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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 will critically reflect on my work with a specific citizen during my first year of practice, focusing on the adult safeguarding assessment period. I will demonstrate how my practice aligned with safeguarding legislation, policies, strategies and procedures specifically in relation to Wales, while also identifying areas for improvement.  Additionally, I will explore my understanding of the integration of analysis within the assessment process including the application of theories, the challenges posed by ethical dilemmas, the value of collaborative working and the use of professional judgement when managing complexity.  To structure this reflection, I will use the ERA Cycle framework developed by Melanie Jasper (2013) which considers 3 stages of self-introspection: ‘experience, reflection and action’ as cited in Crowjack (2022).


Social work is a regulated profession with its own Code of Professional Practice (COPP) (Social Care Wales (SCW), 2017) which seeks to ensure high standards and that good conduct is maintained by practitioners throughout the support of families and individuals (CPD Online, 2025).  The duties and responsibilities of social workers are outlined in legislation, policies and procedures and provides a framework that offers clear guidance and direction regarding mandatory and discretionary services and outlines the procedures by which services must be delivered (Brayne and Carr, 2013).  It is the product of Parliament, the judiciary, international agreements and long-standing legal traditions; practitioners must adhere to statutory requirements, regulations, guidance and case law (Brayne and Carr, 2013).


The ‘Working Together to Safeguard Children’ guidance defines safeguarding as protecting children from maltreatment; preventing impairment of their health or development; and ensuring that their environment supports the provision of effective and safe care (Department for Education, 2023). Volunteer Now (2010) defines safeguarding adults as the practice of ensuring that citizens at risk are protected from exploitation and harm, while upholding their rights and acting in their best interests.


In Wales, social care is a devolved matter, with Senedd Cymru holding authority to pass legislation, subject to the reservations outlined in Schedule 7A of the Government of Wales Act (2006) (Law Wales, 2021). Practitioners in Wales derive their statutory powers primarily from the Social Services and Well-being (Wales) Act (SSWBA) (2014) but also through other national and international legislation. For example, in adult care, practitioners utilise, but are not limited to, the Mental Capacity Act (MCA) (2005), the Mental Health Act (MHA) (1983), the Human Rights Act (HRA) (1998) and the European Convention on Human Rights (ECHR) (1989). In childcare, the Children Act (CA) (1989) is the key piece of legislation in England and Wales. In 2004, Wales became the first country to embed the United Nations Convention on the Rights of the Child (1989) into devolved law through the Rights of Children and Young Persons (Wales) Measure (2011). In 2007, the United Kingdom (UK) signed the United Nations Convention on the Rights of Persons with Disabilities, which seeks to protect and promote the fundamental freedoms and human rights of people with disabilities. 

As a practitioner working in Wales, I must demonstrate regard for the Welsh Language (Wales) Measure (2011) by ensuring that individuals receive services in their preferred language and are treated no less favourably than those whose first language is English (Law Wales, 2025). To uphold this, practitioners are responsible for implementing the principle through the ‘active offer’, which means that services in the Welsh language are available to everyone without having to request them, thus safeguarding their dignity and respect (SCW, 2025).  Navigating the law alongside challenges related to working in Wales such as budgetary pressures, COVID-19 restrictions, limited resources and transport links has been an ongoing challenge. The Welsh Local Government Association has recently reported significant increases in the demand for adult social services, with further financial cuts anticipated (BBC News, 2024).  I have personally witnessed how the outcomes of interventions can significantly differ depending on whether a person is supported to communicate in their first language, particularly during mental capacity assessments.  When an individual is deemed to lack capacity, the consequences are serious. For this reason, I recognise how, within safeguarding contexts, using a person’s first language in a person-centred way can significantly contribute to positive outcomes.


There are many pieces of legislation relevant to social work however, arguably the most significant and widely applied in the UK is the HRA (1998), which incorporates the ECHR (1989) into UK law and underpins numerous other statutes. The HRA (1998) sets out specific rights for individuals that must always be respected unless overridden by another law. Article 8 of the HRA (1998) establishes the right to respect for private life, home and correspondence nevertheless, public authorities may interfere with this right where they can demonstrate that their actions are lawful, necessary, and proportionate (Equality and Human Rights Commission, 2021). Applying the HRA (1989) can be complex in adult care, especially when an individual lacks capacity and intervention is required, thereby overriding their right to a private life. This demonstrates how other legislation may take precedence over the HRA (1989). In such cases, embedding the principles of the Mental Capacity Act (MCA) (2005) ensures citizens’ rights are respected and decisions are lawful. Conversely, the right to a private and family life is upheld when a person has capacity to make decisions; in these circumstances, the state may be unable to intervene to provide safeguarding, even when there are concerns presenting practitioners with the ethical dilemmas of balancing protection with autonomy.

