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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).

Whilst undertaking the programme, I have worked in the children’s assessment team completing safeguarding assessments under Section 21 of the Social Services and Wellbeing (Wales) Act 2014 (SSWBWA) 2014). Milner et al., (2015, p. 182) outlines that assessments in children’s social work are necessary to protect from harm and must be grounded in legislation. Assessing children and families is a complex task, often working with hostility and resistance whilst analysing rafts of information to secure the best outcomes for children. In this essay, I will analyse a practice example I have worked on within the last year where children needed safeguarding. I will discuss how I applied analysis in assessment and how my practice related to legislation, policies, procedures and strategies that underpin actions and decisions taken. As the case study involved working in collaboration with another local authority in England, I will consider the differences and complications involved when working under different nations legislation and procedures. I will discuss and reflect on theories and approaches used and evaluate how I have worked collaboratively with other professionals, as well as discussing the challenges collaborative working raised. As with all social work practice, a person-centred approach and good values are a central consideration, I will refer to the Code of Professional Practice for Social Care (Social Care Wales, 2017) and discuss ethical dilemmas and tensions that arose.

The family in this case study involves four children, I will refer to them throughout this essay as ‘the children’ as I was unable to complete any individual work with them. The children are aged between 6 and 12, also involved was the mother and mothers’ partner, who had fled the original local authority to the home of the mothers partners wider family within our local authority area. The family arrived whilst I was working as the duty social worker, without case holding responsibilities however as things escalated, the family were allocated to me to ensure there was oversight of work being completed. The children had recently been placed on a child protection plan in England and moved over 5 hours away , following discussion with the originating local authority and my line manager we were confident this was to evade professionals as the history of concerns demonstrated a pattern of this behaviour since the children were born. The family had relocated from a town outside of a large city to a rural village in Wales. The family were White British and English speaking, the partners ties to Wales were unclear although his mother, the step-grandmother, resided here. The mother of the children said that her partner was the father to the youngest child and there was no involvement from the older children’s father. The concerns for the children were of neglect, domestic violence, lack of engagement with professionals to meet the children’s needs and poor hygiene and home conditions.

The children became known to the local authority following contact from the original authority requesting support with child protection visits and ‘transfer in’ conference. Information offered at this stage was vague, however in discussion with managers it was agreed we would support with visits due to the distance. The Wales Safeguarding Procedures (Social Care Wales, 2025) sets expectations that within Wales, children on child protection plans are seen every ten working days. Although the family were in Wales, their home authority is within England where procedures do not specify visit frequency, however ten working days is the working standard. I made several attempted visits, met with hostility and never saw the children, updating the social worker each time who started to request more frequent visit attempts due to her level of concern. This was becoming difficult to accommodate and the transfer in conference request was queried by team managers as there was no evidence the family would be staying here permanently or for a period longer than 12 weeks, in line with the Wales Safeguarding Procedures guidance (Social Care Wales, 2025). The co-working relationship became more difficult with the allocated social worker due to tensions around responsibility and capacity to visit. It seemed there was a reluctance from the originating authority to work the case, likely due to the distance and complexity. The process within Wales when parents or carers do not engage with a child protection plan or decline access to children is to seek legal advice however the original local authority were clear this was not their plan. Whilst thresholds and procedures might differ between authorities and nations, the child protection and court proceedings provisions within the Children Act 1989 remain unaffected by the introduction of the SSWBWA (Mitchell, 2015). I discussed this conflict with my manager, who felt strongly that the originating authority needed to have oversight of the case was formally transferred, should there be evidence of the family remaining in the area. The tensions and conflicts arising did not appear to be one originating from differences in legislation and practice, but from reluctance to accept responsibility for a complex child protection plan with the added difficulty of a large distance.

