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Task 3

Safeguarding and working in complex situations – Case Study

Guidance;
Please ensure that you meet the National Occupational Standards and assigned Learning Outcomes for this task (see handbook). 

	Question:
Complete a critically reflective case study based on an assessment that you have undertaken with others, in your own area of work, concerning the safeguarding of either an adult or a child. You must demonstrate how the case relates to or could relate to safeguarding legislation, policies, strategies and procedures (including demonstrating an understanding of the interface between social services provision in Wales with the United Kingdom, the European Union (EU) and outside the EU). You must demonstrate your understanding of the integration of analysis in assessment, collaborative working and professional judgements in increasingly complex situations and the use of social work theories. You must refer to the specific dimensions of working in Wales. 


4000 words (+/- 10%: include your actual word count at the end of each section).

I work as a community mental health social worker, and I support vulnerable adults experiencing mental health difficulties. Under the Social Services and Well-being (Wales) Act (SSWB(W)A) 2014, my role involves assessing mental health and social care needs, promoting recovery and independence, safeguarding adults at risk, and coordinating services to support overall wellbeing (Welsh Government, 2014). The Mental Health (Wales) Measure 2010 also defines my responsibilities in care coordination and care and treatment planning for individuals with mental health conditions (Welsh Government, 2010). I work as part of multidisciplinary teams (MDTs) to provide person-centred care, advocate for rights, and ensure their voices are central to all planning processes (Social Care Wales, 2019).
This reflection focuses on my work with 4, an individual I began supporting during my first year of practice and who is still open to me. I received support and guidance through supervision and my line manager throughout this event, and at no point did I make any decision without discussing it with my supervisor first. 4 is a middle-aged individual with a diagnosis of bipolar disorder and personality disorder. They have a history of multiple hospital admissions and a long-standing pattern of domestic abuse, which includes allegations of abuse against 4’s dad and previous marriages marked by years of violence. They are subject to Section 117 Aftercare under the Mental Health Act 1983, which places a joint duty on local authorities and National Health Service bodies to provide free aftercare to individuals who have been previously detained under Sections 3 or 37 of the Act. The statutory support remains in place until both agencies agree that ongoing care is no longer required (Department of Health and Social Care, 2015).
In Wales, Aftercare is delivered through the Care and Treatment Plan (CTP) as required by the Mental Health (Wales) Measure 2010 (Welsh Government, 2010). For individuals like 4, this means having a coordinated multi-agency plan that addresses both recovery and safety (Welsh Government, 2012).
This approach also reflects the Well-being of Future Generations (Wales) Act 2015. This requires services to consider long-term well-being and preventative action when supporting people. Being under a CTP provides structured social work support within a legal framework that safeguards well-being and upholds rights (Welsh Government, 2010). The Measure mandates a personalised, co-produced care plan for those in secondary mental health services, regularly reviewed to remain responsive (Welsh Government, 2010).
Given 4’s history of risks to self and others, 4 and I completed a Wales Applied Risk Research Network (WARRN) assessment. WARRN is an evidence-based, standardised tool used in Wales to manage risks like self-harm and violence. It ensures consistent, preventative risk management and is always reviewed (Welsh Government, n.d.).
4 lives alone in privately rented accommodation in a remote Welsh town where around 40 per cent of young adults can speak Welsh, while unemployment among this age group is approximately 11 per cent (Annual Population Survey, StatsWales and ONS, written evidence to Parliament 2022).
Although 4’s first language is English, and they chose to communicate in English, I confirmed they know they have the right to receive services in Welsh and I respected their choice, in line with Wales’ commitment to bilingual service provision and the “Active Offer” principle (Welsh Government, 2016).
This is in line with the Welsh Language (Wales) Measure 2011, which gives the Welsh language equal legal status and requires public services to actively offer services in Welsh. 4 is not in paid employment, but they receive eligible benefits and maintain daily contact with family. They are independent and manage their medications without support.
I conducted a routine visit as stipulated by their CTP to 4 on a Friday, after two previously cancelled appointments by them, which is usual for them to cancel meetings at the last minute. This visit was essential to ensure compliance with the statutory requirements of their CTP. During the visit, 4 presented as pleasant, and their home remained clean and well-maintained, also consistent with previous visits.
While I was with them, 4 told me that they have recently gotten into a relationship with someone they met online, whom I will refer to as 2. According to 4, 2 resides in England but visits every weekend. Maintaining professional curiosity, I explored the nature of the relationship and asked questions about any signs of financial exploitation, emotional manipulation, or abuse. I also listed signs of abuse for 4’s awareness. Their responses were consistently positive and reassuring.
