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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 appendix 5 and 6 of the 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).


Adult safeguarding refers to protecting adults who may be at risk of abuse or neglect, preventing harm, and promoting their wellbeing, rights, dignity and autonomy (Age UK, 2025). People should be supported to make their own decisions where possible; safeguarding responses should respect their views, wishes, feelings and beliefs (Wales Safeguarding Procedures 2019).  Within Wales the overarching legislation derives from the Social Services and Well-being (Wales) Act 2014 (SSWBA, 2014), specifically part 7 safeguarding, which aimed to simplify the law.  Supporting this legislation within my area of work is Wales Safeguarding Procedures 2019, Mental Capacity Act 2005 and the Mental Health Act 1983, Equality Act 2010, Human Rights Act 1998, particularly Articles 2,3,5,6 and 8. The United Nations Principles on Older Persons, 1991, “More than just words” Framework (2022) and Welsh Language (Wales) Measures 2011 – Welsh Standards. Within my role as a social worker, I am guided by my professional standards following The Code of Professional Practice for Social Care (2017) and the social work values (British Association of Social Workers, 2020). Supporting me to define my professional role are The National Occupational Standards which helps me to assess risk and promote well-being (Social Care Wales, 2011). 

An adult at risk is defined by someone over 18 who is experiencing or at risk of abuse or neglect; has needs for care and support whether those needs are being met or not; is unable to protect themselves against the abuse or neglect or the risk of it because of those care & support needs (Wales Safeguarding Procedures 2019). Abuse and neglect can be in many forms: Financial, emotional, physical, psychological, sexual, coercion, controlling behaviour and female genital mutilation (Safeguarding Wales, 2019). Duties are placed on Local Authorities to investigate concerns of abuse and harm and relevant partners which include Police, health, education and voluntary sectors to report to the Local Authority.

The law around safeguarding supports me to understand and know what my powers and duties are when working with people.  I have clear guidance with procedures to follow ensuring I work in a fair and ethical way, promoting people’s rights which gives me accountability for my work (Johns, 2005).  My professional judgement will be backed up by evidence to understand the thresholds for safeguarding concerns which protects me and justifies my actions (Munro, 2011). Throughout this case study I have felt dilemmas where I have had to warrant a person’s rights versus risk, but the law must justify my intervention to ensure the people that I work with are kept safe. Person centred practice according to Kitwood (1997) ensures dignity and well-being is promoted as well as a key policy focus within the SSWBA, 2014.  This also ensures an outcome based social work with the full participation of the citizen within the assessment process.  This is embedded and central within the SSWBA 2014 and within literature (Social Services and Well-being (Wales) Act 2014; Doel and Best, 2008; Tisdall, 2015)

The case study will critically reflect on an assessment that I have undertaken with others concerning safeguarding of an adult.  I work with adults over the age of 18, this adult will be known as adult 2 to remain confidential (Data Protection Act 2018).  Adult 2 lives in a very rural part of the county in Wales and is aged 44. She was born in a local town has white ethnicity and attended local mainstream school.  I have worked with this person for 10 months and received a very robust handover from the previous social worker who worked with her for over two years.  Adult 2 is unable to work, due to her health condition; chronic fatigue syndrome, she displays mental ill health difficulties, has recently been diagnosed with Autism and has OCD tendencies.  She lives in a sheltered housing type accommodation for older adults; she was placed here as a temporary measure when her husband had carer breakdown.  Her home is cluttered, she displays on most of my visits with stained clothes, she feels she needs to take a liquidised diet although health has stated there is no reason for this and she explains she can go into seizure if she does not eat every 30 minutes. Since living at her home, the carers have reported no seizure activity, and they believe her health conditions are very much behavioural. She lives in a property full of food items, some of which are out of date, her carpets are stained from her tipping food, she has limited space with an excessive number of fridges, blenders and cookers. She over orders food items as she is worried about running out of food and dying. She has been referred to mental health services, but she has not met their threshold for support. She has been referred to the Integrated Autism Service, they closed due to her not wanting to be involved in post diagnosis therapies. She has not left her flat for nearly 5 years.  She has a teenage daughter who has never lived with her but continues with telephone contact. Adult 2 has suffered loss with her mother dying, there were allocations of abuse throughout her case notes, and she believed she has become unwell upon the birth of her daughter 17 years ago.

