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 am a supervising social worker within a fostering team of a local authority. My role within the team is to supervise foster carers, balancing this role between supporting them with placements of looked after children, and providing a supervisory element, carrying out ongoing assessment of the carers abilities to meet the fostering competencies. This case study reflects on my approach, analysis and professional judgement in response to a disclosure from a foster carer during a supervisory visit, which led to a concern being raised with consideration for safeguarding measures. Undertaking safeguarding procedures within a fostering team in Wales is conducted within a legislative framework informed by both local and national policies and procedures, specific to Wales. These include both duties under safeguarding procedures, and further requirements under fostering regulations. This legislative framework includes the Social Services & Wellbeing (Wales) Act 2014 (SSWBA 2014), the Code of Professional Practice (CoPP)(Social Care Wales (SCW), 2017), The Local Authority Fostering Services (Wales) Regulations 2018 (LAFSR). Additionally, safeguarding procedures are set out within the Wales Safeguarding Procedures (WSP)(SCW, 2019), and local Safeguarding Boards are established under S132, and S134 SSWBA 2014 to both provide guidance and promote multiagency safeguarding in Wales.

Supervision sessions occur on a regular basis to provide support to foster carers, and are typically arranged between every 2-6 weeks, in line with S43 of The LAFSR 2018 and the accompanying statutory guidance (Welsh Government, 2019). I was allocated the foster carers to cover long term staff sickness of their regular supervising social worker, and this case study occurred from my first visit to meet them. I will refer to the foster carers as 1 and 2, and the young person in their care as 3. Prior to attending I reviewed information on file for the carers and 3. I was aware that 3 was a 15 year old male who had been residing with the carers for around 5 months. Prior to this 3 had been in several fostering placements which had broken down, and had been residing in an unregulated placement being supported by local authority staff on a rotation basis, whilst they attempted to identify a new placement. Foster carers 1 and 2 were asked to support with this rota, during which time they developed a positive relationship with 3, and after gathering his views and discussing with their social worker and the local authority, agreed to provide a placement for 3. There was a slight complication in that they did not have a spare bedroom, but agreed to convert an office space into a bedroom for 3. 

During the supervision visit, 1 began to inform me of an event which occurred around 2 weeks prior, whereby he was called to 3’s school. At the start of the school day, 3 is expected to hand his phone in, however it was not collected by the staff. As a result, 3 had been disruptive during his lessons, and would not hand his phone over to staff. The school contacted 1 to attend and attempt to persuade 3 to hand his phone over to staff. However, despite attending the school, and persuading 3 to hand the phone over the staff, 3 was still being disruptive.  1 returned to his car whilst school considered next steps they needed to take. 3 received an exclusion for the rest of the day and the staff members walked him to the car were 1 was waiting. They updated 1 of the situation and exclusion, and suggested they place his phone on the rear seat of the car for him to get in to the vehicle before he receives it. After doing so, 3 has reached into the car, taken possession of his phone and then backed into 1 as he has moved away from the car. 1 believed at this point 3 was going to run off from the area, as he had previously run from school when receiving similar sanctions in the past. In an attempt to prevent this, 1 advises he placed his hands on the shoulders of 3 and placed into the foot well of the car, which is considered a use of physical force and restraint and goes against polices set out within the fostering service. The LAFSR 2018 sets out the requirements for foster carers and fostering services, and under S20, this would be considered a notifiable event, for which 1 should have informed the fostering service of the event. At the time foster carers 1 and 2 were unaware of who was covering their supervising social worker, and advised they had contacted 3’s social worker and informed them of the incident on the same day.

The information was relayed during an update regarding 3’s general education. When hearing the information, I intuitively knew this was something that would need further exploration. Instead of interjecting 1, I allowed him to continue with his update. I felt it was important to respect the carer and work in a person-centred way in line with the CoPP (SCW, 2017), listening to him relay the information, and develop an understanding of what had happened. This also allowed me time to slow down my thinking and consider what needs to happen with the information disclosed (Sheppard, et al., 2018). Sheppard (2007) highlights reflexivity considers underlying assumptions, knowledge formation and self-awareness. In this example, my knowledge base considered legislative framework to safeguard 3, drawing on my previous experience and skills. This was a notifiable event as set out in S20 of the LAFSR 2018, and was a use of force against S21 of these regulations. Against this, I considered whether 3 was under any immediate risk of harm in line with the WSP (SCW, 2019) and used professional judgement to consider several factors. This included the length of time since the event, the fact that 3 was currently in school, and therefore there was no immediate risk. Additionally, 1 had already informed 3’s social worker, however, was unaware whether they had followed up the information shared with them. With this information in mind, I considered the best course of action was to explore the event further with 1 to gather a wider view of the context of the event to ensure I could understand the situation fully.  

