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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).

This critically reflective case study analyses a safeguarding concern I identified during my practice with a Mental Health Home Treatment Team (HTT) working for XXX Health Board. The case involved two patients who had recently been discharged from an inpatient psychiatric hospital under Section 2 of the Mental Health Act 1983 (amended in 2007), and both had history of severe an enduring mental health. They were both discharged under the care of HTT to facilitate early discharge from the ward. 

I will be primarily focusing on Adult 2 for the purpose of this essay. She is an adult experiencing severe mental illness, who had disclosed she was in a relationship with Adult 3, who is another patient under the care of HTT. During my contact with Adult 2, she reported Adult 3 had been verbally abusive, intimidating, and she disclosed Adult 3 had informed her he had weapons in his property. As I had visited Adult 3’s property previously, I was aware there were weapons present in his home. Following that visit, I had already notified the police, and implemented safety procedures in accordance with organisational policy, to safeguard professionals and general public. Safety procedures included no future lone working, neutral meeting locations away from his property, updated risk assessment, and informing all relevant professionals. The decision to notify the police regarding the weapons reflects the Preventative Duty under the Violence Against Women, Domestic Abuse and Sexual Violence (Wales) Act 2015 (VAWDASV) and public protection responsibilities. The Preventative Duty aims to provide awareness about domestic and sexual abuse, provide early intervention and ensure public sectors work collaboratively to reduce risk of harm (VAWDASV, 2015). Within this case, the presence of weapons in Adult 3s home, and his history of violence and abusive behaviour, created a high-risk environment for Adult 2 and anyone in the local area. There were not only safeguarding concerns, but a clear indication of present danger that could possibly escalate to physical harm. Therefore, under the Preventative Duty (VAWDASV, 2015), I acted immediately to reduce the risk of harm to Adult 2 and others. 

During this case it required complex professional judgement and analysis, regarding safeguarding thresholds, domestic abuse risk, fluctuating capacity, and multi-agency collaboration. I ensured I worked within the specific legislation and policies governing safeguarding in Wales. Safeguarding practice in Wales is primarily governed by the Social Service and Wellbeing (Wales) Act 2014 (SSWBA), specifically Part 7, which focuses on safeguarding adults at risk of abuse, neglect or exploitation. Within this act, an ‘adult at risk’ is defined in Section 126(1) as someone who; ‘is experiencing or is at risk of abuse, neglect or exploitation, has needs for care and support, and is unable to protect themselves due to those needs’ (Social Service and Wellbeing (Wales) Act 2014 s.126). Safeguarding under Part 7 is supported by the key safeguarding principles, which include, empowerment, prevention, proportionality, protection, partnership and accountability. These principles align with Social Work values and the SSWBA focus on well-being (Social Care Wales, 2025). 
The Social Service and Wellbeing (Wales) Act 2014 focuses on a preventative approach and early intervention, by collaborating and ensuring social care practitioners act in the best interest of the patient as well as respecting their autonomy. Within this case, Adult 2 did meet the first two criteria. However, it was difficult to determine whether her fluctuating mental state impacted her ability to protect herself. This is where professional judgement had to play a role in my decision making to determine capacity. 

Adult 2s capacity tends to fluctuate due to her mental state, and at times when she is presenting with symptoms of relapse. Therefore, during my assessment, I assessed Adult 2s capacity under the Mental Capacity Act 2005 (MCA). The presumption that the patient has capacity is a fundamental part of the Act (Mental Capacity Act, 2005). I applied the MCA to this case, and ensured I was mindful that capacity is decision specific (s.2 MCA) and time specific (s.3 MCA). In accordance to section 1(2) MCA, I ensured I abided by the first principle, by presuming Adult 2 had capacity to make decisions regarding her relationship with Adult 3 and her engagement in the safeguarding processes. During my visit, when she disclosed the nature of her relationship with Adult 3, I completed a functional assessment of capacity, and explored if she could understand the risks associated with Adult 3s behaviour, including the presence of weapons and intimidation. Furthermore, whether she could retain that information long enough to make a decision, and use or weigh up the information and communicate her decision (Mental Capacity Act 2005, s.3). During this assessment, Adult 2 was able to articulate and communicate the potential risks and concerns. However, there were occasions where she appeared to minimise the risk of harm, and appeared somewhat influenced by her emotions. This therefore, raised some questions about her ability to consistently use and weigh up the information. However, I was mindful to not quickly form a judgement of limited capacity, solely because of decisions that professionals may deem as unwise decisions. Furthermore, I needed to carefully asses to difference between unwise decision making and impaired decision making secondary to her mental disorder, as s.1(4) MCA states an individual is not to be treated as lacking capacity just because they make an unwise decision. In addition, the Mental Health Act 2007 outlines the framework for treating individuals with mental health conditions, particularity Section 2 and 3. This applies to Adult 2 due to her mental health history and fluctuating capacity. If at any point she were deemed to lack capacity to make decisions around her care, the Mental Health Act 2007 would safeguard her and provide treatment and care in her best interest. This could involve her being detained under Section 2 or 3 of the Mental Health Act 2007 in a psychiatric hospital for a period of assessment and/or treatment (Glover-Thomas, 2018). 

