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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).


Introduction & Background
I work as a Community Social Worker (Adults) in a Welsh local authority, and this 
assignment will aim to critically reflect upon a recent case study, concerning the 
safeguarding of a vulnerable adult. The assignment will focus on demonstrating how the 
case study relates to legislation, policies, strategies, and procedures within the UK and 
further afield.  In addition, this assignment will demonstrate how I applied professional 
analysis and judgment in my assessments, concerning a complex case study, coupled with 
reference to examples of collaborative working and references to social work theories. 
The statutory framework for adult safeguarding cases in Wales is detailed in the Social 
Services and Well Being Act (2014) with reference to the Human Rights Act (1998) and 
establishes safeguarding measures for statutory services via s126 enquiries, in relation to
 the welfare of vulnerable individuals, at risk, whilst also advocating for the rights, wishes 
and feelings of these same individuals, in a self-empowering manner. Safeguarding case
 studies often involve complex ethical considerations and real-life practical measures, and 
social work practitioners are required to be as equipped as possible, with the most 
appropriate knowledge and skills, in order to be able to manage more complex safeguarding
 cases (Owens, R. et al., 2023 & Philips, C., 2016). 
In addition, and with a particular focus upon Wales, social work practitioners must also 
understand the cultural and language differences that exist within Wales. e.g. the “Active 
Welsh Language” is central to social care work (Welsh Language Measure, 2011) and 
follows the guidance as prescribed in the “Safeguarding Wales Procedures” (2019). This 
offer provides services in a client’s preferred language, i.e. in English or in Welsh, and is key
when social work practitioners work with clients in their preferred language, as highlighted in 
the Social Services and Well Being Act (2014). I am able to offer this service proactively as I 
speak Welsh fluently, and I value the research that underpins this offer, which aims to 
uphold the voice of the individual.
The case study in this assignment involves an elderly client (84 yrs), who will be referred to 
as client 1 in this assignment, who suffers from advanced vascular dementia and a bipolar 
diagnosis, and has been under the auspices and support of the local Older People’s Mental 
Health Services (OPMHS) for over three years. The OPMHS team has been supporting the
 client with their “Stay & Safe” service during this period of time, where some carer support 
has been undertaken, and in relation to regular monitoring around client 1’s regular 
prescribed medication, with reference to Client 1’s vascular dementia and bi polar diagnosis. 
In addition, the option of admission to an older people’s mental health ward has also been
 discussed and remains an option. The client, a devout Christian, lives with his married 
partner and his adult aged son, support client 1 as best as possible, and they live in an 
urban town setting, in a privately owned home, within walking distance to the local town 
centre. There is no Lasting Power of Attorney for health and finances in place. A social work 
assessment referral was made via the OPMHS team and completed in English (Client 1’s 
language of choice), in order to ascertain if the client would be eligible for carer support from
 the local authority, and if the client and his family felt that they required additional support 
from the local authority.

Overview of Steps Completed & Collaborative Working
The wider academic literature has previously noted that vulnerable adults who have a 
diagnosis of psychiatric disorders have a greater risk of developing a form of dementia in 
later life as well. Stevenson-Hoare, J., et al (2024), state that data in the wider academic 
literature notes that the most common psychiatric disorder that often leads to a diagnosis of
 dementia are depression and schizophrenia. In addition, Stevenson-Hoare, J., et al (2024) 
also mention that bipolar disorder can also lead to an increased risk of receiving a 
diagnosis of dementia in later life but such occurrences are considered to be less 
common compared to having a comorbid diagnosis of depression and/or schizophrenia with 
dementia. 
The wider academic literature in relation to the impact of a diagnosis of dementia and 
bipolar disorder amongst the elderly population, also states that such a diagnosis can have
 a significant impact upon an individual and their carers, and the number of individuals 
receiving such a co-morbidity diagnosis continues to rise around the world (Rafael del 
Casado, P et al.  2021). Moreover, increasing attention is being afforded to the connection
between co-morbid diagnoses, such as dementia and bipolar disorder, with particular 
reference to the elderly population. As mentioned above, increasing focus is now being 
given as to how the elderly with a complex co-morbidity diagnosis, such as vascular 
dementia and bipolar disorder can be better supported in the community for their care needs 
to be better met, without necessarily having to consider a long-term care placement (Munoz-
Cruz, J.C. et al., 2024).
As part of my role as the allocated social worker with client 1, I contacted client 1’s married 
partner and adult-aged son and arranged for a social work assessment to be completed at 
client 1’s home. When the referral was made to adult social services, the case was already 
subject to safeguarding oversight.
