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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).



The individuals within this case study will be known as Child 1, Adult 1 and Adult 2. 

The four areas of the United Kingdom, Wales: England, Scotland and Northern Ireland all have their own child protection systems and laws regarding the safeguarding of children. In Wales the Social Services and Well-Being (Wales) Act (2014) sets out the legal framework for the safeguarding of both children and adults.  The Wales Safeguarding Procedures built on the statutory guidance of the Social Services and Well-Being (Wales) Act 2014 and Working together to Safeguard People Code of Practice. The guidance makes it clear that safeguarding is everyone’s business, and therefore, the guide was developed to assist individuals understanding the safeguarding arrangements they should have to operate safely and to safeguard all individuals. Ensuring that reasonable steps to ensure children and adults are protected from harm and the right action is taken if a person is at risk of harm. 

In Wales professionals need to give consideration to the Children Act, 1989 which continues to be the main legislation relating to safeguarding children in England. The Children Act 1989, imposes a statutory duty upon local authorities to ensure the safeguarding and protection of children from harm. Under this legislation, local authorities are mandated to promote the welfare of children within their area, particularly those identified as being at risk. A key contribution of the act was the introduction of the concept of "significant harm," which is defined as the result of ill-treatment or the impairment of a child’s health or development (Children Act 1989). The Children’s Act was developed further in 2014, to reinforce the provisions of the 1989 Act. This newer act aimed to enhance inter-agency collaboration and established clearer mechanisms for accountability in child protection practices.

Responding to the inquiry headed by Lord Laming into Victoria Climbie’s death, a range of measures were purposed to reform and improve children’s care which were outlined in Every Child Matters 2003. Within section 13 of the Children Act (2004) with the use of Every Child Matters initiative and the creation of Local Safeguarding Children Boards were required as a statutory successor to area child protection (HM Government, 2003). The full responsibilities of the boards are set out in the Social Services and Wellbeing (Wales) Act 2014; however, the main focus is to coordinate, and ensure the effectiveness of safeguarding and child protection efforts in local areas. Local safeguarding boards work with partner agencies such as schools, NHS, social services, and the police to protect children from harm and neglect. It is the responsibilities of the safeguarding board are to developing regional safeguarding protocols, conducting child practice reviews, promoting public awareness, and professional training (xxxx Safeguarding Board, 2025). It was evidenced in the Munro report, 2011 “that Safeguarding Boards are well placed to identify emerging problems through learning from practice and to oversee efforts to improve services in response”.

The family live in a seaside town, child 1 was unborn when the family were first allocated for an assessment.  While adult 1 moved to Wales from England where they have resided throughout their whole life, adult 2 grew up in the seaside town and moved to England during their late teenage years before returning in their 30s. Following the Active Offer and More than just words (2022), discussions took place as a family unit and individually to ensure they both had the opportunity to express their wishes, it was voiced that all communication was carried out in the English language moving forward. As the family moved to the area and placed in temporary accommodation, at that point child 1 was allocated for a pre-birth assessment. 

The family were referred by the allocated midwife due to children service involvement with 1’s older children which was in the court area due to neglect and previous longstanding relationships featuring domestic abuse, both 1 and 2 being homeless and residing in temporary accommodation, both 1 and 2 experiencing poor mental health, a concern regarding 2’s offending history, and 2’s substance misuse. In accordance with sections 17 to 20 of the Children Act 1989, this empowers local authorities to intervene in private family matters when there is reasonable cause to believe that such intervention is necessary to safeguard a child’s welfare. Prior to April 2016, Section 17(10) applied to both England and Wales; however, following legislation reform, it is now exclusively to England. In Wales, the assessment of children’s needs is governed by Parts 3 and 4 of the Social Services and Well-being (Wales) Act 2014.

