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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).


For this case study I will be reflection on an assessment undertaken with an 81-year-old woman, referred to as Service User 2, living in her own property within a small Welsh-speaking community in xxx Wales. The assessment was took place following the receipt of a safeguarding concern from children’s services. Service User 2 had care and support needs arising from reduced mobility, a history of falls and hearing impairment. She mobilised using a four-wheeled walker and received support from domiciliary carers four times daily. Following a previous fall on the stairs, her dining room had been converted into a ground-floor bedroom, meaning she no longer had access to an upstairs of her home. Despite these difficulties, she retained her independence, had strong community connections and happy with her existing care arrangements. The safeguarding concerns were shared by children's services and the police, namely that her 17-year-old grandson, Family Member 4, who had recently moved into the property following the sudden death of his mother, Family Member 3, was allegedly involved in drug dealing and smoking cannabis within the home. 
The Social Services and Well-being (Wales) Act 2014 SSWBA formed the primary legislative framework underpinning the assessment. SSWBA places a duty on local authorities to promote wellbeing and to protect adults who may be experiencing abuse or neglect. Section 126 defines an adult at risk as someone who has care and support needs, is experiencing or at risk of abuse or neglect and, as a result of those needs, is unable to protect themselves. While Service User 2 met the threshold of having care and support needs, the assessment process needed to determine whether there was evidence that she was experiencing abuse, neglect or exploitation. This reflects the key principle within social work that safeguarding should be evidence-based rather than assumption-led. As the Wales Safeguarding Procedures (2019) state, safeguarding requires a coordinated response focused upon identifying and responding proportionately to risk. Therefore, the assessment was to establish whether the allegations created actual harm or risk to Service User 2 rather than assuming vulnerability purely because of her age.
After gathering information it became apparenet that the circumstances around case were complex and emotional. Several months earlier, Family Member 3, who had previously provided daily support to Service User 2, had died suddenly within the home. Family Member 4 had discovered his mother deceased, causing considerable upset for both himself and Service User 2. Following this event, Family Member 4 began spending increasing periods of time at the property and eventually moved in. Children's safeguarding services later received reports alleging that he was involved in drug dealing potentially from the property. Police attended the property on two occasions and located a small quantity of cannabis but found no evidence of drug dealing. However the concerns were past to social services due to the possibly implications for Service User 2, particularly given her age, mobility difficulties and reliance upon care services.
I reviewed historical records and consulted the care aganecy. This revealed previous concerns approximately five years earlier that Family Member 3 may have accompanied Service User 2 to the bank to withdraw money. At the time, there were wider concerns that Family Member 3 may herself have been vulnerable to criminal exploitation and potentially associated with individuals involved in county lines activity. These promoted concerns at the time that Service User 2 may have been subject to financial exploitation. However, enquiries undertaken at that time concluded there was no evidence of financial abuse and that Service User 2 had voluntarily provided financial assistance on just one occasion. No criminal offences relating to financial exploitation were identified, and there was insufficient evidence to substantiate concerns that Family Member 4 had taken money without consent.

Reflecting on this information, I felt it was important not to view historical concerns in isolation or allow them to influence the current safeguarding assessment. Whilst allegations linking Family Member 3 to county lines activity raised legitimate questions about potential vulnerability, current safeguarding procedures recognise that individuals involved in criminal networks may themselves be victims of exploitation. Within the Welsh context, safeguarding practice increasingly recognises county lines and child criminal exploitation as significant safeguarding concerns requiring practitioners to explore both risk and vulnerability. It was therefore important to consider the historical concerns during this assessment. Following this event Service User 2’s son, Family member 6 took over management of her bank account and is able to monitor any withdrawals. This was significant as we were able to include this in the risk assessment and evidence that there was no financial exploitation by Family Member 3. 

The Wales Safeguarding Procedures (2019) emphasise the importance of professional curiosity and information sharing when safeguarding concerns arise. Looking back on the case, the historical allegations involving Family Member 3 provided important context regarding family experiences of vulnerability and exploitation but did not constitute evidence of current abuse. Braye, Orr and Preston-Shoot (2015) argue that safeguarding assessments must avoid confirmation bias by distinguishing between historical concerns and present-day risk. This required a careful balance between maintaining professional curiosity and ensuring that contemporary safeguarding decisions were based upon current evidence rather than assumptions derived from past events.