According to the Welsh Government, nearly 60, 180 adults in Wales were receiving care and
 support from social services between 2023-2024, with approximately 1, 931 of these adults 
subject to safeguarding enquiries via the s126 process of the Social Services and Well 
Being Act (2014). In addition, it notes that two-thirds of the s126 enquiries involved adults 
over 65 yrs (Welsh Government Statistics, 2025). 
The social work assessment which I undertook had a person-centred focus, with a strength-
based and outcome-focused approach (Murphy, D., 2012). During the completion of the
 assessment, it was apparent that Client 1 found it challenging to follow the conversation 
and it was decided that another mental capacity assessment would be required, as part of 
the assessment. The mental capacity assessment was completed with the client, and his 
adult aged son and married partner in attendance, in order to support the client. Additionally,
the assessment took place during the morning as Client 1’s family had reported that the 
client was more alert during the late morning period. The Mental Capacity Act Code of 
Practice (2013) states that reasonable and all appropriate steps need to be taken when 
completing a mental capacity assessment, to ensure that the client has the best 
possible opportunity to demonstrate their capacity, on any one specific decision. The 
outcome of the mental capacity assessment concluded that the client did not hold mental 
capacity, with particular reference to client 1’s care needs, principally due to the client not 
being able to understand and retain the information given to him for long enough to 
make a decision, and due to the client not being able to weigh risks to himself and to 
others.

Moreover, the outcome of the assessment considered that the client was eligible for care 
needs support from the local authority, including respite and 24/7 care support, if required 
and agreed. However, following the completion of a best interest meeting as prescribed by 
the Mental Capacity Act (2005) between social services, a representative from the OPMHS
 and Client’s 1’s family, it was agreed that the care needs support being offered by OPMHS
 (via their “Stay & Safe” service) and Client 1’s family would be sufficient to meet the client’s
 care needs in a safe and appropriate manner, at the present time. In addition, the client’s 
family was observed to be unwilling to accept support from social services, as the 
Community Psychiatric Nurse (OPMHS) reported that they had experienced difficulties with
 adult social services in the past, and therefore, wanted to continue with the care being 
offered by the OPMHS team. Of note, the collaboration with the representative from OPMHS
 was significant, in order to facilitate access and foster a more constructive engagement
from the family, around the desired outcomes for Client 1. As Cameron, A. et al (2013) 
mention in their literature review of collaborative working between the health and social care
 sectors, multidisciplinary and integration models of working between health and social care 
staff, can lead to better outcomes for clients. As a result of the collaborative working 
between myself and the Community Psychiatric Nurse in particular, whom the family had a
 long-term working relationship, a further executive, functional, and mental capacity 
assessment was completed in relation to the heightened risks of client 1 walking to the local 
town centre, during the day, and on his own. Executive functional assessments are 
completed to determine a client’s capacity and abilities, with reference to their mental skills, 
ability to pay and sustain attention, their ability to notice and respond accordingly to the 
outside environment, and in relation to a client’s capacity to be able to regulate their own 
emotions (McDonald, A., 2010). This additional mental capacity assessment entailed myself
 and a social work colleague, observing client 1 walking to and back from his local town 
centre, and we considered that client 1 held executive functional capacity but not mental 
capacity around the risks of Client 1 walking to and from his local town centre, on his own, 
and during the day. Consequently, a risk assessment, which was also discussed in a bi 
weekly adult safeguarding strategy meeting, as part of the social work assessment, was 
completed, which detailed the strategies and approaches that would be employed in order to
 better manage the heightened risks of the client walking into the local town centre, on his 
own. This was an important aspect of the risk assessment, as client 1 stated that he enjoyed
 walking to the town centre, and the client’s family were also keen for client 1 to continue 
with activities that he enjoyed. 
Professional Judgments and Analysis:
As part of the social work assessment, including the risk assessment, Turney, D (2017) 
states that professional judgments in the social work field, with particular reference to more 
complex safeguarding cases require both an appropriate level of practitioner, professional 
autonomy and appropriate monitoring via supervision and/or strategy meeting oversight, in 
order for any professional judgments to be both informed, accurate, detailed, and 
answerable.  In reference to their notion of a “Grounded professional Judgement” in social 
work, Turney, D (2017) mentions that, “Retaining the commitment to the use of professional
 discretion, it nonetheless provides a structure within which judgment can be exercised more
 rigorously, transparently, and in a way that can be called to account”. 
In addition, my professional practise encompassed close collaboration with others, when 
completing social work assessments, including information from the client, family members,
 and case recordings from other assessments and reports from professionals completed in 
relation to Client 1. 