Adult 2 is the most complex person that I have worked with, and I felt worried and stressed when I was allocated but have been visiting every week to build up a trusting relationship with her and to try to understand her life and to encourage her to have self-determination. Not working in this way may produce poor outcomes as services may not meet her needs; she may also disengage from services as Thompson (2016) highlights that failing to promote empowerment and person-centred practice can result with service users withdrawing from support.  It is my professional judgement gathered from observations, reading case notes and spending time with her that social services alone cannot meet her need, and she would benefit from support from health, mental health and autism services which she has declined, I discussed this within my supervision session to draw on my professional judgement.  Conflicting this, is that she continues to state that we are not meeting her need. Having an electronic way to record her notes has ensured I can read about her behaviours and support for the past 5 years. Without this it may not show the full picture of her life to help with my assessments and care planning, and accurate record keeping is also a requirement under data protection legislation (Information Commissioners Office, 2021). The safeguarding concerns that I had and other visiting professionals observed were indicators of self-neglect, such as her inability to manage her finances resulting in debt and neglect of her psychological health (Braye, Orr & Preston-Shoot, 2015). These indicators are defined in s126(1) of the SSWBA 2014, and all organisations have a duty to report their concerns to initiate enquiries (Wales Safeguarding Procedures 2019).

My actions while working with adult 2 was to complete a new assessment of need in line with the SSWBA 2014 followed by a review of her care and support needs. To determine eligibility, she must meet the specific criteria set out in The Care and Support (Eligibility) (Wales) Regulations 2015. Having these regulations ensures people are treated fairly, are safeguarded from neglect and their rights are protected by law. Whilst the SSWBA 2014 does not list self-neglect as a category, local safeguarding policies in Wales recognise it as a significant risk factor. Therefore, concerns about her self-neglect were considered within the wider safeguarding framework to ensure her well-being was protected.   For example, if I did not put in a service when care and support was needed then I would breach the law which could result in an unmet need and risk of harm and neglect. A person’s right would also be breached under the Human Rights Act 1998 for a right to life and protection. 

I used a Signs of Safety model (Turnell & Edwards, 1999) to ensure a strength-based approach that would balance risk with protective factors. This approach uses simple structure to promote a person’s participation in a collaborative way (Welsh Government, 2018) as it enabled adult 2 to express her perspective on what was working well, what was not working well and what needed to change. This promoted her accountability as she was actively involved in identifying both concerns and solutions, rather than having a plan imposed upon her. By making her voice central the process increased her ownership of the plan and encouraged her to take responsibility for the agreed actions. This aligns with the National Occupational Standards for Social Work in Wales, which guides the importance of empowering individuals, promoting choice and control, and involving service users in planning and decision-making to achieve person-centred outcomes (Social Care Wales, 2011).

 On reflection, while this approach helped me avoid focusing solely on risks but also on adult 2’s existing strengths, such as her ability to engage in weekly visits and to complete tasks herself that would see a reduction in her support services. I sometimes found it challenging to maintain a strengths-based focus when safeguarding concerns felt more urgent. In future practice, I could use this model more effectively by ensuring that her words are clearly recorded in assessments and reviews, and by regularly checking progress against the goals she has helped set. This would strengthen collaboration, enhance her self-determination, and improve the quality and sustainability of outcomes. 

I have completed a mental capacity assessment around her ability to manage her finances (Mental Capacity Act 2005) and from a best interest decision requested that my local authority applies to the court of protection to become a deputy to manage her finances. Completing this assessment highlighted the complexity of evaluating financial decision-making, particularly as her understanding and decision-making capacity could fluctuate. One challenge was balancing respect for her autonomy with the need to protect her from financial harm, which required careful professional judgement and consideration of long-term consequences. This process reinforced the importance of thorough documentation and multi-agency collaboration, given the legal responsibilities involved. I also learned that mental capacity assessments are ongoing rather than one-off, and in future practice I will ensure that her own values and preferences are fully explored even when decisions are made in her best interests.