Towards the end of our meeting, I asked about suicidal ideation and medication adherence, and 4 denied any current suicidal thoughts or plans. However, they disclosed they had discontinued their antipsychotic medication approximately six weeks prior due to the side effect of drowsiness. I explained that part of my duty is to advocate for them, and I could have arranged a medication review if they had informed me. I educated 4 on the possible consequences of stopping their medication and completed a safety and crisis plan with them. Following the visit, I documented the details in line with the Code of Professional Practice for Social Care (Social Care Wales, 2017). I made an urgent referral to the crisis team and arranged an urgent outpatient appointment with their responsible clinician for the following week.
On Sunday, two days after my visit, emergency services were called after 4’s family reported no contact for over 24hours. When police forced entry into their property, 4 was found unconscious and unresponsive, with multiple bruises. Two suicide notes were discovered at the scene. 4 was admitted to the hospital and received treatment for an acute kidney injury.
During information gathering, I gathered information from multiple sources, including police reports, hospital staff, family members, and 4 themself. A relative raised concerns after reviewing text messages suggesting emotional abuse and coercive control by 2. Medical staff also reported unexplained body bruises and bleeding in 4's private part. 4 mentioned they overdosed because of stress in their relationship, but refused to discuss further. Given these serious concerns and 4’s status as a vulnerable adult with care and support needs, I initiated a safeguarding referral. Safeguarding involves protecting vulnerable individuals from abuse, neglect, exploitation, or harm (HM Government, 2023).
Using my professional judgment and guided by the SSWB(W)A 2014, I submitted a safeguarding referral. According to the Act, an adult at risk is someone experiencing, or at risk of, abuse or neglect, who has care and support needs, and is unable to protect themselves as a result (SSWB(W)A, 2014).
In 4’s case, multiple factors indicated risk. Concerns from family and professionals, a suicide attempt, unexplained injuries, mental health deterioration, 4’s inability to recall the situation, and not being able to ascertain the level of risk they may be exposed to. With all these, 4 met the threshold for referral. The threshold for referral to safeguarding is met when there is reasonable cause to suspect that an adult is experiencing, or at risk of, abuse or neglect and has care and support needs that prevent them from protecting themselves (Welsh Government, 2014). This includes cases involving coercive control, self-neglect, or mental health crisis that impair decision-making (SSWB(W) Act, 2014). My practice also upheld the Equality Act 2010 by ensuring that 4 was not discriminated against due to mental health, and the Human Rights Act 1998, which protects 4’s right to privacy, autonomy, and protection from inhuman or degrading treatment.
About consent, 4 did not consent to or object to the referral, stating they could not recall the incident. According to the Welsh Govt, 2016, in working together to safeguard people, "there are circumstances when consent is not required to share information, for example, when a person is at risk of significant harm or where there is a risk to others.’ The duty to report under Section 128 of the SSWB(W)A 2014 overrides an individual’s refusal to give consent where there is a reasonable cause to suspect an adult is at risk."(Welsh Govt., 2016). While the police continued to investigate the causes of the bruises, 4’s mental health treatment was prioritised by ensuring they remained admitted to the mental ward.
I submitted an adult Multi-Agency Referral Form to the local safeguarding team and gave all necessary information to ensure a timely process. Within two days of submission, a Section 126 enquiry was held, which involved the police, Community Mental Health Team (CMHT), doctors, and the safeguarding team as required by law. The safeguarding process followed was in line with the Wales Safeguarding Procedures (2019), which mandates a coordinated, multi-agency response to abuse and neglect (Welsh Government, 2019).
Safeguarding referrals for 4 was guided by the SSWB(W)A 2014, Part 7. This Act places a statutory duty on local authorities and professionals to act when there is reasonable cause to suspect that an adult is at risk of abuse, neglect, or harm (SSWB(W)A, 2014). All agencies agreed that 4 meets the criteria of an adult at risk and recommended a referral to the Multi-Agency Risk Assessment Conference (MARAC).
