Version 1_Cohort 15 
[image: ]

GRADUATE CERTIFICATE in Consolidation of Social Work Practice
LEVEL 6 - 60 Credits
BMPF6044


LEARNER PORTFOLIO
(PORTH AGORED and UNIVERSITY OF WALES TRINITY SAINT DAVID)


	Learner’s name: Elen Mair Ebenezer

Email address: elenebenezer@googlemail.com / Elen.Ebenezer4@ceredigion.gov.uk 

Learner’s University Registration Number:
2433176

Cohort: 25B






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).


Task 3 - Safeguarding and working in complex situations Case Study (Main area of work – adults, planned/long term care team)

This essay will consider a safeguarding case study, critically reflecting on working in a complex situation. The essay will also reflect on the impact of the Welsh context on this case, whilst reflecting how safeguarding legislation, policies, strategies and procedures informed social work practice, as well as social work skills. The essay will explore how analysis is applied in assessment to inform interventions, working collaboratively with people in need of care and support, their carers and other professionals and the importance of intervention and application of professional judgement in increasingly complex situations. 

In line with social code of ethics of confidentiality (BASW, 2021) and Data Protection Act [DPA] (2018), the service user and family members will be assigned a letter to maintain confidentiality, with the service user being referred to as Adult 1 [A1], the service user’s daughter being referred to as Adult 2 [A2] and the service user’s son-in-law being referred to as Adult 3 [A3]. Information will also be generalised, and specific information will be withheld to maintain confidentiality and prevent identification.

A1 is a 87 year old female who lives in a small rural town in Wales. A1 has a diagnosis of dementia and a number of health issues, including a colostomy bag. Within the last 6 months A1 experienced a fall which resulted in a broken femur (which was operated on), subsequently resulting in reduced mobility and increased care needs and an increased package of care (POC). A1 is in receipt of four care calls daily, four socialisation sessions per week [which are not yet in situ] and six weeks EMI residential respite per year. A2 has power of attorney (POA) for both health and welfare, and property and finance, which was confirmed by doing an OPG100 search. A1 lives at home and has a tenancy with the local housing association, with A2, A3 and their 16 year old daughter who live with A1, which has been long-term. There have been several concerns raised by the care agency through safeguarding referrals (multi-agency referral form [MARF]) regarding the cleanliness of the property and the way in which A2 and A3 treat A1 (explored further in the essay). Under the Social Services and Well-being [Wales] Act (SSWBA) (2014), section 128 places a duty on statutory partners to report an "adult at risk" to the local authority (LA), a definition of statutory partners is defined under section 162 of SSWBA. Up until now the safeguarding referrals had not met the safeguarding threshold and were subsequently closed to the adult safeguarding team, with recommendations for ongoing case management and monitoring. Under SSWBA (2014) the safeguarding threshold is reached when an individual is aged 18+, has needs for care and support (whether these are being met or not), are experiencing or at risk of abuse/neglect, and are unable to protect themselves as a result of those needs. Following on going case management and evidence through detailed and accurate case recordings, as well as guidance by the Wales Safeguarding Procedures (2019) app, I was able to identify indicators of abuse and neglect and evidence my concerns of A1 being an adult ‘at risk’, as defined under section S126 of SSWBA (2014). Under section 126(1a) A1 is experiencing or is at risk of abuse or neglect, as carers have witnessed indicators of abuse; A2 and A3 being verbally aggressive towards A1, removing items such as the television remote from A1 to restrict her being able to watch her programmes on the television, withholding meals and hot drinks until she complies with personal care routines, as well as A1 living in an unhygienic environment (cat faces in the home, including on A1’s bed) with an increased risk of contracting infection due to A1’s stoma and stoma care being completed in the unhygienic area. Although the family (A2 and A3) may be trying to engage A1 in personal care routines, it is crucial to identify that this ‘abuse’ is unlawful, and everyone has the absolute right to be free from torture, inhuman, or degrading treatment or punishment under article 3 of the Human Rights Act [HRA] (1989). The HRA (1998) is a worldwide legislation, which applies to individuals of all ages in the UK, providing universal human rights. Under section 126(1b), A1 has needs for care and support and has a care and support plan in situ to meet such needs. Under section 126(1c) A1’s diagnosis of dementia results in her being unable to protect herself against the abuse or neglect or the risk of it, as A1 has been deemed to lack capacity regarding her care and support needs and residency under the Mental Capacity Act (2005). As A1 lacks capacity regarding her care and support needs and residency, and the safeguarding concerns are in regard to these matters, A1 does not have mental capacity to consent to a safeguarding referral, and therefore the focus shifts to acting in A1’s best interests under the MCA (2005). The MCA (2005) is UK wide and applies to adults 16 years and over in the UK. Consent is not required for the safeguarding referral, in order to safeguard A1. Under Section 126 (2) of SSWBA (2014) the LA have a legal duty to make enquiries to determine if A1 is an adult at risk and what action is needed following the latest MARF. This led to a joint assessment with the appointed adult safeguarding social worker, collaboratively working to assess and manage risk, and safeguard A1. 

