Safeguarding individuals from abuse, neglect, and exploitation while promoting their rights of voice and control is a fundamental part of social work in Wales.  The Social Services and Well Being (Wales) Act 2014 (SSWBA)(Welsh Government, 2014a), provides the foundation for safeguarding duties placed on social workers, emphasising early intervention, collaborative working, and the promotion of an individuals’ voice in the decisions which matter to them. The Social Care Wales: Code of Professional Practice 2017 (COPP) (Social Care Wales, 2017) provides a framework on which social workers in Wales must practice by law.  Social Workers must, as part of the COPP, ‘promote the well-being, voice and control of individuals and carers while supporting them to stay safe’ (Social Care Wales, 2017).  Safeguarding practice in Wales, however, is not solely enacted through SSWBA, which is a devolved piece of legislation, but comes under the umbrella of UK-wide policies, which in turn are interconnected with broader EU and International frameworks such as the European Convention on Human Rights (ECHR) (1950) and other United Nations conventions.  A detailed analysis of legislation relevant to this essay follows later.
This essay critically reflects on a case study of an adult male, who will be known as 1, who is a serving member of the British Army currently residing in North Wales, where he is originally from, but left his home town several years ago to join the Army.  1 has been signed off work due to post-traumatic stress disorder (PTSD) following a distressing incident where he witnessed his ex-wife’s (2) attempt to end her life by suicide.  He is the primary care giver of their four-year-old son (3).  2 has had regular contact with 3 with the consent of 1.  1 was a victim of domestic abuse within their relationship, which was a contributing factor to their breakup. Social Services had concerns following a referral regarding the safety of 3 when in 2’s care, particularly as her new partner had a history of violence.  A recent outing where 1 and 2 had agreed to a day together as a family led to an altercation where 2, under the influence of alcohol, physically assaulted 1.  Both were arrested and later released with conditions to not contact each other before attending their local police station the following day.  Tragically, by the following morning 2 ended her life by suicide. 
The case highlights the complexity of safeguarding work involving adults affected by trauma, domestic abuse and bereavement, while addressing the stigma of domestic violence towards men and male victimhood from the perspective of both military and Welsh contexts.  Furthermore, the essay will utilise social work theory in its analysis of the case study to help inform assessment and intervention. Critical reflection of co-production, collaborative working, and professional judgement will seek to analyse the complexity of responding to safeguarding concerns in adult social care. 
The circumstances surrounding 1 in the months prior to, and following, 2’s tragic death demonstrate the complexities safeguarding adults can present to practitioners supporting vulnerable adults when considering both psychological and social dynamics.  Following the death of 2, 1 experienced increased symptoms consistent with PTSD  (American Psychiatric Association, 1980), such as hyperarousal, hypervigilance, and emotional dysregulation. In addition to this, 1 had recently returned to his rural hometown having been in the British Army for over 10 years and had feelings of isolation, guilt and reported concerns about public stigma having heard rumours that the community were placing blame on him for 2’s death, while 1 had in fact been a victim of domestic abuse for several years. These overwhelming psychosocial impacts intensified his distress, requiring ongoing monitoring and multi-agency collaboration.  Approaching the case from a psychosocial perspective helped me to consider how both internal and external factors are at play and affect each other, and explains how well-being is a result of the ongoing interaction between psychological development and social factors across a person’s lifespan (Munley, 1975).  
1’s disclosure during assessment that he had been a victim of domestic abuse from 2 for years led to conversations around why he had not disclosed this to anyone else and why he had not sought help from services previously.  Serving military personnel are often bound by a culture of toxic masculinity, poorly understood resilience, and socially constructed views that male victims of domestic abuse are weak.  This culture, according to Willimson. et al (2019), can lead to an inhibition to seek help within the community and beyond. For male victims of domestic abuse, this stigma can be particularly apparent. Research suggests that men may struggle to disclose abuse due to fears of disbelief, ridicule, and perceived weakness which are magnified within military settings (Silvestrini and Chen, 2023).  
The Department of Community Mental Health (DCMH) within the MOD have a vital role in supporting serving personnel; however, they do not hold statutory safeguarding powers. The role of DCMH, when identifying safeguarding concerns, is to provide welfare support, signpost, and liaise with local authorities (Ministry of Defence, 2024).  According to section 126 of SSWBA (2014b), duty is placed on relevant agencies to report adults or children at risk of harm to local authorities, who are then legally required to investigate. Prior to 2’s suicide, 1 had disclosed that he had previously been subjected to domestic violence from 2. However, since they have broken up the risk had reduced until he began spending time with her and 3 again.  During these days 1 reported several incidents of emotional and physical abuse towards him.  1 had not, however, reported any of these incidents to any professionals supporting him.  Had he disclosed that he was at risk of harm from her, it would be a requirement for professionals to identify if this fits under the remit of safeguarding and sought consent from him to report.  Consent to report is important as it promotes engagement and builds trust. There may also be further risk to the individual once a report is made.  However according to SSWBA Part 7 (2014b), it is not essential to gain consent to report safeguarding concerns if: the adult would be put at further risk or threatened into silence;  the adult lacks the mental capacity to make an informed decision about the risk; other people, including children, may be at risk; a serious crime has been committed; It is in the public interest, or the alleged abuser is a carer or family member.
In 1’s case, SSWBA (2014b) would have required the Local Authority to balance dual safeguarding duties: protecting 1 as an adult survivor of domestic abuse and ensuring the welfare of his child. The Violence against Women, Domestic Abuse and Sexual Violence (Wales) Act 2015 (VAWDASV) further shapes the response, requiring public bodies to take coordinated action to prevent and support victims of domestic abuse, regardless of gender.  The name of the act itself demonstrates and further reinforces socially constructed views towards male victims of domestic violence, suggesting a pre-existing bias of identifying men as offenders, as experienced by 1 when arrested having been assaulted by 2 (Willimson et al., 2019).
Safeguarding in Wales operates within a wider legal and policy framework that incorporates international human rights standards, UK-wide law, and devolved Welsh legislation. These frameworks establish the ethical and statutory duties that underpin the protection of children and adults at risk of harm. For mental health social workers within the Ministry of Defence, understanding these frameworks is essential for ensuring that safeguarding interventions are actioned appropriately, particularly within bilingual, rural, or culturally specific contexts in Wales.