MARAC is a structured meeting where multiple agencies, such as the police, health services, social services, and domestic abuse organisations, work together to manage the risk of serious harm to individuals experiencing high-risk domestic abuse (UK Government, 2021; SafeLives, 2020). The primary aim of MARAC is to ensure victim safety, reduce repeat victimisation, and ensure coordinated support by sharing relevant information and formulating risk management plans (Home Office, 2014). If 4 were to have children in her household, we would have also upheld the UN Convention on the Rights of the Child (UNCRC, 1989), ensuring their welfare and safety are central. But they do not have any child in their home.  MARACs play a crucial role in addressing immediate risks, planning for long-term safety, and enhancing agency collaboration (Home Office, 2014).
I made a referral to MARAC, and after the MDT meeting, they agreed to Clare’s Law disclosure regarding 2 be made to 4, since there is potential risk 4. Clare’s Law, also known as the Domestic Violence Disclosure Scheme (DVDS), allows the police to disclose information to anyone if they believe they are at risk. People can also request domestic abuse history information about their partner to make an informed decision on their safety (Home Office, 2022).
As part of the MDT, I worked closely to support and advocate for 4, particularly during decisions about their care and protection plans (Social Care Wales, 2019). The police did the Clare’s Law disclosure, which 4 found difficult as expected, given the emotional impact on them. We took time to explain the risk sensitively and understand the importance of the plans we were putting in place. The health team worked to maintain both 4’s physical and mental health.
A risk management meeting was held, and plans were put in place to keep 4 safe. While locks to 4’s home were changed in preparation for safe discharge, staff monitored 4’s communication with 2 and recorded that they appeared unsure about what to do. 4 and I created a CTP with a personalised safety plan. To reduce the risk of medication misuse or stockpiling, we introduced a monitoring system involving weekly pickups and monthly blood tests. A domestic violence officer also became involved, helping 4 understand the signs and patterns of abuse. We also connected 4 with an independent advocate to support them in making informed decisions about their future, ensuring they felt in control of the process. They were also referred to the Integrated Psychological Therapies Service (IPTS) for counselling and training on emotional resilience. 4 was reconnected with their family member for informal support, and I set up weekly visits for after discharge.
The decision to discharge 4 was not made single-handedly by anyone, but by a collective decision of the MDT. Although 4’s decision to stay with 2 was respected, we did not accept it passively. 4 was discussed in the multi-agency safeguarding meetings to ensure that all risks were considered and managed. Professionals agreed to have a low threshold for referral for 4. This means that any change in 4’s mental health, medication noncompliance, fluctuating engagement or nonengagement with service, any physical signs like new bruises, fatigue, or neglect in personal care, changes in her routine and social circle, or concern from professionals will trigger referral to safeguarding. Any visits to 4 must be done as a pair to reduce risk to professionals. The case was deemed safe to close, as all risks had been considered and mitigated.
Considering the theories I applied during this case, I focused on Systems Theory to understand 4’s current situation with respect to their life and relationships as a whole. While 4 had access to financial resources and some support from family members and professionals, according to Payne, the repeated presence of abusive partners in their relationships may indicate systemic issues, which may be traced back to trauma and patterns formed early in life (Payne, 2020). Looking at 4’s experience from this angle helped me see how 4’s past trauma and current relationship all played a role in their issue.
I also used empowerment theory in my work with 4. Although 4 expressed doubts about the disclosure, I let them make informed decisions by being transparent (Dominelli, 2002). I supported them in exploring their options, like legal protection and counselling, and reassured them that their wishes would be respected. This made 4 participate in their care planning.
Given 4’s history of long-term abuse, Attachment Theory was also used. According to Howe, 4’s repeated exposure to abuse in relationships suggested patterns of insecure attachment that may be traced to early experiences of instability or unmet emotional needs (Howe, 2011). Knowing this, I approached 4 with empathy and patience. This understanding prevented me from resenting 4’s decision to stay with 2, despite my opinion, but it helped me remain professional and supportive as they considered their options.
Considering applying analysis in assessment to inform intervention, 4’s case required a critical evaluation of their history, current risks, and mental health needs to determine the right action. Analysis in assessment is required to identify the connection between 4’s mental health diagnosis, past trauma, and relationship dynamics, and how these may be the reason they are emotionally dependent on 2, and their reluctance to engage with support services (Howe, 2011). I utilised both Attachment Theory and Trauma-Informed Care to understand 4’s behaviours and collaborate with the MDT (Herman, 1992; Walker, 1979).