To prepare and plan for the assessment, I discussed the concerns and aims of the assessment with my line manager in supervision. I further planned by reading previous case notes, previous MARFS, previous assessment and reviews, as well as seeking updates for all agencies involved (district nurse service, dementia nurse, care agency, occupational therapy and stoma care nurses). Olaison and Donnelly (2022) highlight the importance of planning before social work assessments take place, ensuring that the assessment and interventions are focused, effective, and person-centred. This process of collecting up to date information regarding assessed risk and professional judgements and creating a chronology of events was crucial in identifying cumulative risk and evidencing escalating risk over time. The collaborative approach evidenced a compounded impact of a number of adverse experiences/events of abuse and neglect over time. Macdonald and Macdonald (2010) suggest that cumulative risk arises from a sequence of events, or a pattern of repeated, low-level circumstances that, over time, build up and diminish an individuals’ health, development, or safety. Macdonald and Macdonald (2010) further evidenced the importance of collaborative working with carers and other professionals in such complex situations to manage and evidence cumulative risk.

As a social worker practicing in Wales, it is crucial to recognise and be aware of the distinctions between legislation in Wales and England in the UK, the European Union (EU) and outside the EU. As a social worker in Wales, practice is underpinned by SSWBA (2014). Contrastingly to Wales, England practice in line with the Care Act (2014), with the Health and Care Act (2022) which modified the Care Act. One of the significant differences is that the Care Act defines self-neglect, whereas self-neglect is not defined in SSWBA (2014). It is important to recognise that social workers practice within our local policies and procedures in Wales additionally to the SSWBA (2014). 

Relevant to this case example is the United Nations Principles for older Persons (1991) which protects older persons' rights with non-binding principles since 1991, which is actively being developed as a binding United Nations Convention on the Rights of Older Persons (UNCROP), with the aim of combating ageism, promoting dignity, ensuring adequate  access to healthcare, providing social security and participation, as well as filling gaps in existing human rights law, highlighting the valuable contributions of older adults whilst continuing to address and tackle widespread age-based discrimination and neglect. In this case the UNCROP promotes A1’s independence (food, shelter, care), participation (integration, influence on policy, sharing skills), care (dignity, protection from abuse, health access), self-fulfilment (potential, education, cultural life), and dignity (freedom from discrimination, abuse, security). 

As a social worker practicing in Wales, I ensured that my practice was in line with the ‘Active Offer’ (Welsh Government, 2012). Although that the service users first language was English, I re-offered the assessment in the medium of Welsh. Research has evidenced that service users facing a language barrier are more fearful of divulging important health information, increasing the likelihood of a less accurate assessment (Rocque and Leanza, 2015), which emphasises the importance of the service user, carers and family members being able to undertake the assessment in their chosen language. Practicing in line with the ‘Active Offer’ also is in line with local authorities’ duty to make appropriate arrangements to eliminate discrimination, additionally promoting equality under Section 149 of the Equality Act (2010). 
I also considered the impact of the rurality and the limited services. A1 has a direct payment of 12 hours per week agreed to meet socialisation needs, but is not yet in situ due to shortages of PA’s and third sector support services. I considered the implications that this unmet needs has on A1 as well as on the family. Which could have contributed to the family reaching a crisis point.

