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Task 3

Safeguarding and working in complex situations – Case Study

Guidance;
Please ensure that you meet the National Occupational Standards and assigned Learning Outcomes for this task (see appendix 5 and 6 of the handbook). 

	Question:
Complete a critically reflective case study based on an assessment that you have undertaken with others, in your own area of work, concerning the safeguarding of either an adult or a child. You must demonstrate how the case relates to or could relate to safeguarding legislation, policies, strategies and procedures (including demonstrating an understanding of the interface between social services provision in Wales with the United Kingdom, the European Union (EU) and outside the EU). You must demonstrate your understanding of the integration of analysis in assessment, collaborative working and professional judgements in increasingly complex situations and the use of social work theories. You must refer to the specific dimensions of working in Wales. 


4000 words (+/- 10%: include your actual word count at the end of each section).

This case study reflects on my experience of safeguarding a young person (YP) in my first year of practice.  The YP will be referred to as D1 throughout the study. I will be reflecting on the challenges and complexities of supporting a young person with complex mental health needs and trauma experiences and assessing risk within the context of their family network. 

I will reflect on my own dilemma’s when managing the risk, and my professional values and ethics and I will reflect on my experiences of working with other professionals within the context of their own policies and procedures and complexities therein. Throughout the process I used reflection to encourage a lateral thinking approach whilst working with the family to understand the complexity of the situation. I have found using Driscoll’s “What” model due to its simplistic design, which has supported me to consider the (What) situation, (So what) my analysis and the (Now What) appropriate next steps to take (Bassot, 2013). However, due to the situation needing crisis intervention I needed to reflect whilst within the situation to adapt my approach when I felt my approach was ineffective. “Schon” refers to this method as “reflection-in-action” suggesting professionals often need to assess and individuals’ engagement with the process of their work and change strategies as they go along (Bassot, 2013).

Whilst working with the family, I have need to consider The Mental Health Act (1983) in its use with both adults and children and the codes of practice. The Childrens Act (1989) and Wales Safeguarding Procedures to ensure I am clear on processes and timescales are adhered to within the course of my duties (Wales safeguarding Procedures , 2024). The UNCRC (1992) and the Young Persons (Wales) Measure (2011) have been considered with regard to the young person’s gender and consideration to meeting their identity needs. Additionally, consideration was made in terms for the young person’s accommodation under Article 21 of the UNCRC. The Social service and Wellbeing Wales act (2014) (SSWBA) was considered in the assessment of the young person’s needs and in terms of the requirement to meet the needs of looked after children. In terms of preparing for direct work with the young person the Welsh language measure (2011) was considered to coincide with the offering of the “Active offer” (Welsh Goverment , 2024).

D1 was a 14-year-old young person who identified as gender fluid.  D1 had moved from their mother’s care to a foster placement following mother reporting concerns D1 was struggling with their mental health and was putting themselves at risk by taking overdoses and self-harming and felt unable to keep them safe and had requested for D1 to be accommodated by the local authority.  Initially the Local authority attempted to support mother to manage the worries on a child in need basis with a high level of support to prevent a family breakdown. Sadly, the worries for D1’s mental health continued and during times of crisis it became evident Mum was not able to support D1 due to her own mental health issues and becoming triggered by D1’s self-harming behaviours. During these occasions often mother could not be contacted to support D1 to attend hospital and they would need to be supported by professionals. 

Child protections procedures were instigated following a report that D1 had move to live with a friend and mother had not informed the Local authority of the changes service about the changes and D1 had been found to be living in poor home conditions and the person they were living with was unable to meet their needs. Following this D1 experienced several short placements with foster carers and family relatives that resulted in D1’s mental health deteriorating further experiencing a few overnight stays in hospital due to overdoses and significant self-harm incidents. 

D1 was then moved to a foster placement where they settled well and with good routines and boundaries and D1 receiving support from CAHMS D1’s mental health improved. D1 started to have regular meaningful contact with their mother which was support their needs for connection. Soon after D1 and Mother were asking that D1 be able to return to the family home. An assessment was completed with D1 and mother with was positive, and the family was reunified albeit with the requirement that the family remain on the child protection register monitor their progress. 

I was allocated the case shortly after D1 had returned home and their appeared to be a lot of positives emotional warmth was observed between D1 and their mother, who was making appropriate choices and providing support for D1 in the family home. In my preparation for working with D1 I was mindful I had not worked with a young person who was transgender and considered the importance of asking their preferred pronouns and adhering to their wishes. I also considered the importance of insuring that D1 was provided the opportunities to converse in their language of choice and consequently felt it was important this was asked in my first visit to the family (Welsh Government , 2011). 