The case highlighted the importance of collaborative working. Information was gathered from police, children's safeguarding services, adult safeguarding services, domiciliary care providers, family members and Service User 2 herself. Multi-agency working is central to safeguarding practice because no single professional holds a complete understanding of an individual's circumstances. Throughout the assessment process, communication between agencies provided a better understanding of both risk and protective factors. Importantly, the domiciliary care agency reported that staff attended the property four times per day and had never observed evidence of drug dealing, financial exploitation, neglect or intimidation. They had not witnessed individuals coming and going frequently, nor had they reported smelling cannabis within the home. This information was significant because carers had regular access to the property and ongoing opportunities to monitor changes in behaviour or presentation.
After reviewing all the information available I contacted the domiciliary care agency, along with the care manager I completed a joint visit to complete a review and discuss the safeguarding concerns.  Immediately upon entering the property it became apparent that Service User 2's hearing impairment posed a potential barrier to communication. Effective communication is essential to safeguarding because individuals are only able to exercise voice and control when they are able to engage in the conversations and assessment process. Service User 2 identified Welsh as her preferred language. In line with the Welsh Language (Wales) Measure 2011 and the principles outlined in More Than Just Words (Welsh Government, 2022), an Active Offer of Welsh language services was provided and the review was completed in Welsh. The Welsh Government states that individuals should receive services in Welsh "without having to ask for them." Being able to conduct the assessment in Welsh promoted participation, respected cultural identity and reflected anti-oppressive practice.
Thompson (2021) argues that anti-discriminatory practice requires practitioners to recognise the impact of culture, language and identity on service users' experiences. Looking back on the assessment, using Welsh was an important means of building relationships and trust. Service User 2 appeared comfortable discussing sensitive matters in Welsh and openly discussed issues relating to grief, family relationships and safeguarding concerns. This highlighted the importance of respecting the Welsh Culture as part of Social Work in Wales. 
During the assessment, Service User 2 described the night the police attended the property. She stated that officers had attended looking for one of Family Member 4's friends and was surprised that concerns relating to drugs had been raised. She acknowledged that Family Member 4 smoked but was under the impression this occurred outside the property and was only ordinary cigarettes. She stated that he had never asked her for money, never been verbally aggressive, had not damaged the property and had not interfered with her care arrangements. She described him as grieving the loss of his mother and explained that she actively encouraged him to spend time with friends as a source of support. Importantly, she stated that she felt safe in her own home.
From a strengths-based perspective, the assessment identified several protective factors including consistent domiciliary care, strong family involvement, community support and Service User 2's ongoing ability to make decisions about her own life. Saleebey (2013) argues that social work should focus on individuals' capabilities and resources rather than viewing them primarily through the lens of deficits and risk. Service User 2 had regular support from carers, family oversight regarding finances and access to emergency assistance. These factors reduced vulnerability and highlighted that she was able to make informed decisions inspite of being vulnerable due to her age and physical conditions. 
 
Although the safeguarding referral initially focused on the problems presented by the alleged criminal activity and concerns regarding vulnerability, I found strengths-based practice useful here. Had I concentrated on the rosks and barriers there was potential that Service User 2's age, physical frailty and care needs would have overshadowed her resilience, autonomy and existing support networks. The theory enabled me to view her as an active participant in assessment rather than a passive recipient of protection, following the principles of voice and control embedded within the Social Services and Well-being (Wales) Act 2014. 
 
However strengths-based practice is not without limitations. Gray (2011) argues that an excessive emphasis on strengths can unintentionally minimise genuine risks. In this case, there remained legitimate concerns regarding cannabis use within the home and the possibility of exploitation. Had I focused upon strengths, I may have underestimated potential safeguarding concerns or accepted reassurance too quickly. I found strengths-based practice most effective when balanced alongside risk assessment as it provided a framework through which strengths and vulnerabilities could be explored simultaneously. Writing the risk assessment collaboratively with Service User 2, highlighting the strengths supported in her engagement and coproduction in the assessment, further adding her in making informed decisions. 
 