The Well-being of Future Generations (Wales) Act (2015) places a legal duty on public bodies in Wales to strive towards improving economic, environmental, social and cultural well-being for future generations as well as the current generations, by bring about seven national well-being goals; a prosperous Wales, a resilient Wales, a healthier Wales, a more equal Wales, a Wales of cohesive communities, a Wales of vibrant culture and thriving Welsh language, and a globally responsible Wales. This act applies to safeguarding adults through providing a framework for longer term prevention, as well as a collaborative, integrated approach to well-being. In this case, it is key to consider what are the root causes of A1’s vulnerability and working to prevent issues worsening in line with the focus on prevention. This can be done by a collaborative and integrated approach with services such as health, the care agency and safeguarding to ensure a person-centred care and support. It has been evidenced that a collaborative and integrated approach provides continuity of care, a more efficient and coordinated way of working, with a shared understanding of next steps and outcomes, that avoids important information being missed when safeguarding individuals and families, as evidenced by Kharicha et al. (2004). One way that I achieved this approach when working with and safeguarding A1 was to arrange a professionals multi-disciplinary team meeting with monthly follow up meetings to ensure that I was practicing in a collaborative and person-centred approach, whilst sharing information, identify risks, and creating a comprehensive, person-centred care and support plan (Brodie and Knight, 2014). The meetings were formatted by the Signs Of Safety (2024) strengths-based approach. When working collaboratively with a number of professionals, it is crucial to be aware of ethical dilemmas such as conflicting professional views, for example the dilemma between a health focused and social care focused approach as suggested by Roberts (1989), without being aware of such potential ethical dilemma’s, Roberts (1989) suggests that we cannot be practicing fully in a person-centred approach. To attempt to mitigate a them and us thinking approach, I created a worry statement under the Signs of Safet model (2024) highlighting all the professionals worries, ensuring a collaborative approach to risk management. Weekly reflections after case noting would allow me to reconsider any new worries and continue to work in a person-centred approach.

During social work assessment, analysis of information and situations is a key process of moving beyond information or data collection or the story, it is building an understanding of what that information means in the whole context of the service user's life, situation and circumstances. As a social worker it involves integrating skills of critical thinking, applied knowledge such as theory, research, legislation as well as professional judgement to inform and evidence decision-making, developing effective interventions, and to achieve positive outcomes/changes. The Bronfenbrenner’s Ecological Systems Model (1994) is a framework for assessing and understanding human development through interaction of five environmental systems; Microsystem, Mesosystem, exosystem, macrosystem and chronosystem. The Microsystem considers the relationship with family (A2 and A3 and granddaughter) and the continuation of these relationships even if they have become fractious in nature due to carer stress. The mesosystem considers the interactions between the carers and family members and the breakdown in families trust due to the repeated safeguarding concerns that have been raised by the care agency, which in turn may be having an impact on the relationship and engagement of A1 with the carers (A1 refusing to engage in personal care routines with carers). The macrosystem considers the societal norms that the family possibly feel that they have to adhere to of possibly keeping A1 at home. The chronosystem considers that A1 losing independence through poor cognition and deterioration in health and mobility as well as the change in roles (A1 has been the care giver, now A2 is the care giver) are causing tensions and difficulties. The family have expressed their frustration of not being able to enforce personal care routines in A1’s best interest, and their determination to prevent another hospital admission, whilst balancing not wanting to deprive A1 of her right to family life under article 8 of the Human Rights Act (1989). This Bronfenbrenner model applied evidences how analysis is applied in assessment to inform interventions, and highlights the importance of intervention and application of professional judgement when working in increasingly complex situations. The Brofenbrenner model helped me understand the situation through looking at interactions of relationships and situations and supporting me to work in complexity.

I considered the Maslow's hierarchy of needs psychological theory (Maslow, 1970). The theory proposes five levels of human needs, placing an order on an individual needs, proposing that individuals cannot meet the higher need if the needs below aren’t met which must be met. The level of needs are physiological, safety, social, esteem, and self-actualization. The theory proposes that the lower-level needs must be met fully before each higher-level of need becomes motivating for the individual. If this model is applied, A1’s situation possibly proposes that A1’s safety and security needs are possibly not fully met and therefore she cannot become motivated to engage in higher levels of need, and therefore may explain why A1 is reluctant to engage in personal care/hygiene and stoma care tasks when prompted by care staff and family. Therefore this theory proposes that A1's safety and security needs need to be fulfilled and met before A1 can be empowered to engage in social work interventions.

