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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).


Child 2 is a 15-year-old living in rural North Wales. She is currently on the Child Protection Register under the category of sexual harm. She resides with her father and younger sister. Her mother lives out of the area and provides limited parental support. The family rely on benefits, and as the father does not drive, they are dependent on public transport. Significant concerns relate to 2’s ongoing missing-from-home episodes. She has been reported missing more than 30 times over an 18-month period, with episodes ranging from a few hours to four days. During some of these episodes, 2 has been subjected to sexual harm from adult males. 2 and her father have engaged with agencies to develop a safety plan, which her father implements to the best of his ability. However, 2 has a diagnosis of ADHD and can act impulsively, which means she does not always follow the agreed strategies. As a result, concerns remain regarding the continued risk of sexual harm when she is missing. The family identify as Welsh and take pride in their nationality. Although they use English as their first language, services were offered in Welsh in line with the Welsh Government’s Active Offer (2015). 
In this essay, I will critically reflect on the assessment I completed for 2, examining the quality of my analysis, the effectiveness of collaborative working, and the rationale underpinning my professional judgement. I will also explore how my practice was shaped by relevant Welsh and UK legislation, supported throughout by theory-informed approaches to social work. 
This essay will examine safeguarding legislation and policy in Wales and within my local area before outlining my case study. I will reflect on how I assessed and analysed the information gathered, and consider the impact that national and local legislation, policies, strategies, and procedures had on my practice. The essay will then explore how I utilised collaborative working and professional judgement, followed by a discussion of my application of relevant social work theories and models. I will also consider safeguarding in Wales, including its distinct dimensions and the implications for practice, alongside key ethical considerations, rights-based approaches, and information governance. The outcomes, review process, and the learning I gained from this case study will also be examined, before drawing the essay to a conclusion. Throughout, I will frame my critical reflection using Rolfe’s ‘What? So What? Now What?’ model (Simply Psychology, 2024).
Although Wales has its own distinct legislative framework, safeguarding practice is also shaped by wider UK and European legislation. Core child protection duties remain grounded in the Children Act 2004, which continues to provide the statutory basis for undertaking Section 47 enquiries (legislation.gov.uk, 2026b). In addition, wider legal frameworks such as the Human Rights Act 1998 (legislation.gov.uk, 2026d), the Equality Act 2010 (legislation.gov.uk, 2026e), and the European Convention on Human Rights underpin essential principles of non-discrimination, protection from harm, and respect for private and family life, all of which must be upheld within social work practice. Within Wales, the primary legislation guiding practice is the Social Services and Well-being (Wales) Act 2014 (SSWBA, 2014). This Act brings together key duties from earlier UK and European legislation and incorporates them into a unified Welsh approach to safeguarding, assessment, well-being and multi-agency working. It establishes a rights based, strengths focused, and outcomes driven framework that places the individual at the centre of care and support planning. Complementing the Act, the Code of Professional Practice for Social Care Workers (Social Care Wales, 2017) outlines the professional standards expected of all registered social care workers in Wales. These include respecting individuals’ rights, views and wishes; promoting well-being and safety; maintaining honesty and professional integrity; ensuring up to date competence; and practising in an anti-discriminatory, person-centred manner. The Wales Safeguarding Procedures (2019) provide further detailed, national guidance to ensure practitioners recognise, report and respond to safeguarding concerns consistently across Wales. The Procedures clarify the legal responsibilities of different agencies, outline required safeguarding processes for both children and adults, and are overseen regionally by Safeguarding Boards, which monitor and coordinate safeguarding activity within their local areas. A further key piece of Welsh legislation is the Well-being of Future Generations (Wales) Act 2015, which places a statutory duty on public bodies to work in ways that promote long term well-being for both current and future generations. It introduces seven national well-being goals (including a healthier, more equal, and resilient Wales) and five ways of working—long term, prevention, involvement, collaboration, and integration. For social work practice, particularly safeguarding, this legislation reinforces the need to think beyond immediate risks and to consider long term outcomes, structural inequalities, and preventative approaches. In cases such as ’s, the Act supports a practice approach that is not only risk focused but also centred on strengthening protective factors, enhancing opportunities, and promoting sustainable well-being for the young person. Together, these legislative and policy frameworks shape safeguarding practice in Wales, ensuring that interventions are rights based, legally compliant, consistent across agencies, and focused on both immediate protection and long-term well-being. Practising in rural Wales presents a range of unique challenges for both individuals and professionals. Many communities experience limited access to public transport, which often runs infrequently, at restricted times, and can be unreliable. Digital connectivity is also poor in several rural areas, restricting families’ ability to access online services, resources, or communication tools that may otherwise support engagement. Additionally, higher levels of poverty in some rural communities can further impact families’ capacity to participate fully in assessments, interventions, and support services. As a social worker, I have a responsibility to recognise and respond to these contextual barriers. This includes supporting individuals and families to overcome practical obstacles wherever reasonably possible, such as assisting them to access services, arranging alternative modes of communication, and offering reasonable adjustments to ensure meaningful participation. By adopting a flexible, collaborative, and person-centred approach, I aim to engage individuals effectively in both assessment and planning, despite the structural challenges associated with rural practice. As child was already on the Child Protection register, I had a number of responsibilities to fulfil as her Social Worker. These responsibilities are laid out in Wales Safeguarding Procedures and included visiting her every 10 working days, visiting her at home at least every 4 weeks, and having core group meetings every 4-6 weeks. 
