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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 appendix 5 and 6 of the 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).


I work in a long-term child care team and took on responsibility for a child (#1) aged 5 following her registration on the child protection register.  This was the result of an investigation as to whether the child was at risk of significant harm under S47 of the Children Act 1989.  The investigation was triggered after a report was made to the local authority under S130 of the Social Services and Well-being (Wales) Act 2014, hereafter known as SSB(W)A 2014.  In Wales all partner agencies have a duty to report a child at risk under section 128 of the SSWB(W)A 2014, this is not the case in England but they are considering a similar duty.  The report was in relation to the child’s mother (#2) being in a relationship with a Registered Sex Offender (RSO) (#3), who was charged with rape under the Sexual Offences Act 2003.  The relationship started after her separation from the child’s father (#4).  

This report triggered a strategy meeting which is set out in S131-138 of the Working Together to Safeguard People (WTSP) Volume 5 – Handling Individual Cases to Protect Children at Risk Strategic Guidance, hereafter known as WTSP Volume 5, under the SSB(W)A 2014.  

The conclusion of the strategy meeting was to initiate a S47 investigation which has detailed guidance on the procedure in WTSP Volume 5.  The S47 investigation was undertaken by a social worker in the local authority’s Assessment Team and concluded the concerns were substantiated, and the child was judged to be at risk of significant harm and a Child Protection Conference was held.  

The family (#2, #4, #5) received a disclosure about #3 so fully understood he was on the sex offender register for life and subject to a Sexual Harm Prevention Order with conditions which prohibit him from contact with a female child under the age of 16 who is not in the immediate presence of another adult with parental responsibility or their guardian.   He is also prohibited from sleeping overnight in the same premises as any female child under the age of 16 who is not in the immediate presence of another adult with parental responsibility or their guardian.  This is a very restrictive order which meant that #2 would have to monitor his movements around #1 until she was 16.

The investigation ran concurrently with the assessment under s21 and s24 in Part 3 of the SSB(W)A 2014, which also concluded the child was at risk and formed the basis of a Care and Support Protection Plan under S54 of the SSB(W)A 2014.  

The Initial Child Protection Conference was held in partnership with other relevant partners as defined under S162(4) of the SSB(W)A 2014.  The local authority was represented at this meeting by the social worker, holding the case in the Assessment Team, and my team manager as the case would shortly be handed over to our team.  The view of the relevant partners was the mother did not understand, and minimised, the risk to her child so was not able to fully protect her from the registered sex offender; as a result #1 was placed on the Child Protection Register under the category of sexual abuse.  The requirements for a local authority maintaining a Child Protection Register are set out under paragraphs 65-69 of WTSP Volume 5.  Although the child had not knowingly come to harm she was considered to be at continuing risk of significant harm due to her mother’s regular contact with #3.    

After the Conference the social worker attended our POD meeting, which is a detailed case discussion with a group within my team, to transfer the case to me.  Our department operates systemic practice which has led to the development of PODs in our team.  Systemic Practice was first founded by Gregory Bateson in the 1970’s who applied scientific concepts to human communication to explain how everything fits together like an ecology (Hedges, F. 2019).  This was further developed over the 1970’s and applied by family therapists who view the family as a system where members interact and influence one another (Howe, D. 2009).  

In POD we discuss the family and reflect on each case together, including the educational psychologist.   We consider strengths and weaknesses, what needs to change and apply a hypothesis which can be proven in the short to medium term.  We also use genograms to understand the family system.  This approach directs the social worker in practice, so when the social worker attended our POD to transfer the case we all heard the information together to aid future discussions and take a collaborative approach to case management.  

In reading the genogram presented at our POD I realised I knew the maternal family from my own childhood.  This presented me with an ethical dilemma as our families are still in contact through the community but not close contact.  I immediately discussed this with my supervisor taking into account how this could impact on my work with the maternal and paternal family and whether it would introduce any unconscious bias or apply transference (Teater, B. 2014) to the relationship with the family.  I agreed to reflect on this in supervision while I was working on this case to ensure I regularly reflected on any impact on my decision making in line with the Code of Professional Practice (SCW 2017).  This is another area where POD can support the social worker in exercising professional judgement, and offering different perspectives on the situation and way forward.         