Reflecting on this case study has made me consider the differences between adult care and childcare and the distinction between absolute rights and qualified rights as outlined in the HRA (1998).  According to LegalClarity (2025), “An absolute right is a fundamental entitlement that cannot be lawfully limited, interfered with, or suspended by the government for any reason,” whereas a qualified right is “an entitlement that can be lawfully restricted under specific and limited circumstances; the government may interfere with a qualified right, but only if it can satisfy a strict, multi-part test”.

The citizen discussed in this case study will be referred to as Person 1 (P1), an 18-year-old female with learning difficulties. P1 first became involved with children’s services at the age of two, when she was removed from her mother’s care due to neglect and sexual abuse. She was subsequently placed in the care of her father. Over the years, P1’s circumstances led to multiple Section 47 (s47) enquiries under the CA (1989).  These enquiries involved concerns of child-on-child sexual abuse where P1 was both a victim and a perpetrator, substance misuse involving both P1 and her father and incidents of physical abuse in which her father was identified as the perpetrator.  The duty to undertake s47 enquiries lies with the Local Authority (LA), who is responsible for investigating situations where there is reasonable cause to suspect that a child is at risk of significant harm.  The Welsh Government Code of Safeguarding Practice outlines their expectations related to safeguarding arrangements and is called ‘Working Together to Safeguard People: Code of Safeguarding Practice’. This document is specifically designed to ensure that any organisation, individual or groups (Public Bodies) who are delivering commissioned services have a legal responsibility to ensure that there are contractual arrangements in place that cover safeguarding arrangements (Welsh Government, 2022).

At the time of my involvement, P1 was 24 weeks pregnant and in a relationship with a 20-year-old male, Person 2 (P2). There had been multiple reports of domestic abuse in this relationship, with P2 identified as the perpetrator.  As P1 had now transitioned from children’s services to adult care, I was tasked with undertaking an assessment of need under s19 of the SSWBA (2014) to identify any eligible care and support needs.  Additionally, childcare practitioners have raised concerns about P1’s capacity to understand sexual relations and requested that she engaged in a comprehensive risk assessment with a specialist practitioner from Barnardo’s who focuses on working with child-on-child sexual abuse cases and the potentially unknown risks for later life.

Bowlby (1997) defines the clinical term attachment as the ‘lasting psychological connectedness between human beings’, emphasising the importance of a child’s emotional bond with their parents or primary caregivers (NSPCC Learning, 2025). Research shows that early loss or disruption to this bond can negatively impact an adult’s emotional and psychological well-being, brain development, and ability to form healthy relationships (NSPCC Learning, 2025). During my initial meeting with P1, she disclosed fearing for her safety and that of her baby, explaining that the previous evening P2 had threatened her with a knife while they were drinking and taking drugs. I informed P1 that, under s128 (SSWBA), I had a statutory duty to report these concerns. P1 was considered am adult at risk under Part 7, s127 of the SSWBA as she was potentially experiencing, or at risk of, abuse and unable to protect herself. Furthermore, as the unborn baby was now considered viable, I also had a duty to raise concerns regarding the baby’s safety. In line with safeguarding procedures, I reported these concerns to my LA safeguarding team using a Child and Youth Safeguarding Unifying Region (CYSUR) Multi-Agency Referral Form (MARF) and a Collaborative Working and Maintaining Partnership in Adult Safeguarding  MARF. These documents form part of the LA regional policies and are used alongside both CYSUR and CWMPAS under the Mid and West Wales Safeguarding Board. My decision to escalate these concerns caused P1 to become very angry: she questioned why I was not keeping her confidence and expressed that she had thought of me as a friend. At the time, I interpreted this as a reflection of her vulnerability and limited understanding of the seriousness of the situation due to her learning difficulties. However, I now recognise that her response could also be understood through the lens of ‘disorganised attachment’. Bowlby suggests that individuals who have experienced trauma and inconsistent caregiving often develop such an attachment style, characterised by avoidant behaviours, heightened anxiety, emotional turmoil, and confusion around boundaries (Pender, 2024). In future, I think it will be important to consider the wider context of a situation, recognising that a person’s response or feelings may not relate solely to the matter at hand but may have been shaped by past experiences, childhood, and environment. I have noticed a dilemma in balancing the need to build trust with a person in a risky situation against the importance of maintaining professional boundaries. I find this particularly challenging when working with someone close in age to myself and recognise that I may seek a friendship-like connection to elicit trust. However, I recognise that this approach is detrimental to the effectiveness of my involvement and my own professional boundaries.

