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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 case study critically reflects on a safeguarding assessment undertaken in my area of practice concerning a child, referred to throughout as Child 2 to protect confidentiality. All names, locations, schools, placements and identifying information have been anonymised. The situation demonstrates the complexity of safeguarding practice, particularly where a child is living in foster care and concerns are raised about possible physical harm by a person within the foster family. It also demonstrates the importance of listening to the child, collaborative working, professional judgement, information sharing, and understanding the relationship between legislation, policy, theory and practice in Wales.

The concerns emerged during family time, Child 2 told their mother about a recent accident at school and removed their cardigan to show a graze extending across the right shoulder blade towards the underarm. There was a significant graze and yellowing bruise. Child 2 initially explained that the injury had happened on a wall at school. While talking, Child 2 was wearing a short-sleeved polo shirt and their mother noticed additional marks on the upper arms. There were small puncture or half-moon shaped marks on the right upper arm which had scabbed over and less obvious marks on the left upper arm.
When Child 2 was asked about the marks, they explained that the adult daughter of the foster carer had been shouting because she had to get up at 4am for work. Child 2 stated that the adult daughter had grabbed both arms. Child 2 appeared to believe they had done something wrong, which was important to recognise because this could have influenced how they understood and disclosed what had happened. Their mother and I reassured Child 2 that they had not done anything wrong.
Child 2 then disclosed that the adult daughter sometimes slapped them on the bottom and legs. Their mother became visibly distressed and tried to contain her emotions. I recognised that her reaction could potentially influence Child 2's communication, so I remained calm and provided reassurance while ensuring the information was recorded accurately. When the Team Leader arrived, Child 2 was spoken to separately and was able to explain what had happened. Child 2 demonstrated how their arms had been held by gripping my upper arms tightly. They explained that the incident had happened in their bedroom because the adult daughter was angry about her making noise when she had work early the following morning. Child 2 also stated that the slapping had happened before. Child 2 later repeated the same account during transport to a new placement to me and another social worker. They disclosed that the adult daughter had slapped them regularly and described one previous occasion when they had been hit around the ear, leaving the ear sore and causing them to sleep on the opposite side because of the pain. The information was subsequently repeated to other professionals, including the paediatrician undertaking the child protection medical assessment. The consistency of the child's account was important, although I recognised that consistency alone should not determine whether an allegation is believed. Professional judgement needed to consider the whole body of information, the child's presentation, physical evidence, medical findings and information from other agencies.

The concerns progressed to a strategy discussion and then to a Section 47 joint child protection enquiry involving social services and the police under the Children Act (1989). I did not attend the strategy discussion; my manager attended and information from the assessment and disclosures was shared. A child protection medical examination was completed and confirmed that the injuries were non-accidental. Child 2 was moved to a new placement to safeguard them while further enquiries continued. An Achieving Best Evidence interview was also undertaken in two parts to support Child 2 to remain comfortable and able to participate. Further enquiries regarding the foster carer and adult daughter were ongoing and a police investigation was continuing.
The assessment therefore required me to move beyond simply recording what Child 2 had said and to analyse the meaning and significance of the information. Parker, Bradley and Bradley (2017) describe assessment as involving the gathering, analysis and interpretation of information to inform planning and intervention. In this situation, the assessment needed to consider the child's account alongside the injuries, the context in which the disclosures were made, the relationships within the foster placement, the child's emotional response and the information obtained by other professionals. Davies and Duckett (2016) stress that it is very important to listen to children’s voices and recognise signs of abuse in proactive child protection practice. It reinforced my belief that Child 2’s communication needed to be taken seriously without dismissing it or reaching conclusions beyond the evidence available.