Whilst the child protection and legal proceedings provision of the Children Act 1989 remain unchanged by Welsh legislation, it is required that the ‘Active Offer’ is made to every person accessing services in Wales. The mother confirmed during an initial phone call that her first language was English, to ensure a proactive approach to identifying language need (Welsh Government, 2015). The Welsh Government has introduced legislation and guidance around the promotion of the Welsh Language, with the Welsh Language (Wales) Measures 2011 S.4(c) setting out the aim to ‘work towards ensuring that the Welsh language is treated no less favourably’ than English. Should the family have been Welsh speaking, I would have raised that another social worker would need to converse with them, as I am not a Welsh speaker. I recorded their cultural and language needs so that services can take this into account in future in line with the Welsh Government guidance. Although the ‘active offer’ guidance centralises on the Welsh language, offering people the opportunity to speak in their first language is important particularly when discussing difficult and emotive topics. The Welsh Government has set out guidance in their Anti-Racist Wales Action Plan (Welsh Government, 2024 p68) highlighting the importance that people are able to access health and social care in their preferred language if this is not English or Welsh. By working to this guidance, we ensure we are engaging people with all backgrounds with a person-centred and anti-oppressive approach.

As my contact with the family and original local authority increased, I requested a discussion with managers regarding how to record the information as our local authority did not have case management responsibility. It was decided that the family should be allocated to me to oversee the recording of information in line with local authority processes. Due to the child protection registration, consent to process information was not needed, under Article.6 of the General Data Protection Regulation (2016) (GDPR). GDPR (2016) is international regulation that is applicable to both England and Wales and sets out how personal and sensitive data can be processed. Social services can process and share information without consent due to legal obligation under Art.6(1)(c) mandatory reporting in child protection, Art.6(1)(d) in the case of emergencies under vital interests and under Art.6(2)e) to carry out duties in the public interest. Data subjects do have rights to object, access their data and erasure of their data however, in this case should the mother request this her rights would be restricted as these actions would harm the safeguarding process. For example, a request to erase information would harm investigations as all information would not be available to analyse the risk. As well as documenting the information, prompt sharing with the allocated social worker was important as she remained responsible for the child protection plan. Learning from serious case reviews has repeatedly featured the importance of prompt information sharing to safeguard children, with The Laming Report (Laming, 2003) highlighting the dangers of agencies only seeing ‘fragments of the overall picture of risk’. Whilst the mother’s actions were certainly putting her children at risk, we had removed her rights to privacy and shared information between authorities without consent and against her wishes. I can understand her feelings of frustration, however the provisions within policy and legislation have been made to ensure information is shared when there are child protection concerns, to prioritise safeguarding children and ensuring the ability to analyse the whole picture of risk.

Although I was not completing a formal assessment on the family, I requested more information from the original authority and applied analysis and assessment skills, identifying a concerning pattern of instability and chaotic moves, research tells us that social and physical chaos detrimentally impacts child development, as well as the ability for parents to provide nurturing care (Doan & Evans, 2020 pp2-10). I felt it likely the mother would not settle in our local authority based on the history, fleeing again once transfer in conference was held, putting the children at increased risk. I felt that that the original local authority were not considering the larger picture and that more swift action needed to be taken to prevent the mother absconding again, keeping the children hidden from view. Their own guidance applicable in England, Working Together to Safeguard Children (2023) places an emphasis on the importance of stability and that the frequent moves and removal from school is a clear indicator of avoiding professional oversight. My analysis of the information received informed me there was evidence of significant emotional harm caused by the mother’s behaviour, with repeated registrations on the child protection register in different local authorities. I considered how isolated the children were, when considering Ecological Systems theory they were having no ‘input’ from systems outside of their home. School, community and peer groups all have a significant impact on child development (Smeeton, 2013), these children remained isolated from all systems in place to protect and nurture them, living in chaos and hidden from view which made my concerns increase. As I continued gathering and analysing information by speaking to the mother, it became clear that she had not registered the children with education or health services and the home in which they were staying was overcrowded and inappropriate. I discussed my concerns with the original social worker, that it was clear the family were not making a long term move and the risks warranted escalation and legal advice, however she continued to state the plan was for transfer in conference and placed increased pressure on us to accept.