In reviewing the services she received, I identified that some support was no longer necessary, as she could complete some tasks independently. My rationale for reducing services that were no longer required was to promote adult 2’s independence and prevent unnecessary dependency on formal support. She did not meet the eligibility criteria for support in this area, and the care she was receiving was limited to a single task that she could complete herself. Critically reflecting on this decision, I recognised that removing unnecessary services carried both potential benefits and risks: while it encouraged self-determination and independence, there was also a safeguarding consideration, as reducing support could potentially leave her vulnerable if she overestimated her abilities or became isolated. To minimise these risks, I ensured that adult 2 had access to guidance and check-ins from professionals if needed, and that the reduction in services was carefully explained and agreed collaboratively. This approach balanced promoting independence with ongoing safeguarding, ensuring that any reduction in support did not compromise her well-being or expose her to harm. The Care and Support (Eligibility) (Wales) Regulations 2015 (Welsh Government, 2015) and the SSWBA 2014 clearly state that we have a duty to provide support where a person cannot meet this need themselves (Welsh Government, 2014).  I was now fighting with a dilemma as I now have created consequences for adult 2.  She  has a dependency on services which have been removed, she now feels that she is not supported enough and might die due to her health condition, I was also insightful that she must be feeling very scared and alone without the support hours in place. This is where the law supports my actions as she can complete these tasks herself without the support of others (Welsh Government, 2015).

Adult 2 had input from Occupational Health, General Practitioner (G.P) and third sector services. As it is their duty to report concerns, they completed a multi-agency referral form (MARF) which is the reporting method to initiate investigations (Wales Safeguarding Procedures 2019). Adult 2 did not meet criteria under the MHA 1983 in England and Wales section 2. Adult 2 must be suffering from a mental disorder to warrant hospital admission for assessment, and it must be necessary for her own health or safety or for the protection of others. Adult 2 was not deemed a significant risk to themselves or others and could manage outside hospital. Community mental health support is usually offered if someone is willing to engage. Adult 2 consistently declined services, and she was not at risk enough to meet compulsory treatment thresholds, services then withdrew due to non-engagement. 

My Local Authority safeguarding team contacted me to discuss the concerns of self-neglect and her ability to manage finances.  My working now involved a collaborative approach, I needed to ensure I prepared fully by gathering evidence from health and gathered evidence for the safeguarding team, and third sector teams what support she was receiving, her abilities and what the plans for desired outcomes were.  Communication was achieved through telephone calls, video calls and in person.  To manage adult 2’s distress, I visited her to discuss the MARFs.  As she was experiencing a period of sensory input difficulty due to her Autism, I had to change my communication style. We started to write down what we wanted to say.  She required total silence.  This way of communicating to her was described to the other professionals so they could communicate in a style that she wanted and felt valued by.  In Wales, the principle of the “Active Offer” (Welsh Language Measure 2011) ensures that individuals do not have to request services in their preferred language or method of communication, as this should be anticipated and provided as standard. Although adult 2’s first language is English, she demonstrated a clear need for total silence to feel comfortable and to engage. By recognising and meeting this need, without her having to articulate it, I was applying the Welsh principle of the “Active Offer” in practice. This highlights how the Welsh context extends beyond language alone, promoting dignity, choice, and accessibility in communication, and ensuring that services are delivered in a way that respects individual preferences.

My initial reaction to the MARFs was one of self-doubt, as I felt I was not doing a good job or fully meeting adult 2’s needs. I was able to justify why I removed part of her care and support, and although I felt uneasy, I was also confident that this decision promoted her self-determination and respected her right to choice and control. This experience highlighted the tension I felt between promoting autonomy and ensuring safety. I also felt frustrated and angry that the mental health team would not provide support, particularly as adult 2’s GP confirmed her difficulties were more aligned with mental health than physical health. On reflection, my emotional response shows how strongly I value advocacy for vulnerable adults and the importance I place on collaborative, multi-agency working. It also underlined the challenges of working within systems where eligibility criteria can leave individuals without the specialist input, they may need. Going forward, this reflection reinforces the need for me to maintain professional curiosity, continue to advocate, and balance respecting an individual’s autonomy with recognising the limits of my role and the wider system. I did feel I was working alone, services were not available to support her, and she was beginning to lose trust in me.  Trust is a fundamental part of the social work values guided within the code of professional practice  promoting a partnership working, ensuring they feel understood and safe (Social Care Wales, 2020). I was worried that I was missing something, and I may be allowing too much risk.  Adult 2 was possibly feeling oppressed and powerless as she commented to me that I did not understand her.  To support her I wanted her to feel empowered to make decisions around her care and support and reduce oppression.  I then referred her to Advocacy as I anticipated that an independent advocate could help her to have her voice heard, understand her rights, and actively participate in decisions about her care. I expected the advocate to support her in expressing her views more confidently to professionals, to challenge decisions if necessary, and to ensure that her choices were respected within the care planning process, not doing this would have seen me work oppressively. The SSWBA 2014 part 10 - Advocacy and Dominelli (2004) support to challenge and combat oppression a person has the legal right to advocacy.