Systems theory was particularly relevant because Child 2 could not be understood separately from the different systems around them. Teater (2014) explains that systems theory and an ecological perspective can help social workers understand the interaction between individuals and their environments. In this case, Child 2's experience was influenced by their relationship with their mother, foster carers and other members of the foster household, education, health professionals, social services and the police. The placement itself was intended to provide safety and stability, yet the allegation suggested that a person within that environment may have caused harm. This created an important professional tension because a placement that was expected to provide protection had potentially become a source of risk. The systems perspective also helped me consider the wider impact of the situation. Child 2 had experienced disruption, changes in relationships and a move to another placement. Their mother was distressed and felt that the foster carers and local authority had failed Child 2. The foster carers were also affected by allegations and the investigation, while the adult daughter was subject to safeguarding and police processes. Professionals were required to work together while managing different responsibilities and sources of information. Teater (2014) is useful here because theory provides a way of understanding how different parts of a person's environment interact rather than locating the problem solely within the child or individual adult.

Trauma-informed practice was also important in understanding Child 2's behaviour. Child 2 appeared to have normalised some of the physical treatment and stated that they did not mind what had happened because it had only hurt for part of the night. They also appeared worried that the foster carer would be angry for telling the truth and described the adult daughter as someone who could make them move from "green to red". I was careful not to interpret these statements beyond what Child 2 was communicating, but they made me consider how repeated experiences of fear, anger or harm may affect a child's understanding of what is normal in relationships. Child 2 also appeared to seek closeness and reassurance from adults, which reinforced the importance of predictable boundaries, consistency and safe relationships. Rather than assuming that a child will automatically recognise harmful behaviour as unacceptable, trauma-informed practice requires consideration of how previous experiences can influence behaviour, attachment and disclosure.
I also considered strengths-based and child-centred practice. Child 2 was able to communicate what had happened and repeatedly provide information to different professionals. Although the circumstances were distressing, this demonstrated resilience and an ability to seek help. A strengths-based approach did not mean minimising the harm; instead, it meant recognising Child 2's abilities while ensuring that responsibility for safety remained with adults and agencies. Parker, Bradley and Bradley (2017) emphasise the importance of assessment informing appropriate planning and intervention, while Teater (2014) identifies strengths and empowerment as important approaches within social work. In practice, this meant listening to Child 2, explaining what was happening in an age-appropriate way and ensuring that they were not made responsible for resolving the situation.

