
For the purpose of this reflective task, I will use Rolfe’s Et Al 2001 reflective model. 

Introduction 
Through the Children and Families Measures 2010, the Welsh Assembly Government had secured powers to bring forward a policy to strengthen support to vulnerable children and families through the introduction of my service and new duties of referral and assessment in child and adult health and social services. My service is now embedded in Part 9 of the Social Services and Wellbeing (WALES) act 2014.

The service was implemented following concerns that existing services are not sufficiently meeting the needs of some children and families with complex problems. For these families, there is an increased likelihood that the child’s physical, social and emotional development will be impaired and for some children there will be repeated or long-term episodes of being looked after by the Local Authority.  [footnoteRef:1]Additionally, there is a wealth of research that suggest that Children who have spent time in care experience poor outcomes in adulthood.[footnoteRef:2] According to University College London 2020, A study published in the European Journal of Public Health, shows those who were raised by someone other than their parents were more likely to report their health as poor well into adulthood. [footnoteRef:3]Additionally, issues include increased risk of suicide attempts and completions among mothers who have had their children removed (Wall-Wieler, 2018). There is an increased risk of developing mental health issues among children (Trivedi, 2019) and increased risk of experiencing homelessness or prison later in life (MacAlister, 2022). [1:  Emily T Murray, Rebecca Lacey, Barbara Maughan, Amanda Sacker, Non-parental care in childhood and health up to 30 years later: ONS Longitudinal Study 1971–2011, European Journal of Public Health, Volume 30, Issue 6, December 2020, Pages 1121–1127, https://doi.org/10.1093/eurpub/ckaa113]  [2:  https://www.ucl.ac.uk/news/2020/jul/children-care-suffer-poor-health-decades]  [3:  www.changing-lives.org.uk. (n.d.). ‘Where Does That Leave Me?’ The Effects of Child Removal. [online] Available at: https://www.changing-lives.org.uk/insights/the-effects-of-child-removal.] 


And so, my service seeks to overcome barriers to cross sector delivery and to strengthen links between services for adults and children with a focus on the family. It aims to be available to families with complex needs resulting from; parental substance and alcohol misuse, mental health problems or mental illness, and domestic abuse and ultimately prevent children from entering the Care system. 

As practitioners we use [footnoteRef:4]Motivational Interviewing (MI) and Solution Focused Brief Therapy (SFBT) to work with families experiencing these difficulties. Our intervention is primarily goal orientated and focuses on building coping strategies and skills that enable families to resolve the crisis.  [4: Prochaska & DiClemente, 1983 cycle of change and  William R. Miller and Stephen Rollnick 1980 Motivation interviewing. ] 

This way of working interlinks with [footnoteRef:5]Task centred theory, which is….”The basic process of the approach includes identifying the problem(s) as perceived by the client, exploring the problem(s) in detail, selecting the problem that is causing the client the most distress as the target for intervention, defining a goal which removes or diminishes the problem, establishing tasks for both the client and social worker that moves the client towards the goal, and evaluating the end work. “ [5:  Fortune, A. E. & Reid, W. J. (2011). Task-centered social work. In F. Turner (Ed.), Social work treatment: Interlocking theoretical approaches (5th ed.), (pp. 513-532). Oxford, England: Oxford University Press.] 


For a family to access support, parents need to show some willingness to change or recognize that there is a need for change.
 
How long does it take to make a change? 

[footnoteRef:6]A study conducted by University College London (2009), looked at how long it took people to reach a limit of self-reported automaticity for performing an initially new behaviour (that is, performing an action automatically), and the average time (among those for whom their model was a good fit) was 66 days.  [6:  How long does it take to form a habit? | UCL News - UCL – University College London
] 


Whilst we recognise this research, people’s journeys of behaviour change are all different and our model is created to support families through the change and be present for lapse through the maintenance stage of change, therefore we offer up to 12-month support. Additionally, a big part of my service’s assessments and intervention is underpinned by the cycle of change theory.
[image: Prochascka and DiClementi - Cycle of Change]

The model above discusses numerous stages that one can expect to go through making efforts to change/ alter a behaviour/habit. Prochaska & DiClemente’s model (1983) indicates that a person at any given time during this process is in a certain stage.  This theory will be incorporated into the following case study as a reference point for identifying the changes the family made to address the safeguarding concerns Children Services had other indicators of change is also the feedback and impact those behavioural changes have had on the children. 