The foundation of all safeguarding legislation is the Human Rights Act (HRA) (1998), which incorporates the European Convention on Human Rights (ECHR) (1950) into UK law. Several ECHR articles are particularly relevant to safeguarding practice.  Article 2 establishes the right to life, obliging public authorities to protect individuals from risks to life, including those arising from neglect or abuse.  Article 3 prohibits inhumane or degrading treatment, forming the legal basis for interventions to protect victims of domestic abuse or exploitation.  Article 5 safeguards the right to liberty and security, ensuring that protective interventions such as hospital admissions or safeguarding orders are lawful and proportionate.  Article 6 guarantees the right to a fair hearing, relevant when individuals challenge decisions about care or child contact.  Article 8, the right to respect for private and family life, underpins decisions about information sharing and family involvement in safeguarding plans (Human Rights Act, 1998).

For adults, the United Nations Principles for Older Persons (United Nations General Assembly, 1991) outlines five key themes—independence, participation, care, self-fulfilment, and dignity. These principles are similar to Welsh policy emphasis on wellbeing and prevention under SSWBA (2014a). They reinforce the view that safeguarding interventions must balance protection with respect for participation and inclusion, particularly for older adults who may be vulnerable to abuse, isolation, or coercion.

SSWBA (2014a) is the central legislative framework governing safeguarding across Wales. Part 7 of the Act sets out specific duties for safeguarding adults and children at risk. It defines an adult at risk as someone experiencing, or at risk of, abuse or neglect, who has needs for care and support, and who is unable to protect themselves. The Act establishes a statutory duty on all relevant partners—including health boards, local authorities, and MOD agencies operating in Wales—to report safeguarding concerns (Welsh Government, 2014b).  The Act introduced Regional Safeguarding Boards to oversee inter-agency cooperation, planning, and review. This structure ensures consistency and accountability across agencies, promoting a shared responsibility model that includes MOD welfare staff in multi-agency safeguarding arrangements.

The Working Together to Safeguard People guidance (Welsh Government, 2019) sets out operational expectations for all practitioners. It emphasises early intervention, partnership working, and person-centred practice and is supported by the national safeguarding application used by practitioners. These procedures clearly describe thresholds, pathways for referral, strategy discussions, and roles and responsibilities across agencies, strengthening accountability and promoting consistency. By utilizing the application, practitioners can be confident that the procedures are up to date.  There are no printed copies which ensures a consistent approach from all who use it. For MOD-based social workers, guidance for safeguarding concerns means referring to local authorities under Part 7 rather than conducting investigations internally, while continuing to support individuals’ welfare.

