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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:
[bookmark: _Hlk190067144]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).

Introduction
In this assignment, I plan to critically reflect on an assessment that I carried out as a Social Worker in the Looked After Children (LAC) team, focusing on safeguarding. I will explore how national and organisational policies, legislation, and procedures influenced my decision-making. In addition, I will compare safeguarding processes in Wales with those across the wider UK, the European Union (EU), and internationally. A key part my reflection will evaluate how professional judgment, multi-agency collaboration, and Social Work theories have contributed to navigating complex safeguarding challenges in Wales. To support my reflective practice, I will use Schön’s Reflection Model as a structured framework for analysis (Schon, 1992). 
Case Overview and Key Safeguarding Concerns
Following the Code of Professional Practice (COPP) (Welsh Government, 2017), I ensure confidentiality is maintained by anonymising details, referring to the child in this case as "Child 2", and using other identifiers for professionals involved. This safeguarding assessment is underpinned by a strengths-based approach. According to Caiels et al. (2024), professionals' strength-based practice in Social Work develops their ability to assist individuals with care and support needs. A strength-based approach is also fluid and recommended throughout the current Welsh safeguarding procedures, which advocate for a holistic, child-centred model rather than a risk-driven approach (Welsh Government, 2025). 
Over the past two years, I have worked closely with Child 2, overseeing their care plan and ensuring stability in their current placement. As a Social Worker in the LAC team, I identify and address safeguarding risks and support the emotional well-being of the children and families that I work with. Stability is crucial for children as it provides the foundation for healthy emotional development (Trevithick, 2012). Multiple placements can disrupt a child's sense of safety, identity, and emotional well-being. Balancing emotional support with safeguarding is also crucial for achieving positive outcomes. This balance is essential, especially as LAC faces challenges such as frequent placement changes more than they should. Maguire et al. (2024) highlight that frequent moves can hinder children's ability to form secure attachments, leading to emotional and behavioural difficulties, which can have a lasting impact on their development. 
Child 2 resides in a residential children's home outside their original borough and in a different UK nation from Wales. Research indicates that children with multiple placement moves are more likely to be placed far from their hometown/city, with 29.9% of children in their third or subsequent placement living over 20 miles away (Community Care, 2023). Despite the geographical distance, my local authority retained primary parental responsibility, as Child 2 is subject to a Care Order under The Children Act (1989) s.31 (Government, 1989). This means my organisation is accountable for Child 2's safeguarding and well-being. In addition, child 2 was given a choice of language in line with the More Than Just Words framework (Welsh Government, 2022). Child 2 chose to communicate in English. Having worked with Child 2 for a few years, they knew I also speak Welsh fluently. The option to use the Welsh language is revisited in care planning meetings and LAC reviews. Additionally, my ability to communicate in Welsh is clearly indicated in my work email signature and on my lanyard, ensuring that both the child and other professionals know it and that their language preferences are optional.
A safeguarding referral was received from Professional 1, a residential care worker, outlining concerns about Child 2 being reported missing during their planned independence time. The referral highlighted repeated missing episodes and inconsistencies in Child 2's original explanations. A second agency submitted an additional referral, reinforcing concerns about the circumstances surrounding the missing from home incident Child 2. Given the potential risks of child exploitation, I was tasked with ensuring an appropriate safeguarding response in line with the Wales Safeguarding Procedures (Welsh Government, 2025). Further details in the referral revealed that Child 2 had mentioned travelling in a car with unknown adult males and being under the influence of an unknown substance, possibly alcohol or illegal drugs. They also described visiting a "crack den." Given these disclosures, I exercised professional judgment to initiate a strategy discussion. A review held in 2011 of the child protection system argues that high-risk safeguarding decisions require balancing procedural compliance with discretionary decision-making to ensure contextually appropriate interventions (Department for Education, 2011). While I was confident that escalation was necessary, I consulted with my manager before proceeding. This reflective conversation with my manager allowed me to ensure that my response was proportionate and well-justified, as a positive aspect of this safeguarding decision-making was highlighted in the child protection review report from The Department for Education (2011). 
Multi-Agency Strategy Discussion 
Under the Wales Safeguarding Procedures (Welsh Government, 2025), a strategy discussion must occur within twenty-four hours of identifying a safeguarding concern. Also to ensure a swift and coordinated response to protect the child who may be at risk. A strategy meeting is a crucial part of the safeguarding process. It is typically a multi-agency discussion to assess the level of risk and decide the appropriate steps to protect the child. A multi-agency strategy meeting usually involves professionals from various sectors, such as Social Workers, Police, Health, and Education, sharing information and agreeing on the next steps. 
