, I was mindful to report any lone working risks that developed to ensure other professionals remain safe. 

I noted there was a disparity in the resources and services 02 had previously accessed in his local authority, which was more urban, compared to our available support. I felt it was incredibly beneficial to engage with 02’s previous social worker, who had worked with 02 for a significant number of years. This helped me understand what kinds of support had been successful previously, however it was challenging to meet his needs in a similar manner due to our lack of resources such as drug and alcohol centres or rehabilitation units, or specialist care workers. This created a need for creative care planning to support 02 to meet his identified needs within the rural Welsh context.  

There was value in joint working with 03’s social worker in relation to the safeguarding concerns 02 presented to himself, 03 and 04. It shared the responsibility of safeguarding and by working together effectively we were able to identify which actions were a priority and which of us would take responsibility for them. The safeguarding concerns and subsequent reports to adults and children’s safeguarding teams caused conflict and tension between us and 02 and 03.  03 was concerned about the impact of reporting the incident to children’s services and was worried child protection concerns would be raised as a result. It was challenging to support 03 with this, as we could not make any suppositions on what actions the safeguarding teams would recommend. 

I utilised my professional judgement that although I was eager to maintain positive working relationships with both 02 and 03, I understood that my duty to report concerns around safeguarding was paramount. In fact, it is not uncommon for social workers to feel conflicted when raising safeguarding concerns. A study by Dixon (2023) found that social workers must navigate the tension between ensuring safety and preserving trust. It also highlights the importance of maintaining a person-centred approach throughout safeguarding procedures. I found it challenging but valuable to uphold trust in my profession with 02 and 03.

I was mindful of the ethical dilemmas around 02’s ability to consent throughout the various stages of the safeguarding concern and completed the required mental capacity assessments. 02’s capacity was a challenging issue to navigate as this was intrinsically tied to his alcohol consumption and level of intoxication. It also varied from the type of decision being made and how much 02 could contribute or understand (e.g. deciding to live in new accommodation or giving consent for police report). I promoted 02’s engagement and participation as much as possible throughout my work with him in line with the National Occupational Standards (Social Care Wales, 2023). By undertaking the relevant mental capacity assessments, I maintained my professional accountability by evidencing my professional judgement. I felt the ongoing concerns around 02’s ability to consent added to the complexity of his situation.

These tensions and conflicts sometimes evolved to ethical dilemmas that I faced as 02’s social worker. I felt the conflict between duty and responsibilities from my professional title and the risk of harming the positive working relationship I had fostered with 02 and his support network. 

In conclusion, I have critically reflected on the work I completed with 02 and his family and carers in relation to the safeguarding against the risk of self-neglect and self-harm as well as physical violence to others and property. I started by outlining the legislative framework in which the safeguarding actions were taken and how this ensured my work operated within the appropriate guidance from policies, procedures and strategies. We explored how the legal framework is impacted by legislative pieces from Wales, the UK, the EU and wider world. I explored the various assessments I undertook in partnership with multiple agencies such as health, police and housing. I explored which social work models and theories I used throughout the intervention and how these aided my practice to remain anti-discriminatory and anti-oppressive in its nature. Finally, I explored the various types of joint working I undertook as 02’s social worker and some of the tensions and conflicts this brought. This included power dynamics and moral dilemmas. The Welsh context was considered in how it impacted the support 02 could access and the dimensions of working within Wales. 
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