As mentioned above, collaborative work with other professionals can inform more 
comprehensive and accurate social work assessments (Cameron, A., 2013), coupled with a
person-centred, strength-based, and outcome-focused approach when completing such 
assessments. Caiels, J. (2021) states that the person centre, strength based and outcome 
focused framework has become a popular approach when engaging with clients, often due 
to its emphasis on “competency, independence, and self-care” (p. 420), coupled with its 
central tenet, of using the skills and networks that clients may possess already, in order to 
develop a solution focused approach. However, both Cameron, A., (2013) & Caiels, J. 
(2021), note that such a framework has its limitations in relation to the available empirical 
data, as regards its efficacy, and due to the limited research having been previously 
undertaken in this field, whereby it is difficult to measure the approaches objectively and 
their contribution towards better outcomes for clients.
However, as part of my own professional practise, I employed a collaborative, person-
centred and strength-based approach to the aforementioned assessment. This assessment 
was completed over several visits to see client 1 and his family, with the support of the 
Community Psychiatric Nurse (OPMHS team). 
As mentioned above, it was increasingly evident that Client 1’s family was reluctant to 
engage with social services and were encouraging client 1 to walk into the local town 
centre on his own during the day, despite the heightened risks to client A’s physical well-
being in particular. This further agitated Client 1’s family, as they believed that Client 1 was 
aware of where he was walking to, i.e. the local town centre, and they believed that his 
hostile behaviour towards others, on occasions, would be amplified if Client 1 were 
instructed not to leave his property on his own or if professionals believed that a long-term, 
full time care placement would be more appropriate. According to Friedman, D. (2011), a key
role for a social worker practitioner, including when managing a complex, safeguarding 
case, is to be able to support an individual in enhancing or restoring their capacity to be 
able to access social activities in the community.
However, they also state that to do so, a practitioner is required to understand the 
ecological environment that an individual lives within. With reference to Bowen’s family 
support system theory in social work (Bowen, M., 1978), and with reference to client 1 and 
his family, I was able to discern that the three family members were emotionally highly 
connected to each other, were significantly interdependent with one another and there 
appeared to be clear expectations with professionals, as regards to whom the family was 
prepared to actively engage with. Upon further conversations with Client 1’s family, his 
married partner was able to share some information about the previous difficult involvement
with social services, and how this experience had informed her outlook when engaging with 
social workers. With reference to the psychodynamic theory in social work (Brandell, J.R.,
2004), it may be that client 1’s married partner’s defence mechanism was, in part, activated 
to establish very clear and firm boundaries with professionals that she did not know and/or 
trust. Additionally, there may have been a transference between the previous social worker 
who had managed her mother’s case previously and myself. 
In addition, this created an ethical dilemma when completing the risk assessment within the 
social work assessment, as I was mindful to be able to focus upon the least restrictive 
options for client 1, coupled with ensuring that his mental, emotional, and physical well-
being was safeguarded, as best as practically possible. Moreover, I was aware of client 1’s 
right to a family and private life at home, with reference to Section 8 of the Human Rights 
Act (1998). Therefore, as noted by Ameida, D et al. (2021) in the wider academic literature, I 
was aware that any measures agreed and implemented in relation to safeguarding client 1, 
with the least restrictive option, e.g. via emerging technologies, needed to consider ethical 
considerations for client 1’s privacy and the use of surveillance, as regards to his 
whereabouts. This was particularly evident, as following a best interest meeting, tracking 
measures, via a disguised tracker and an app, managed by client 1’s son; the installation of 
movement sensors at home; the sharing of the client’s details and photo with local police 
were agreed and implemented. Additionally, other measures, such as only giving the client 
1 small amounts of cash when going outside and cancelling his bus pass, were also 
implemented as part of the risk assessment’s mitigating strategies. This was agreed by 
Client 1’s family after careful consideration and was also agreed by the local authority’s 
safeguarding team and the principal officer. Indeed, the above discussions that were 
undertaken with all stakeholders, underlined the key role that collaborative work played, 
coupled with a robust social work assessment and analysis, towards the completion of an 
appropriate risk assessment, to safeguard client 1. 
Role of Safeguarding in Wales and in Two Other Countries:
As previously mentioned in the assignment, the legislative framework around adult 
safeguarding in Wales is principally underpinned by the Social Services and Well-being Act 
(2014). The Act highlights the benefits for social work practitioners to work in a person-
centred and collaborative manner, in order to achieve specific wellbeing outcomes for 
clients. In turn, this approach assists social work practitioners to be able to develop and 
maintain a transparent framework, with accountability and continuous learning at its core 
(Phillips, C., 2016). Additionally, and as previously noted, the creation of the Wales 
Safeguarding Procedures (2019) was aimed at assisting social work practitioners in 
following an operational framework of how to implement the legislation, as outlined in the 
Social Services and Well-being Act (2014), with reference to multi-agency working, the duty
 of care principle, a rights-based approach, empowerment, and reflective, professional 
practice from social worker practitioners (Owens, R. et al, 2023). Moreover, and according
to Phillips, C. (2016), it is noted that the Welsh legislative framework around adult 
safeguarding in social care emphasizes the benefits of an early intervention and prevention
approach, thus moving away from a model of reactivity, as previously observed in 
safeguarding practices in Wales.