After escalating the concerns raised about child 2 to my management team, a strategy discussion was held on the same day the referral was received. A multi-agency strategy meeting was then scheduled, bringing together professionals from various agencies, including Health, Education, The Missing from Home team, a family support worker, residential care staff, and the Police. This coordinated approach ensured a comprehensive response to the situation. At the start of the strategy meeting for Child 2, the chair (LAC Team Manager) read out a confidential statement to ensure that all professionals are aware of their responsibilities regarding confidentiality. The chair then confirmed the child’s identity before proceeding, ensuring that all professionals were discussing the correct case. This process ensures compliance with European GDPR regulations (European Union, 2016) and upholds confidentiality in line with the COPP for Social Care Workers (Welsh Government, 2017). 
Although the Health agency was invited to attend the strategy meeting, they could not participate, which has been a noticeable recurring issue in strategy meetings over the past twelve months, despite their responsibilities under the Social Services and Well-being (Wales) Act 2014 (SSWBA) (Welsh Government, 2014). Health agencies are crucial in identifying and addressing physical and emotional needs, contributing to risk assessments, and ensuring a holistic safeguarding approach. Any agency absence can lead to gaps in information-sharing, delaying interventions and potentially increasing risks for vulnerable children (Department for Education, 2023). During Child 2’s strategy meeting, I provided a summary of their background as Child 2’s Social Worker, highlighting their Adverse Childhood Experiences (ACEs) and the risks identified previously. ACEs, including abuse, neglect, or household dysfunction, can significantly affect a child’s development and well-being (Felitti et al., 1998). Therefore, LAC Children are more likely to have experienced multiple ACEs, increasing their vulnerability to further risks, according to a study by Di Lemma et al. (2019).
After I presented the summary of concerns for Child 2, professionals from other agencies shared their perspectives, highlighting both positive developments and ongoing concerns. The chair then asked the group to assess whether the situation met the legal threshold for significant harm. Within Welsh legislation, there must be reasonable grounds to suspect that a child is experiencing or at risk of significant harm under section 47 of the Children Act 1989 (Children Act 1989) and Part 7 of the SSWBA (Wales) Act 2014 Welsh Government (2014), emphasising agencies must inquire about safeguarding concerns immediately. In addition, professionals must agree on a consensus decision within a multi-agency strategy meeting to agree a section 47. If a Section 47 enquiry is agreed, this is a formal child protection investigation where Social Services, the Police, Education, and Health professionals assess risk and determine necessary safeguarding immediate actions. In my organisation, we refer to this process as an “S47 enquiry”, aligning with statutory guidance set out in the Wales Safeguarding Procedures (Welsh Government, 2019), which provide a framework for multi-agency safeguarding responses. 
Professional judgement and the Decision-Making process 
After discussing the potential harm and severity of the situation, the professionals in the strategy meeting unanimously agreed to proceed with a single-agency Section 47 enquiry for child 2. In contrast, a joint Section 47 enquiry means a collaborative approach involving a joint visit between social services, the police, and other relevant agencies, such as health professionals, to assess the child's risk level. This allows for a more holistic view and ensures that all professionals contribute to the decision-making process. While I understood and agreed with the decision of a single-agency section 47, I couldn't help but feel frustrated, particularly knowing Child 2's complex relationship with professionals and their previous expressions of distrust, such as saying, "No one listens." I respectfully challenged the decision, advocating for a joint Section 47 enquiry to ensure a coordinated and comprehensive approach to safeguarding. I explained to the other agencies that this might be our only chance to gather information directly from Child 2 and understand their perspective, stressing that they may find it challenging to repeat sensitive information again. 
Reflecting on this situation now through the lens of Schön's reflection-in-action model (Schon, 1992), I couldn't help but wonder if a joint approach would have helped a better engagement with Child 2 and led to a broader gathering of relevant evidence. However, the Police professional at the strategy meeting explained that there was insufficient evidence to initiate a joint Section 47 enquiry, as no criminal offences had been identified. Despite presenting Child 2's history, anticipating their likely response to such an enquiry, and considering their previously explained ACES, I still struggled with the decision. I felt the weight of the child's situation and the missed opportunity for a more thorough investigation. Research has highlighted differences in local safeguarding thresholds and practices across regions, such as between Wales and England, can lead to variations in how safeguarding concerns are prioritised and addressed (Ball et al., 2024). Through reflection conversations with my manager, I began questioning the source of my strong desire to challenge the decision regarding the joint Section 47 enquiry. With recent serious case reviews being widely covered in the media, I felt an increased urgency to advocate for the best interests of the children and families I work with and uphold the values and integrity of the Social Work profession. However, after the meeting, I may have unconsciously placed less trust in the professionals from the English agencies due to my unfamiliarity with their regional approach to safeguarding. Given the differing safeguarding thresholds across regions, I wondered if I had subconsciously feared they might not take the situation as seriously. 