At the same time, risk factors were carefully examined. Service User 2's mobility difficulties and hearing impairment potentially reduced her ability to monitor activities within the home and increased vulnerability to abuse or exploitation. However, safeguarding requires practitioners to balance risk against an individual's rights and wishes. Kemshall (2010) argues that risk assessment is not solely about identifying danger but involves balancing protection with empowerment, independence and human rights. This was important given that Service User 2 wish for Family Member 4 to remain living at the property.
The Human Rights Act 1998 informed decision-making throughout the assessment. Article 8 provides a right to respect for private and family life, home and correspondence. Service User 2 viewed Family Member 4 as an important source of companionship following the death of her daughter. Intervening to remove him from the property without sufficient evidence of risk could potentially interfere with both individuals' rights to family life. Any safeguarding response needed to be proportionate and justified by clear evidence of risk.
The Mental Capacity Act 2005 also informed my decision making. During conversations, Service User 2 demonstrated an understanding of the concerns raised, retained relevant information, weighed potential risks and communicated her decisions clearly. She was able to discuss financial arrangements, explain household routines and express views regarding where Family Member 4's will continue to live. In accordance with the principles of the Act, I had no basis to challenge her capacity. Respecting autonomy is fundamental within social work practice, and an adult with capacity she has the right to make decisions that others may consider unwise. This can create  tension between reducing risk and autonomy that requires careful professional judgement.
A second visit was undertaken independently to complete a formal risk assessment. Service User 2 was alone in the property and consented to me viewing the upstairs areas. While I noted a faint smell of cannabis near Family Member 4's bedroom, there was no evidence of active drug use within the home. This required careful interpretation. Taylor (2017) states that professional judgement involves making decisions "in situations of uncertainty where competing values and risks exist." The smell of cannabis increased concern, but it did not constitute evidence that Service User 2 was experiencing abuse, neglect or exploitation, or provide evidence that the cannabis is being smoked within the property. Reflective allowed to step back to annualise the situation rather than reacting to the situation.
Systems Theory informed my understanding of the situation by encouraging consideration of the wider environmental factors surrounding the family the circumstances. Rather than viewing Family Member 4's presence in the home as an isolated safeguarding concern, the theory highlighted how the sudden death of Family Member 3 had disrupted the family system and altered established roles and relationships. Understanding these interacting systems prevented an simplistic interpretation of events and encouraged consideration of the social and emotional context influencing behaviour. Payne (2020) argues that Systems Theory enables practitioners to understand how individuals are influenced by wider social systems, relationships and environments.
Theories of grief and loss were also relevant. Worden (2018) suggests that bereavement can significantly influence coping mechanisms, emotional regulation and behaviour. While cannabis use cannot be condoned, it was important to recognise that Family Member 4 had experienced a traumatic loss. Trauma-informed practice encourages social workers to consider "what has happened to a person" rather than merely "what is wrong with them." Reflecting on the case, this perspective helped maintain a balanced and empathetic approach while still addressing safeguarding concerns. Information was provided on how to access bereavement support for all the family should they feel it was required. 
Critically reflecting upon the use of theory throughout the assessment, I found Systems Theory helpful because it encouraged me to not just focus on the safeguarding referral and consider wider family dynamics. Without this perspective, there was a risk that Family Member 4 would have been viewed solely as problem and not an important part of the support system. Instead, the theory highlighted the impact of bereavement upon the family system and helped me understand how the death of Family Member 3 had altered roles, relationships and support networks.
I also recognised limitations within Systems Theory. Whilst it provided a useful framework for understanding relationships, it offered less guidance regarding power imbalances and wider social factors influencing behaviour. For example, the theory did not fully explain how social attitudes towards older people or assumptions regarding young people involved in substance misuse may influence professional decision-making. I therefore found that Systems Theory was most effective when used alongside anti-oppressive and rights-based approaches.
Similarly, strengths-based practice informed my assessment. The theory encouraged recognition of Service User 2’s resilience, support networks and ability to make informed decisions. This aligned with SSWBA policy principles of voice and control. However I recognise there is a danger that an overreliance upon strengths-based approaches may unintentionally downplay risk. Maintaining a balance between empowerment and protection therefore remained essential throughout the assessment process.
Trauma-informed practice also proved valuable in challenging assumptions regarding Family Member 4. Rather than focusing solely on allegations and behaviours, I was considered the impact of discovering his mother deceased and the potential consequences of his grief. However, one limitation of trauma-informed approaches is the potential for practitioners to focus on explanation and reduce focus on accountability. I therefore remained mindful that understanding behaviour did not remove the need to assess risk objectively. Knight (2015) argues that trauma-informed practice requires practitioners to understand how past traumatic experiences influence current behaviour and coping strategies.
Reflecting across the assessment as a whole, I concluded that no single theory explained the complexity of the situation. Instead, professional judgement emerged through integrating theory, legislation, evidence and reflection. This strengthened my understanding that critical thinking in social work is required alongside following procedures. 
The risk assessment explored concerns relating to financial abuse, neglect, coercion, environmental risk and personal safety. Service User 2 reported that no money or valuables had gone missing, that she had not provided financial support to Family Member 4 and that he had never requested money from her. These statements were supported by Family Member 6, who reported no concerns regarding financial transactions. Care staff similarly identified no evidence of abuse or neglect. The consistency of information across multiple sources strengthened confidence in the assessment findings.
Professional judgement required obtaining information from direct observation, agency reports, family views, legislation and theoretical frameworks. Taylor (2017) highlights that high-quality social work assessment requires the integration of evidence, analysis and reflection rather than reliance upon procedural compliance alone. The evidence suggested that although cannabis use may have occurred, there was no evidence that Service User 2 was being abused, neglected, exploited or prevented from exercising choice and control. Most importantly, she reported feeling safe and well supported.
The case also prompted reflection regarding the concept of risk within contemporary safeguarding practice. Early in the assessment process, I became aware that the past involvement of police, allegations of drug dealing and references to potential county lines activity carried a risk of influencing professional judgement before all available evidence had been gathered. Taylor (2017) argues that social workers frequently make decisions within contexts characterised by uncertainty, incomplete information and competing perspectives. On reflection, I recognised that the initial referral highlighted potential risk which could easily have led to assumptions regarding the likelihood of abuse or exploitation occurring within the home. 
 