After the POD discussion I was introduced to the family by the social worker on a joint visit.  I immediately informed #2 I knew her family and explained how this was the case.  She then told the maternal grandmother (#5) who recognised who I was.  I reassured them of my professional requirements to be neutral and apply confidentiality under the Data Protection Act 1998 and my Code of Professional Practice for Social Care (2017).  The family was positive about my involvement and did not think it would be problematic.  

I was aware the child was in a Welsh language school and the family spoke Welsh so I asked the child if she preferred if I spoke to her in Welsh or English and she chose English.  This was an application of the Active Offer under More than Words (Welsh Government, 2012) which implements the Welsh Language (Wales) Measure 2011.  This allowed the child to be central to decision making from the outset and ensured her voice was heard.  This is central to our belief in the rights of the child and falls under Article 12 and 30 of the United Nations Convention on the Rights of the Child (UNCRC) which became part of our domestic law in 2011.

After the introduction I was the named lead coordinator for the Care and Support Protection Plan under S54 of the SSB(W)A 2014.  Details of the requirements for the Plan are set out in the Code of Practice for Part 4 of the SSB(W)A 2014 and WTSP Volume 5.   I was required to visit the child every 10 working days in keeping with my role as the social worker under the Wales Safeguarding Procedures; and implement the Care and Support Protection Plan in partnership with other statutory bodies, third partners and the family.  The Plan included a separate safety plan developed with #2 and #3 setting out how the risk would be managed.  This included actions such as: 
· #3 not having any part in the personal care of #1; 
· #3 to wake #2 if he needs to get up in the night so she is aware he is moving around the house; and 
· #2 and her family to monitor his movements and supervise his contact with #1 at all times.  

After meeting the child and her mother I met #1’s father at a visit with the Domestic Violence Project Worker from our department, taking a collaborative approach to practice.  She had been working with the parents to understand risk and the impact abuse has on children, this was particularly important for the mother who had not demonstrated a full understanding of the risks posed to her daughter.  The visit was at his home and he met us alone.  We explored his relationship with the mother and how it had broken down, and his perspective on the risks posed from #3.  This was an interesting discussion because we learned how the father had befriended #3 while he was separated from #2 for some months and supported my analysis in my ongoing assessment of the situation.  

The friendship had grown by living nearby and developed while #3 helped #4 decorate his new house.  When #2 and #4 decided to give it another go at their relationship, #3 continued to visit the house on almost a daily basis.   He said he was aware of the conviction at the time but did not know the detail of his offences.  Through this discussion with #4 I heard he felt manipulated by #2 and #3 and did not agree with #2 having a relationship with #3 in any way.  He also felt little responsibility for introducing #3 to #1 himself despite knowing he was convicted of sexual offences.  After the visit the Domestic Violence Project Worker and I discussed the visit and both felt confused about who was telling the truth as the mother and father’s version of events differed and they were both very credible.  I valued another professional opinion in this case to analyse and manage the assessment of risk.  

The first step for lead coordinator after registration is to convene the Core Group within 10 working days of the initial conference, as set out on page 37 of WTSP Volume 5, to develop the plan in detail and identify any further actions and who should take them forward.  This forum was particularly important because there were professionals from two counties as the health visitor was based in a GP surgery in the next county.  The health visitor was also taking over from a colleague who was leaving her job so we were both new to the case.   As she was from a different county I was not familiar with her, and each county has a different way of working so I needed to get to know her way of working.  Therefore, we had a separate conversation to get to know each other and our understanding of the case.  Fortunately she had worked with the family previously when #1 was a baby so could give me an insight to the parents’ relationship before their separation.      

By the time we met as a Core Group, #2 had informed me she was no longer in a relationship with #3 and they were not having any contact.  This removed the risk from #1’s life and made the task of monitoring the situation simpler.  However, in speaking to #2 I established she was making the decision primarily because her daughter was on the Child Protection Register rather than her believing #3 to be a significant risk to her and her daughter.  As a result, I wanted to focus my work on #2, developing her understanding of grooming and sexual abuse, so the management of risk was sustainable beyond our involvement.  

I was surprised about #2s minimisation of risk because she had been sexually assaulted at the age of 15; so I expected her to be more empathetic to victims and the potential for her daughter being one.  She had also shared with the Domestic Abuse Project Worker her former partner and father to #1 had been aggressive with her sexually when they were together.  