The Wales Safeguarding Procedures (Welsh Government, 2025) states that the originating authority is responsible for requesting a transfer in conference in line with the receiving local authorities procedures. The process of submitting a multi-agency referral form highlighting the concerns had been followed, however the needed evidence of permanency or stay of 12 weeks or longer had not been provided. I continued to raise concerns that there was no registration with health, education or appropriate housing and this pattern had been repeated throughout the children’s lives. Conflict between the team managers increased and it became clear to me that the mothers behaviour was an effective strategy, with Burton & Revell (2018) stating that the impacts of bureaucracy and difficult working conditions create environments which are not ‘conducive to evoking professional curiosity’, with disagreements ongoing nobody was actively safeguarding the children by being persistent and challenging the mother. Ball (2025) found a common feature in interactions between resistant parents and professionals during a recent practice case review that this behaviour is used to divert attention and resulted in the children disappearing from professional view. The Welsh Government (2025) gives clear guidance that even where there are disputes over responsibility, the safety and wellbeing of the children remain paramount and ‘must not be forgotten’. The children had not been seen for over 10 working days and my visit attempts continued to be unsuccessful. Whilst I disagreed that we should accept responsibility as the concerns needed to be escalated by the original local authority I took the opportunity to start building rapport to attempt to see the children as their needs needed to remain central to decisions. The legislation both nationally and internationally is clear on the importance of hearing the voice and upholding the rights of the child during safeguarding and assessment. The SSWBWA (2013) S.7(7)(2) sets out the overarching duty to have due regard to the United Nations Convention on the Rights of the Child. Article 12 of the convention states children have the right to express their views on matters that relate to them; therefore I felt it was a priority to attempt to hear the voices of the children at the centre of the concerns. 

The mother was challenging to speak with, diverting the conversation to avoid addressing the issues. Learning from practice case reviews highlights the importance of relationship-based and person-centred practice when working with resistant parents (Ball, 2025), so I continued my attempts to connect with the mother. I found it challenging to find a balance between listening with an open mind and remaining clear about the concerns, as I worried about her disengaging and potentially fleeing again with the children, increasing the risk. I reflected with the mother on her desired outcomes using a Motivational Interviewing and Person-Centred approach and ‘rolled with the resistance (Teater, 2013 in Davies (ed) pp451-458), continuing to engage in conversations that were challenging due to the risk I felt the mother was causing. Whilst this basic use of the approach did support me to build some trust with the mother, it was limited by her ability to identify behaviour changes that would result in her goal of closure to social services. Teater )2013, in Davies (ed) pp451-458) states that when there is no indication of desire to change behaviour, Motivational Interviewing may not be appropriate moving forward, therefore I decided to adopt a more basic approach to attempt to implement some partnership and collaborative working with the mother. I thought about her perception of social services and recognised that all her efforts were going to be towards her own goal of non-engagement with services. Therefore, I tried to work with this goal by explaining exactly what we needed to see to be less worried.

During the next phone call, I moved towards using a ‘Task Centred’ approach to attempt to demonstrate to the mother the actions she should take to move towards her goal to transfer, change social worker and ultimately closure to social services. In her mind, the ‘problem’ was social services, unable to connect her behaviour with the concerns. Listening and focussing on what people want must remain central in person-centred social work (Gardner, 2013 in Davies (ed) pp459-462), however challenging this was when I could see how her actions were harming her children. I broke down the tasks and suggested we start with registering the children with health and education services to ensure their needs were met. By using a task-centred approach to separate the ‘problems’ and ‘goals’ we were able to focus less on her complaints and more on creating a basic plan together to move forward (Marsh 2013, in Davies (ed) pp492 – 495).  Unfortunately, despite my efforts to build rapport using theories, models and communication skills the mother continued to deny home visits. I continued to feed back to the responsible social worker whilst feeling increasingly concerned at the length of time the children had remained unseen and struggling to formulate a way forward whilst we did not hold case responsibility. 