I completed a DASH (Domestic Abuse, Stalking and Honour-Based Violence) risk assessment and HITS (Hurt, Insult, Threaten, Scream) matrix (VAWDASV,2015). Objectivity, Adult 2 did not meet the criteria for a formal safeguarding referral due to the initial scoring. However, I am aware that a referral can be completed based on professional judgement, due to it being a comprehensive evaluation, as it requires professional curiosity and defensible decision making(Dixon, 2023.). Therefore, I discussed the case and my findings in the teams’ multi-disciplinary team (MDT) meeting, where other professionals, such as social workers, nurses, and the team’s psychiatric consultant were present. Following the discussion, the psychiatric consultant highlighted Adult 2s vulnerabilities, such as her severe mental illness, fluctuating capacity, emotional dependency, and the known high-risk profile of Adult 3. The immediate risk did reduce due to Adult 2 stating that Adult 3 had reported he did not want further contact with her, this risk still remained unpredictable as risk in domestic abuse is dynamic and can escalate unexpectedly (Burge et al., 2016). Munro et al, (2011) emphasises the importance of professional judgement in safeguarding systems and criticises how safeguarding systems can be overly bureaucratic. Although Munro’s focus was on children’s services, the principles are equally applicable and effective in adult services, and should help shape how professionals evaluate safeguarding concerns. Within the MDT meeting we collectively agreed that despite the HITS and DASH risk assessment not meeting the threshold for a referral, a safeguarding referral was warranted due to the vulnerabilities and risks within this specific case. By working collaboratively, were demonstrated shared professional accountability and defensible decision making, rather than defensible decision making, as this can sometimes prioritise self and organisational protection and not focus on empowerment of the patient (Trevithick, 2011). 

Under the VAWDASV, I had the duty to prevent, protect and support victims (VAWDASV, 2015). Even though, initially the case did not meet the safeguarding referral threshold, when considering the high-risk domestic abuse factors such as, the presence of coercive and controlling behaviour, intimidation, and weapons, I used my professional judgement and collaborative discussion to come to the conclusion to continue to safeguard Adult 2. I ensured my practice was trauma informed, by promoting strength based and person-centred approaches, with the aim to empower Adult 2 (Substance Abuse and Mental Health Services Administration, 2014). This aligns with the ethos of the SSWBA as they strongly promote these approaches (SSWBA, 2014). I did so by ensuring Adult 2 was involved in decision planning and making, by recognising and taking into consideration her wishes. Furthermore, by using person-centred skills, being empathetic, compassionate, and demonstrating non-judgemental listening (Maclean & Harrison, 2015). By doing so, this creates a psychologically safe environment for Adult 2, to be able to feel safe to express her feelings, experiences and wishes. Furthermore, Attachment theory (Bowlby,1969) helps us understand Adult 2s choices through a trauma informed approach. Attachment theory (Bowlby, 1969) suggests that the bond between the individual’s early caregiver shapes emotional development and future relationships. Adult 2 appeared to minimise the risk during our discussion, and due to her tolerating verbal abuse, and disclosing she has previously tolerated abuse during childhood, this helps me to interpret Adult 2s tolerance of abuse as possible insecure patterns, rather than her lacking capacity. This has therefore informed a trauma informed and empowerment based safeguarding response, rather than an approach that disregards her liberty and autonomy to protect her from possible harm. There are limitations to this theory, such as there needs to be a full developmental history before attachment styles can be assumed (), and there could be other structural factors that may contribute, such as power imbalance with professionals, previous trauma exposure and that attachment theory as a whole could be over pathologising adult relationships (Prior & Glaser, 2006; Zilberstein, K., 2014). As well as Attachment theory, Bronfenbrenner’s Ecological Systems Theory (1979) can help understands how Adult 2s vulnerabilities were shaped by each of the 5 systems within the theory. Microsystems, such as interactions with friends, family, professionals and Adult 3. Mesosystems, such as interactions with mental health services, safeguarding, and police. Exosystems, which are broader societal systems such as, social services and health services. Macrosystems, which are the cultural norms, laws and policies such as Welsh Safeguarding legislation. And finally, chronosystems, which recognises that change can happen over time and impact development, such as Adult 2s mental health history and history of abuse. Bronfenbrenner’s Ecological Systems Theory (1979) provides a good insight for professionals to analyse and assess how multiple factors can influence Adult 2s decision making. It therefore, highlights a need for a holistic approach to consider individual and external factors which can contribute to Adult 2s vulnerabilities and risk. In addition, there are limitations to this theory, such as its focus solely on the environmental systems, this can therefore downplay the role of the individual, and their accountability for unwise decision-making (Payne, 2002).