The final factor that caused the escalation and for the safeguarding concerns to meet threshold, was the significant deterioration of the hygiene levels within the home, reaching a crisis point. Here I used the crisis intervention theory to inform social work assessment and intervention (Knox and Roberts, 2001). The crisis intervention theory is a short-term active model that aims to restore functioning and equilibrium as pre-crisis in a period of four to six weeks following a crisis event. The model uses seven steps to re-build coping skills; (1)swift intervention, (2)build a relationship, (3)prioritise safety, (4)achieve stability, (5)access resources, (6)building coping skills and (7)follow up. The joint assessment with safeguarding achieved steps 1-3, which involved actively listening to A1, and A2’s personal narrative of the crisis as well as professional judgement (1), connecting with A1 and A2 through active listening and the use of empathy to build rapport and trust (2), and ensuring both emotional and physical wellbeing of A1 by completing the joint assessment under Section 126 (2) of SSWBA (2014). Following the joint safeguarding assessment, the assessment outcome would inform future case management, and further interventions and support, to maintain safety and reach stability and equilibrium to manage independently with support services. This model was useful when working this complex case as it attempts to rapidly address safety/welfare concerns, whilst promoting independency and achieving stability again. This model allowed me to balance A1’s short-term needs with long-term consequences, balancing the immediate need to assess A1 safety as an adult at risk with the potential long-term impacts of decisions, ensuring that safeguarding actions don't create future problems or dependencies, providing empowerment and using such models to support and are empower the family (A2 and A3) to make positive change.

During or after an assessment it is important to consider the impact of values, and to be accountable that all decisions and professional judgements made are non-judgemental. When working with and supporting A1, my personal and professional values conflicted. My personal values were that the home conditions were poor and unhygienic, whilst my professional values were aware that everyone will have a different concept of cleanliness/a clean home environment. The home conditions have always been this way since services began over 5 years ago, which was before A1 was deemed to lack capacity regarding her care and residency needs, under the Mental Capacity Act (2005). Adults have the right to make ‘unwise decisions’ and should not be deemed as lacking capacity due to a decision that is deemed to be ‘unwise’, under principle 3 of the Mental Capacity Act [MCA] (2005). But in this case, A1 lacks capacity regarding her care and residency and therefore consent is not required under the MCA (2005). Although A1 lacks capacity (decision and time specific), her views, wishes and feelings remain central to the safeguarding processes, but her safety and welfare overrides wishes if necessary to safeguard from abuse and neglect. The local authority or an appointed individual (power of attorney or a court appointed deputyship) can make decisions on behalf of the individual in their best interests. In this case, A2 has POA (health and finance), therefore it is crucial to assess if the individual with POA is acting in A1’s best interest. The LA can have a legal duty to report concerns of abuse and neglect relating to a appointees under POA or deputyships by reporting to The Office of the Public Guardian (OPG).

The skill that I demonstrated during the assessment was being open and honest, practicing with transparency and professional integrity, being open and honest about the reasons why the MARF was submitted by myself and what the concerns being looked at are, in line with the social work code of ethics (BASW, 2021) and social work code of professional practice, particularly section 2; ‘You must strive to establish and maintain the trust and confidence of individuals and carers’ (Social Care Wales, 2017). Not assuming A1 would not recall specific events although she is deemed to lack capacity regarding her care and support needs. A1 acknowledged that she would participate in verbal arguments with A2 and A3. A1 advised that it had always been this way and referred to me as being ‘nosey’. Here I reflected on A1 normalising the behaviours and concerns. I reflected on whether A1 did not have the ability to weigh up the risks and the impact that such situations would have on her well-being overtime due to her poor condition, if she played down the situation due to her primary motive of wanting to remain being cared for at home, or if she genuinely did not see any issues with the current relationship with A2 and A3 as this has become normalised. This demonstrates balancing a social work dilemma of A1’s rights to private and family life under article 8 of the HRA (1989) and A1’s right to live free from torture and inhuman or degrading treatment under article 3 of the HRA (1989). In this instance I was clear that as A1 lacked capacity in regard to her care and support needs and residency, and in this instance that the need to safeguard A1 overrides her views, wishes and feelings. Social workers and public sectors have a duty to "Ask and Act" in line with the Violence Against Women, Domestic Abuse and Sexual Violence (Wales) Act (2015), placing a duty to both confidently and effectively inquire regarding such issues and provide relevant support.

During supporting A1, it was crucial to consider the carers needs and the identified carer stress reported by both A2 and A3, and how they could be supported as carers to manage risk. A carers assessment was offered to A2/A3 (although declined by both) under section 24 of the SSWBA (2014), which places a duty on local authorities to assess carers for support needs. The review and assessment would have further explored preventative services and support for them as carers to reduce identified carer stress. Shier et al., (2013) evidenced that provision of support and preventative services for the cared for and care givers can reduce the need for high end services, highlighting the importance of engaging A1, A2 and A3 in social work interventions to prevent further escalation.

