
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).

Introduction 
Safeguarding is an essential part of all social work practice, embedded in all aspects of work and is relevant to both work with children and adults. The term safeguarding is simply explained as the action that is taken to promote the welfare of children and adults and to protect them from all harm. Within Wales and the whole of the UK there are specific legislations and processes and procedures for all professionals to adhere to when working with adults and children. The purpose of which is to ensure that there is an expected standard of care and practice when working. Such relevant legislation which are vital when discussing the safeguarding of any child is the United Nations Convention of the Rights of the Child (UNCRC, 1989). The UNCRC consists of 54 articles which stipulates the rights of every child to have their basic needs met such as the right to survive, grow and participate. In addition to this, the European Convention of Human Rights (ECHR, 1950) sets out the rights to every child such as the right to life, the right to a fair trial and the right to a liberty and security.  A significant case which influenced changes to legislation in regards to children’s safeguarding is Victoria Climbié. Victoria was an eight-year-old child living in England who was physically abused by her great-aunt and her partner who sadly died due to the on-going abuse she suffered. At the time of her death Victoria had been seen by several professionals from different settings. Following the death of Victoria in 2000, an inquiry began by Lord Lambing into how and why she had died. The findings of the inquiry found failing of both individuals and their departments, and the failing to inform other relevant agencies about the extent of the abuse. Following the inquiry, the legislation Every Child Matters (2004) was commissioned for England and Wales. Every Child Matters required local authorities in both England and Wales to set up safeguarding boards for the protection of all children and focused more on information sharing internally and externally within agencies.  The purpose of the Regional Safeguarding boards is to have overall responsibility for challenging the relevant agencies within the area to ensure that there are effective inter-agency co-operation and in sharing relevant information. The Wales Safeguarding Procedures ensure that safeguarding practice accurately reflects statutory guidance and is standardised across all agencies and all of Wales.

Case Study
Person 3 is a fourteen-year-old male open to the youth justice service on a youth rehabilitation order which is a sentenced court order, which occurred due to 3 pleading guilty to several offences. Person 3 initially became open to the service on a referral order however due to his continued offending behaviours within the local community it was deemed that due to the high risk of re-offending that a more punitive sentence would be appropriate. 3’s offending behaviours were not only a concern for the youth justice service but due to the manner of offending, mainly thefts late at night that there were concerns for 3’s own safety and well-being at home. 
3 lives with his mother and two of his seven siblings in a populated seaside town. 3 does have contact with his father however the relationship is strained following 3 moving to live with him over the summer when his mum struggled to manage his behaviour. During this period, although on a positive outlook 3’s offending behaviour drastically reduced, he struggled with his father rules and boundaries which were set which would often lead to arguments within the home causing disruption for his younger siblings. 3’s attendance at school is very low and the education welfare officer has had to start looking into legal proceedings, these occur when there are concerns around low attendance and could include an order, fine or prosecution for the parent. 3 is often out late at night, and usually without mum’s knowledge that he is out of the house.
3 has had many adverse childhood experiences (ACE’S) growing up. ACES are traumatic events which occur during early childhood that can impact on health and well-being (NHS Wales online). Some of the events 3 had experienced include parental separation, domestic violence within the home and parental substance misuse.  There have been several researches into the effects of ACE’s both short-term and long-term for children, Grady (2016) identified that ‘growing empirical support linking early adverse conditions to attachment formation’.
 Criminal offenders are more likely to have experienced adverse childhoods and to have experienced more adverse childhood events, compared to the nonoffending population (Levenson et al, 2014). 3’s mother is originally from a large city in England and had already informed me she does not speak Welsh, Through respecting both 3 and mums identifies as both consider their culture and background as English, as 3 had been to schools where both English and Welsh were taught I ensured to ask 3 what he would feel most comfortable in speaking within our sessions. The ability to communicate effectively is a tool which is essential when dealing with safeguarding particularly with children. Within Wales, the Active Offer (2017) is a mandatory aspect of working with children and adults to enable them to receive a Welsh service without having to ask. This also links in with the Welsh Language (Wales) measure 2011 which made Welsh an official language, meaning it should be treated just as favourable as English (Welsh Government, 2017). 