Upon receiving the above referral, in accordance with section 21 of the Social Services and Well-being (Wales) Act 2014 which obliges the local authority to conduct an assessment of the child’s needs where it appears that the child may require support beyond what the family can provide. The family were allocated for a pre-birth assessment which is fundamentally an assessment of the risks to the future safety of the unborn baby with a view to making decisions, in respect of future planning for the child and the family. The pre-birth risk assessment model used within the Local Authority describes it as an assessment on the likely future impact of conditions on the unborn child, when born.  It is predictive as the child is not yet born and future harm cannot yet be evidenced (Cyngor Gwynedd, 2023). According to XXX Safeguarding Board (2019), the pre-birth assessment explores whether the new-born baby be safe in the care of the parents, if there is realistic prospect of the parents being able to provide adequate and safe care immediately and throughout their childhood.
According to StatsWales (2024) the number of children on the Child Protection register on 31st March 2023 was a total of 2,540, and out of that amount Welsh Government (2025) report that 165 children were aged 1 years old and under. Alrouh et al. (2022) reported that one in every 4 mothers who have appeared in a first set of care proceedings, are at risk of returning to the family court within 10 years, and 13.8% of mothers return to court with at least one new child. This research is relevant to the case study as adult 1, is 24 years old pregnant women with her 5th child and the first set of care proceedings took place 6 years ago with her eldest child, further care proceedings were instigated 2 years ago for her 3 youngest children.
Once allocated contact was made with the family to arrange an appropriate time to meet, introduce myself and arrange further assessment visits. However, when working with 1 and 2, I was faced with great difficulty with regards to their engagement. XXXX Safeguarding Children’s Board (2016) describes “non-engagement as a situation where professionals are unable to progress work with a child and their family due to lack of access or where the level or quality of contact with a family is so limited that it makes on-going work impossible”. Evidently, non-engagement is a serious problem for professionals where there are safeguarding, or child protection concerns about a child.  Mason, Robertson, and Broadhurst (2019) found that positive engagement was more likely to occur when individuals had a strong rapport with professionals, underpinned through core social work values such as respectful, non-judgemental stance and a compassionate, supportive manner. Reflecting on the case study a challenge at this point were 1’s previous involvement with Children Services in England and the negative experiences they she had with those social workers. An additional factor that I was mindful of was raised by Mason C, Robertson L and Broadhurst K (2019) reporting that women who had had previous children removed felt stigmatised and fearful of being judged negatively and lacked trust in social workers.  

When completing the assessment, 8 visits were arranged however, out of them 1 only attended one and 2 attended none, I had only been somewhat successful speaking to him over the phone, and he was overheard shouting his views during telephone conversations with 1, as he yelled his opinion on why he thought professionals were involved. The timing of the assessment is a significant factor when poor engagement is a feature, however the pre-birth assessment is not allocated until the pregnancy is viable at a minimum of 12 weeks gestation. Ryan (2020) highlights that the assessment process often does not start until 16- 24 weeks and it is already a limited timescale, which does not provide appropriate time to complete a good quality assessment, and it also reduces the time that parents have to demonstrate their capacity to change. I believe this was dilemma was faced when completing the assessment, as I had a timescale to complete my assessment by.

Effective information sharing is vital for recognising patterns of behaviour or life circumstances that may indicate a child is at risk of harm, is being harmed, or requires support or protection (Department for Education, 2024). I firstly reviewed the local authority’s recording system to obtain background information about 2’s childhood experienced in the area. Safeguarding a child from harm takes precedence over protecting their privacy or the privacy of any individuals who have failed to ensure the child’s safety. The UK General Data Protection Regulation (UK GDPR) and the Data Protection Act 2018 (DPA) established a framework that supports information sharing when practitioners believe that not sharing information could place a child at risk of harm (Department for Education, 2024). Secondly, I made contact with the Local Authority in England that was involved with 1’s children, it was arranged for a visit to be carried out to their office to view the files and gather information to inform the pre-birth assessment. While viewing the case recordings, I was able to take notes of information viewed but I was not permitted to print or photocopy any records, if needed they would have to be formally requested by the legal department at a later date. 