Of note, safeguarding measures in adult social work also exist in other jurisdictions, such 
as in New Zealand (Non-EU Member State) and in Ireland (E.U. Member State), where 
similarities and key differences exist within their safeguarding approaches and frameworks 
in social care. For example, Sherwood-Johnson, F. (2014), mentions that in both Ireland and 
in New Zealand, a holistic approach, that strives to balance risk and self-autonomy for the
 client(s), is also taken in relation to safeguarding matters in adult social care. With particular
 reference to New Zealand, The New Zealand Human Rights Commission (“Te Kāhui Tika 
Tangata”) places significant emphasis upon cultural awareness and knowledge, community 
engagement, a focus on the Maori concept of “whanau” and a greater focus on family and 
traditional “elder” support within the community at large. 
Additionally, it is noted that safeguarding practices in Wales, are predominantly underpinned
by a statutory framework, based in legislation (Phillips, C., 2016). However, there has been 
criticism of the limited nature of safeguarding legislation in adult social care in New Zealand, 
with the primary focus of the existing legislative framework, focusing on older people (over 
65 yrs) and not for example, with a focus on individuals with a mental and or physical 
disability (Hager, D. et al., 2025). Of interest, both Hager, D. et al. (2025) and Mackay. K. &
 McCusker, P. (2024) note the on-going policy debate in New Zealand at present about the 
extent to which to legislate around adult safeguarding matters, and the emerging 
acceptance amongst more practitioners and policy makers alike, of the need to better 
legislate around safeguarding certain demographics in New Zealand, with a particular 
mention being made of younger and vulnerable adults who may have a mental and/or a 
physical disability. Therefore, and at present, Mackay, K. & McCusker, P. (2024) state that 
adult safeguarding cases in New Zealand are often dealt with under the Safeguarding Adults
 From Abuse (SAFA) framework, an operational framework that is underpinned by the 
Crimes Act (1961), the Family Violence Act (2018) and the “Te Aorerekura” national strategy. 
In addition, there are different cultural contexts to both Wales and New Zealand, but another
 key similarity is that both Wales and New Zealand have at least two official languages, 
which are closely integrated into their safeguarding frameworks, with New Zealand having 
three official languages, including Māori. Moreover, The New Zealand Human Rights 
Commission (“Te Kāhui Tika Tangata”) now places a key emphasis on Maori cultural norms 
into their safeguarding practices (“Te Kāhui Tika Tangata” Human Rights Commission, 
2025). 
Similarly, in Ireland, policy developments and frameworks around adult safeguarding has 
been incremental and it is argued that there continues to be significant gaps within the policy
 arena around this particular policy field (Phelan, A., 2023). In Ireland, adult safeguarding 
processes follow the “Safeguarding Vulnerable Persons at Risk of Abuse - National Policy 
and Procedures” framework as developed by Ireland’s HSE National Safeguarding Unit 
(2014). Moreover, adult safeguarding concerns, principally, are initially referred to the Health
 Executive’s National Safeguarding Offices, or to the Gardai (Police Service). With reference 
to the legislative process in Ireland, Walsh (2019) states that the incremental development 
of safeguarding policy and procedures in Ireland has resulted in delays in the country’s 
national strategy around safeguarding policy, to delays to the implementation of updated 
domestic violence legislation and delays to the full implementation of Ireland’s “Assisted 
Decision-Making Capacity Act” (2015). 
Moreover, it appears that particular efforts on the accessible use of the Irish language, and 
the cultural context around the use of the language, have been made in Ireland vis-à-vis the
 safeguarding process, similarly to the increasing use and encouragement of Welsh and 
Māori, and their respective cultural context, in both Wales and New Zealand. However, in 
Ireland and according to Enright, M. & Ting, S. (2020) and Finnerty, A.M. & Laing, J. (2022), 
a sense of greater urgency around the updating and implementation of safeguarding 
legislation is required by policy makers in Ireland, partly due to previous safeguarding 
processes having been mired in controversy in relation to the, by now, well documented 
child abuse and alleged safeguarding cover up cases associated with the Catholic Church in
 the country, which have arguably made the reporting of suspected abuse cases, more 
difficult. 