My attempts to engage the mother led the originating authority to assume we would take responsibility and they put increased pressure on the transfer, although I had been clear that my attempts were to safeguard. Unfortunately, in collaborative working with families each agency will have their own agenda which in this case, prevented the co-working from being child-focussed, I worried that as the agencies focussed on their own agendas, all professionals were losing sight of the children, increasing the risk. Sidebotham et al. (2016 p16) found during an analysis of serious case reviews that professionals can tend to hand back expecting others to act, with narrow views of responsibility preventing an effective collaborative approach to reduce risk. The mother said she had registered the children with services however upon checking, no contact had been made. I considered that it would take time to build a working relationship with this mother, which was not available to us as the children needed safeguarding immediately. Whatever theories and approaches I used were ineffective due to her fierce disagreement with any plan. Marsh (2013, in Davies (ed) pp492-495) highlights without real motivation to change, task centred practice is destined to fail and my attempts to use Motivational Interviewing had also been unsuccessful. It appeared that the mother had taken the information I provided and attempted to appear compliant, whilst keeping the children hidden from view. I fed my concerns back to the allocated social worker, raising the evasive behaviour and risks posed to the children. The originating social worker said they still had no intention of seeking legal advice, however agreed to request a welfare check from police. I was relieved the original authority were taking some action to ensure the children were seen, as I was concerned again that the children’s welfare was getting lost amongst the discussions between professionals.

Whilst working in Wales, the SSWBWA 2014 is the primary safeguarding framework, however the Children Act 2004 Section 11 places a duty on public bodies to safeguard and promote the welfare of children. This section of the act applies to police in both England and Wales, although most other Welsh public bodies are governed by the SSWBWA (2014). The children were seen by police officers, who were not permitted to see the bedrooms or speak to the children. At this point, a discussion with managers was held as progress was not being made with the originating local authority and I was increasingly worried about the children. Enquiries under Section 47 of the Children Act 1989 were discussed, which places a duty on the local authority to investigate under part (1)(b) should they ‘have reasonable cause to suspect that a child who lives, or is found, in their area is suffering, or likely to suffer, significant harm’. Should this have been agreed, subsection (4) states that the local authority is then able to take steps reasonably practicable to obtain access to the children and in determining what access to take, under subsection (5A) ascertain the children’s wishes and feelings giving regard to their age and understanding to inform action that should be taken. The Children Act 1989 states that should access be refused to the children, the local authority should seek an order through the courts to ensure safeguarding is addressed under subsection (6) parts a and b. We discussed that even under a Section 47 investigation, gaining access to the children was unlikely as they do not attend school and were always with their mother. On seeking legal advice, our solicitors had already been in discussion with the originating local authority solicitors, again around dispute of case responsibility. I was relieved that the process of seeking legal advice had started, however surprised that the focus was still placed on case responsibility and not the safeguarding concerns. I worried that if we accepted the responsibility, there would be further delay in safeguarding the children due to the transfer processes and felt frustrated that the original local authority were unwilling to take safeguarding action.

Following discussions between local authority legal teams, the originating local authority made an application to the court for an emergency protection order and requested the court to order our local authority to accept case management responsibility. The legal basis of a protection order is under the Children Act 1989, section 44, granting the court power to order this drastic and temporary measure lasting 8 days where parents obstruct access to children on child protection plans. This section of the legislation is applicable in both England and Wales. The court disagreed with the actions of the originating local authority and the delay in safeguarding the children due to the dispute. The court granted the originating local authority with an Interim Care Order, under the Children Act 1989, S38. This means that the court found from the evidence presented that there were reasonable grounds to suspect the children were suffering, or likely to suffer significant harm. An interim care order grants the local authority temporary care of the children, sharing PR with parents and places expectations on the local authority to complete necessary assessments. The court was clear that the other local authority remained responsible and raised the poor practice of attempting to transfer responsibility when thresholds of significant harm had been met. This highlights the importance of following guidance, legislation and procedures to ensure that children are safeguarded and prioritised, avoiding judgement being clouded by agency agendas and disputes. I felt incredibly relieved that an order had been made and the children would no longer be overlooked, as consideration for their safety had been lost in discussions between professionals. I continued to wonder how the damaged relationships between the authorities would impact on the children, as the distance remained between the family and the responsible authority attempting to safeguard the children.  