Case Study – The case study I will use is a family I assessed and then undertook an intervention with and gathered evidence to form my final analysis which I then fed back to the Child Protection Conference in support de-registration of the children. However, I advocated for a Care and Support Plan. 
(Due to confidentially reasons the children are being referred to as daughter 1, (16)  2(14), 3 (11) and Son 1 (8) as well as Mother (41 and Father (39). 

The family lived in a rural area which is well known for being a deprived area. This impacted significantly on family life as the family had one working parent on a 0-hour contract and it cost money to travel to do activities. [footnoteRef:7]According to Flintshire Public Services Board April 2022, “The impact of poverty on children is getting greater. More than one in five families with children have had to cut back on items for children”.   [7:  Services Board, F.P. (2022). AN ASSESSMENT OF WELL-BEING IN FLINTSHIRE.] 

Additionally, parents adhered to the Covid Lockdown restrictions which meant for over two years they felt isolated and have shared this is when things started to decline for them all at home. [footnoteRef:8]A small local survey indicates that young people in Flintshire feel that the Covid pandemic has negatively affected their mental health, particularly worsening levels of anxiety, loneliness, and depression. (Flintshire County Council and Wrexham County Borough Council, 2021). [8:  Flintshire County Council and Wrexham County Borough Council (2021) The COVID19 effects on Mental Health and Wellbeing: Children and Young People in Flintshire] 


A referral was received from school into Children Services following allegations made by the children of emotional and physical harm perpetrated by parents. School has a duty to report any concern of abuse. “Section 130 of the Social Services and Well-being (Wales) Act 2014 requires “relevant partners” of a local authority to inform the local authority if they have reasonable cause to suspect a child is at risk of experiencing abuse, neglect or other types of harm.”  The children alleged that their parents were using physical restraint and physical chastisement. 
[footnoteRef:9]The Local Authority have a duty to investigate this as physical punishment and restraint is now illegal in Wales. This new legislation came into force in March 2021, Under the Children (Abolition of Defence of Reasonable Punishment) (Wales) Act 2020. Further concerns raised was that parents were struggling with their own mental health and this was impacting on the Childrens welfare.   [9:  Ending physical punishment of children | GOV.WALES] 

The referral progressed to a [footnoteRef:10]Section 47 investigation, S47 is a legislative requirement (under the children’s Act 1989) for the Local Authority to undertake an assessment in order to decide whether a child/children are at risk of significant harm. [footnoteRef:11]“In Wales, statutory guidance for all agencies on responding to concerns that a child may at risk of harm is the ‘Working Together to Safeguard People and Individual ‘children at risk‘ guidance published in June 2018” Cardiff University, n.d.  [10:  All Wales Child (cysur.wales) Page 7 ]  [11:  Cardiff University. (n.d.). Child protection. [online] Available at: https://sites.cardiff.ac.uk/childrens-social-care-law/for-social-workers/child-protection/#:~:text=Under%20section%2047%20Children%20Act [Accessed 18 Oct. 2023].] 