Whilst I was able to work through what needed to happen, my immediate feelings at the time were of frustration. I consider a relationship-based approach a key part in my role as a supervising social worker, enabling me to build a supportive and trusting relationship with the foster carer to help form a positive professional working relationship, which is a requirement under S44 LAFSR 2018. I am aware that through experience and research foster carers have a difficult and demanding role, and the support and relationship with a supervising social worker is both valued and essential in supporting the placement (Brown, Sebba & Luke, 2014). With the information obtained so far, I knew that I would have to have a potentially difficult conversation with 1. This would have previously given me some anxieties, however I am aware experience helps build self-efficacy, and had managed similar experiences previously, discussing concerns with other foster carers, and I was confident in my role within this situation (Maschi, Wells, Slater, MacMillan & Ristow, 2012). 

I Informed 1 that I needed to explore information he had provided further. Aware of the need to utilise a relationship-based approach, I recognised the importance of working with honesty and understanding, to fully explore their viewpoint, and how best to intervene (Ruch, 2004). I explained that the fostering service has policies on the use of force or restraint, and that I needed to explore the incident further to get a better understanding of what had happened. I utilised good, effective communication skills, using open questions and active listening to confirm what had happened, and established the facts as already set out. With 1, we reflected further to consider what he might have done differently. It was clear he had considered this already and recognised that his response was not in line with the policies. Whilst this is the case, I can understand the anxiety 1 would have felt and the dilemma he faced, with any risks associated to 3 potentially running off and going missing. Foster carers have to ensure they provide safe care whilst managing risks and being accountable. They also have to manage the feelings of accountability for the safety of the child (The Fostering Network, 2024). However, foster carers are expected to employ a range of strategies to manage children’s complex behaviours without the need for force or restraint, and training and guidance is an essential part of a foster carer’s role, and training is available in helping foster carers develop better understanding and strategies in managing complex behaviour.

I explained to 1 and 2 that because of the information provided I would need to record this as a concern, and I would need to discuss this further with my line manager and 3’s social worker, as there may be further actions required in line with safeguarding procedures. This was based upon 1 using force, in the form of physical restraint, which could be considered within the physical abuse category of harm as outlined in the WSP (SCW, 2019). Whilst I was new to this case, I had familiarised myself with some of the information concerning 3’s background, and had a wider understanding of the experience of trauma 3 had experienced when residing with his family, and also through the breakdown of several foster placement’s. 3 also had been diagnosed with ADHD and had challenging behaviours. With 3’s background the category of emotional abuse could also be prevalent, with 1 being in a position of trust, and having knowledge of the trauma and abuse 3 had experienced as a child. This event could have triggered memories linked to his past experience, and I wondered what impact this might have had on 3, and potential attachment to 1. Molla and Tadros (2019) explore Bowlby’s (1969) attachment theory and consider how the child’s early experience affect their attachment to caregiver’s. They discuss how neglect and physical abuse negatively impact a child’s attachment, and considering 3’s early childhood experiences, this was likely to have affected his attachment. Moving placements can also have a negative impact, and 3 had experienced several prior to residing with 1 and 2, and this can often lead to children further internalising and/or externalising behaviours (Newtown, Litrownik & Landsverk, 2000). 1’s actions could have caused a trauma response, affecting any attachment and bond the careers had built with him. 

I am aware from research that allegations and concerns can cause anxiety and stress with foster carers. However, it has been identified that it is often a lack of information and communication with the social worker that is most challenging for carers (Wilson, Sinclair & Gibbs, 2000). With this in mind, I tried to assure 1 and 2 that I would keep in contact to offer support, and will provide updates on what happens next, when I am able to do so. There are complexities contained within the role of a supervising social worker, balancing between providing support whilst also promoting the welfare of the child, ensuring they are safeguarded from harm. This emphasised the importance of maintaining professional boundaries within my role (Brown, Sebba & Luke, 2014). I ensured I was clear in my communication with the carers that the next steps would include discussing the event with other professionals including my manager, and the children’s social worker. I recognise I utilised a task-based approach, as there were various next steps which needed to be completed promptly to establish any interventions (Marsh, 2007)

In my next steps I felt it was important to obtain children’s social worker perspective quickly, and to identify what they have done with the information provided, and whether any safeguarding measures were implemented. Outside of safeguarding procedures, this would still be a notifiable event under S.20 LAFSR 2019, and would still need further assessment of the situation in line with these regulations. This ensures the foster carer is continuing to meet the expected competencies of their role. With all of this information, I recognised that as a supervising social worker, I still have to support the foster carers, and I felt being open and honest was important to help develop our relationship as this all occurred during the first time meeting them. I felt my actions and communication reflected the principles set out in the CoPP, to build trusting relationships when working with individuals and carers (SCW, 2017).