The case study I will use for this essay was a referral received from the police following a missing episode in which 2 had been absent for over 24 hours. She was located in a town approximately an hour from her home address, at the property of an adult male. Police traced her location through mobile phone data. Upon attending the address, the adult answered the door wearing a dressing gown, and officers entered the property where they found 2 unclothed in his bedroom. She was immediately removed from the address. Both 2 and the adult denied any sexual activity had taken place. The adult also claimed he was unaware that 2 was a minor; however, 2 stated that he knew she was 15 years old. In line with Section 3 of the Wales Safeguarding Procedures (Social Care Wales, 2026d), a strategy meeting was convened on the same day between Social Services and the police. It was agreed that a joint Section 47 inquiry (legislation.gov.uk, 2026b) should be undertaken. Within 24 hours, I attended ’s home address alongside a police officer to speak with her. This visit was organised through her father, who was fully cooperative. It is important to note that under a Section 47 investigation, police and social workers may speak with a child without parental consent if necessary to safeguard them. After meeting with 2, I completed the Section 47 assessment within the required 15 working days of the original strategy discussion. During this period, we reviewed and updated her safety plan with both 2 and her father to strengthen protective measures and reduce the risk of further incidents. The police also issued a Child Abduction Warning Notice (CAWN) (HMICFRS, 2021) to the adult of concern, prohibiting further contact with 2. As 2 was already subject to a Child Protection Plan, an Initial Child Protection Conference was not required at this stage. Had she not been on the Child Protection Register, such a conference would have needed to occur within the same 15-day timescale. During the joint visit, police led the questioning and completed a Witness Interview Booklet, which was later shared with me to inform my assessment. Throughout the interview, 2 continued to deny that any sexual activity had taken place and offered limited responses to both the police and me. She explained that she had met the adult through friends on social media and reiterated that he was aware of her age, stating that this was why he had not engaged in sexual activity with her. However, she declined to explain why she was unclothed when officers arrived at the property.
I completed the Section 47 enquiry using the Signs of Safety approach (Signs of Safety, 2024), considering what was working well, what we were worried about, and what the next steps should be. This involved formulating clear harm and danger statements, alongside safety goals based on the information gathered. The Section 47 assessment format also incorporates the Assessment Framework Triangle (Howarth, 2019), a model used to support holistic assessment of a child’s needs by exploring three interconnected domains. These are: the child’s developmental needs, including health, emotional and behavioural development, education, identity and social presentation; parenting capacity, including the ability to meet basic care needs, provide emotional warmth, ensure stability, offer stimulation and support learning, set boundaries and guidance, and maintain safety; and family and environmental factors, such as housing, financial circumstances, family history, social integration, community resources, and wider family relationships. 
As this was not a new case to me—given that I was already the allocated social worker under Child Protection registration—I already held an understanding of many of these domains. However, several areas required further exploration in light of the new safeguarding concerns. These included ’s emotional and behavioural development, her social relationships, her parents’ ability to set and maintain boundaries and ensure her safety, and the wider family dynamics. Deepening my understanding of these factors was essential for assessing current risk, analysing the impact of the recent incident, and determining what support and safeguarding actions were required going forward. 