Communication was central throughout the assessment. Koprowska (2010) emphasises that social work communication requires flexibility and responsiveness rather than relying on one fixed approach. This was particularly important because Child 2 was communicating through words, behaviour, demonstration and emotional expression. When Child 2 physically demonstrated how their arms had been held, this was meaningful communication and needed to be recorded accurately without exaggeration. I also had to be aware of my own non-verbal communication because children can be highly sensitive to adult reactions. Remaining calm and avoiding expressions of shock or disbelief helped reduce the possibility of influencing Child 2's account.
The communication with Child 2 also raised an issue of power. Adults involved in safeguarding have institutional authority, while children are often dependent on adults for care, transport, housing and decision-making. Tedam's (2021) 4D2P approach, involving Discuss, Discover, Decide and Disrupt and underpinned by Power and Privilege, helped me reflect on how power operated within the situation. The first stage, Discuss, involves creating opportunities to explore experiences rather than assuming what is happening. Discovering Child 2's account required listening carefully and noticing the difference between what adults might consider ordinary behaviour and what the child experienced as frightening or harmful. Deciding required professional judgement based on evidence and risk. Disrupting meant challenging harmful practice and changing the circumstances so that Child 2 was safer.
The 4D2P model also encouraged me to consider privilege and assumptions. I needed to avoid assuming that because Child 2 was living with foster carers they were automatically safe, or that an adult within a foster household would behave appropriately simply because they were connected to an approved placement. Equally, I needed to avoid making assumptions about the foster carer's intentions or reaching a conclusion before the investigation was completed. Anti-oppressive practice required me to recognise the unequal power between adults and Child 2, while also maintaining fairness towards adults who were subject to allegations. This was an important balance because safeguarding requires decisive action where risk is identified but also requires evidence-based and proportionate professional judgement.
Power also existed between professionals. Social workers, police officers, health professionals and education staff each held different forms of authority, information and expertise. Rutter and Brown (2015) argue that professional judgement requires critical thinking and consideration of evidence rather than relying on assumptions. In this case, I needed to recognise that my interpretation was only one part of a wider assessment. The medical assessment, police enquiries, social work information and Child 2's account all contributed to the professional picture. I therefore needed to remain open to information that might confirm or challenge my initial understanding.
The situation also required consideration of race, culture and class as part of anti-discriminatory and anti-oppressive practice. I needed to be alert to the possibility that assumptions about families, parenting, social class or cultural behaviour could influence professional judgement. At the same time, I could not introduce cultural explanations that were not evidenced in the assessment. My responsibility was to consider whether any aspect of Child 2's identity or circumstances created additional barriers to being heard or protected, without stereotyping the child or family. Tedam (2021) is particularly relevant because anti-oppressive practice requires practitioners to examine how power and privilege can influence both relationships and professional decision-making.
Bassot (2016) describes critical reflection as involving examination of assumptions, values and experiences rather than simply describing what happened. Reflecting on this case made me consider my own emotional response. I felt concerned and protective towards Child 2, particularly when they described previous incidents and appeared to minimise the impact of the physical harm. However, I recognised that being emotionally affected could potentially influence my judgement if I allowed my feelings to become the basis for decision-making. I therefore needed to separate my emotional response from the evidence while still recognising that emotional reactions can be important indicators for reflection.
Maclean, Finch and Tedam's (2018) SHARE model also supported my reflection because it encouraged me to consider the situation in a structured way and examine my responses, assumptions and learning rather than simply recounting events. I recognised that my initial instinct was to focus on the immediate physical harm, but reflection encouraged me to consider the wider relationships, power dynamics and organisational context. Schön's (1992) reflective approach was also relevant because I was required to reflect both during the situation and afterwards. In practice, I had to think and respond while safeguarding concerns were emerging, then later analyse why decisions were made and what I could learn from the experience.
The legal framework was central to the assessment. The Children Act (1989) provides the statutory basis for child protection enquiries, including Section 47 where there is reasonable cause to suspect that a child is suffering, or is likely to suffer, significant harm. In this case, the combination of Child 2's disclosures, physical injuries and information suggesting repeated physical chastisement provided serious safeguarding concerns. The purpose was not simply to establish whether an adult had committed an offence but to determine whether Child 2 was suffering or likely to suffer significant harm and what action was necessary to protect them.
The Children Act (2004) is also relevant because it strengthened duties around cooperation and safeguarding arrangements between agencies. This was reflected in the joint involvement of social services, police and health professionals. The case demonstrated that safeguarding cannot be managed effectively by one agency working in isolation. Information held by different professionals contributed to the assessment and helped build a fuller picture of risk.
In Wales, the Social Services and Well-being (Wales) Act (2014) provides the central statutory framework for social services and includes specific safeguarding duties under Part 7. The Act places wellbeing, voice and control, prevention and partnership at the centre of social care. In this case, safeguarding Child 2 required immediate protective action while also ensuring that their views and experiences remained central. Moving Child 2 to a new placement was therefore not simply a procedural decision; it was an intervention intended to reduce immediate risk and support their wellbeing.
The Wales Safeguarding Procedures (2019) and Working Together to Safeguard People: Volume 5 (Welsh Government, 2019) provided the practice framework for responding to the concerns. The strategy discussion was important because it allowed information to be shared, risks to be considered and decisions to be made about the need for Section 47 enquiries and immediate protective action. The subsequent Section 47 enquiry demonstrated the interface between social care and police responsibilities. Social services were responsible for the child's welfare and protection, while the police had responsibility for investigating potential criminal offences. These responsibilities were connected but not identical.
A particularly important aspect of this case was the application of Section 5 of the Wales Safeguarding Procedures (2019) concerning safeguarding allegations or concerns about practitioners and people in positions of trust. Foster carers are included within this type of safeguarding framework. This was significant because the concerns related not simply to an incident within a family home but to an adult connected to a foster placement where Child 2 was expected to be safeguarded. The Section 5 process therefore provided an additional framework for managing allegations alongside the child protection and police investigation. Critically, this demonstrated that safeguarding procedures must operate together rather than being treated as separate processes.