So, what happened?
An initial child protection conference took place which is  multi-agency  meeting in which everybody decides whether the child/ren has suffered or is likely to suffer significant harm. The Children were then registered on the Child protection Register which means that the Local Authority has a statutory responsibility to intervene to ensure the children are safeguarded and protected from further harm. A dilemma faced by Social Workers is that we are also advocates of the Human rights Act 1998 as it places legal duties on public authorities to respect an individual’s Human rights which means it places an ethical and legal dilemma on a Social Workers when it comes to Human rights Act article 8, “Right to respect for private and family life”. However, court rulings have provided guidance to domestic courts and there are legal obligations to protect children. [footnoteRef:12]A v UK European Court of Human Rights (1999) 27 EHRR 611 t (underArticle 3). “The court* ruled that States were required to adopt measures to ensure the protection of those within their jurisdiction and prevent them from suffering torture or inhuman or degrading treatment or punishment, with children and the vulnerable deserving particular protection in the form of effective deterrence.” Furthermore , [footnoteRef:13]The Children Act 1989 introduced Significant Harm as the threshold that justifies compulsory intervention in family life in the best interests of children. [12:  https://www.lse.ac.uk/sociology/assets/documents/human-rights/HRF16-KlugHRAChildren.pdf]  [13:  Liverpool Safeguarding Children Partnership (2014). 1.3 Recognition of Significant Harm. [online] liverpoolscp.proceduresonline.com. Available at: https://liverpoolscp.proceduresonline.com/chapters/p_recognition_sh.html.] 

 As part of the Care and Support and Protection Plan which is agreed at Case Conference, Mother and Father were referred to my service for support. 
It is so important to engage with both parents, [footnoteRef:14]”Listening to fathers’ viewpoints and including them in service provision has been found to be important for both the partners in a relationship and for the children” (Burgess et al 2014).” [14:  https://www.ccinform.co.uk/practice-guidance/working-directly-with-the-adults-to-achieve-change/] 

They had vocalised wanting the support and to take the necessary steps to address the concerns that Children Services have so that they can work towards the children being de-registered from the Child Protection Register, this appeared to be an external motivation. However, using SFBT type questions and activities I was able to understand Parents intrinsic motivations which was a desire feel better in themselves and feel less worried. According to Deci and Ryan (1985)[footnoteRef:15] “numerous studies have shown that intrinsic, relative to extrinsic, motivation was associated with better conceptual learning, greater creativity, more cognitive flexibility, greater behavioural persistence, and enhanced well-being” [15:  www.sciencedirect.com. (n.d.). Intrinsic Motivation - an overview | ScienceDirect Topics. [online] Available at: https://www.sciencedirect.com/topics/social-sciences/intrinsic-motivation#:~:text=In%20fact%2C%20numerous%20studies%20have] 

During the initial sessions I identified that parents were contemplating change and wanting to make changes, they accepted there was a problem to be address and therefore my role was to support them to move through to the action stage of change.
From the offset they engaged and  reflect on how their own mental wellbeing has impacted on home life. 
It was evident that there were differing complexities within the family home, and it was very evident that Daughter 3 was having a significant impact on all the family possibly due to her own unmet needs. I observed her becoming aggressive when parents told her No, all of the children and parents fed back that she would regularly hit them, and she would not settle at night. 
One of the dilemma’s faced by my service is there is 3 months from Initial Case Conference to the next Case Conference review for parents to demonstrate change. As previously discussed, our Service recognises that there may be periods of lapses and so we support families over a 12-month period. Additionally, it takes time and effort to sustain change and although I recognise that Children Services want to prevent drift and delay for families, it is not a lot of time to evidence sustained behaviour change. 
Most of the intervention is about utilising SFBT and MI type questions/discussions with the intention of assisting the parents to come up with their own solutions, it empowers parents, gives them a sense of autonomy and independence but ultimately, they are the expert on their lives. This work is underpinned by task centred practice as well as the Social services and Wellbeing Act 2014. [footnoteRef:16] Doel, (1991) discusses that” Clients are the best authority on their problems and Clients should describe the problem from their perspective and establish personally meaningful goals.” [16: Institute for Solution-Focused Therapy (2022). What is solution-focused therapy? [online] Institute for Solution-Focused Therapy. Available at: https://solutionfocused.net/what-is-solution-focused-therapy/. ] 