The Freedom of Information Act (2000) and the General Data Protection Regulation (GDPR)(2018)  require that any sharing of personal data is necessary, proportionate, and lawful, with explicit consent sought whenever possible. However, both the Act and GDPR recognise that information may be shared without consent when there is reasonable cause to suspect a risk of serious harm. This allows social workers to act decisively while maintaining respect for individuals’ rights under Article 8 of the ECHR (1950).

The Mental Capacity Act (2005) is integral to safeguarding adults in Wales. It establishes a presumption of capacity (Section 1) and outlines the requirement to support individuals to make their own decisions wherever possible. When a person lacks capacity, any decision made on their behalf must be in their best interests (Section 4). For safeguarding practice, this means that consent to share information or to accept support cannot be assumed where an adult is unable to understand the risks they face. In such cases, local authorities have a duty under Part 7 of SSWBA (2014b) to take protective action. The Mental Health Act (1983) further provides a legal framework for intervention when a mental disorder poses a risk to the individual or others, working alongside the MCA by balancing protection with rights to liberty and dignity.

The Equality Act (2010) underpins all safeguarding practice by prohibiting discrimination and promoting equality. The Act requires public bodies to consider how their decisions and services affect people with protected characteristics, ensuring fair and inclusive safeguarding responses. Under the Act and individual may not be discriminated against based on age, disability, gender reassignment, marital status, pregnancy, race, religion, sex or sexual orientation.

The Welsh Language (Wales) Measures (2011) established the Welsh Language Standards, giving Welsh equal legal status to English in public service delivery. The “More than Just Words” Framework (Welsh Government, 2022) builds on this by promoting active offer of Welsh language services in health and social care, recognising that language choice is a key component of dignity, identity, and effective communication, and can improve outcomes.  The framework is underpinned by the Welsh language being a need, not a right. For safeguarding, this means that assessments and support must consider linguistic preference as part of person-centred care, ensuring individuals are able to express concerns and give informed consent in their preferred language.