When gathering information to inform the assessment and overall professional judgement of the case, an essential feature was “soft intelligence” which is importance and value of the observations, thoughts, feelings and feedback between professionals which was invaluable in this case, with assisting professionals to discover information due to the little engagement from the adults (Elhinney, Sinclair, and Taylor, 2021). When the case was allocated for assessment, there was no direct evidence of domestic abuse, however, with professionals inter-agency working sharing information including their observations, we were able to work collaboratively and conclude that domestic abuse was featuring their relationship. Shortly after a referral received from North Wales Police outlining a domestic incident including physical and financial abuse alongside coercive control, the level of engagement with the Local Authority and poor engagement with midwifery services caused a significant concern with regards to the lifestyle the parents were leading and the factors to consider moving forward.  Elhinney, Sinclair, and Taylor (2021) outlines that disguised compliance or indeed non-compliance makes the risk assessment process more difficult at times, particularly in cases of suspected domestic violence. The additional referrals received informed my professional judgment in concluding the assessment, enabling a balanced evaluation of the risks of harm and guiding the formulation of appropriate recommendations for protective interventions within the framework of mandated child protection decision-making (Taylor, 2017). 

If there is evidence that a child is suffering or is at risk of suffering significant harm, the Local Authority is legally required to initiate an investigation under Section 47 of the Children Act 1989. A multi-agency strategy meeting should be convened, and Section 47 enquiries commenced following Wales Safeguarding Procedures Section 3 (2019), adhering to the completion within 10 working days of the strategy discussion. The S47 investigation informs what happens next, based on whether the concerns are substantiated or not, there are times where the outcome of a Section 47 investigation would lead to an initial child protection conference, this was the outcome in relation to this case study. Abiding by the Wales Safeguarding Procedures Section 3 (2019) initial child protection conference must be convened within 15 working days of the initial strategy discussion (Social Care Wales, 2025).

Diaz, Muench and Wright (2017) identified that parents frequently enter conferences without adequate preparation and experience feelings of being silenced, largely as a result of unequal power dynamics within the setting. Wales Safeguarding Procedures outlines that parents should receive adequate preparation from a social worker prior to the conference. This includes an invitation to the conference and a leaflet explaining the purpose of the conference and of registration as well as the complaints leaflet, ensuring they understand the process and their role within it (Social Care Wales, 2025). XXX Local Authority have developed a leaflet for parents advising what a conference is, what happens, who will be there and what will happen next, along with some frequently asked questions (XXX County Council, no date). Therefore, I ensured that the family were fully informed of the reasoning of why the conference was requested, what to expect, the process and who will be present to encourage parents’ participation alongside providing the fact sheet leaflet to go through in their own time. 

In line with the Wales Safeguarding Procedures, a conference gathers family members, advocates, and practitioners involved, to collaboratively determine the child’s future safety, well-being, and developmental needs. This is done by providing professionals the opportunity to share information, identify risks and outline what needs to be done to protect the child. It also gives the parents and children the opportunity to hear all the concerns and have a better understanding of why social services have requested a case conference (Social Care Wales, 2025). Parents frequently remarked conferences as focusing on their perceived shortcomings. They express a strong desire to be treated with dignity and compassion, and to have their voices heard and acknowledged with empathy, which is underpinned by the core social work values (Oliver, 2022). The Local Authority I am employed in have implement and embed Signs of Safety model within social work practice and conference report writing which is a strengths-based, solution-focused approach. It places an emphasis on strengths resources and professionals building relationships, both with families and with other professionals.  It values simplicity of language and values. It is hoped that utilising this model will provide social workers with the opportunity to spend more time with families, empowered parents through their engagement and safer children (Turnell, 2018).

In Wales the child protection register is a confidential list of all children in the local area who have been identified as being at risk of abuse, neglect or harm under one or more of the following categories; physical abuse, emotional or psychological abuse, sexual abuse and neglect (NSPCC, 2022). It was the professional judgement of all professionals involved that unborn should be placed on the child protection register under the category of neglect and acknowledgement of emotional harm. Therefore, a coordinated multi-agency intervention will be implemented through a formal care and support protection plan linked to the registration process. The core group—comprising professionals and parents should convene within 10 working days following the initial child protection conference, and subsequently at least monthly, but no less frequently than every six weeks (Social Care Wales, 2025). According to the XXXX Safeguarding Board (2019), a Core Group meeting should also be held at approximately 38 weeks’ gestation. This meeting not only reviews the existing plan but also addresses the development of a birth plan focusing not on delivery options, but on arrangements such as ward access, family supervision where appropriate, and discharge planning considerations.