Similar to trauma informed practice, empowerment theory (Zimmerman, 1995) within a mental health setting focusses on promoting patients’ strengths and self-efficacy, while addressing social stressors that contribute to their psychological distress, rather than simply attempting to solely manage symptoms. Empowerment theory aims to give the patient a fair chance to make decisions about their own life (Zimmerman, 1995). In my work with Adult 2, I implemented empowerment principles by, collaborative decision making, transparency, and asking her views and wishes during each interaction. I aimed to reduce power imbalance by providing clarity around the process, outcomes and my responsibilities within my role. Furthermore, this aligns with social work values by respecting autonomy and partnership working, even when safeguarding concerns are present (Social Care Wales, 2025). 

Empowerment theory (Zimmerman, 1995) has integrated into social work practice across many settings, which displays its effectiveness in supporting individuals with complex social issues, and stigma. Importantly, the implementation of empowerment theory (Zimmerman, 1995) in social work helps recognise patients’ expertise in their own care, builds their strengths, and helps addresses power imbalance and systematic barriers that can limit opportunities for patients (Adams, 2017). There are some limitations to this theory, such as, within statutory mental health settings it can be difficult to enabling someone to empower themselves and not implement power, as practitioners hold legal authority, especially when issues surrounding risk, safeguarding and capacity arise (Adams, 2017). As Fook and Morley (2005) argue, the modernist construction of power often reveals binary opposition relations within anti-oppressive practice, which positions individuals as either powerful or powerless. However, it should be recognised that power can be positive and negative. While patients possess expertise in their own life, professionals may have legal and systematic expertise that could be essential to navigate services and safeguarding framework. Therefore, this does not need to be seen as binary opposites, but brings a collaborative approach to integrate the different forms of expertise, in order to effectively empower the individual (Brown, 2012).  

In order to be reflective within my practice, I use Donald Schön’s (1983) concept of reflection-in-action and reflection-on-action. During my visit with Adult 2, I used reflection-in-action by evaluating any change in dynamics and adjusting my communication style in response to any change in her presentation during our interaction, such as when Adult 2 disclosed her concerns about Adult 3, I became immediately aware of the safeguarding concerns. At the same time, I recognised the need to balance risk management and maintaining an empowering and therapeutic relationship. I did so by adjusting my communication style; adopting a calm and steady tone, I used open and non-judgmental language, I slowed the pace of my questions to avoid overwhelming her, and I ensured I remained transparent about my professional role and safeguarding responsibilities, and maintained appropriate boundaries. Internally, I was conflicted with my duty of care to safeguard Adult 2 and my commitment to empower her. Therefore, I reminded myself that empowerment involves supporting informed decision making, rather than removing her choice (Adams, 2017). I ensured throughout I asked Adult 2 how she felt about this situation, and what her desired outcome would be, allowing me to remain professional and proportionate. I reflected-on-action following my interaction with Adult 2, by critically reflecting on my professional responsibilities and decision making. Following the interaction, I had multi-disciplinary discussions with colleagues and safeguarding leads, to consider and discuss if my immediate response was proportionate, and had I sufficiently balanced empowerment and protection, and discussed if the case met the needs for a safeguarding referral. Doing so aligns with the safeguarding duties under SSWBA, specifically section 126, which is the duty to report adults at risk (SSWBA, 2014). By having these discussions, I was able to ensure my actions were collaborative and defensible rather than reactive. Furthermore, when writing my notes, I made sure to record accurately, and recorded Adult 2’s own words where possible, and was clear about factual information and professional opinion, and evidenced her views and wishes within my documentation. During this time, I reflected on how my written notes may be scrutinised under legal framework in safeguarding processes, such as the Social Services and Wellbeing (Wales) Act 2014 and the Mental Capacity Act 2005, therefore I ensured I paid careful attention to document my justification for any action taken. I also revisited relevant legislation frameworks to ensure my practice followed statutory guidelines. Doing so helped me develop as a professional, as it strengthened my knowledge and understanding of the Welsh and UK law. While safeguarding procedures are solely focused on Welsh law in Wales, mental capacity law remains UK wide. This therefore requires me to understand and decipher the overlap in statutory responsibilities. My reflective process helped me ensure Adult 2 remained central to decision making, even when risk assessments were being discussed and escalated appropriately. 
 