To gather the information for the assessment, I used a range of methods to ensure a comprehensive and balanced understanding of the situation. This included a joint visit with the police, followed by additional visits from myself to speak directly with 2 and her father. I also contacted the professionals involved with the family via email to obtain their views, applying the Signs of Safety approach by asking what they felt was working well, what worries they had, and what next steps they believed might be beneficial. In addition, I reviewed the chronology, which was essential in understanding patterns of behaviour, particularly in relation to ’s missing episodes and previous safeguarding concerns. Had this been a new assessment, I would have completed tools such as genograms and eco maps; however, these were already available within the existing case file, allowing me to build upon the information previously gathered rather than duplicating work.
During this assessment, it was challenging to engage 2 in discussions about the incident itself. She continued to deny any sexual activity between herself and the adult of concern and was unwilling to participate in further exploration of the circumstances surrounding the missing episode. However, 2 did engage openly in other areas of the assessment. She spoke about her mental health, her relationship with her mother, frustrations with education, and the types of activities and support she felt would be beneficial for her going forward. This engagement demonstrated that, although she was guarded about the incident, she was still able to build rapport and express her feelings about other aspects of her life. 
When completing assessments, there is often a need to balance different pieces of legislation and rights-based frameworks. In ’s case, I had to consider the European Convention on Human Rights (ECHR), particularly Article 8, which protects an individual’s right to respect for their private and family life. This right is fundamental, but it is not absolute and can be lawfully interfered with when necessary to protect the rights and safety of others—particularly children. Alongside this, I had to consider Article 19 of the United Nations Convention on the Rights of the Child (UNCRC) (Unicef, 1989), which states that all children have the right to be protected from “all forms of physical or mental violence, injury or abuse, neglect or negligent treatment, maltreatment or exploitation, including sexual abuse.” This international obligation places a clear safeguarding duty on professionals. In addition, the Children Act 1989, Section 47 imposes a statutory duty on local authorities—and therefore on me as the allocated social worker—to investigate and act where a child is suspected to be suffering, or likely to suffer, significant harm. In practice, this meant that while respecting ’s Article 8 rights, I was legally and ethically required to prioritise her protection from harm in accordance with the UNCRC and the Children Act. Balancing these frameworks ensured that my assessment and decision making remained both rights based and legally compliant. 
Although I felt some frustration at ’s reluctance to discuss the missing episode—given the safeguarding concerns—it was important to respect her boundaries and recognise the developmental factors influencing her behaviour. Based on my understanding of child and adolescent development, I am aware that the teenage brain is not yet fully developed, particularly in areas linked to planning, emotional regulation and understanding consequences. This can make it more difficult for young people to accurately assess risk and can lead to typical adolescent risk-taking behaviours, such as experimenting with substances, becoming sexually active, or, in this case, meeting with individuals who may pose a danger to them. For 2, these vulnerabilities appear to be compounded by her ADHD, which can increase impulsivity, reduce insight, and heighten emotional responses. Bowlby’s attachment theory (Simply Psychology, 2025) emphasises that a secure bond between a baby and their primary caregiver is fundamental to healthy emotional and social development. The theory has been widely developed and is considered well established within psychological and social work practice (Maclean & Harrison, 2015, p.103). Unfortunately for 2, her mother left when she was very young, and she appears to have developed insecure attachment patterns as a result. This may contribute to her internalising negative beliefs such as “I am not worthy of care” or seeking emotional connection and validation through unsafe or unhealthy relationships. Her longing for a maternal figure, combined with feelings of being misunderstood, unsupported, or disconnected from protective adults, may increase her susceptibility to forming relationships with individuals who present significant risk. These attachment related vulnerabilities provide an important lens through which to understand both her reluctance to disclose information about the missing episode and the broader risks associated with her behaviour. 
When trying to gather information all partner organisations were forthcoming with information, however when working on other assessments I have at times had issue getting information from others with them being worried about breaking GDPR. In these circumstances I will explain that the Wales Safeguarding Procedures (Social Care Wales, 2026d) stipulate that data protection legislation allows for the sharing of such information for safeguarding purposes. The Welsh Government Code of Safeguarding Practice also stipulates that when information is not shared in a timely way, decisions about how to respond may miss vital information leading to poor safeguarding consequences (Welsh Government, 2022b).
Before completing the assessment, I made use of supervision to think through the possible outcomes. Supervision is defined as “an accountable, two-way process, which supports, motivates and enables the development of good practice for individual social care workers” (Care Council for Wales, 2012). During my supervisory session, I discussed the outcomes I was considering and the rationale underpinning them. My manager supported me to reflect critically on my reasoning, explore alternative perspectives, and ensure my decisions aligned with safeguarding procedures and best practice. Following this reflective discussion, my manager agreed with the proposed outcomes, enabling me to proceed with increased confidence and clarity. 