Reflecting on this through the lens of Schön's on-action (Schön, 1992), I understood that my decision-making had been influenced by my preconceived ideas about how safeguarding is approached in different regions. This realisation was surprising to me, mainly because I typically rely on Neil Thompson's Person-Cantered Social Work (PCS) model, which I learnt as a Social Work student. The PCS model helps challenge personal biases and promotes self-awareness in practice, ensuring an anti-oppressive approach (Thompson, 2016). The PCS model emphasises the importance of practitioners critically reflecting on their values, assumptions, and prejudices, mainly how they engage with others. Reflecting on the PCS model, I recognised that my unconscious beliefs about the English agencies had influenced my professional judgment, prompting me to reassess how I engage with colleagues from different nations moving forward. Reflecting particularly on my actions in this instance has deepened my understanding of unconscious biases' impact on safeguarding decision-making.
After the meeting, I quickly arranged to visit the residential home where Child 2 lives. According to the Wales Safeguarding Procedures (Welsh Government, 2025), a child must be seen within twenty-four hours once a Section 47 enquiry has been agreed upon. This is a crucial part of safeguarding, ensuring that a child's safety and well-being are assessed immediately so that risks can be addressed early on. There is a clear link of the importance of following safeguarding procedures swiftly within Wales and in the broader context, including how Social Services in Wales connect with the UK, EU, and international legislation. The Welsh and UK laws like The Children Act (1989) (s.47) (Children Act 1989), Part 7 of SSWBA (Wales) Act 2014 (Welsh Government, 2014) requires immediate action when there's concern about a child's safety. On a broader scale, this approach aligns with European Union and International standards that stress in article thirty-six that local governments must protect children from all forms of exploitation (UNRC, 1989). Additionally, international comparisons, such as those in New Zealand’s Children, Young Persons, and Their Families Act (1989) (New Zeland Governement , 1989) and the Oranga Tamariki Act (1989) (New Zealand Government, 1989), reinforce the importance of timely intervention in safeguarding cases. These pieces of legislation ensure that children are protected from harm and that immediate action is taken when concerns arise. By visiting Child 2 within twenty-four hours, I ensured I was following the correct procedures in Wales and acting swiftly to ensure the child was safe, showing how local practice in Wales connects with UK, EU and International safeguarding laws. 
Safeguarding Intervention and the Initial Section 47 Assessment
Before visiting Child 2, I discussed with the professionals at the residential home where Child 2 lives. During this conversation, I instructed them to increase the supervision of Child 2 sensitively and discreetly, ensuring that they could freely talk to anyone with whom they have a trusting relationship. I emphasised the importance of documenting any new information Child 2 might share that could contribute to the Section 47 enquiry. In addition, further steps have already been taken to ensure Child 2's safety. I had arranged for Child 2's mobile phone to be temporarily withheld if it contained evidence that could assist the Section 47 enquiry. I was careful to explain to Child 2 that this was not a consequence of their behaviour or intended to shame them but rather a protective measure to ensure they understood the importance of using mobile phones responsibly. Historically, Child 2 had not owned a mobile phone and had previously completed direct work around mobile phone safety. As a professional working in corporate parenting, I find it essential to consider how mobile phones are managed to safeguard children effectively. According to research by bbfc (2019), discovered that 66% of children aged 14 to 15 reported having viewed pornography at some point, compared to 51% of children aged 11 to 13. To help mitigate these risks for children, it is vital to implement policies that balance the benefits of mobile phone usage with appropriate safeguarding measures. This includes setting clear guidelines on proper usage, monitoring online activities, and educating children about the potential dangers of mobile phone use. Barnardo (2023) emphasises the importance of communication and setting boundaries to protect children from the risks associated with smartphones and other devices. 