Safeguarding
3 has been on the Child Protection register for several years due to concerns around emotional harm and neglect. The concerns at time of registration for 3 was around conditions of home environment, parental substance misuse and witnessing domestic violence within the home. The child protection register is a confidential list of all children within the local area such as county, who are at risk of significant harm (NSPCC online, 2021). although there are no absolute criteria for determining whether harm is “significant”, local authorities such as social services, police, education, and health agencies work with family members to assess the child, and a decision is made based on their professional judgement using the gathered evidence (NSPCC online, 2021).  A child at risk is identified within the social services and Well-Being Act (2014) a child at risk is described as ‘Is experiencing or is at risk of abuse, neglect or other kinds of harm; Has needs for care and support (whether or not the authority is meeting any of those needs).’ As 3 is on the child protection register, it is determined by the Children’s Act 2004 it is required that regular multi-agency meetings are held regularly. Therefore, not only are core group meetings held every 6-8 weeks, but a case conference is heard every six months. 3’s initial case conference however would have taken place within fifteen days of the last strategy meeting which initiated the enquiries. The purpose of holding core groups and case conferences is to establish a few very important decisions such as to determine whether the child is still at continuing risk and if so to agree a plan to support 3 and the family to keep him safe. Both the core group and case conference are multi-agency meetings with a variety of professionals involved including education, housing officer, social services, youth worker, school nurse, and police. As part of case conference, it is expected that all professionals provide a detailed report to be sent in days before the conference. Specific information to be included in the report came from the Wales safeguarding procedures; any contacts the child and family have had with the agency and the nature of relevant contacts, a summary of the work have completed on the plan and the outcomes achieved against what was expected (Wales Safeguarding Procedures, 2021).  
My role prior to these meetings is to build a relationship with 3 and to establish positive aspects within his life to work on. A particular theory that is used frequently within the youth justice system is the strengths-based theory or also known as an outcome-based approach. Graybeal (2017) explained the premise of the approach as ‘that individuals will do better in the long run when they are helped to identify, recognize, and use the strengths and resources available in themselves and their environment’.  Maclean et al (2015) stated that the strength-based perspective identifies that many families have been subject to a range of difficult life events, however it is required of the social worker to support the individual to recognise the talents, support network and resources that the person has. As previously stated, the YJS operate as a child first approach meaning that they are seen as ‘children’ rather than offenders. Some of the additional activities to build on 3’s strengths included a bike project, which was a hobby of his to develop his learning on how to fix bikes. When working with 3 at certain times I felt it was difficult to remain focused on a strength-based method and difficult to complete. Due to my role within the youth justice service and as safeguarding is considered everyone’s responsibility meant that there were periods where I had to discuss certain aspects such as recent offending behaviour or recent concerns linked with possible county lines. My aim during these discussions was to ensure I displayed respect the rights of 3 such as his choice to go out and the peers he has, however while seeking to ensure that their behaviour does not harm themselves or other people (Code of Professional Practice, Social Care Wales 2017). The model is similar to an outcomes-based perspective. In regard to safeguarding, I had ensured to have conversations with 3 for him to understand professionals’ concerns. I had worked closely with the police and had previously accompanied 3 to do a voluntary interview in regard to an incident against an adult male. As part of the SSWB (2014) I have a duty to report any concerns of a child at risk or suffering harm, therefore I had ensured to pass on information to the police and to social services that during this time that the adult male had still been messaging 3.