The outcomes of the Section 47 inquiry included a review and strengthening of ’s safety plan. This was completed collaboratively by myself with both 2 and her father, encouraging their input to ensure the plan was realistic, understood, and more robust in reducing the likelihood of further missing episodes or contact with the adult of concern. Given ’s frequent missing episodes, I sought further guidance through a Legal Planning Meeting (LPM) to consider whether she might need to become looked after in order to enhance her safety. I approached this option cautiously, as research consistently shows that children who become looked after often experience poorer long-term outcomes. For example, research by Swansea University (Lowthian, 2025) indicates that children who enter care later in childhood generally have the lowest educational attainment. Similarly, a long-term study by the National Centre for Social Research (NatCen, 2025) found that care leavers are more likely to experience unstable employment, poorer educational outcomes, higher mental health needs, increased mortality and suicide risk, greater involvement with the criminal justice system, and a higher likelihood of long-term disadvantage. During the LPM, the multi-agency discussion considered these findings alongside the current risks and assessed whether issuing care proceedings was necessary at that stage. It was agreed that alternative measures should be attempted before pursuing this route. As a result, Social Services funded additional supportive activities for 2, including equine therapy, which aimed to promote emotional regulation and engagement. I was also asked to explore a step up/step down foster care provision that could offer out of hours support to the family and provide regular respite for 2. A consultation was completed with the service; however, after considering the offer, the family chose not to proceed with this provision. The Social Services and Well-being (Wales) Act 2014 also requires professionals to consider the least restrictive intervention necessary to promote a person’s safety and well-being. This principle ensures that any action taken interferes as little as possible with a person’s rights and long-term outcomes, while still offering appropriate protection. In the context of 2, this meant carefully weighing up different safeguarding options and considering which interventions would be effective while minimising unnecessary disruption or long-term impact. Therefore, when the Legal Planning Meeting (LPM) suggested alternative supports—rather than immediately initiating care proceedings—this aligned with the least restrictive approach. Exploring these options first, such as funded activities, therapeutic interventions, and step up/step down foster care support, ensured that 2 received targeted safeguarding while avoiding a decision that could have significant and long-lasting consequences unless necessary. 
In this case, I found that inter-agency coordination was strong. A range of professionals were actively involved in supporting and safeguarding 2, including the police, the Child Exploitation (CE) Worker, CAMHS, school nursing services, and education staff. These agencies contributed meaningfully to multi-disciplinary decision making, with regular discussions taking place within the Core Group and at a Child Exploitation Review Strategy Meeting. This collaborative approach ensured that information was shared appropriately and that the interventions implemented were well-informed and aligned with collective safeguarding responsibilities. 
One outcome of this multi-agency work was the decision to issue a Child Abduction Warning Notice (CAWN) to the adult of concern. The CAWN prohibits any further contact with 2 and makes clear that any attempt to communicate with or meet her may result in criminal proceedings. To support this process, I accompanied the police on a visit to ’s father to explain the purpose and implications of the CAWN, and to obtain his consent for it to be issued. This joint visit modelled effective partnership working and helped ensure that the family understood both the protective intent of the notice and the legal boundaries it sets. Alongside this, the police initiated a criminal investigation into potential offences, including statutory rape and grooming. This investigation remains ongoing. However, it is recognised that evidencing such offences may be challenging, as 2 refused to provide clothing for forensic examination and continued to deny that any sexual activity had occurred. These factors may significantly limit the availability of corroborative evidence required for a statutory rape conviction.
A National Referral Mechanism (NRM) referral was also completed for 2, identifying her as a potential victim of modern slavery. The NRM is the UK’s national framework for recognising and safeguarding victims of modern slavery, including child sexual exploitation and trafficking, and ensuring they receive appropriate support. Completing an NRM referral provides an additional layer of protection for 2 in several important ways. Firstly, it ensures that the exploitation concerns are formally recognised at a national level, regardless of ’s willingness or ability to disclose the harm. Secondly, it triggers a specialist safeguarding response by the Home Office’s Single Competent Authority, which undertakes further assessment of risk and exploitation indicators. Thirdly, the NRM opens access to specialist support services, such as exploitation specific support, psychological and emotional support, and legal advice. Additionally, the NRM process helps protect 2 from criminalisation, by ensuring agencies recognise her as a potential victim rather than a young person intentionally engaging in risky behaviour—an important safeguard given the patterns seen in exploitation cases. Finally, the NRM creates a formal national record of risk, meaning that if 2 were to go missing in another area or come into contact with police or other agencies outside her locality, the exploitation concerns would be visible and immediately flagged. This ensures she can be protected consistently, even when she is away from home or crossing local authority boundaries. 