Following the submission of the two MARFs, it was agreed that P1 would be discussed at the local Multi-Agency Risk Assessment Conference (MARAC).  This is a multi-disciplinary forum where high-risk domestic abuse cases are considered, and professionals share information with the aim of increasing the safety, health, and well-being of victims and their children (West Midlands Police, 2025).  Two key actions from this meeting were the allocation of an Independent Domestic Violence Advisor (IDVA) to support P1 and the decision for P1 to receive a disclosure under Clare’s Law.  The Government first announced the introduction of the national Domestic Violence (DV) Disclosure Scheme (known as Clare’s Law) in November 2013, providing a legal framework for disclosing confidential information about a perpetrator’s history of DV to a new partner.  In March 2014, the scheme was extended to police forces across England and Wales (Strickland, 2013).
Following the submission of the MARFs, child services advised P1 and P2 that, due to the ongoing reports of domestic abuse in their relationship, there was reasonable cause to suspect that their unborn baby was at significant risk of harm under Schedule 2 P1 para. 4 (2)(a) CA (1989).  As a result, a strategy meeting was convened which I attended alongside child services, the police, and P1’s midwife.  This was my first strategy meeting as a qualified practitioner, and I remember feeling very overwhelmed by the thought that my work and decision-making had contributed to such a serious, multi-disciplinary process.  In my monthly meetings with my mentor, we explored the possibility that I was experiencing elements of ‘imposter syndrome’ (Shevlin, 2025).  During my first year of practice, I carried out independent research into this and found that feelings of self-doubt and inadequacy are not uncommon in social work (Thomas, 2025).  I took comfort from the idea that some self-doubt can be constructive, as without it there is a risk of developing arrogance or complacency (Baden, 2022).  On reflection, I recognise that decision-making at this level is never the sole responsibility of one practitioner.  As long as I continue to take all reasonable steps to gather accurate information, base my assessments on evidence and need, and ensure that my decisions and rationale are clearly and accurately recorded, I can be confident that my practice is both reliable and defensible in court (CPSU, 2021).

At this meeting, s47 enquiries under the CA (1989) were agreed and the concerns were later substantiated.  As a result, the unborn baby’s (UBB) name was referred to an Initial Child Protection Conference (ICPC), which legally had to be held within 15 working days of this decision.  Although I agreed with every decision made in reaching this point, I initially felt conflicted about the dilemma of having to write an ICPC report on a person and UBB that I knew not a lot about.  I was also concerned about how this might affect my developing relationship with P1.  I shared these concerns with my supervisor, and we agreed that my report would follow the ‘Signs of Safety’ (SOS) framework (Turnell & Edwards, 1990). This model is designed to highlight family strengths while ensuring that identified concerns remain central to decision-making and planning (Smeeton, 2012).  As a practitioner, I found that the SOS approach provided me with a clear framework to balance concerns and strengths, helping me to avoid writing subjective reflections that could rightly have been interpreted as judgements.  Although I have not yet had the opportunity to attend another ICPC, I frequently refer to the SOS approach when faced with situations that may potentially be influenced by personal or professional biases.  In doing so, I aim to maintain a more objective, evidence-based, and safety-focused practice which I feel supports the voice of the individual and focuses on safety (SCW, 2017).

I attended the ICPC and submitted my report which I had shared with P1 beforehand.  P2 had chosen not to be involved in the ICPC process.  I was aware that some of the information in my report might upset P1, but by going through it carefully with her beforehand and giving her the opportunity to ask me questions, I believe that I was able to build respect and strengthen our working relationship.  

Over the past 12 months, I have often encountered situations where family members were unhappy with the information I was providing however, by being open, honest, and transparent I have been able to strengthen mutual respect with the citizens even when they may disagree with, or feel challenged by, what I am saying.  This has always been the kind of practitioner I have aspired to be, someone who can remain respectful and honest, even in situations that challenge my practice, and this is in line with the Code of Professional Practice (SCW, 2017).  I believe that by reflecting on this so early on in to my career and continuing to do so, will remind me that taking the more challenging route can often lead to the most rewarding outcomes. Furthermore, I have come to recognise that transparency and honesty are the foundations of a meaningful working relationship, qualities that I would hope to see in a social worker myself, should I ever find myself in a similar situation.