In my reflection about the situation I wondered whether she had different norms about what was sexually acceptable and what a healthy relationship looks like.  I discussed this with her and she shared she had only felt kindness from #3 when they were together sexually and he did not abuse his position of trust with her when they were intimate.  She also talked about how #3 had talked openly with her about his conviction and the work he had done to change his behaviour while he was in prison.  She felt this was more than #4 had ever done with her and she had felt abused by him when they were together.  She also talked about #3 being kind to her daughter and being pro-active in his engagement with her so they played nicely together and she liked him; whereas she shared #4 had not shown an interest in his daughter and would not help in caring for #1 when they were together.   She did not understand why #3 had not been given the chance to prove himself in a relationship if they were complying with the safety plan.  Her daughter was also very fond of #3 and would ask about him regularly and did not understand why she could not see him again. 

I was concerned the sudden change in the relationships #1 had with #3 and #4 at such an early age, without fully understanding why they would be removed from her life suddenly, could affect her ability to form attachments (Howe, 2009).  Therefore, I needed to work with #2 so she role modelled healthy relationships and made decisions in #1’s best interest so she was not impacted adversely.  The insight I had to #2’s feelings gave me her perspective on the situation and by applying social constructivist theory (Teater, 2014) I was able to understand I needed to work with #2 so she could understand the risk and make safe decisions about her relationships going forward.  Taking a collaborative approach to the situation I focused on building a positive relationship with #2 to build trust so she felt empowered (Maclean and Harrison, 2015).  

#2’s view on the situation also left me feeling very confused about the situation and whether #1 and #2 were being groomed by #3 or he had genuinely changed after the rehabilitative work he had undertaken in prison. I was finding it difficult to know the truth in this situation and exercise my professional judgement with such different accounts from both parents, so I took a collaborative approach and consulted another professional.  

To try and get a better understanding of the risk I had a meeting with a member of the Management of Sex and Violent Offenders team who was the liaison for #3.  He gave me an overview of how #3 had worked with them since his release and was very forthcoming with information. He gave the example of living well within his restrictions and taking the initiative when he went on a family holiday to Butlins, by arranging to stay in separate accommodation off site and only meeting his family for meals away from the park.  He gave positive reports about #3 and shared that was the feeling within his community too.  He did not have any information about misconduct beyond his conviction of rape with a 17-year-old and a caution for being in a relationship with a 13-year-old.  This supported my analysis of the situation and helped me evaluate the risk.       

I was also confused about #4’s motives and whether he was using the process to retaliate against #2 for leaving him for #3, or was genuinely concerned about his daughter.  Following the Core Group meeting #4 and his girlfriend shared photos of #3’s car outside #2’s house when they had reported to be separated.  This was on an occasion when #1 was having contact with her father so would not have been at the address with #2 and potentially #3.  

I met #2 to share this information and she denied it and did not know why his car would be there.  She was clear she did not intend to re-visit the relationship to reduce the complexity and keep things simple for her daughter who had gone through a lot of change.  She was very emotional and accepted the situation was her responsibility and she regretted causing her daughter to go on the register.  She maintained this position in every discussion I had with her.  However, to ensure she understood the seriousness of the position I set out clearly that if she was found to be in a relationship with #3 in any way she would risk losing her daughter for him as she would be choosing to put her at risk for her own benefit.  When I talked to her about this it sounded as though she was having a lightbulb moment and was able to view the situation from our perspective and I was pleased to have approached this from a constructivist approach with her (Teater, 2014).

During this conversation #2 also asked how #4 had information about #3’s car being outside her house when he lives over 15 miles away from her and her daughter.  She was worried he had been watching her house without her knowledge which she felt was threatening.  If this continued she would consider reporting him to the police under the Protection from Harassment Act 1997 which covers stalking 2A(3).  The CPS gives the example of a victim being watched or spied on which makes them feel they constantly have to be careful or worried for their safety.  At this point I was of the view both #2 and #4 were acting in ways which was putting their daughter at risk for different reasons.  