However, it was still apparent that Mother would not allow entry for unannounced visits, and when D1 would open the door D1 would tell me that she was unwell sleeping in bed. When mother was asked to undertake the responsibility of attending educational and medical appointments with D1 we would often hear the appointments had been missed with explanation of ill health reasons.  Evidence suggests parent engagement with health and education has a direct effect on the positive educational and health outcomes of young people. Furthermore, where children are accessing mental health service they are shown to exhibit increased emotional and behavioural strengths when parents have involvement in the care planning and health intervention (www.youth.gov, 2024).  

Both formal and informal supervision was sort in the decision making from management throughout the course of the case. Which enabled my reflection and the lowering of my stress levels to focus on how to support D1 and identify the worries and distinguish them from my personal and professional values. I recognised clear recordings of my visits and discussions with mother were key to demonstrating the concerns and therein the professional decisions made. A FAST worker was utilised to support the family to support D1 and mother in exploring the worries for D1. Their role is to support children and their families when they are at the edge of care due to family breakdowns and crisis. FAST workers are skilled in completing direct work utilising creative strategies to explore the world of the child and reflect this in work completed with families to support the child. The D1 developed a positive relationship with the FAST worker and engaged positively in direct work.  Attempts were made to engage D1’s mother on several occasions over 3 months unfortunately this was not successful due to mum expressing she was too unwell to attend and not allowing work to be completed within the family home. However, the FAST worker often supported D1 in times of crisis using de-escalation techniques to support D1 to regulate their emotions following family argument when they left the home.  Regular meetings were arranged to discuss the direction of their work with D1 and the progress made, this informed further interventions in respect of Contextual safeguarding of D1 (https://proceduresonline.com, 2024).   

The Initial exploration of mother’s poor engagement, found mother required support in engaging with other professionals and this was offered in terms of rearranging providing support to attend the appointments. Although, on reflection I now recognise there was evidence in case history of similar of failing to meet D1’s emotional and physical needs and this represented evidence of disguised compliance of mother, and I lacked confidence in my practice to identify the concerns with the initial phase of the professional relationship. Attributing concerns to mothers’ previous poor relationships with professionals and feeling I needed to improve the relationship to engage her with the reasons she needed to support D1.  

Disguised compliance is described as “where a parent or carer appears to cooperate with professionals in order to allay concerns and stop professional engagement” (Reder & Duncan, 1993). These actions can hinder the assessment process, providing an inaccurate picture of the risks to the young person (Brandon M, 2008). Practice learning from case reviews suggests parents or carers will often seek to minimise the worries around the child and manipulate professionals by diverting the focus of attention from themselves to others (NSPCC, 2029). Additionally, poor engagement with professionals is characteristic of disguised compliance by missed or cancelled appointments whilst complying enough to avoid professionals raising increased concerns (NSPCC, 2029).  Although research suggests parental non-engagement and disguised compliance is affected by the parent-professional relationship and the communication therein, suggesting links to “poverty” and “shame avoidance” (Gupta & Blumhardt, 2016) and power imbalance in so far as parents and carers are fearful of challenging social workers and therefore limit engagement due to feeling inadequate and unable to challenge the system (Horwath & Platt , 2018) . 

Unfortunately, we quickly saw an escalation of similar worries following D1’s introduction to a new school. Mother disengaged from the support of services expressing regularly she was unwell with Covid-19 symptoms. I was concerned this was in attempt to prevent regular statutory visits being undertaken. D1 told me they were not receiving any practical or emotional support due to mother being unwell and staying in bed for most of the time. D1 was experiencing suicidal thoughts, and they were attending CAHMS appointments without support from mother. Followed by D1 being reported as missing several times following arguments at the home. During these missing periods they would tell professionals they were mixing with unknown adults and taking drugs. It appeared D1 was eager to tell professionals about their risky behaviour but would not provide information about their where abouts or the people they would spend time with. 

Additionally, we received an integrated referral form from CAHMS in terms of D1 expressing feelings of wanting to hurt people and animals describing in detailing their intentions. However, it was unclear if this was a “cry for help” from D1 to recognise how she was struggling without the level of emotional and practical support they needed. When discussing my concerns with mother she would deflect responsibility to social services stating we need to be able to meet the needs of D1 where she was unable due to her own mental health and D1 behaviours being the cause of the instability.  