When I arrived to see Child 2, I greeted her with a warm smile and an animated tone, trying to ease her into the conversation. However, to my surprise, she stormed past me, shouting, 'I am not speaking to you; go away!' In that moment, I quickly turned to Schön's (Schön, 1992) reflection-in-action to guide my response. As I reflected on the situation, I wondered if Child 2 felt scared, perhaps thinking she was in trouble. LAC children often see social workers as authority figures but struggle to trust us because of frequent changes in social workers (Winter & Thomas, 2024). I also considered the possibility that her behaviour could be linked to human attachment styles. Bowlby's Attachment Theory (1969) suggests that a child's early experiences with caregivers shape their ability to form emotional bonds and regulate their feelings (Bowlby, 1969). Given Child 2's history in care, she may have developed a disorganised attachment style. Disorganised attachment styles often experience contradictory behaviours within children, seeking closeness but pushing people away due to fear or confusion (Duchinsky & Solomon, 2017). Reflecting on this, I realised child 2's outburst might stem from past trauma and attachment difficulties. It wasn't a personal rejection, but a response rooted in fear. This helped me understand the importance of being patient, consistent, and empathetic in my approach, giving her the space to process her emotions safely and non-threateningly. 
Looking back, I felt frustrated for not adjusting my approach sooner, especially since I knew Child 2 had struggled with trusting professionals during times of worry. I wished I had been more aware of her emotional state and adapted my approach accordingly. In hindsight, I also recognised a gap in the process. While the legal requirement is to see the child within twenty-four hours, I should have created a more thoughtful and robust engagement plan for situations like this, where building trust is crucial. I recognised that Child 2 needed space to process her emotions and gather her thoughts, so I allowed her to remain in her bedroom for a while. I understood that my arrival may have triggered a feeling of being in trouble, even though that wasn't the case. Giving children the space they need is essential, as this helps them feel more in control and less anxious (Dodd & Lester, 2021). 
After some time, I sat outside Child 2's bedroom door with a staff member from the residential home. I used my (PACE) skills, Playfulness, Acceptance, Curiosity, and Empathy (Golding & Hughes, 2012) to engage with her in a gentle and supportive manner. The goal was to create a space where she felt safe enough to open, build trust, and engage with me at her own pace. Initially, Child 2 repeatedly said, "No, I'm not talking to you," and I began worrying that I wouldn't be able to speak with her. However, I maintained my focus on acceptance, reassuring her, "I know you may be scared about why I'm here, but you're not in trouble. I've come to see if you're okay." I also incorporated playfulness, saying, "I heard you've had your eyebrows done. I'd love to see them since I know you're great at makeup". This seemed to lighten the mood, and Child 2, feeling safe and calm, eventually opened her bedroom door and joined me and the residential professional in the hallway. After chatting, Child 2 indicated she was comfortable thoroughly discussing the incident. I remained mindful of our surroundings and the potential for others to overhear us, so I respectfully asked if we could move to her bedroom for a more private conversation. This was in line with maintaining confidentiality and ensuring respect for the individual, as outlined in the COPP (Welsh Government, 2017).  
Reflecting on this interaction through Schön's reflection-in-action (Schön, 1992), I felt both surprised and proud of my practice, particularly in how I gathered information during this stage of the conversation with Child 2. I realised that without consciously planning to do so, I had applied the Achieving Best Evidence (ABE) interview techniques I learnt last year through training. ABE skills, as outlined in best practice guidelines, are an effective way to gather accurate and reliable information from children and families in a sensitive manner (Ministry of Justice, 2022). These techniques focus on creating a safe, supportive environment for children to disclose sensitive information, essential for ensuring the conversation prioritises Child 2's emotional well-being.
I drew on open-ended questions from the ABE guidance, such as, "What were the people you were wearing?" and "What colour car did they have?" These types of questions helped prompt Child 2 to recall specific details. Additionally, I used a technique from the ABE guidelines where I asked Child 2 to close her eyes and think back to a particular moment she was describing. She initially struggled to recall a detail, but she could provide the specific information when she opened her eyes. The ABE framework emphasises the value of eye-closing techniques as they can help children focus on and retrieve memories (Ministry of Justice, 2022). This approach facilitated a more accurate recollection, ensuring we gathered the most reliable information during the conversation. I was surprised and delighted by how much information Child 2 provided during this conversation. However, Schön's reflection-in-action reflection model (Schön, 1992) reminded me that I wasn't writing anything down, and I was worried I wouldn't capture every detail. However, I was mindful that there was another professional with me and child 2, who I could have deliberated with after this conversation. 