During my practice I am mindful of the United Nations Convention on the Rights of the Child (UNCRC) outlines children's rights across 54 articles, applying specifically to those already born. However, statutory guidance acknowledges the importance of safeguarding unborn children from potential significant harm, thereby supporting the use of pre-birth assessments and child protection procedures (Mason, Robertson, and Broadhurst, 2019). I recognise conflict between protecting child 1 from serious harm, and The Human Rights Act 1998 relating to the parents’ right articles 6 and 8 which is rights to a fair trial and their right and the right of their baby to have a private and family life without interference (Human Rights Act 1998).

A legal gateway meeting is a structured, multi-agency forum convened by children's social care services typically when significant concerns arise regarding the welfare of an unborn baby. Its primary function is to assess whether the threshold for legal intervention under the Children Act 1989 has been met, particularly whether the unborn child is at risk of suffering significant harm (Social Care Wales, 2025). This meeting plays a pivotal role within pre-birth safeguarding procedures, enabling professionals to coordinate early planning, evaluate parental capacity, and determine whether formal legal steps such as initiating Public Law Outline (PLO) or often known as the pre-proceedings stage, are necessary prior to birth. It also informs the development of a birth plan and ensures that protective measures are in place from the moment the child is born. As Ward, Brown, and Westlake (2012) note, legal planning meetings are “a critical part of pre-birth planning” where professionals consider whether care proceedings should be initiated to safeguard the child from potential abuse or neglect. The outcome of the legal gateway meeting was to proceed to PLO and issue care proceedings upon the birth of child 1 with the plan of immediate removal. 

Parents were aware of the information before attending the PLO meeting as it was important that they went into the meeting prepared to hear the information that was going to be discussed, I also wanted to adhere to my social care values including being transparent, offering respect, dignity and being empathetic (Social care Wales, 2017).  A letter was sent to parents and I also had many discussions with parents to assist their preparation. (Mason et al, 2019) recognises it is harder to develop a relationship with the parents that helps to ensure they are engaged in the process, as in my experience so fair, this is a critical point were often parents disengage. Parents are urged to actively engage in care proceedings, with independent advocacy services available to provide extra support when needed. A lack of involvement may hinder their access to legal guidance and compromise their ability to participate fully in the initial court hearing (Mason et al., 2022).

Upon the birth of child 1, parents were informed of the local authority’s plan to file an application for an Interim Care Order. Section 31 of the Children's Act 1989 sets out the requirements for a care order, known as the ‘threshold criteria’. An Interim Order is an order that a court can grant before the final hearing, when all the evidence is put in front of the Judge and a final decision is made on a child’s residence. Parents are entitled to challenge the plans put forward by the Local Authority, and all parties have the opportunity to present evidence, enabling the judge to reach a well-informed decision (Children Act, 1989). As the court application can only be filed once a baby is born,  from relevant case law Crinnion (2015) highlights that in good practice, the court application is filed on the day of birth and in any event no later than 24 hours after the birth (or the time the local authority is notified),  additionally the local authority should seek an initial court date immediately upon issue and provide a best time estimate.  In relation to the case study, unfortunately no circuit judge, or district judge could accommodate a hearing until some days later despite having a proposed date that baby would be fit for discharge this could have been problematic however, the hospital ward were willing to accommodate for the additional days required and baby shown evidence of substance withdrawal, therefore, the discharge date was later. If child 1 was fit for discharge we may have faced a difficulty as 1 was declining the use of voluntary agreements under the (Social Services and Well-being (Wales) Act 2014, Section 76), which is sometimes suitable for a short period of time until care proceedings can be commenced, Mason et a (2022) raises at times parents can feel coerced into signing and they are occasionally used unethically such as to offer more time to complete court documents. 1 sought legal advice and declined this option, while discussing this option I was mindful that 1 may have heard this term previously while in England and when determining 1’s understanding I advised that they may have previously had this referred to as a section 20 under the Children’s Act 1989.1 discussed how it has been a little confusing as she has been through similar processes on three occasions and this time is in Wales.  