While #2 was showing more commitment and understanding of the risk posed to her daughter, I was contacted by the Sex Offender Manager to ask about the situation with #2, and whether social services could work with him so he knows what he needs to do to prove himself able to have a relationship without the children being at risk.  The Offender Manager was of the view #3 was not having contact with #2 which reinforced her account.  He passed on #3’s mobile number so I could have a conversation with him directly, meanwhile he would undertake checks in the area #2 lived in over the weekend to see if #3’s car was outside her house.  If it was it would support #4’s allegations but the Offender Manager confirmed his car was not seen at #2’s house over the weekend.

Shortly after this exchange we approached the first Review Child Protection Conference to identify whether the child continued to be at risk.  The first review takes place 3 months after the child is placed on the child protection register, as per the guidance set out in WTSP: Volume 5.  In advance of the meeting, I prepared a report updating members on progress with the plan and my engagement with the family, particularly the child.  I shared my report with the family in person, at least 5 working days in advance of the meeting, talking them through my analysis and position as #1’s social worker.  This was in keeping with the requirements for the Review Conference set out in the Wales Safeguarding Procedures.  I explained my understanding was the risk from #3 had been removed from #1’s life and she no longer had any contact with him.  As a result, I could not recommend her ongoing registration because she was not at risk of significant harm or neglect.  Both parents seemed pleased with this position.  

At the meeting I presented my report.  The health visitor was wary of removing the child from the register so soon and the Chair highlighted it was unusual to de-register at the first review.  I recognised their worries which made me question my professional judgement as an inexperienced social worker.  However, the mother had maintained her position of not wanting a relationship with #3 since registration so I could not justify recommending she was at risk of significant harm of sexual abuse and should be kept on the register.  From working with families as a social worker I have come to recognise how harmful the stigma of being on the register can be for a family, that in itself can de-stabilise a situation because it places families under a lot of pressure.  The commitment required to meetings and appointments is also very demanding on a family. Given the mother was already feeling guilt and pressure from the paternal side of the family whilst trying to hold down a full-time job and be the primary carer for her daughter it seemed better to manage the situation through a Care and Support Plan under Part 4 of the SSWBA 2014 as the risk had reduced.   The Chair accepted this and members made a commitment to update me if they had any reason to believe the risk had been raised again and #3 was having contact with #1 or #2. However, on reflection this decision did give #4 permission to feel justified in watching and reporting #2 and #3s movements after her name was removed from the Register and we were reliant on the family monitoring the situation.  

Following the Conference I contacted #3 in response to his request to me.  I did not share any information about the result of the Conference or the family other than to share #2 was maintaining she did not want contact with him, to protect their confidentiality under the Data Protection Act.   He accepted this and we talked a little about his situation and how he wanted to know what he could do to prove himself.  

After the call I discussed this in supervision and we then raised it with the team manager.  As social workers we are put in the difficult position of assessing risk on a daily basis and we recognise all cases are different because circumstances are different.  We discussed this registered sex offender’s situation, and how he will always be labelled as a sex offender whatever he does to rehabilitate himself.  This is in contrast to another registered sex offender we are working with who was convicted of offences against young female children in the family home.  That offender does not accept he is guilty of his conviction so has not done any rehabilitation work in prison but is viewed in the same way due to their label.  

There is no national guidance on how services should respond to sex offenders and whether social workers should prevent them having any contact with children on a permanent basis or consider them individually according to their circumstances.   Having discussed the situation at length we concluded I would offer to meet #2 and #3 with my supervisor, to talk through his situation; and if both #2 and #3 wanted to pursue a relationship of any kind we would prefer them to do it openly through us so we could do further assessments and investigations, and work with them on the risks.  I was interested in how they would respond to this and where they saw the child in the situation, also how her father would react.  The mother initially warmed to the idea but then maintained she did not want to pursue a relationship.  She explained she wanted #3’s friendship so much at this time but it was not worth the complications which came with it.  

By working with #2 and #3 I felt I had been inclusive (SCW 2017) and supported #2 to make a decision in the best interests of #1, which meant we were able to continue with the case on a Care and Support Plan basis (SSWB(W)A 2014), rather than imposing safeguarding measures on the situation under a Care and Support Child Protection Plan (WTSP Volume 5).  I have continued to work with this family and am regularly challenged in my professional judgement, so I continue to work collaboratively and use my wider support system in POD and supervision (SCW 2017) to review the risk and ensure #1 is protected.  
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