Under the SSWBWA 2014, both children and adults must be offered access to advocacy where it may support them to participate fully in assessment, planning and decision making. In line with this duty, both 2 and her father had previously been offered referrals for advocacy on several occasions, and I revisited this offer at the outset of the assessment to ensure they were aware of their rights and had the opportunity to make an informed choice. On this occasion, both declined. 2 stated that she already had professionals she trusted and felt able to speak with if she wished to share her views, and that she believed these professionals acted in her best interests. Her father also declined, explaining that he felt comfortable expressing his thoughts and feelings independently. Their decisions were respected, and I ensured that both remained aware that advocacy could be requested at any time should their needs or preferences change.
Looking forward, the learning I have gained from working with 2 will influence my practice in several important ways. Firstly, the case has reinforced the need for ongoing professional curiosity, particularly when working with young people who minimise or deny experiences of harm. I plan to continue strengthening my skills in relational engagement and trauma informed practice to better support children like 2 who may struggle to disclose due to fear, loyalty, grooming or shame. Building trusting, consistent relationships will be central to this. The case also highlighted the value of using theoretical frameworks, such as attachment theory and adolescent brain development, to deepen my understanding of behaviour. Moving forward, I intend to embed these frameworks more explicitly into my assessment formulations, ensuring they inform both analysis and intervention planning. This will help me view risk taking behaviour not simply as defiance, but as communication of unmet needs. 
Additionally, I recognise the importance of multi-agency collaboration and will continue to prioritise strong partnership working. Effective information sharing, joint visits and coordinated safeguarding responses—such as the CAWN and NRM—were crucial in ’s case. In future work, I plan to maintain proactive communication with partner agencies and use strategy discussions, core groups and consultations to ensure decisions are holistic and well informed. The case also strengthened my appreciation for the least restrictive practice principle under the SSWBA (2014). I will continue to balance protective action with the child’s rights, well-being and long-term outcomes, ensuring that any escalation to statutory intervention is both proportionate and necessary. 
Finally, I will continue making reflective supervision a priority. Supervision supported me to challenge assumptions, consider alternatives, and make confident decisions. Embedding reflection into my ongoing practice will help me develop professionally and maintain safe, ethical and child centred work. Overall, this case has sharpened my understanding of complex adolescent safeguarding and will continue to shape my practice moving forward.
This case study of 2 highlights the complexity of safeguarding practice in Wales and the importance of a holistic, rights based and multi-agency approach when responding to significant risk of harm. Through completing the Section 47 assessment, I was able to draw together information from multiple sources, apply relevant legislation and guidance, and use theory informed analysis to gain a deeper understanding of ’s needs, vulnerabilities and the contextual factors shaping her behaviour. The assessment demonstrated how developmental factors, such as adolescence and ADHD, combined with insecure attachment patterns and environmental pressures, contributed to 2’s risk taking behaviour and susceptibility to exploitation. The case also emphasised the central role of Welsh legislation—particularly the Social Services and Well-being (Wales) Act 2014, the Wales Safeguarding Procedures, and the Well-being of Future Generations Act—in shaping practice, promoting preventative and proportionate intervention, and ensuring decisions were made with a focus on well-being, long term outcomes and the least restrictive option. Balancing these duties alongside UK wide legislation, such as the Children Act 1989, the Human Rights Act 1998 and the UNCRC, reinforced the importance of rights-based practice and the ethical navigation of risk. Collaborative working emerged as a significant strength in this case, with agencies sharing information effectively and contributing to coherent safeguarding plans, including the CAWN and the NRM referral. 
Supervision also played a critical role in supporting reflective decision making and ensuring professional judgement remained robust and accountable. Overall, the assessment process not only strengthened the safety planning around 2 but also highlighted key areas of professional learning, including the importance of maintaining professional curiosity, understanding the impact of trauma and attachment, and working compassionately with young people who may struggle to disclose harm. This case reaffirmed the value of reflective, evidence informed and child centred practice in promoting safety, well-being and long-term positive outcomes.
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