At the UK level, safeguarding practice aligns with the Care Act 2014 (UK Government, 2014) in England, which have similar definitions of neglect and abuse. While social services are devolved across the UK, cross-border cooperation is critical when cases involve the armed forces, where an individuals’ primary health care may be under NHS England while at their place of work, yet when they become unwell and are allowed to return to their home town, their care and support needs become the duty of the local authority, should they be intending to remain there after they leave service. The MOD’s Defence People Health and Wellbeing Strategy (2017–2022) commits to collaborative working with civilian agencies to ensure continuity of care for serving personnel and veterans.  This is in line with the principle of multi-agency working under SSWBA.
Safeguarding practice requires professionals to recognise categories of risk, assess for vulnerabilities, and take appropriate action to protect individuals from harm. 1 is an adult at risk, as defined by SSWBA, since he has needs for care and support due to PTSD, has experienced domestic violence, and is unable on his own to fully protect himself from further harm.   Under SSWBA and Welsh Government (2019), categorises of safeguarding risk for adults include physical abuse, sexual abuse, financial abuse, discriminatory abuse, neglect, organisational abuse, domestic abuse, modern slavery, exploitation and self-neglect, and recognises harm caused by exposure to domestic abuse.  Safeguarding practices in Wales also acknowledges wider risks such as parental mental illness, substance misuse, isolation and deprivation which can amplify vulnerability.
Several categories of safeguarding risk are relevant for 1 including domestic violence and coercive controlling behaviour prior to the tragic death of 2.  The incident leading to 1’s arrest highlights how male victims can be instinctively perceived as an offender, and discriminated against by authorities due to socially constructed views that presume the female to be the victim (Jovanoski & Sharmalanov, 2021).  In rural Wales, social stigma surrounding male victimhood, rumours surrounding the ex-wife’s death, and limited access to specialist services exacerbate risk of social isolation. Taylor, et al. (2022) indicate that stigma can act as a barrier to help-seeking and can lead to deterioration in wellbeing. 1 was navigating a significant transition having been away from the community for several years and adapting to the cultural changes from military life to civilian life, coupled with a lack of anonymity in his home town, rural deprivation, and rumours pertaining to him being the reason 2 ended her life.  These contributing factors may well have contributed to an increased risk of marginalisation. Individuals leaving the Armed Forces, according to Kapur et al. (2009) are at significant risk of suicide while living with mental illness and adapting to new life, and encourages help-seeking behaviours. 1’s circumstances have led to him being considered an individual who was at increased risk of harm and unlikely to seek help while being a victim of domestic abuse and being part of a cohort of people less likely to reach out.  In fact, on the day of 2’s funeral I received a call from emergency services informing me he had been reported missing. He was found on the beach and disclosed to me later on that he was contemplating ending his life.  At the time emergency services were satisfied that he was not a risk to himself and he went home.  The ambulance crew, rightly, made further safeguarding referrals to the local authority, correctly following safeguarding procedures (Welsh Government 2019 
Working in Defence Mental Health Services it is the responsibility of all professionals to understand their responsibility for identifying safeguarding concerns and take action.  However, it is not within the remit of the MOD to investigate safeguarding concerns.  Instead, they are required to identify concerns and report to the relevant local authority safeguarding team while continuing to support the service member and provide primary care. They are also expected to collaborate with services to provide information about the individuals’ circumstances and ensure continuity of care between civilian and military systems.  ‘Organisations need to share safeguarding information with the right people at the right time to prevent death or serious harm; coordinate effective and efficient responses; and enable early interventions to prevent the escalation of risk’ (Social Care Institute for Excellence, 2019)
Once a referral is received from an organization such as MOD Mental Health Services, Local Authorities are guided by Wales Safeguarding Procedures (Welsh Government, 2021), supported by the Safeguarding Procedures app which provides practitioners with guidance on process, thresholds, categories of abuse and next steps, and is a convenient tool for access while in the community.  An initial screening and decision is made usually by a triage team to accept the referral and take to a strategy discussion to determine risk.  If there is immediate risk, a multi-agency safeguarding hub (MASH) strategy meeting is called which may include, adult safeguarding professionals, 1’s mental health team and MOD welfare representatives along with Police input to assess his risk and protection needs and ensure coordinated action and information sharing.  Whilst it is commonly accepted that information sharing within safeguarding is vital to avoid poor outcomes and catastrophic cases, Shorrock et al. (2020) argue that without unified guidance and common governance within the multi-disciplinary approach, responsibility can get lost and a more robust structure of leadership is required. 
Under Part 3 of SSWBA (2014c) a needs assessment would be conducted to consider 1’s mental health, parenting capacity, support networks and any risk to the child.  1’s voice would be central to this assessment and as with the principles of SSWBA the importance of co-production would be at the forefront of measures suggested and agreed. In Wales, voice and control is a fundamental principle of care and support and evidence clearly informs that the best outcomes for individuals in need of care and support are achieved when the individual is at the centre of planning.  Kam (2021) argues that participatory practice achieves best results when the individuals’ strengths are utilized to help them feel empowered to make change.  In 1’s case the strong protective factor of his son’s safety informed many of the decisions around both of their safety initially and especially following 2’s death, and led to both adapting well to the new situation after the tragedy.  To this end the next stage of the process would have been protective action and care planning, including referrals to specialist services particularly around domestic abuse while considering a trauma-focussed approach to 1’s PTSD symptoms and ultimately grief counselling and parental support. 
Once a risk management and safety plan is agreed with the individual, regular review meetings would then be arranged to monitor progress and assess any further risk.  Ultimately safeguarding responses require social workers to make professional judgements while balancing the rights and needs of the individual with the risk to them and others, and a robust knowledge of policy and procedure and/or understanding of where to obtain the information such as the Wales Safeguarding Procedures app.  The approach taken by practitioners in providing the right care and support is fundamental to achieving positive outcomes.  