I contacted 3’s social worker immediately after leaving the carers home, and it was apparent during the conversation that no action had been taken. This I found frustrating, as even though the foster carer had informed children’s social worker of the event, they had not contacted anyone within the fostering service to share information, or considered any safeguarding measures. As practitioners we have a duty to report concerns where there is suspected abuse by professionals including paid carers, as set out in S5 of the WSP (SCW, 2019). This forms part of working collaboratively in supporting and safeguarding the child, however this had not been carried out by the social worker. For me this emphasised the importance of building and maintaining good working relationships and communication with the children’s social worker teams, and professionals around the child to ensure we all work collaboratively for the needs of the child. I advised the children’s social worker that my next step would be to discuss this with my manager, as this needed safeguarding consideration. I suggested that talking to 3 would likely be a next step for them to carry out, to gather their views and understanding of what had happened, but that I would discuss with my manager first. 


I immediately contacted my manager and appraised her of the situation. My manager was in agreement with the steps take thus far, and that a discussion would need to be held with the Local Authority Designated Officer (LADO) for safeguarding within the local authority, who would consider whether a Professional Strategy Discussion was required in line with the WSP (SCW, 2019). My manager confirmed that she would hold those discussions, whilst I completed a record of concern which would be shared with the other professionals. This record of concern is significant in that it not only records the current concern, but also considers any past concerns and whether there is a history or pattern of behaviour, which needs to be considered to inform any assessment. After holding discussions with the LADO, it was decided that with the information available, the incident did not currently meet the threshold for a Professional Abuse Strategy Meeting (SCW, 2019), however this was dependant on work to be carried out with 3 by his social worker, to gather 3’s views.

Reflection is a key skill for a social worker, enabling them to consider various aspects, theoretical understanding and knowledge formation within a situation (Fook, 2007). Within this case study I reflected on the rationale for the decision making and considered various impacting factors including the foster carer being open and honest in his conversations with the children’s social worker immediately following the event, and also myself during supervision. Time was also a significant factor, in providing 1 with the opportunity to reflect on what had happened. Whilst 1 had been open and honest about what had happened, using an evidence-based approach is an important aspect of safeguarding measures. If 3 had been bruised, marked or injured from 1’s actions, then given the time that had passed it is questionable whether these would still be prevalent. Whilst there was no indication that this was the case here, it is an important point to consider, and highlights the importance of taking prompt action when such information is received, and following the correct procedures as set out. 

3’s social worker was tasked with visiting 3 the following day in school. Following meeting 3, they confirmed there were no additional concerns shared by 3 in his discussions with the social worker. After appraising my manager of this, it was agreed that no further action was required under safeguarding procedures. I believe through my sharing of information, I was able to evidence working collaboratively with people in need of care and support, their carers and other professionals, whilst ensuring safeguarding procedures were followed. Whilst this did not lead to a safeguarding investigation, there were additional factors to consider within fostering regulations. I completed the record of concern as required as set out within the Code of Practice for Local Authority Fostering Services (Welsh Government, 2019), and included the outcome of discussions with the safeguarding officer. I identified and recorded my recommendations moving forward, using my assessment and professional judgement of the situation. Foster carers undergo continued assessment to ensure their ability to continue meeting fostering competencies. Annual reviews are conducted, and concerns Performa are then considered within this context. Whilst this is the ongoing assessment, intervention is also a fundamental part of this process to show how carers are being supported (Horner, 2009). I identified various actions and learning needs for 1, including further training to support their understanding of trauma, and therapeutic parenting, ensuring they know procedures to report incidents utilising duty workers when their social worker is not available. I also provided a copy of the policy related to managing children’s behaviour, so they are aware of the expectations. I relayed this to 1 promptly, which I felt was important to ensure I was able to build and maintain trust, and recognised the importance of foster carers being updated with information identified as valued by carers in research (Wilson, Sinclair & Gibbs, 2000).  