According to Bowlby (1969), early relationships shape future emotional bonds. 4’s early experiences of abuse from dad, combined with their mental health diagnosis, may have contributed to an insecure attachment style, making it emotionally difficult to leave 2 (Howe, 2011). Trauma-Informed Care (Herman, 1992) helped me understand 4’s behaviours not only as symptoms, but as survival responses. Their emotional reliance on 2 may be a coping mechanism that is caused by trauma and may be affecting how they view risk. Their overdose and frequent cancellation of appointments with me were recognised as possible coping mechanisms as well. I offered non-judgmental support and worked at 4’s pace. Reviewing 4’s risk through safeguarding processes, we offered appropriate plans that 4 agreed with. This approach aligns with Social Care Wales’s (SCW) emphasis on person-centred practice, which protects individuals and empowers them to make informed decisions (Social Care Wales, 2019).
In ‘working collaboratively with individuals in need of care and support, their carers, and other professionals’, a coordinated approach between the CMHT, health staff, domestic abuse services, police, and safeguarding teams ensured continuous monitoring of 4’s risks and prevented any loss of information. I worked collaboratively with these professionals, along with 4, to build a care plan focusing on 4’s mental health recovery and safety. The health team provided physical and mental healthcare, social services coordinated support services, the police investigated the case and made Clare’s Law disclosure, and advocates ensured that 4’s voice was heard.
Collaborative efforts also included building 4’s informal support by encouraging them to reconnect with their family members. This was important to reduce emotional dependency on 2 and promote other secure attachments (Howe, 2011). Professionals remained sensitive to 4’s trauma and autonomy, we avoided pressuring them to leave 2. Communication and case discussions in the MDT meant shared decision-making. This is important when managing complex safeguarding concerns. We respected 4’s choice, and they were included in their care and safety planning throughout the process.
Finally, in Intervention and Application of Professional Judgment in Increasingly Complex Situations, 4’s case presented a challenging balance between safeguarding and respecting autonomy. My professional judgment was required to determine when to escalate safeguarding interventions under the SSWB(W)A 2014 without 4’s express consent, based on risk of serious harm (Welsh Government, 2014). Interventions were formed using Trauma-Informed Care (Herman, 1992), and we focused on recovery before expecting 4 to make any major decisions. 4 was supported to re-engage with mental health services, ensured medication compliance, and explored therapeutic options such as referral for counselling.
When 4 refused to leave 2, I did not withdraw my support. I focused on their safety by assessing their risk and safety planning with them (Seligman, 1975; Walker, 1979). Knowing that trauma may have impaired their ability to assess risk made me be more transparent with them. I understand the importance of a trauma-informed approach that is holistic and does not depend only on generic capacity assessment but considers past trauma.  
At the International level, the Convention on the Elimination of All Forms of Discrimination Against Women (CEDAW) and the United Nations Convention on the Rights of the Child (UNCRC) emphasise the importance of empowering individuals while protecting them from harm (UN, 1979; UNCRC, 1989). Though it is ethically complex to balance these principles, it is important for rights-based, person-centred practice (Sweeney et al., 2018).
Working with 4 challenged me to reflect on the importance of balancing my own values with respect for their autonomy. Despite clear safeguarding concerns and a strong instinct to protect 4, especially after their overdose and visible injuries, I recognised that my role is not to make decisions for 4, but to support them to make their choice, no matter how I feel and that was hard for me to do. 
The SCW Code of Professional Practice calls professionals to “promote the rights, independence and wellbeing of individuals” and “respect people's views and wishes” (Social Care Wales, 2022, p.6). This made me reflect on my actions. Was I uncomfortable with 4 remaining in a relationship with 2, and is that discomfort influencing my actions in any way? Or was I genuinely supporting 4’s choices? There were times when I got frustrated with my emotions, but I let 4 make their own decisions.  
4 denied any suicidal thoughts or plans during my visit a few days before their overdose, and they sounded credible at the time. Reflecting on this under the SCW outcome of applying analysis in assessment to inform intervention, I understand now that it is essential not to rely solely on verbal disclosure when assessing risk. 4 might have denied suicide out of fear or just the result of coercive control from 2.  According to Herman (1992), fear, shame, and coercive control are common in trauma survivors.
Initially, this created professional distrust on my part, but viewing it as 4’s way of protecting themself made it easier to remain professional with them.
4’s family comment about me being incompetent for not predicting 4’s overdose was deeply challenging and hurt me both personally and professionally. However, reflecting on this through the lens of the SCW outcome ‘Intervention and application of professional judgement in increasing complex situations,’ I recognise that while their worry was valid, risk in mental health is complex and not always visible or disclosed (Munro, 2011). 4 denied suicidal thoughts and presented as stable, and though I engaged in safety planning with them, I could not have predicted the overdose because no professional can predict mental illness.