This case highlighted to me the gap between policy and practice in multi-agency collaboration. The SSWBA 2014 and the All-Wales Safeguarding Procedures 2019 emphasise integrated working to safeguard well-being, yet in practice I found this difficult. Despite persistence, requesting two GP referrals to mental health services and contacting the Speech and Language Therapy team, support was not secured. This appeared less about professional unwillingness and could be more about systemic barriers, high thresholds, overstretched teams, and limited resources. These factors led to delays, limited communication, and a lack of coordinated support for adult 2. The experience highlighted a tension between legislation and operation of services, reinforcing for me the importance of persistence and advocacy, while recognising the structural limits of my role.
A key issue arose when mental health services withdrew, expecting social care to respond until crisis, at which point detention under the MHA 1983 might occur. This reflects crisis intervention theory, which identifies a reactive rather than preventative pattern of service provision (Roberts, 2005). A preventative approach could have enabled multi-agency planning, identification of triggers, and short-term support to reduce risk. This analysis emphasises how systemic reliance on crisis situations minimises opportunities for early intervention. I also felt professionally disempowered, as the individual’s needs were health related. The power imbalance between health and social care felt that my input was not fully considered. Supervision was valuable in reframing this as a systemic issue rather than a personal failing and in identifying ways to escalate concerns more effectively. Literature supports these reflections. Suter et al., (2016) note how professional hierarchies and weak communication reduce the effectiveness of inter-professional working, contradicting the collaborative principles embedded in the SSWBA 2014. This case therefore deepened my awareness of the structural constraints on collaboration, and the necessity of professional curiosity, advocacy, and reflective supervision to navigate these tensions.

I met with the safeguarding team to discuss concerns, and it was agreed I would continue working to find solutions, as multiple professionals were already involved. The safeguarding team decided no further intervention was required. I also updated those who had submitted MARFs, explaining my rationale, which they accepted as being in adult 2’s best interests. The case has been explored with my supervisor, mentor, and team manager, particularly in relation to rights versus risk. Adult 2’s hoarding and the condition of her home placed her at risk of harm. My duty is to protect her, but she was assessed as having capacity under the MCA 2005, therefore entitled to make what might be considered an unwise decision. Under the HRA 1998, Article 8, she also has the right to live in her home free from unjustified interference. Reflecting on MCA 2005 principles reminded me that capacity is decision and time specific. Whilst adult 2 demonstrated capacity to make day-to-day choices about her care and environment, she chose not to engage with mental health services, which limited the support available.
During this assessment I carefully considered her ability to understand, retain, weigh, and communicate decisions. This highlighted that capacity is not linear and can fluctuate depending on the decision and circumstances. Respecting her autonomy therefore meant accepting her choice not to engage with services, even when this conflicted with professional concerns for her health. At the same time, I had to balance safeguarding responsibilities and remain alert to risks of deterioration.
This reflection emphasised the importance of documenting decision and time specific capacity assessments and using the MCA 2005 and HRA 1998 to balance autonomy and protection. Article 25 of The Universal Declaration of Human Rights Act also recognises the right to adequate living conditions, including housing. When I reduced her support hours, I felt I was limiting her rights, which conflicted with my values of advocating for safety and stability (BASW, 2021). I have struggled with these tensions, but recognised that with capacity, she retains the right to make choices, even those that increase risk, while my role is to ensure support remains available should she choose to engage.
The implication of this situation is that if an adult has capacity but with underlying health conditions and is allowed to live in an unsafe environment then it can lead to an increased risk of mental illness and physical illness, and depression can also worsen (Marmot et al., 2020). From a safeguarding perspective living this way respects her autonomy but she could lead further into self-neglect and a breach of statutory responsibilities under the SSWBA 2014 if there is a failure to provide adequate support. The importance of this situation is that adult 2 receives care and support that she is entitled to whether that is from a health and social perspective or one alone to ensure that she can live safely and healthily.  She has received limited support from health therefore I cannot stop my support due to the risk of living in self-neglect.  Finding a way to support her to overcome her housing conditions will be key to improve her well-being as well as her living conditions.  With safeguarding closing their involvement as she was being supported through a care and support plan, makes my involvement and my professional judgement key to ensure the right amount support is in place.