The order by the court directed the mother to allow our local authority to visit the children, I visited together with a colleague in line with my authorities lone working policy. The Wales Safeguarding Procedures (2025) provides guidance for child protection visits, highlighting the importance of seeing children alone, however the mother did not allow this. Although there is no statutory guidance provided in either Wales or England stating what needs to be seen on a child visit, it is widely accepted that the kitchen, food storage areas, bathroom and bedrooms should be sighted, including the fridge, particularly where neglect is a concern (Davies and Duckett, 2016). The mother continued to be obstructive, only allowing my colleague to view the bedrooms and bathroom from the landing. I was asked to wait in the kitchen, where I opened the fridge without consent. Learning from serious case reviews repeatedly cites the lack of professional curiosity in the face of parental deceit and disguised compliance as a shortcoming in practice and a core function of curious behaviour is ‘uncertainty reduction’ (Burton and Revell, 2018 pp1508-1523). Inside the fridge was unclean, with no food, the only contents being many bottles of alcohol. I offered a food voucher which was declined when the mother returned, which caused me to feel exasperated by the situation as it appeared to me that the mother was failing to adequately care for her children, although I later reflected that acceptance of the voucher may have felt like ‘giving in’ to engaging with services to the mother which she was unwilling to do. To her, that decision may have felt much more significant than filling the fridge with food.

The mother lodged a formal complaint against me for opening the fridge and I reflected on my actions both independently, in supervision and with line managers. I strive to work with good social work values of respect and transparency however, I believe checking the fridge was proportionate to the concerns. I struggled morally with opening the fridge without consent, when considering actions that invade people’s privacy, we must consider the balance of Article 8 of the Human Convention of Human Rights, the right to private and family life and the children’s right to protection from abuse and neglect under the United Nations Convention of the Rights of the Child (1989). It can feel uncomfortable being persistent in gathering evidence of abuse and neglect when faced with hostile parents, however ultimately Harries and White (2013) recognises the paramountcy principle is central to all professional practice with children and family and the child’s welfare must be the paramount consideration. My action could be argued to be invasive and oppressive, however provided valuable evidence that the children continue to be at risk of harm. The Code of Professional Practice for Social Care (2015) states that we should respect people’s privacy and remain honest however, the code also states we must balance rights with risks and take necessary steps to reduce harm. I made a judgement in the moment to investigate the children’s lived experience where they had been denied the opportunity to share this themselves and I consider this was proportionate and necessary to inform safeguarding investigations and reflect that as social workers, it is necessary to take action outside of our comfort zones to keep children safe.

This was a complex situation and I wondered if the children could have been safeguarded more promptly if our local authority had accepted responsibility despite the disagreement. Ultimately, the conflicting agendas and disputes did delay the right action being taken, however my persistence in raising concerns did support the children to be safeguarded. I believe if the children would have transferred, the mother would have fled again causing further difficulty and heightened risk. The Code of Professional Practice for Social Care Section 3 (Welsh Government, 2017) states the importance of working in partnership with individuals and colleagues but also that dangerous practice must be challenged. My ability to refer to legislation and guidance across both England and Wales gave me the confidence to question decisions that did not prioritise safeguarding the children.  Unfortunately in this case, my attempts to use theories, approaches and communication skills did not secure a productive working relationship but demonstrated the importance of the paramountcy principle as it was essential to take action to safeguard the children above all else. Finally, I have reflected on how hostile behaviour from parents is not always a risk, however we must remain curious and question if it is being used as a distraction and should lead professionals to ‘question how that parent behaves behind closed doors’ (Ball, 2025). Only through persistence and thorough investigation can we answer that question and safeguard the children being hidden from view.
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