For 3 to initially be identified as a child at risk of significant harm, it was required for social services to lead an undertake a section 47 assessment. Section 47 is identified as part of the Children’s Act which stipulates the local authority’s duty to investigate following being informed that a child is suffering, or likely to suffer harm.  Since 2014, Wales have implemented the Social Services and Well-Being Act (SSWBA, 2014) which identified new responsibilities on professionals when working with children and adults such as focusing on their well-being and giving individuals a voice regarding the care and support, they receive. Similar to Wales, England produced a new Care Act (2014), however the most significant differences between both acts is that within the SSWBA children are considered whereas they are not in the Care Act. As 3 was already open on a child protection plan prior to my involvement, this case study around his safeguarding is not linear as many steps of the initial safeguarding concerns had been done which were described above. The initial stage for my involvement within the safeguarding involved completing a report in preparation for the case conference review. In order to establish my report was as accurate as possible, I also had to review 3’s asset plus assessment. Asset plus is the assessment and planning framework implemented by the youth justice board (2014), for the youth justice service which allows practitioners to assess a variety of risks linked with the young people. The purpose of this detailed analysis helps to inform the intervention based on professional judgment, the voice of the child via a self-assessment and any information provided by other relevant agencies. In line with professional accountability, I ensured that my report was accurate, cogent, coherent with details of the social work intervention I had completed with 3 and the rationale behind it. I ensured to write and explain 3’s referral order signed contract such as consequential thinking and completing reparation hours. All interventions I had completed with 3 up till that point were compliant with the is now provided in the Crime and Disorder Act (1998) in addition to organisational policies I ensured that were adhered to.  As the ethos of the youth justice service is a child first approach, this is deeply imbedded within the youth justice strategic plan (2021), due to this I ensured that my report reflected this by identifying specifically what mattered to 3 and how my aims were focused around this. 
Although my written report was detailed and clearly identified my own professional judgment regarding the safeguarding element of the case, on reflection using I am able to see that I verbally used jargon when describing elements of my report rather than the correct terminology. My use of jargon verbally when did cause some confusion particularly with other professionals, this is highlighted within Peckover at al (2017) who stated that a key issue with communication regarding multi-agency working includes confusion around different professionals’ roles and responsibilities. My role often is linked closely with the police and as 3 was opened to the exploitation department of the police, I felt that at times that during the case conference expectations were inappropriately put onto myself and the service. For future practice, my aim will be to clarify my role and my responsibilities as per the youth justice board. Morris (2008) highlighted however that when such information is collected that it does require some consideration of the varying approaches and conceptional frameworks that different professionals maty interpret and explore circumstance and behaviour. Therefore, to specify within meetings that although my role is linked closely with the police, our overall aims, outcomes, and processes are different in regard to 3. 
The SSWBA (2014) identifies the importance of collaborative working. The core group and case conference meetings are always chaired by social services as they are the lead however an important factor with safeguarding as it is everyone’s business and responsibility, every professional involved within that child’s life has a role to play in keeping them safe and will work in partnership to do so. Within my report I ensured to identify how as a service, the youth justice service had ensured collaborative working. Such agencies I identified included the police and youth services. Within the case conference as vital as it is to hear all professionals aim and involvement, it is equally as important to hear the wishes of 3 (Code of professional practice, social care Wales 2017).  Although 3 had chosen not to attend, it was vital that his voice be represented therefore 3’s social worker had met with him prior to the conference and was able to verbally provide an account. In addition to myself and all other professionals taking part in the core group and case conference reviews, 3’s mother also was present during both meetings. 3’s mother was vital as a lot of the decisions would be based on her choice to actively co-operate with different services. Ultimately, the aim is for a collaborative relationship between the practitioner and individual/family, which is developed through active and reflective listening, in addition to empathy and a recognition of differences of power.
Within the case conference, my role was to share my involvement and current progress and to share concerns relating to 3 and safeguarding. My work with 3 had highlighted some concerns surrounding his safety, such as threats to 3 by males from the local area, in addition to behaviours which are often linked with county lines. More recently, concerns have also surfaced due to 3 having a close relationship with an adult male therefore the concerns were also raised surrounding possible criminal exploitation. Within the All Wales Safeguarding Procedures (2021) child criminal exploitation is defined as ‘Children are involved in criminal activities including the movement of drugs or money which results in personal gain for an individual, group or organised criminal gang’.  I shared particular incidents that had occurred such as traveling out of county via trains late at night and there always being new bikes within the home. Other agencies also shared their current involvement, and current concerns regarding 3’s overall safety and whether they feel he is at risk of harm. 