This experience enhanced my understanding of confirmation bias within safeguarding practice. Munro (2011) suggests that practitioners can become overly focused on information that supports initial concerns whilst paying less attention to information that challenges those assumptions. Looking back, there was potential for the historical allegations involving Family Member 3 and the police involvement relating to Family Member 4 to create a predetermined idea that Service User 2 was experiencing harm. However, the evidence gathered through direct engagement, agency consultation and observation failed to prove those concerns. This reinforced the importance of approaching safeguarding assessments with professional curiosity whilst remaining open to alternative explanations. 
 
I also reflected upon the tension between protection and autonomy throughout the assessment. As a social worker, there can be pressure to act defensively where risk is suggested, particularly when working with older adults who may be perceived as vulnerable. However, Kemshall (2010) argues that effective risk management should not be confused with risk elimination. In this case, removing Family Member 4 from the property or escalating safeguarding concerns without sufficient evidence may have reduced alleged risk but would potentially have undermined Service User 2's rights and wishes. 
 
The assessment also strengthened my understanding of anti-oppressive practice within safeguarding work. Thompson's PCS model highlights how discrimination can occur at personal, cultural and structural levels. Reflecting on the case, I identified several assumptions that required careful consideration. Assumptions associated with ageing and vulnerability could have resulted in Service User 2 being viewed based on the weaknesses, whilst assumptions relating to youth and substance misuse may have resulted in Family Member 4 being viewed solely as a risk factor. 
 
Within the Welsh context, anti-oppressive practice also extended to language and identity. Completing the assessment in Welsh was not just due to process but promoted participation, dignity and self-determination. Reflecting on the interaction, I believe communication in Service User 2's preferred language enabled a more authentic exploration of her wishes and views. 
 
Looking back on the assessment, one of the most significant areas of learning relates to my confidence in applying professional judgement where evidence is limited or inconclusive. Prior to undertaking this assessment, I may have felt more inclined to progress concerns through formal safeguarding processes when criminal allegations were present. However, this experience demonstrated that allegations alone do not necessarily mean there is a safeguarding risk. 
 
I have learned that effective safeguarding practice requires the ability to work within uncertainty whilst continuing to gather evidence and review risk. If faced with a similar situation in the future, one aspect I would approach differently would be seeking more direct engagement with Family Member 4. This may have provided additional insight regarding both risk and protective factors and supported a more holistic understanding of the family system. 
 