During this time the local authority received a child protection referral as 1 was not meeting child 1’s basic needs in terms of feeding, changing and soothing when required. Mason et al (2022) raises the concern that parents had limited chances to concentrate on bonding with their babies, as much of their time and energy was absorbed by managing safeguarding concerns and legal proceedings. When the child protection referral was discussed with 1 she voiced that she is struggling to care for child 1 as she knows it is only a matter of time and she does not feel it is fair. 

A matter raised was 1 had a c-section and within several days of giving birth was expected to travel to the court hearing. This often confronts parents with a difficult dilemma: attend the court hearing and miss valuable time with their baby, or remain with their child and risk being perceived by the court as not fully committed to the legal process (Mason et al, 2022). In addition to this, traveling via public transport in parts of Wales, is often timely and inadequate meaning that arriving at a hearing on time is challenging or not possible for many. For this case study, the court was located 38 miles away, which would have required 2 buses totalling to 2 hours 8 minutes each way. Positively, the local authority advised 1 to have a discussion with her solicitor to see if it can be explored for a video link, supportively the use of technology can help to alleviate some of these challenges faced by individuals in Wales.

Once the Interim Care Order has been granted and child 1 was fit for discharge a discharge meeting was organised which I led and chaired, all relevant professionals are encouraged to attend. It is essential I was able to confidently show compassion and empathy toward the parents, while giving them space to process and come to terms with what was unfolding Trevithick, 2011). The purpose of this meeting is to carry forward the decisions of the Child Protection Conference and to ensure they are transferred into a practical action plan to be followed once the baby is born in order to ensure a safe discharge. Within this meeting all agencies work collaboratively with parents to continue to offer support to address identified concerns and needs ensuring that upcoming appointments were arranged and written down. Mason et al (2022)  expresses the importance of providing parents adequate time for separation and within the meeting attention is paid to parents wishes regarding the details of the separation, 1 shared she wanted to leave in advance of the separation so she was able to receive a lift from her friend and he supported into the evening, which we all agreed was essential. Another matter that is discussed is information regarding arrangements of family time, this is important to reassure the family that arrangements are in place and well prepared for and to also inform professionals to work around the arrangements for upcoming appointments (Mason et al, 2022). 

Throughout my practice in this case study, I utilised empowerment theory as I worked alongside parents empowering them to make progress and overcome personal challenges, this is a strengths based approach encouraging individuals to take control of their lives. At times 1 felt helpless, therefore, where possible she was supported to voice her views in the hope to express personal power (Torronen, 2013). In addition to, attachment theory which emphasises the profound bond between a child and their primary caregiver, I considered this theory for the child, for the parents and the attachments they developed in their childhoods which shaped their lifestyle and current behaviour. As attachment theory posits that secure attachment to a mother serves a motive of survival however, while in utero 1’s attachment was solely toward her parent and not prioritising unborn (Dutton and White, 2012). 

I found this case extremely challenging, difficult discussions were made ensuring that child 1 was safe and this did result in separation, it was evident from early on that this vulnerable new born baby would be at risk if she was to remain with her parents however, xxxx Safeguarding Board (2019) report that separation of a baby at birth from their mother, father and indeed wider family, is an acutely distressing experience for all concerned and undoubtedly has an emotional impact on professionals involved. It was clear that 1’s lifestyle decisions were influenced by the coercive control from 2 and that 1 was balancing engaging with professionals and keeping the peace at home, it became transparent that 1 had significant trauma from her own childhood experiences and early adulthood experiences and was not engaging in any support to directly make any positive impact, despite exhausting all options and resources available in the local area. Mason et al (2022) reports that trauma and repeat child removal were insufficiently addressed as specialist issues, due to resource constraints have led to a lack of specialist expertise. When 2 was remanded and somewhat out of the picture 1 continued to not engage with the services available and continued to disengage from the support offered. 

Once the Interim Care Order was granted, the case was no longer my responsibility and was instead handed over to the Court Team, which manages proceedings beyond the initial Interim Care Orders. Mason et at (2022) raises that parents can feel that they move from one practitioner to another passing through different parents of the system, which in turn makes it harder to develop a rapport with someone new. I found this difficult with this case study particularly as I had worked intensely building 1’s trust and rapport, which upon reflection towards the end of my involvement was positively.
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