Within my role I also must consider confidentiality of information being shared in line with the principles of the Data Protection Act 2018, however as clearly set out in schedule 8 of the act, where there is a risk of harm this information can be shared without consent of the data subject. As this was a safeguarding concern, I was able to share the disclosure with my line manager and the children’s social worker, to inform what needed to happen. I felt that my previous experience had enabled to me fully understand the responsibilities within my role, and I considered several factors such as time passed, whether 3 was in any immediate risk of harm, and how 1 had reflected on the incident. I fully understood the roles of my manager, the children’s social worker and the LADO.  I have reflected on what might have happened if this event had occurred on the same day that I had received that information. I believe this would have set alarm bells ringing for me and would have prompted a reactive approach where I would have acted on the information immediately to have discussions with my manager prior to exploring with the carer. This would have potentially led to a crisis intervention approach, which Clark (2007) discusses can occur when an incident threatens balance and stability. Receiving this information from the carer the same day, or if this concern had come from the child, the school or from 3’s social when she received the information then there would have been given additional considerations to hold a Professional Strategy Discussion. The considerations include whether the incident met the threshold to progress to a Professional Abuse Strategy Meeting as set out in Section 5 of the WSP (SCW, 2019). In this event the professionals involved would need to consider what immediate steps the local authority needed to undertake to safeguard 3, which would possibly consider identifying an alternative placement whilst the incident was fully investigated. 


Reflecting on this case, I have considered my responses in relation to Thomson’s (2006) PCS model and practising in an anti-oppressive way. At the structural level, there is a legislative framework in place to ensure that children are protected from harm and abuse, and when this occurs there are clear mechanisms in place to inform practitioners of actions required. There is also consideration for human rights, of which there are absolute and qualified rights.  I had consideration the child’s right to be protected from harm or abuse as set out in Article 19 of the UNCRC (UNICEF, 1989), which is an absolute right and has to be upheld. There are also local policies to consider, such as safer caring and managing challenging behaviour set out within the fostering agency. Culturally, as a social worker I am aware of the expectations and values of social work to provide a person-centred approach, promote human rights, listening and being honest with people we work with. The culture of the team can have an impact on how I interact with foster carer’s and respond to events such as this.  

All of these factors above impact and influence the personal, and my role within the scenario. I was able to draw on my existing knowledge formed through my previous experience to inform how I responded, enabling me to analyse the information being shared to make a professional judgement on what actions I needed to undertake within my role. I was able to draw on my personal skills and knowledge to use effective communication, and undertake a person-centred approach, and recognised this can be a difficult experience for a foster carer. Whilst the carer had acted in a way that initiated the safeguarding considerations, there was some complexity in my role as a supervising social worker. I have to advocate for, and support my carers, whilst also recognising the duty to safeguard the child as an essential element of my role. I believe in my approach I had consideration to how a concern can impact a foster carer, and was able to empathise with their experiences of those processes. A significant factor to consider within the personal is the power imbalance a foster could feel (Wilson, Sinclair & Gibbs, 2000). When safeguarding procedures are initiated, there are times when information cannot be freely shared and remains confidential, leaving carers unaware of the nature of details of an allegation, or the processes being undertaken (Brown, Sebba, & Luke, 2014). Whilst this event presented differently as the foster carer shared the information which led to the record of concern, a foster carer could still feel vulnerable awaiting the outcome of any safeguarding discussions and measures, and what this means for the child they are supporting. Being aware of this, I tried to reassure the foster carer, and ensured I offered support and kept good communication throughout the process.

In conclusion, this case study has enabled me to draw on the experiences I had gained in my early years in practice as a newly qualified practitioner working as a supervising social worker. The case study highlights the complexity of my role in balancing between supporting the foster carer whilst also placing the child at the centre of my thoughts. I have evidenced my ability to work collaboratively within a team around the child and was fully aware of the expectations of each role involved. I was aware of my responsibility to record this as a concern, and to raise this with my manager for safeguarding discussions. There were complexities within the case such as the length of time passed, which enabled me to apply my analysis of the information and identify there were no immediate risks to the child. As such I was able to draw on my skills and experience to gather further context of the situation and apply my professional judgement to enact the next steps that occurred.  I followed a person centred, and relationship-based approach with the foster carer to ensure they were provided time to share the incident, and work through what had happened. 

Whilst this case study did not lead to a safeguarding procedure, I have followed all the steps expected of me within my role, and ensured the information was relayed promptly, the concerns procedure was followed, and the foster carers were kept up to date with outcome. This then forms part of the ongoing assessment I will undertake with the foster carers, considering their skills and abilities to continue meeting the fostering competencies. I have shown awareness of the legislative framework that informs both national and local policies, enabling me to work effectively within the boundaries of my role, and reflected how both research and theories inform my work. Safeguarding does not necessarily have to lead to a child protection investigation, and my case study highlights how the WSP (SCW, 2019) were utilised to analyse the information received to reach a professional judgement and apply an intervention. This then included following local policies and procedures to record and address the concern, and identify support needed for the placement and the foster carer.

4142