Review & Conclusion:
While working on this particular, complex safeguarding case, I was aware of the importance, 
as part of my own professional development and practise, to reflect and to engage with 
ongoing professional learning via my monthly supervision and mentorship sessions. In 
addition, to be able to liaise with other colleagues within the team, and to access academic 
research regarding the diagnosis of dementia and bipolar disorder, and around the 
completion of mental capacity assessments and executive functional assessments with 
regards to complex, safeguarding cases (Noble, C. & Irwin, J.,2009).
As part of my reflections in relation to the actions completed with this aforementioned case, I
have decided to use another reflective framework, i.e. “Gibb’s Reflective Model” (Gibbs, G., 
1988), which encompasses the six reflective steps of “descriptions”, “feelings”, “evaluations”, 
“analysis”, “conclusion”, and “action plan” (p. 12). 
As an overview, the safeguarding case involved an 84-year-old male client with a co-
morbidity diagnosis of vascular dementia and bipolar disorder, and the client lives at home 
with his married partner and adult-aged son. The family are able to support the client as 
much as possible, and despite signs of carer fatigue, they were resistant to social services’ 
support and were more amenable to ongoing support from the OPMHS team. Principally, 
safeguarding matters were concerned around client 1 walking into the local town centre, 
during the day and on his own, as the client was able to mobilise without a walking aid. 
These concerns were raised after several PPU reports from concerned members of the 
public. 
My initial feelings were that it would have been dangerous for client 1 to continue walking 
into the local town centre on his own and as Dixon, J (2023) states in her study of social 
work anxiety involving multi-disciplinary strategy safeguarding cases, I initially took an 
overtly cautious approach during the initial stages of the social work assessment and risk 
assessment and felt a sense of professional anxiety around the risks that the client was 
taking daily, coupled with being an integral member of the strategy safeguarding meetings. 
However, and upon reflection, through the support I received via supervision, mentorship, 
and from colleagues via the multi-disciplinary team, I was able to complete an informed, 
comprehensive and transparent social work assessment and risk assessment that balanced 
the highlighted, heightened physical risks for the client, with Client 1 and his family’s wishes 
and feelings.  
Again, and upon reflection, it was increasingly clear that client 1’s family was experiencing 
carer fatigue, and this sense may have contributed to my own initial professional anxiety, i.e. 
that it would be more appropriate for the client not to walk outside on his own and for the 
client to receive more carer support at home. (Bourassa, D.B., 2007). In addition, and 
possibly due to their difficult previous experience of working with social services, they may 
have felt a real sense of anxiety when working with certain professionals, which can be a 
common experience for many individuals and their caregivers (Dizon, J., 2023). Additionally, 
I have also reflected if the family's Christian faith also had an impact upon their capacity to 
engage with adult social services. For example, Belcher, J.R. (2007) states that for some 
individuals and families who follow the Christian faith, and arguably other faiths, may 
have felt more comfortable in receiving support from their own church community, instead 
from adult social services. 
Upon reflection, I believe that I worked well within the framework of the multi-disciplinary 
safeguarding team, and that in many aspects, I have been able to demonstrate that I work in
 a person-centred manner. In addition, I was able to prepare a comprehensive and informed 
risk assessment as part of the overall social work assessment. However, I believe that I 
could have worked more in addressing the family’s ambivalence towards working with adult 
social services, and that I could have used other strategies when trying to form a working 
relationship with client 1 and his family, e.g. by using “Motivational Interviewing” (Alomnd, T.
 et al., 2024). As Wahab, S (2005) and Murphy, D. et al. (2012) state, employing such 
techniques such as “OARS” and the “RULES” principles, techniques that have been 
demonstrated to be effective techniques when working with ambivalence, could have offered 
a better approach. 
In conclusion, I have demonstrated how the aforementioned case study, involving a complex
 safeguarding case in a local authority adult social service department, relates to legislation, 
polices, strategies, and procedures in a Welsh context, with reference to two other 
jurisdictional contexts, namely New Zealand and Ireland. In addition, I have also 
#demonstrated my professional analysis and judgment in relation to the aforementioned 
complex, safeguarding case, with reference to the completed risk assessment that involved
 a mental capacity assessment and an executive functional assessment, and the use of 
collaborative working within a multidisciplinary approach. Finally, I have also demonstrated
 in this assignment, I have been able to use different theoretical approaches, via 
supervision and mentorship sessions, to better understand my understanding of the 
aforementioned case, with reference to the psychodynamic and family systems theories, 
motivational interviewing, and with reference to the person-centred approach. 
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