Working with P1 required navigating both adult and childcare frameworks, which highlighted the differences and dilemmas practitioners encounter in each field.  I have become accustomed to situations in adult care being more clear-cut, particularly regarding whether an individual has the mental capacity under the MCA (2005) to agree or decline to engage with me. In contrast, my involvement with P1 left me feeling out of my depth at times in terms of both knowledge and skills and I think this was because the UBB did not have a voice of their own and P1 had no choice in having to engage with me.  I now recognise the importance of keeping up to date with both child and adult legislation, policies, and procedures, as well as seeking practice opportunities that span both areas.  This will be particularly valuable in situations where absolute and qualified rights may come into conflict.

As childcare staff had raised concerns about P1’s capacity to understand sexual relations, I needed to explore whether a formal mental capacity assessment (MCA) was required. At this stage in my practice, I had only undertaken MCA’s relating to care and support needs or residency, so this felt a daunting request. I discussed the matter with my supervisor, and we agreed that I would conduct some independent research, particularly around the salient information and thresholds of understanding required which was outlined in judgment A Local Authority v JB [2020] EWCA Civ 745. We also agreed that my supervisor would support me due to its complexity. I recognised that such an MCA could interfere with P1’s human right ‘to respect for private and family life’ under the HRA (1998). I remember feeling conflicted that the initial concerns about P1’s capacity had been raised by another practitioner rather than by myself and yet they were expecting me to assess her capacity. According to Part 1, s1(2) of the MCA (2005), ‘a person must be assumed to have capacity unless it is established that they lack capacity’. I think my feelings of conflict also stemmed from undertaking such complex work in my first year of practice and knowing the implications of potential restrictions. If P1 were deemed to lack capacity, the matter would need to be referred directly to the Court of Protection under s27 of the MCA (2005) as no practitioner is permitted to make best interest decisions regarding sexual relations. Through research, I became aware of the complexities that arise when a person is deemed to have capacity in relation to sexual activity but still relies on care and support for other aspects of daily living. In such cases, care workers may have to facilitate their sexual activity needs (British Institute of Human Rights, 2021). s39 of the Sexual Offences Act (2003) makes it a criminal offence for care workers to incite or intentionally enable a person in their care, if they lack capacity or have a mental health condition, to engage in sexual activity (British Institute of Human Rights, 2021). Since then, I have attended training on assessing capacity in relation to sexual relations. While I would not yet describe myself as fully confident in this area, I recognise that my confidence is developing and that I should continue to seek further learning opportunities to strengthen my practice.
During my discussions with P1, which were observed by my supervisor, I felt that I gathered sufficient information to evidence her understanding of the salient points relating to sexual relations and, therefore, concluded that a formal MCA was not required.  The Supreme Court confirmed the salient information includes, knowledge of the mechanics of the sexual act, the need for consent before and during the act, awareness that one can accept or decline participation, recognition that pregnancy is a foreseeable consequence, an understanding of the associated health risks and how these can be reduced (Edge Training & Consultancy Ltd, 2024).  At the time, I found it particularly interesting how the threshold of understanding varies depending on which decision is being assessed.  The different degrees of understanding required, coupled with the absence of a clear framework for questioning I felt, contributed to my anxieties about completing this assessment. Since then, I have gone on to complete several MCA’s and recognise that this is an area where I will need to continuously develop my knowledge and skills.  To support this, I will be starting the Best Interest Assessor course in October 2025 and have started observing student social workers undertaking MCA’s, which is highly valuable for my own learning.