The case ultimately reinforced my belief that safeguarding is not solely about identifying risk but about balancing protection with rights, autonomy and wellbeing. Whilst formal safeguarding procedures were not progressed, the assessment required significant analysis, reflection and professional judgement. These learning points will continue to influence my future social work practice. 
The case was subsequently discussed through multi-agency safeguarding processes. Police confirmed that no evidence of drug dealing or county lines activity had been identified despite ongoing monitoring. The care agency continued to report positive observations and there were no indications that Service User 2's circumstances had deteriorated. Following discussion, professionals agreed that the threshold for formal safeguarding procedures under Section 126 of the Social Services and Well-being (Wales) Act 2014 had not been met. Instead, ongoing monitoring through routine care management processes was considered a proportionate response.
Building upon these reflections regarding professional judgement, risk and autonomy, the case can also be considered within an international context by comparing safeguarding arrangements in Wales with those operating in Australia.

Whilst both countries seek to protect vulnerable adults from abuse and neglect, Wales has a clear framework within the Social Services and Well-being (Wales) Act 2014, which places wellbeing, prevention, voice and control at the centre of practice. Australia does not have a single national adult safeguarding system, with responsibility largely resting with individual states and territories through safeguarding, guardianship and elder abuse legislation. Reforms in Australia have focused on protecting older adults from abuse whilst promoting autonomy and human rights. 
Had this case occurred in Australia, there may have been greater emphasis on exploring the potential for elder abuse because concerns centred on a younger family member residing in the home, allegations of drug use and the possibility of financial exploitation. Australian guidance identifies that elder abuse frequently occurs within family relationships and can include financial abuse, psychological abuse, neglect and coercive control. However, similar to Wales, Australian safeguarding approaches recognise that adults with capacity should be supported to make their own decisions wherever possible. The Australian Law Reform Commission argues that safeguarding responses should balance an individual's autonomy with the state's duty to protect those who may be vulnerable to abuse. 
In this case, Service User 2 consistently stated that she felt safe, had not experienced financial exploitation, maintained control over her lifestyle and wished for Family Member 4 to remain living in the property. As she demonstrated capacity to make these decisions, it is likely that practitioners in both Wales and Australia would have reached a similar conclusion that the threshold for formal safeguarding intervention had not been met. However, Australian practitioners may have considered referral to specialist elder abuse services alongside ongoing monitoring and support. This comparison highlights that despite differing legislative frameworks, both jurisdictions seek to balance protection with autonomy, dignity and human rights
The case also reinforced the significance of Welsh language provision and culturally responsive practice. By undertaking the assessment in Welsh and recognising the importance of community identity, the process reflected the values underpinning social work in Wales. Most importantly, the case highlighted that safeguarding is not solely about protecting individuals from risk but about supporting them to live safely while maintaining autonomy, dignity and control. As Service User 2 had capacity, strong support networks, effective care arrangements and consistently expressed that she felt safe, the decision not to progress to formal safeguarding procedures was both legally and professionally justified.
Whilst there was no evidence that Service User 2 was experiencing abuse or neglect, careful consideration was given to whether the threshold for safeguarding intervention under Section 126 of the Social Services and Well-being (Wales) Act 2014 had been met. As Service User 2 clearly had care and support needs, the assessment focused on whether she was experiencing, or at risk of, abuse or neglect and whether those needs limited her ability to protect herself. 
 
Had evidence emerged of abuse, exploitation, coercive control or neglect, a safeguarding enquiry under Part 7 of the Act would have been initiated. This would have involved a multi-agency strategy discussion involving Adult Services, Police, Health, Children's Services and care providers to share information, assess risk and determine necessary protective actions. Potential interventions may have included enhanced monitoring, further police investigation, financial safeguarding enquiries, risk management planning or consideration of alternative accommodation where risks were deemed unmanageable. 
 
Reflecting on this process strengthened my understanding that safeguarding intervention must remain proportionate, evidence-based and least restrictive. Although concerns existed, the available evidence did not demonstrate that Service User 2 met the statutory definition of an adult at risk. Ongoing monitoring through care management processes represented a defensible and proportionate response that balanced safeguarding duties with autonomy and human rights.
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