My rationale for my actions was to better understand adult 2 and improve my professional judgement when intervening with care and support. In supervision with my mentor, we explored theories that could support her. Adult 2 has experienced multiple losses, her mother’s death in adolescence, separation from her daughter, divorce, loss of independence, and insecure housing. Grief and loss theory (Kubler-Ross, 1969; Worden, 2009) helped me understand her emotional responses while validating resilience. Psychodynamic theory (Freud, 1923; Howe, 2008) highlighted how earlier neglect may have contributed to mistrust of services and reluctance to engage. For example, her hesitancy to accept mental health support or preference for silence could be seen as defence mechanisms, such as withdrawal, developed in response to past experience. Recognising this enabled me to approach her with greater empathy and patience, reframing her behaviour as protective rather than non-compliant. Having these insights, I prioritised building trust, offering consistent support, and focusing on longer-term change rather than only immediate problems. Respecting her silences and empowering her to make decisions helped create a safe space for engagement. Her key goal was to move into more suitable accommodation, and this was supported by the autism team within health, linking her housing to improved mental health and well-being.

My current reflection is that collaborative working proved difficult while adult 2 still felt her needs unmet and safeguarding had closed involvement. I recognise that multi-agency collaborated working is vital but often hindered by our own priorities, eligibility, resource pressures, and communication gaps. This experience showed me how systems can unintentionally leave people unsupported, highlighting the importance of persistence and advocacy. Although safeguarding withdrew, I remain alert to her unmet needs and responsible for ensuring her voice is heard, monitoring risks, and escalating where necessary. This case reinforced the importance of relationship-building despite system barriers. Moving forward, I aim to combine trust-building with persistence in engaging health services, while re-referring if risks escalate. Reflecting through Trevithick’s (2012) perspective deepened my understanding that effective social work is not only about immediate problem-solving but also about navigating systemic barriers, advocating for clients, and sustaining support over time.

From this experience I have learned that collaboration between agencies is difficult when professionals hold different priorities and outcomes. Despite systemic barriers, my client’s voice must remain central, particularly when services withdraw and she continues to feel unsupported. Serious case reviews show that individuals are often left at risk when professionals fail to listen to or act on their expressed needs (NSPCC, 2023). This reinforces the need for persistent advocacy and engagement so that service users’ perspectives guide safeguarding interventions.
When safeguarding services step back, risks often remain. Rather than providing closure, responsibility shifts between agencies, leaving individuals like adult 2 in uncertainty. This placed responsibility on me to sustain support and build trust while working towards longer-term outcomes. Adult 2’s case also illustrates the tension between the medical and social models of disability. The medical model focuses on illness and treatment (Barnes & Mercer, 2010), while the social model highlights environmental and economic factors influencing health (Oliver, 1996). Adult 2 falls into a grey area: she does not meet thresholds for medical intervention, yet social care cannot address her mental health needs alone. Such gaps risk poorer outcomes (Glasby, 2017) due to the lack of integrated medical input alongside social support. This reflection has strengthened my understanding that a holistic, collaborative approach is essential. Combining medical and social perspectives could reduce long-term risks and ensure that adult 2’s well-being remains prioritised.

Looking ahead, I will apply the exchange model to ensure the client’s expertise in her own life is valued alongside professional knowledge (Smale et al., 2000), building on partnership and mutual respect. Collaborative practice will remain central so that my client’s needs are heard and responsibility is shared. Using this model positions adult 2 as the expert in her situation, enabling goals to be developed jointly. I will continue to use supervision to reflect on managing professional tensions and exercising judgement while maintaining safeguarding responsibilities. I will monitor risks closely and re-refer to safeguarding if my intervention alone proves insufficient. This case will remain ongoing, and my goal is to ensure care and support are in place to meet her needs and help her live safely and positively.
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