The situation created a difficult tension because it was not possible to share all information with the foster carers while enquiries were continuing. From one perspective, information sharing was necessary to support safeguarding and professional coordination. From another, premature disclosure could potentially compromise the police investigation or affect evidence. Working Together to Safeguard People (Welsh Government, 2019) emphasises the importance of clear roles, information sharing and effective collaboration. My experience demonstrated that these principles can be difficult to achieve in practice when professionals have different responsibilities, working patterns and timescales. Communication with the police was sometimes challenging because of differences in availability and working patterns. This reinforced for me that multi-agency working requires more than simply having several professionals involved; it requires active communication, clarity about responsibility and timely information exchange.

The Human Rights Act (1998) was also relevant. Safeguarding decisions need to balance Child 2's rights to protection and dignity with the rights of adults involved in the investigation. Article 3 protection from inhuman or degrading treatment and Article 8 respect for private and family life are particularly relevant to the balance between protection, family relationships and intervention. This reinforced the need for proportionate decision-making. Protecting Child 2 did not mean that the rights of adults could simply be disregarded; instead, professionals had to act lawfully, fairly and proportionately while prioritising the child's safety.
The United Nations Convention on the Rights of the Child (UNCRC, 1989) was equally important, particularly Article 3 concerning the best interests of the child and Article 12 concerning the child's right to express their views and have them given appropriate weight. Child 2 was actively involved in the process by being listened to and supported to explain what had happened. Their repeated disclosures demonstrated why children must not be treated as passive recipients of safeguarding decisions. The child's voice needed to influence assessment and intervention while professionals remained responsible for determining risk and taking protective action.
The Equality Act (2010) also informed my thinking. Anti-discriminatory practice requires practitioners to consider whether prejudice, stereotyping or unequal treatment may affect assessment and intervention. In a safeguarding context, this includes being alert to assumptions about family structure, social class, culture, disability, race or other protected characteristics. I recognised that anti-oppressive practice did not mean treating everyone identically; it meant considering individual circumstances and ensuring that power differences did not prevent Child 2 from being heard or protected.

The Welsh Language (Wales) Measure (2011) was also relevant to working in Wales because language is part of identity and access to services. Although Welsh language needs were not identified as a particular issue in this case, the legislation reinforced the principle that communication should be accessible and responsive to the individual. The Welsh Government's More than Just Words Framework (Welsh Government, 2022), further supports the Active Offer in health and social care. In this case, the key issue was not that Child 2 required Welsh-language provision, but that professionals had to communicate in a way that was meaningful and understandable to the child. The Well-being of Future Generations (Wales) Act (2015) also provides a wider Welsh context. Its emphasis on long-term wellbeing, prevention, integration and collaboration is relevant because safeguarding should not end when the immediate risk is removed. Moving Child 2 to safety was necessary, but longer-term intervention also needed to consider emotional wellbeing, stability, relationships, education and recovery. This reflects the need to think beyond immediate crisis management and consider sustainable outcomes for children.

The wider relationship between Welsh social services, the United Kingdom, the European Union and international frameworks also needs to be acknowledged. Social services and safeguarding are primarily devolved matters in Wales, while criminal law and policing operate within the wider UK constitutional framework. The Children Act (1989) and (2004) therefore remain important UK legislative frameworks alongside the Welsh Social Services and Well-being Act (2014) and Welsh Safeguarding Procedures (2019). Following the UK's withdrawal from the European Union, EU institutions no longer provide the direct legislative framework for Welsh social services that they did when the UK was a member state. However, the case demonstrates that Welsh safeguarding practice remains situated within wider international human rights principles, particularly through the UNCRC (1989) and the Human Rights Act (1998). This interface is important because social work practice is shaped by local Welsh legislation while also being influenced by UK-wide law and international rights frameworks.
Collaboration with Child 2, their mother and other professionals was essential. Warren (2003) identifies participation as an important part of social work because people should have meaningful opportunities to contribute to decisions affecting their lives. Child 2's mother was an important source of information and advocate for her child, but she was also emotionally affected by the situation. Her distress needed to be recognised without allowing her emotions to determine the outcome of the assessment. She expressed feeling betrayed by the foster carers and let down by the local authority. This demonstrated the impact safeguarding investigations can have on families as well as children. The foster carers and adult daughter were also affected by the process. It was important to recognise their rights and the potential impact of allegations while maintaining the central safeguarding responsibility towards Child 2. The professional challenge was to avoid either assuming guilt or allowing concern about the impact on adults to weaken protective action. The Section 5 process and police investigation provided mechanisms for managing this tension fairly.