A multi-agency meeting was held where concerns where shared by all professionals, the next steps necessary to reduce the risks to D1. The taking of a collaborative approach to supporting D1 with both health and education. I would discuss the worries of professionals with mother and the support D1 needed to feel safe and settle at home. Direct work would need to be done with D1 to gather their wishes and feelings to ascertain what home life looked like, and the impact the felt this had on their mental health and what needed to change. 

Sadley a day later, I received a call to advise D1 was in hospital following taking a significant overdose of paracetamol and had been found by police standing on a multi-storey car park feeling emotionally upset following a disagreement with friends. They had been taken to hospital by mother, which was positive, however she had left D1 alone at hospital during the night to return home. Consequently, support was delayed for D1 due to being a minor without a parent to give consent because mother could not be contacted (Welsh Goverment, 2010).   

Due to the nature of the worries a strategy discussion took place where it was agreed it was not in D1’s best interests to return home at this current time when the risks of them harming themselves remained high. The agreed multi-agency plan was mother would be asked if she would agree to sign s.76 voluntary agreement, for D1 to be in accommodated following her release from hospital. This was communicated to our fostering team who had contacted D1’s previous foster carer who had agreed for them to return to their care placement with the aim of supporting D1 to stabilise her mental health. It was agreed a s.47 investigation would need to be undertaken to assess the presenting concerns. Additionally, should mum not agree to D1 returning to placement and D1 also wish to return to the care of her mother s.77 police powers would need to be undertaken to a protect D1 (Wales safeguarding Procedures , 2024). 

A crisis intervention approach was used in understanding D1 were experiencing a crisis point and was feeling overwhelmed and struggling to cope. Caplan (1965) suggests crisis intervention to have three phases, impact recoil and adjustment and adaption. To support D1 it would be important to reassure them and provide support to enable them to re-establish coping strategies to regain control (Maclean & Harrison, 2015).

A conflict in terms of the foster placement being out of the local authority area was identified, which conflicted with the D1’s rights under the guiding principle Mental health Act 1983 with the need to balance the need for the least separation from family friends and community life with the need for D1 to be accommodated,  when no alternative placements had become available, and it was felt to be in D1’s best interests to return to a familiar carer who was known to have a positive relationship with D1 (www.gov.wales/, 2024). 

 I was able to speak with mother on the phone at around 4:30pm and explained the concerns that D1 needed to have a safe adult to support her whilst in hospital to provide consent for medical attention. Mother alleged that she and D1 had argued, and they had asked for her to leave.  Mother informed she was happy to provide consent to professionals over the phone but would not be returning to the hospital stating she experienced PTSD from her own personal experiences of attending hospital and could provide this support to D1 and wished for the LA to support D1 to attend hospital in the future. I carefully explained this increased the worries in terms of D1’s safety remaining in her care that they needed them to be responsive to D1’s mental health needs (www.gov.wales/, 2024).  

I proposed with her agreement we could arrange for D1 to return to her previous foster placement with whom D1 had a positive relationship. Where they could be supported emotionally, and practically to attend appointments for her mental health, attending school and implementing routines and boundaries that had previously supported D1 to feel settled and secure. Initially, mother was opposed to the plan, stating they could support D1 at home however when we discussed how we would need to see D1 was being supported by mother, mother acknowledged she would not be able to support D1 in many of these areas due to her own mental health needs. I met with mother shortly after our call to sign documentation for consent to delegate authority to the local authority to meet D1’s health educational practical needs. 

 I met D1 at the foster placement and completed direct work for them to understand the reasons they would be staying there, and they agreed with the decision making and stated they were happy to return to the care of their foster carer. A child is considered looked after when they have been cared for by the local authority for more than 24 hours. The local authority had a duty to safeguard and promote the wellbeing of children that become looked after this includes support the child educationally, assessing the needs of the child to ensure their care and support plan continues to meet their needs and make adaptions when necessary    (Welsh Government, 2024).    

I undertook a s.47 assessment gathering information regarding the circumstances that lead to D1 become accommodated. As part of this process, I spoke with D1, to understand the circumstance that led to their deteriorating mental health and gathered information from all multi-agency partners which were involved with the case. I attempted to contact mother to gather information and their views, but mother failed to engage with the assessment. Attempts where made to arrange contact between mother and D1 unfortunately mother failed to engage with all contact for 2 months. Active promotion of family contact in line with the child’s wishes and feelings is considered under part 6 of the SSWBA 2014 code of practice (Welsh Government, 2024). 