The outcome of the Section 47 assessment 
During my conversation with Child 2, they disclosed additional details that reinforced the concerns outlined in the initial referral. Child 2’s account suggested that they had been possibly manipulated during the incident. Acknowledging the sensitivity of her account, I praised Child 2 for their bravery and checked on her emotional well-being. I also asked if there was anything I or the residential home staff could do to support her. Taking the time to explain the following steps, I informed her that I would be consulting with other agencies, including Health and the Police, and that the Police might want to speak with her. While she initially appeared hesitant, child 2’s subtle smiles and eventual agreement suggested a willingness to cooperate. As a Social Worker, it is essential to ensure that children are fully informed and actively involved in decisions that affect them, in line with core principles of The SSWBA (Wales) Act (2014) and the UN Convention (UNRC, 1989).
To ease the atmosphere, I shifted the conversation to something more positive, asking Child 2 about her plans for the rest of the day. She engaged more positively with this topic, and it provided a distraction from the seriousness of our discussion. I felt reassured by the care provided by the residential home and the updated risk assessments, which confirmed that Child 2 was safe in her current environment. Before leaving, I made sure to document all the information Child 2 had shared, ensuring it was accurate and reflecting on the conversation with the residential staff member who had been present. This collaboration helped to ensure that all relevant details were captured, and the child’s voice was heard as emphasised and fluid within the principles of The SSWBA (Wales) Act 2014 and COPP (Welsh Government, 2017).  
After the conversation, I discussed the case with my manager to review the details provided by Child 2. We agreed that the new information warranted further action, comparing The Wales Safeguarding procedures (Welsh Government, 2025). Therefore, I requested a further strategy meeting to explore the developments. Upon reflection, I felt frustrated, as I had previously questioned the decision for a single-agency Section 47 enquiry. We held a second strategy meeting the following day, where I presented the new findings. After careful consideration, all agencies involved decided to proceed with a joint Section 47 enquiry, focusing on the potential criminal aspects of the incident. After further discussions with the Police, they determined it was appropriate for them to lead the criminal investigation. Based on my assessment, the Police arranged an ABE interview with Child 2 and proceeded with evidence gathering. My assessment provided sufficient information for the Police to pursue criminal arrests against the suspects. I concluded by finalising the written Section 47 assessment, which were endorsed and quality-assured by my team manager.
However, I couldn’t help but feel disappointed that the agencies had not agreed to a joint enquiry from the outset. The delay in this decision meant that Child 2 would have to recount her narrative again, a process that could risk re-traumatising her. There was also the possibility that the repetition of their account might lead to inconsistencies in their narrative or even cause Child 2 to withdraw from speaking further. This situation highlighted the challenges of multi-agency collaboration and the need to prioritise the child’s well-being in safeguarding processes.
Conclusion
Within this safeguarding case review, there is an emphasis that when agencies fail to share or contribute information, critical gaps emerge in the final analysis of assessments, leading to potential risks for children. This highlights the necessity of a coordinated, multi-agency approach, as emphasised by the Department for Education (2023), to ensure safeguarding assessments are both comprehensive and evidence based. Safeguarding is a shared responsibility among all professions and agencies concerned with the well-being of children to protect those at risk, which has been highlighted through this safeguarding case review. Schön's reflection model (1992) has helped me navigate this complex case by allowing me to analyse my decision-making in real-time and adjust it as new complexities arise. Analysing and adapting during the assessment process was essential for developing a balanced and well-reasoned professional opinion.
In addition, this specific case has reinforced my commitment to advocating for children and ensuring their voices remain central in decision-making, in accordance with The SSWBA (Wales) Act (2014) and the UN Convention on the Rights of the Child (1989). The case review has made a link between legal frameworks, ethical considerations, and professional accountability in safeguarding practice. Howe's (2011) emphasis on Social Work's emotional and relational elements was especially significant, as developing trust with children and families was critical for getting accurate information and conducting a thorough assessment. In addition, Rogers' (1957) person-centred approach supported the child and incorporating their viewpoints into decision-making processes. 
This safeguarding assessment has reinforced the necessity to understand how social services procedures in Wales interact with safeguarding systems across the UK and internationally. As The SSWBA (Wales) Act (2014) highlights, aligning local procedures with international standards is crucial for ensuring consistency in child protection. This reinforces the importance of timely, coordinated action and my role in applying analytical skills, collaboration, and professional judgment to safeguard children effectively in increasingly complex safeguarding matters within my role. 
Word count: 4300.
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