Safeguarding in Wales works through Regional Safeguarding Boards (SSWBA, 2014). Within Wales, XXX Safeguarding Board works collaboratively with police, local authority safeguarding teams, health board professionals and third-sector domestic abuse services (XXX Safeguarding Board, 2022). During this case, I ensured I worked collaboratively and shared information in line with the Data Protection Act (2018), General Data Protection Regulations (GDPR) and UK data protection law. The UK GDPR framework originated from European Union (EU) data protection regulations following the UK leaving the EU, this shows the ongoing connections between Welsh practice and European legal principles (UK Government, 2018). Even though Wales is no longer part of the EU, there continue to be ongoing considerations around implementation of EU directives, in terms of human rights and employment legislation. For example, GDPR remains an important framework to safeguard people’s personal data, and the European Convention on Human Rights (ECHR) continues to influence domestic and international perspectives of people’s rights (Council of Europe, 1950). Within this case, it was conflicting to not share the current risks and past history of Adult 3 with Adult 2, however I ensuring I followed the correct GDPR guidelines to not break confidentiality of Adult 3.

Furthermore, there are international legislation that is embedded in Welsh social care practice, such as the United Nations, (1989) Convention on the Rights of the Child (UNCRC) and the Human Rights Act 1998. These acts help us with complex issues such as child protection, safeguarding and the rights of vulnerable individuals. In Wales, we are obliged to word under these legal frameworks within social care, particularity when collaborating with professionals across borders, and when dealing with things such as migrant status, mental health and disabilities. Social care in Wales work alongside the Nation Health Service (NHS), which covers Wales, England, Scotland and Northern Ireland. Our safeguarding duties are shaped by the Care Act 2014, on a UK-wide level. While this Act primarily applies to England, it is important to understand its principles due to working close to the English Border, therefore at times we could work across the border. The Well-being of Future Generations (Wales) Act 2015 is another crucial piece of legislation that guides social care practitioners within their role. The Act challenges local authority and health services to consider how their actions contribute to long-term well-being not just immediate needs. This can be done by promoting environments, social and economic well-being across Wales (Future Generations (Wales) Act, 2015). For Adult 2, the aim is to not solely safeguard her immediately, but also take a holistic approach and address underlying issues, such as her mental health issues. Therefore, the aim is to prevent her from enabling continued abuse, by promoting her well-being long term. 

The Human Rights Act 1998 ensures that the fundamental rights of an individual are respected and upheld. This Act has a huge influence on social services in Wales and leans Social Workers have a legal duty to safeguarding individuals’ rights, especially for those individuals that may face discrimination or abuse (Ife et al., 2022). Furthermore, it incorporates the ECHR into UK law, providing a set of fundamental freedoms that apply to everyone. In the context of Adult 2s situation, the Human Rights Act 1998, creates a framework to safeguard her fundamental rights. This includes her ‘right to life’ (Article 2) and ‘freedom from torture or inhuman or degrading treatment’ (Article 3). I have taken action to protect her from harm which aligns with these human rights, by notifying the police, creating a safety plan and making a safeguarding referral. In addition, the Equality Act 2010, works well alongside the Human Rights Act 1998, as it aims to protect people against discrimination based on their protected characteristics, such as, age, race, disability, gender and sexual orientation (Equality Act, 2010). Social care professionals have an obligation to ensure their practice is non-discriminatory, inclusive and equitable. This ensures all individuals receive a fair and respectful services, regardless of their background (Social Care Wales, 2025). 

Within XXX Health Board, there is the WP30 XXX Mandatory Training Policy, which provides guides for staff to access mandatory training to support staffs practice in mental health and safeguarding. This will ensure that all team members in Adult 2s care will have the knowledge and understanding to manage safeguarding concerns appropriately, and in line with statutory requirements. The Welsh Language (Wales) Measure 2011 requires public sector services to ensure people can receive services in Welsh if that is their preferred language. Although Adult 2s preferred language is English, The Welsh Language (Wales) Measure 2011 and Welsh Governments “More than Just Words” framework (2012) ensures social services are respectful and inclusive of cultural needs. If Adult 2 was a Welsh speaker I would have made the Active Offer to ensure all communication, written and verbal would be available in Welsh. This ensures my practice is culturally sensitive, non-discriminatory and person-centred. Within safeguarding, this is particularity important to ensure the individual has a fair opportunity to understand and weigh up information provided to them, in order to make informed decisions. 