An Initial Looked After Child review was held within 20 days of D1 becoming accommodated all professionals working with D1 were invited to attend along with mother although did not attend. D1 was asked if they would like to participate in the review and agreed they would like to attend. Part 6 of the code of practice stipulates children and young people’s rights to participate within their own review with a right to receive a clear understanding of changes in their care and support plan (Welsh Government, 2024). Plans for D1’s permanency was paramount, and it was agreed a legal gateway meeting would need to be followed to consider the appropriate next steps in terms of affording D1 permanency for the rest of their minority. A legal gateway meeting provides and entry to consider all available information in terms of deciding if thresholds have been reached to commence pre-proceedings under the public law outline. The meeting will discuss actions to be taken when an application for a legal order may be necessary (www.proceduresonline.com, 2024).

A legal gateway meeting was arranged, and the concerns discussed, along with D1’s wishes to have regular contact with their mother whilst remaining in her current foster placement. It was identified owing to D1’s age and desire to remain part of their family, and no clear understanding of mother’s hopes for the D1’s long term permanence, a core assessment would need to be undertaken to inform if it was appropriate to progress to Public Law Outline process. This was undertaken within the 6-week time frame during which time we had been able to engage mother with a contact plan, and assessment sessions to gain a greater context to mother’s and D1’s wishes. Mother felt D1 could be better supported within her current placement and was now agreeing to work on safety plans for contact with the local authority. Owing to D1’s current support for health and education arrangements being in place. Mother was clear that at this stage she remained unable to support D1’s mental health needs and attributed this to their behaviour and the impact it was having on her own and D1’s siblings mental health.  Although D1’s wishes were not congruent with mothers in that they now wished to return to their local area, were missing friends and family and were finding it difficult to remain in contact with friends whilst living out of county. However, when discussing what would have changed and how their mental health could improve living at home, they would state nothing would have changed and their mental health would get worse, but they would be able to go out with their friends. 

When considering the wishes of a child it is also important to consider if they are in their best interests. Gillick competence can be considered where a child has a clear wish about where they wish to be accommodated which conflict with the views of their parents or carers. Gillick competence will consider age maturity and mental capacity. Additionally, it will consider if the child is able to assess the advantages and disadvantages and the potential impact of their decision. This can be gaged by professionals in their understanding and rationalisation of the decision (NSPCC, 2024).    

It was agreed at the following Legal gateway meeting at this stage it would not be appropriate to Public Law outline given that mother was expressing she was supportive of the current plan for D1 to remain accommodated and expressing a willingness to work with the local authority. Instead, it was deemed most appropriate D1 remain accommodated under a s76 with the continuance of remaining on the Child Protection Register with the purpose of professionals working with D1 and the mother to improve both D1’s mental health and their relationship. 

Although it was identified that should mother change her mind and request D1 be returned to her care or should D1 choose to take it upon themselves to return to the family home whilst there remained concerns for their mental health concerns would escalate and Legal gateway would need to be revisited to consider the situation further.            

On reflection on working with D1 through this very difficult period of they life. I have recognised the importance both informal and formal supervision, and how it has help me to process my own anxiety when working in a complex situation which is evolving continuously. Allowing me to understand the actions that needed to be undertaken at each stage to ensure D1’s safety. I now have a greater understanding of contextual safeguarding, and utilising a multi-agency approach to develop an understanding of the risk for young people and how utilising the support of experienced professionals aided my understanding and provided a wider network of professionals working collaboratively to support D1 (All Wales Safeguarding Procedures, 2024). Furthermore, I have gained a breadth of knowledge of support service internally and externally that are used in the support of children with mental health needs, and I am confident in how they can be accessed and utilised within my own practice.  

Practical support has assisted me to consider all available options to ensure the right decisions are made. In hindsight I now recognise that I was eager to be optimistic in the early stages of D1’s reunification and I lacked the confidence to challenge mother in terms of absent parenting, due to concern she may disengage with support to the detriment of D1. 
I recognise that whilst using a strengths focused approach supports practitioners to build relationships with the service user based on the trusting relationship. However, practitioners need to remain vigilant of the historic worries and use opportunities to test the accounts of service users to add validity to their narrative. When the narrative is not supported by evidence this must be challenged with the robust evidence where the accounts are not believed to be honest, as failing to critically analyse with lead to the production of an assessment that does not reflect the lived experience of the child and the risks they are exposed to (Maclean & Harrison, 2015). This situation has taught me the importance of critical reflection of my own practice and identifying learning needs where I feel I lack confidence. 

 Working with such a complex situation and assessing the needs for D1 I have developed broad understanding of legislation in terms of safeguarding, mental health, and the Social Services and Wellbeing Act. I have found it beneficial to refer to relevant codes of practice in the implementation of the law and identifying conflicts between safeguarding D1 and meeting D1’s needs in respect of supporting their mental health. 
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