As I was accustomed to assessing elderly citizens under s19 of the SSWBA (2014) with a focus on physical care and support needs, I decided to undertake research into models of assessment. Through independent study, I realised that I had been leaning towards ‘the questioning model or the procedural model’, both of which are structured, task-specific, and practitioner-led (Maclean and Harrison, 2015, p.143). In contrast, for my work with P1, I adopted ‘the exchange model’, which emphasises the citizen as the expert of their own life; this approach encourages individuals to share their story in their own way, while prompting the practitioner to explore existing resources and support networks, thereby promoting sustainable strengths and safety measures (Maclean and Harrison, 2015, p.143). With P1’s consent, I invited her IDVA to attend the assessment as I felt the IDVA’s expertise in domestic abuse and supporting individuals who wish to remain in their relationships could offer additional support and guidance. By enabling P1 to tell her story and provide the information she felt was most relevant, I felt supported a more relaxed environment. Although I stand by my decision to include the IDVA, I question whether P1 genuinely felt she could decline the IDVA’s presence, or whether she felt compelled to agree because of our status as professionals or fearing it might reflect badly on her in the child protection arena. Anti-oppressive practice requires practitioners to remain open to challenge, with an emphasis on needs-led, theoretically informed, ethical, and holistic responses (Burke, 2012, p.415). As practitioners, we can underestimate the magnitude of asking someone to share their life story with a complete stranger. I strive to maintain self-awareness in this regard, though external pressures such as time constraints and high caseloads make this challenging. Moving forward, I recognise the importance of consciously reflecting on this aspect of my practice and intend to raise it regularly in supervision and use self-reflection as a tool for improvement. Additionally, I acknowledge that the language I use when discussing citizens whether with colleagues, in supervision, or with other professionals will be crucial in ensuring I remain respectful. Language serves as a powerful reminder that citizens are not simply numbers on a caseload, but individuals with unique lives.

The outcome of my needs assessment was that P1 did not meet the criteria set out in the Care and Support (Eligibility) (Wales) Regulations (2015). However, after liaising with safeguarding and child protection practitioners, I argued that under s.32(1)(b)(i), s32 (1) (b) (i) that whilst P1’s needs do not meet the eligibility criteria, it is still necessary to meet particular needs ‘in order to protect the person from abuse or neglect or a risk of abuse or neglect (if the person is an adult) and (d) consider whether the person would benefit from the provision of anything that may be provided by virtue of section 15 (preventative services) or 17 (information, advice and assistance) or anything else that may be available in the community’.  P1’s engagement with professionals became increasingly sporadic, particularly with her appointment with her midwife and her Barnardo’s worker. I felt she required encouragement and support with transport to establish a routine in attending these important appointments.  We agreed that I would facilitate for a period, beginning with transporting myself working towards P1 using public transport. Despite coordinating with midwives to ensure her appointments aligned with bus times, P1 continued to say she was ‘tired’ or ‘busy’, and it became clear she preferred the convenience of me driving her.  Over time, I also began supporting P1 with other tasks outside my remit, which had a significant impact on my own emotional well-being. Compassion, dedication, and resilience are all important values of effective practice, but without appropriate boundaries and management, they can lead to compassion fatigue and burnout (Johnson, 2022).  I shared my feelings of frustration and even resentment with my supervisor, who provided helpful and objective insights.  Evans (2012, p.242) highlights the overwhelming fear and long-term emotional anxiety children experience when there is longstanding violence in the home.  My supervisor reminded me that not only had P1 endured such experiences as a child, but she was now living with DV as an adult, making it understandable that she might seek to maintain control in other aspects of her life. This made me reflect that P1 knew no different, having lived with DV and the fact that she had probably had to keep herself safe by manipulating situations wherever possible and that it was likely not a reflection of me and my work with her.  We also discussed how, by failing to create a clear plan and by supporting P1 with tasks beyond my role, I had inadvertently become too personally involved and had not maintained professional boundaries. I recognise that self-care and boundary management are skills I still need to strengthen.  Revisiting these regularly in supervision, gaining further practice experience, and reflecting with peers will be key in helping me to build resilience in this area.

Maclean and Harrison (2015, p.159) explain that risk assessment usually involves two key areas: the risk an individual is subject to (vulnerability) and the risk an individual poses to others (dangerousness). However, there are no guarantees with risk assessments, and Carson (2008), as cited in Maclean and Harrison (2015, p.159), emphasises that the key skill lies in defensible decision-making, ensuring that decisions made are ones a reasonable body of practitioners would also choose in the same circumstances. Managing risk, exercising professional curiosity, and safeguarding individuals at risk are among the most important skills for a practitioner to have. Yet, situations and decisions in adult care are not always straightforward and often involve ethical dilemmas and challenges. For this reason, having a clear understanding of legislation, policies, and procedures is vital, not only to safeguard practitioners and the citizens they support, but also to navigate complex, high-risk situations. Professional development in this area will be an ongoing process, and it is my responsibility to continuously reflect and seek learning opportunities to ensure I remain up to date with new and evolving legislation, policies, and procedures.
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