This experience highlighted the need for me to be confident in my professional judgment, and I achieved this through supervision, reflection, and following ethical practice (Social Care Wales, 2019). I carried the family along and ensured they were involved in decision-making, which is important in safeguarding (Iriss, 2021).
Also, I used supervision to check my emotions and biases. Processing these feelings helped me maintain a non-judgmental relationship with 4. This case showed me what it means to support service users’ choices while safeguarding.
A comprehensive legal and policy framework is in place to safeguard individuals like 4, who may be at risk of harm and are entitled to autonomy and human rights in Wales.
The Violence against Women, Domestic Abuse and Sexual Violence (Wales) Act 2015 plays an important role in how Wales responds to abuse. It requires different organisations to work together to help prevent abuse, protect those at risk, and support survivors in their recovery (Welsh Government, 2015). In line with this, the Ask and Act policy encourages professionals to look out for signs of abuse, even if the person affected hasn't spoken about it directly, and to offer appropriate support when needed (Welsh Government, 2023, Ask and Act: Practitioner Guidance).
In 4’s case, the multi-agency safeguarding response aligns with the duty to create a coordinated and trauma-informed support system.
Also, the SSWB(W)A 2014 imposes a legal duty to report and act where an adult is at risk of abuse or neglect, coercive control, and emotional manipulation (Welsh Government, 2014). Though 4 had mental capacity, her trauma history, emotional dependency, mental health diagnosis, and overdose indicated a level of vulnerability that justified safeguarding action, even without her full consent. Under Section 126, social services must act since there is reasonable cause to suspect that an adult is at risk (Welsh Government, 2014).
At the UK level, the Domestic Abuse Act 2021 offers a clear definition of domestic abuse. This covers from the physical violence to the emotional, financial, and controlling behaviours. It also recognises the impact abuse can have on a person’s mental health (UK Government, 2021). Claire’s Law is one important tool that promotes. This allows for the disclosure of a person’s history of abusive behaviour. I used this in 4’s case as it helped to support informed decisions and ensured their safety (Home Office, 2021).
The Human Rights Act 1998 also helps protect individuals like 4, using Articles 3 and 8. This requires action when someone is at risk of harm. These actions must be balanced by protecting the person while also respecting their dignity and independence (Equality and Human Rights Commission, 2021). I kept this in mind when working with 4, making sure to respect their choices while recognising my responsibility to step in.
Internationally, the Council of Europe’s Istanbul Convention (2011) sets minimum standards for preventing violence against women and protecting victims, with a strong emphasis on multi-agency support and survivor-centred care (Council of Europe, 2011). Also, the CEDAW requires Wales to protect women from gender-based violence and promote access to justice (United Nations, 1979). Safeguarding interventions in 4’s case, particularly the use of Clare’s Law, safety planning, and mental health support, align with CEDAW principles to protect their rights and promote empowerment.
In Australia, the National Plan to End Violence against Women and Children 2022–2032 outlines an intersectional approach that focuses on prevention, early intervention, response, and recovery (Commonwealth of Australia, 2022). It emphasises coercive control, trauma-informed practice, and the inclusion of mental health support, all of which are highly relevant in 4’s case.
Also, Canada’s National Action Plan to End Gender-Based Violence (2022) prioritises collaboration across sectors, mental health-informed interventions, and culturally appropriate services (Government of Canada, 2022). It also strongly advocates for survivor-led practice, recognising the rights of women to make their own decisions while being protected from harm. This is a principle I was conscious of when balancing 4’s autonomy with safeguarding responsibilities.
These international frameworks validate the Welsh model of making interventions person-centred and reinforce the value of multi-agency collaboration and survivor autonomy, especially in cases like 4’s, where past trauma, mental health, and domestic abuse intersect. It also ensures that safeguarding practice is proactive.
In conclusion, in my work with 4, I upheld the SCW Code by promoting 4’s independence while ensuring their safety, especially with their safeguarding concerns influenced by trauma. I respected their rights and wishes by involving them in the care planning and decision-making process, promoting their well-being, and showing accountability by reflecting on my trauma-informed approach (Social Care Wales, 2022).
4 is still a vulnerable adult with mental health and safeguarding concerns. Despite professionals respecting their decision, we still need to monitor 4 closely. As of now, we are respecting their choices while safeguarding them. There is also an ongoing collaboration among professionals who are prepared to step in if 4’s risk level increases.
4116 words.
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