During the pre-arranged joint assessment with the safeguarding social worker, the home condition had significantly improved as opposed to previously conditions when visited. There is no definition for "home conditions" under the SSWBA (2014) or associated statutory guidance, but SSBWA focuses on the wider concept of abuse, neglect, and the care and support as previously discussed. On reflection, this made me consider if the sudden changes with the cleanliness of the property was disguised compliance. I considered disguised compliance, as attempts to engage the family to make positive change have been attempted for a lengthy period of time, with very little engagement and improvement. I felt that A2 and A3 possibly may have been pretending to cooperate with the safeguarding social worker in order to hide possible ongoing abuse or concerns/suspicions, to prevent further/more complex interventions, through making superficial changes, in this circumstance improving the cleanliness of the property for a scheduled safeguarding visit, misleading professionals that circumstances/worries are improving and delaying necessary interventions or actions. As a social worker assessing complex situations, it is important to be mindful of disguised compliance as it means that the core risks and worries remain unaddressed, potentially prolonging risk of harm to the individual as suggested by Leigh, Beddoe and Keddell (2020). Gregory (2023) evidences the importance of story‐building and forming a narrative over time through accurate case recordings, in order to evidence suspicions of disguised compliance when there is a sudden change/compliance. A thematic review of adult practice reviews (APRS) Wales 2025 determined that harm was most frequently attributed to family members or carers when external perpetrators were implicated (National Independent Safeguarding Board Wales, 2025). On the other hand, it is important to consider that A2 and A3 may genuinely want to keep A1 at home and that they require more complex interventions/escalated processes to realise the severity of the situation to motivate positive change. This is a social work ethical dilemma, requiring professional curiosity. Harrison (2025) highlights the importance of professional curiosity in social work but particularly in adult safeguarding cases, being curious of information beyond the surface, through use of respectful questioning, challenging assumptions and exploring hidden vulnerabilities or risks to attempt to understand rapidly changing complex situations, assessing holistically in a person-centred approach. On reflection, I feel an unannounced visit or a follow-up unannounced visit may possibly have been more appropriate in painting a true picture of the living environment in order to assess risk, providing true evidence to protect [A1] at risk of harm, as planned visits allow time for disguised compliance. Cook (2020) evidences the effectiveness of unannounced visits in gaining a true pictures of individual circumstances and risk.

It is crucial to be aware that although this case study did not meet the adults safeguarding threshold following the joint safeguarding assessment under section 126 (2) of SSWBA (2014), it was later closed to adult safeguarding and remained with myself as the case holding social worker to case manage, that situations can be complex and change/escalate rapidly. It is also important that all concerns that do not meet safeguarding threshold are accurately recorded, as a set of accumulative factors over time could meet threshold for adult safeguarding if situations continue to escalate or fail to improve. If the safeguarding concerns had met threshold this would have proceeded to a strategy discussion or meeting to further manage the risks in a multi-disciplinary setting with partner agencies or with representation from any relevant agencies, such as the Police, Adults Safeguarding, health service, social care, local authorities, housing and advocates. The purpose of the strategy meeting is to focus on information sharing and safety planning through creating an action plan to protect vulnerable adults from harm or risk of harm. A strategy meetings must occur within seven working days following the conclusion of the s126 enquiries under SSWBA (2014) to protect the adult at risk, in line with the Wales Safeguarding Procedures (2019).

Another safeguarding legal tool to be aware of is Adult Protection and Support Orders (APSOs), which are legal safeguarding tools in Wales under part 7 of the SSWBA (2014), which are designed to allow authorized officers (often social workers) to have certain powers to protect the individual, such as accessing premises in order to speak with an adult suspected of being at risk of abuse or neglect in private, to ascertain if they are being coerced, and to further assess if protection/action is required to further safeguard the adult at risk. These orders help assess if the adult is making decisions freely and determine necessary protection, serving as a last resort when access is denied or coerced. It is important to note that an APSO does not allow for the removal of the adult at risk or the perpetrator from the property. A strategy meeting is held to discuss the consideration of the APSO, exploring the pros and cons of the order being granted. An authorised officer completes and submits the court application to the Magistrates Court, where the order is granted by the judge if it is agreed that the access is necessary to protect the adult at risk, and the least restrictive options have failed. The order will also consider a post-order plan to support the individual following the order being carried out. The Wales Safeguarding Procedures app (section 3, part 1) provides guidance on ‘managing difficulties gaining access’ in safeguarding cases (Wales Safeguarding Procedures, 2026).

Word count: 4,386.







24

image1.png
Prifysgol Cymru
N Y Drindod Dewi Sant

" University of Wales
Trinity Saint David