A particular complex issue that occurred within the case study and within case conference was the difficult conversation of sharing my genuine concerns for 3’s safety, and my concerns around parental safeguarding ability to 3’s mother. During the period prior to case conference, I aimed to establish a positive working relationship with 3 and his mother in order to offer a holistic approach. I felt that I had ensured to respectfully explain my concerns with ensuring I gave examples, such as 3’s mother not questioning some of 3’s actions which she could then understand and accept. Through discussing this within my supervision sessions I also considered the possibility of disguised compliance from 3’s mum. The NSPCC (2019) identified aspects of disguised compliance, ‘Parents and carers can develop good relationships with some professionals whilst criticising or ignoring others. This can divert attention away from parents’ own behaviour’. Although initially within the case conference i felt mum did understand what was being required of her, upon reflection and following the meeting reading through the minutes of the case conference showed that 3’s mother had started to disengage from all services roughly the same time. 
A significant role within the case conference was also to state my opinion on whether 3 should remain on the child protection register, and if so under which category of harm. Harm is defined within the Social Services and Well-Being Act (2014) as ‘ill-treatment’ and can be include and cover five categories which are-physical, emotional, sexual, neglect or financial. My view was that at that moment in time, 3 was not safe within his home for several reasons and should therefore remain on the child protection register. The categories that I felt best to represent 3’s current situation was still neglect and emotional harm. I ensured to provide detailed explanation around my professional judgement and using information that i had gathered from within the meeting. The concerns that been raised which i found significant were regarding mums’ ability to appropriately safeguard 3 within the home, such issues as mum failing to phone the police when he was missing were raised.  In addition, mums disengagement from services, mum’s use of substances and concerns around her ex-partner were raised. I felt that 3’s offending behaviour should be raised, as 3 is known to be offending late at night and early hours of the morning when he should be at home asleep.
From the strategy meeting there was a determination of action to be taken, which is that 3 is still considered a child at risk and therefore action to protect is needed.  Some of the agreed action included escalating concerns formally and to seek legal advice regarding the ongoing safeguarding in addition to engagement with the independent domestic violence advisors to improve and be consistent to include discussions regarding a non-molestation order and to improve School Attendance with the support of the educational social worker. Haynes et al (2015) identified that parents that are facing complex problems such as domestic abuse or substance misuse can ultimately struggle to meet their children’s needs. Furthermore, I was required to contribute towards the plan of support and the evaluation of the safeguarding up until this point. The plan sets out what action needs to be taken by which agency and by when, in order to safeguard the child and promote their welfare.
A theory that is often discussed within social work and was often brought up during my work with 3 is Maslow’s hierarchy of needs (1943). Maslow’s hierarchy of needs stipulates that people are motivated to achieve certain needs and that some needs take precedence over others such as Our most basic need is for physical survival, and this will be the first thing that motivates our behaviour.  Maclean et al (2015) states that the safety and security needs aren’t just about being safe from attack, it also focuses on the need for stability and routine- in addition to social and economic stability. The theory states that once that level is fulfilled the next level up is what motivates us, simply that without our basic needs being met such as knowing where our next meal comes from we are unable to focus on our self-esteem or self-actualisation. Through reflection within supervision, and whilst preparing for the core group enabled me to consider the bigger picture for 3 and the work that as a service, we provide such as 3’s interventions. Ultimately, when relating this to 3 it was clear that his basic needs weren’t met as he wasn’t deemed safe in his home and mum had expressed, she felt she was unable to keep him safe. 
In conclusion, although my role within the safeguarding process within 3’s case wasn’t the primary lead I do feel it is still a vital role. I understand that my safeguarding duty does not start and end with these meetings such as a case conference, I am always responsible for reporting any safeguarding concerns that I have linked to a child or adult. Within the complexities of the case study, I believe I was able to exercise my professional judgements effectively and I believe that a significant element that had worked well with 3’s case was information sharing between professionals. Overall, the purpose of 3 being on a child protection plan is to outline and monitor progress in regard to his safety. However, although the original safeguarding concern for 3 was shared years ago, many of those concerns were still relevant now and had escalated due to new behaviours linked with his age. To further develop my practice, more training is needed around safeguarding both adults and children. As the case has shown, it is complex and can at times take place over a longer period evolving with family life.  
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