The case also demonstrated the importance of professional boundaries and supervision. Because the information was emotionally significant, I needed to ensure that my own feelings did not influence how I recorded or interpreted information. Social work requires practitioners to be accountable for professional judgement, and Rutter and Brown (2015) emphasise the importance of critical thinking in reaching decisions in complex circumstances. Supervision and discussion with senior colleagues therefore provided an important safeguard against working in isolation or becoming overly influenced by my own interpretation.

Looking back, one of the most important learning points for me is that safeguarding assessment is not simply about identifying whether an injury has occurred. It involves understanding the child's lived experience, relationships, environment, communication, history and current level of risk. The fact that Child 2 initially described one injury as an accident did not mean that other concerns should be overlooked. Equally, the later disclosures could not be considered in isolation from the wider evidence. The assessment required professional curiosity, but also professional restraint.
I have also learned that a child's acceptance or minimisation of harmful behaviour should not automatically be interpreted as evidence that the behaviour was harmless. Child 2's statement that they did not mind because the pain had only lasted part of the night made me consider how children may adapt their understanding of behaviour within relationships. This strengthened my understanding of trauma-informed, child-centred practice and the need to explore meaning without leading the child.

The case strengthened my understanding of the importance of listening to children while maintaining professional responsibility. Child 2 was not responsible for proving what had happened or deciding what action should follow. My responsibility was to ensure that their voice was accurately heard, recorded and considered alongside other evidence. The subsequent medical findings and repeated disclosures demonstrated the value of taking concerns seriously and using multi-agency processes to establish a fuller understanding of risk.

Reflecting on the case through Bassot (2016) and Maclean, Finch and Tedam (2018) has also made me more aware of the need to question my assumptions. I recognised that I could have assumed that a foster placement represented safety, or that a child would always recognise and report harmful behaviour immediately. I now understand more clearly that safeguarding requires practitioners to remain curious about what is happening beneath the surface. This is particularly important where a child may be dependent on the adults around them.

The case has also reinforced for me that good multi-agency working is not simply about professionals attending the same meeting. It requires respectful challenge, clarity of roles, effective communication and shared responsibility. The difficulties experienced with police communication and timescales demonstrated how easily safeguarding can become fragmented when agencies have different priorities or availability. In future practice, I would continue to ensure that information is shared promptly, responsibilities are clearly recorded and unresolved communication difficulties are escalated rather than allowed to affect safeguarding.

This case has significantly developed my understanding of complex safeguarding in Wales. It required me to integrate legislation, policy, theory, evidence, communication and professional judgement rather than relying on one source of information. The Social Services and Well-being (Wales) Act (2014), Children Act (1989) and (2004), Wales Safeguarding Procedures (2019), Working Together to Safeguard People (2019), Human Rights Act (1998), Equality Act (2010), Welsh Language (Wales) Measure (2011), Well-being of Future Generations (Wales) Act (2015) and UNCRC (1989) provided the legal and policy context. Systems theory (Teater 2014), strengths-based practice, trauma-informed thinking, anti-oppressive practice and the 4D2P model Tedam (2021) helped me understand the child and family within their wider relationships and environments. Critical reflection helped me examine my own values, emotional responses and assumptions.
Most importantly, the experience strengthened my understanding that safeguarding requires both decisive action and thoughtful professional judgement. Child 2's safety had to remain central, but this did not remove the need for fairness, evidence, proportionality or respect for the rights of others. Moving Child 2 to a safer placement, completing the child protection medical, undertaking the Section 47 enquiry and progressing the Section 5 process demonstrated how different safeguarding mechanisms can work together. The experience has strengthened my confidence in child-centred, person-centred and outcome-focused practice and has reinforced my responsibility to remain professionally curious, reflective and willing to challenge where a child's safety may be compromised.
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