Although I do not actively participate in the safeguarding processes once I have submitted a referral, I am aware of the processes that are followed through the Wales Safeguarding Procedures (2019). Initially the first step after a safeguarding referral has been sent, is it will be acknowledged by the local authority or designated safeguarding team, typically within 24-48 hours. They will review the information in the referral and determined if it meets the threshold for safeguarding intervention. They will gather background information from various areas such as health, social services, police and ant other professionals involved in their care. In the case of Adult 2, I ensured I added in all relevant information that justified the referral, such as risk assessment documents under the Mental Health (Wales) Measure 2010, capacity assessments, DASH and HITS matrix, and any details of other agencies involved. In this case the safeguarding team concluded the situation did not currently meet the threshold for immediate action, due to the fact that Adult 2 and Adult 3 were not currently in contact and this appeared to be an isolated incident, which meant the risk did not meet the criteria for a formal safeguarding investigation at this time. The safeguarding team advised to continue to monitor and assess if there is an ongoing pattern of abuse, they will remain informed and ready to intervene if needed. This advice does align with a proactive safeguarding approach, rather than acting reactively, the decision was to carefully analyse the situation by gathering more evidence (Sealey, 2025). During this time, mental health teams were visiting Adult 2 daily to monitor her mental state, and monitor her relationship dynamics. Adult 2s vulnerability continued to be evaluated due to her fluctuating mental state and capacity. All professionals remained vigilant and continues to gather up to date information on the relationship with Adult 3. If Adult 2 disclosed any further information or Adult 3 made contact and new concerns arose, this would then create the need to reassess the risk and the safeguarding team would be notified again, which may require a full investigation and more formal safeguarding intervention. 

If a safeguarding concern meets the criteria, a strategy meeting will be held (Social Care Wales, 2019). This usually involves all key professionals involved in the patients care, such as social workers, health, police, safeguarding leads and sometimes legal advisors. The aim of the meeting is to have a more detailed discussion, assess the risk and create an action plan. They will look at Adult 2s past history, mental health concerns, any immediate safety concerns and the risk factors surrounding Adult 3s. The action plan may be to initiate a formal safeguarding investigation, or provide other interventions such as providing safety plans, addressing immediate risk and engaging support services. This meeting aims to ensure good collaborative working and communication between all support services. Following the strategy meeting, if a formal safeguarding investigation is initiated, this will typically be led by the local authority or social services (Social Care Wales, 2019). They will gather information to determine if the individual is a risk of significant harm and assess what protective measures may need to be put in place. In Adult 2s case they would look at the full context of her relationship with Adult 3, thoroughly explore her capacity, vulnerabilities and the potential risk of escalation of harm. Furthermore, once the safeguarding case has been completed, a case review will commence (Social Care Wales, 2019), which is where they will evaluate the findings and ensure protective measures have been put in place. For example, if it was deemed Adult 2 is at risk, then a protection plan would be developed (Social Care Wales, 2019). This could include; placing her in emergency accommodation, involving specialist domestic abuse services, engaging the police and regular monitoring and reviews. After a protection plan is in pace, continued monitoring is crucial, as safeguarding is dynamic, and over time situations may change. This therefore, would mean the plan would need amending. This could be done by regular case reviews, and collaboration with relevant professionals. If the safeguarding plan was effective and Adult 2 was no longer at risk of harm, then the case may be closed. In some cases, the case may need to remain open for further review and monitoring to ensure ongoing safety and support. The decision to close or continue the case would be made with a range of professionals collaboratively (Social Care Wales, 2019). 

Although, the safeguarding referral did not meet the criteria for a full investigate, the process remains dynamic and relevant to her evolving situation. The decision to continue to gather information rather than immediate intervention, displays a more cautious and evidence-based response, and ensures safeguarding concerns are addressed comprehensively. Working within all legal frameworks stated above ensures that the appropriate safeguarding actions are taken, and Adult 2s rights and mental health is taken into account. This therefore ensures a holistic, person-centred and collaborative approach has been taken to promote Adult 2s short-term protection and long-term wellbeing. 
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