Social work theory gives practitioners evidence-based frameworks which support practice by interpreting complex cases, predicting outcomes, planning interventions and reflecting on practice (Maclean and Harrison, 2015).  The complex nature of 1’s situation required consideration from a number of perspectives and the use of theory assisted me to interpret and help formulate a suitable approach to supporting him.  
Systems theory was developed by Urie Bronfenbrenner (1979) and is based on the premiss that individuals lives are influenced and interconnected by many facets such as family, social and institutional systems which can impact each other and ultimately affect the individuals life.  Bronfenbrenner (1979) argues that systems can be grouped as Microsystem; Mesosystem; Exosytem; and Macrosystem.  In 1’s case these could be broken down to Microsystem – His relationship with his child, day to day parenting role and his mental health.  Mesosytem – Interactions with ex-wife, military colleagues, social services and healthcare providers.  Exosystem – The Army, Safeguarding Teams, Police and school.  Macrosystem – Social influence of cultural norms in rural Wales, stigma around male mental health, military culture and victimhood. Systems theory helps to highlight how 1’s difficulties are not solely around individual trauma but are affected by wider factors from relationships to socially constructed attitudes.  His vulnerabilities and susceptibility to safeguarding concerns are based around issues such as the military’s culture of masculinity, adapting to rural Wales cultural specifics, parental responsibility alongside mental health.  In practice systems theory highlighted the need for multi-agency work and a holistic approach to support 1 with the broader systems influencing his life. 
Adverse Childhood Experiences (ACE’s) are incidents of childhood trauma such as bereavement, domestic abuse, witnessing drug and alcohol misuse, parental mental illness and others (Ryan & Waite, 2020).  ACE’s can both explain and predict behaviours in children and adults.  Evidence informs that the more ACE’s a child has, the more likely they are to experience poor outcomes in later life (Felitti, et al., 1998).  In this case, acknowledging that his son was experiencing multiple ACE’s in a short space of time allowed me to consider accessing wider services for both individuals to minimise the impact of significant trauma and build resilience to overcome the adversity. 
Trauma informed practice was a key approach in this case.  Trauma informed practice emphasises understanding the impact of trauma on an individual, recognising symptoms and helping to avoid re-traumatisation (Substance Abuse and Mental Health Services Administration (SAMHSA), 2014).  Alongside ACE’s, a trauma informed practice approach is an empathetic way to empower an individual and support them to heal by providing safe spaces and collaborating to support healing (Levenson, 2017). While supporting 1’s initial presentation of PTSD with the index event being the  witnessing of his late-wife’s first suicide attempt, a trauma informed approach was already in place which had removed him from his working environment where he received therapeutic input and wider support from services to ensure his son was safe and protected, building resilience.  When 2 took her life, 1 was better placed to respond without his own mental health spiralling into suicidal ideation and he had the tools to be able to grieve appropriately. 
Each of the theoretical approaches used in this case provided distinct insight but when considered together they gave me a comprehensive understanding of the case and I found that use of theory gave more substance to my recommendations to 1, and communication with wider services. Following legal process and procedure is essential in all social work intervention, but using wider theories takes in to consideration the personal lived experiences and helps to inform individuals why professionals make recommendations, further reinforcing the trusting relationship which is vitally important in social work practice (Trevithick, 2003).
One of the biggest challenges in this case was considering 1’s position as a victim of domestic violence, juxtaposed with his identity as a soldier in the British Army and his reputation in the local community.  Hine et al. (2022) suggest that men often don’t report domestic abuse due to the stigma of appearing weak or not being believed.  In 1’s case the abuse only became apparent during treatment and support for his PTSD symptoms.  The reluctance to disclose was reinforced by 1’s acknowledgement that the culture of interpreting masculinity and resilience being mostly physical and the ability to ‘suck it up’.  In this case I witnessed this being validated during interactions with other professionals, such as the police who arrested 1 following him being assaulted by 2.  The implication being the male must have been the aggressor. However, on critical reflection during the process I found myself checking my own bias along the way as the case became more complex and continued to remind myself that, although I was supporting 1, it was important to check that he was providing me with factual information, and therefore I ensured that all reports and safeguarding assessments were shared and obtained from other agencies. 
The case highlighted the importance of multi-agency working. Following referral, social services would have initiated a safeguarding enquiry under Section 126 of SSWBA (2014a).  This would involve strategy meetings, risk assessments and possible intervention of safeguarding 1 and his son.   Unlike local authority social workers, it was not my responsibility to investigate safeguarding concerns, however, as a professional I had a duty of care and legal requirement to identify safeguarding concerns and report them appropriately, taking in to account consent from 1 in the case of adult safeguarding and understanding that children’s safeguarding referrals do not require consent. Recognising the boundaries between MOD mental health services and local authority safeguarding teams was essential as attempts to investigate independently could have impacted processes, while failing to act could have led to further harm.  Collaboration with local services meant maintaining open communication with all services involved while ensuring 1’s voice was at the centre of practice.  Recognising the challenges of balancing confidentiality, information sharing, GDPR, Welsh language and cultural interpretations while maintaining trust with 1 was difficult in practice, but drawing on theory and tools such as the safeguarding procedures app allowed me to achieve as successful outcome as possible for 1 and his son.
A critical reflection on my practice has emphasised the importance of addressing gender bias and recognising men as victims of abuse.  Maintaining an anti-oppressive perspective and challenging others who may be demonstrating bias is part of the COPP (2017) and a fundamental part of social work (Dominneli, 1998).  Being reflexive in practice (Schon, 1983), ensured I was able to pivot from the focus of supporting 1’s mental health and adjustment to his transition from the Army, to a more risk focussed approach and identify safeguarding needs and act appropriately while maintaining trust and keeping 1 at the centre of practice.
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