Some of the questions asked are? What do you think children services need to see and hear from the children for them to be satisfied that things are better at home? When things are going well at home what does that look like? What changes do they think they need to make for children services to be less worried? What makes this a time of change? What would I see when I visited to know that change had happened? Additionally, all 4 children were spoken to and asked similar questions, what would make things better at home? How would that make them feel if things changed? How would they know that things are better with Mum and Dad, what they be seeing and hearing?. It is a child’s right under the United Nations Convention on the rights of a Child, they have the right to give their opinions freely on issues that affect them, and Adults should listen and take children seriously. To ensure they are taken seriously as a Practitioner, I will always feed the children’s viewpoint back to the professionals working with the family as well as the parents as long as it is safe to do so and with the consent of the children and to assess that change has happened I will get feedback from the children throughout the intervention. 
An outcome identified by Mother was for her to work on her confidence with her parenting ability. Mother felt that by working on this, it would naturally improve her mental health. During the 6 weeks, Mother had taken action to improve her wellbeing. Mother had changed her routine to ensure she is having time to herself, and she is attending a parenting course that focuses on how to be a happier parent. Mother had exampled the pieces of homework she has participated in which has included meditation and 5 steps to wellbeing work. 
Mother had spent time looking at her own strengths. Mother had communicated with me regarding meetings she has been attending in school for the children when she has been advocating for more support for them. Mother had engaged with parent engagement days for the children. Both parents’ plans for the weekends appeared to be very much child focused and getting the children to their extracurricular activities. Mother described herself as “taking action to change and improve things at home.” Furthermore, Mother had vocalized that she is starting to feel much happier since looking at alternative ways to parent the children. Mother appeared to have shifted her energy into understanding how she can improve things with the children and build better relationships with them. 
Mother did feel that the children have been impacted by her anxiety around their safety in the area they lie in  and both parents admitted that they kept the children inside out of fear and anxiety for them, which was significant contributing factor as to why things had broken down at home. 
Mother admits that she had used physical chastisement in the past as a way of dealing with the children managing high risk situations. However, since Children Services involvement she had made efforts to learn other parenting techniques. Mother appeared very much in the action stage of change. She was able to example week to week parenting strategies she was trying to improve things at home. 
When discussing Father’s mental health, Father describes that when finding out Daughter 1 was self-harming early this year, this was a trigger for him he had experienced this with his own father. Father described this time as being a period where he wanted to break down most days. Father had since sought support with his GP, he reported that he is feeling much better. He was making efforts to spend time with Daughter 1. When looking at what is important to Father, he felt that his relationship with Mother is the most important and he values the support she provides him Father had fed back that having Friday’s off, they have both been able to spend time together and he has noticed that they are communicating better with one another now. Father very much appeared to be taking action and tipping into the maintenance stage of change, he had been feeling better mentally for some time now. 
During the intervention it was clear that parents and siblings were struggling with  Daughter 3’s behaviour – Parents admitted that they do give into Daughter 3 to prevent conflict within the home. Daughter 3 was physically assaulting her family.  Mother was sleeping in Daughter 3’s bedroom at night, it was evident this was having a detrimental emotional impact on all the family members. Daughter 3 had also voiced to me that she was hearing voices. Despite best efforts from parents to try different parenting approaches/strategies, it was not making any difference to Daughter 3’s behaviour/mental health.  Child and Adolescent Mental Health Service (CAMHS) had closed her as she was open to Children Services and they concluded that she may feel overwhelmed with service involvement. Additionally,[footnoteRef:17]in Flintshire  the Neurodevelopment Team has a waiting list of 3+ years before an initial assessment can be offered.  [17:  Betsi Cadwaladr University Health Board. (n.d.). Neurodevelopmental Service. [online] Available at: https://bcuhb.nhs.wales/services/hospital-services/neurodevelopmental-service [Accessed 2 Feb. 2024].] 

 As there was an unmet need I completed one to one sessions around managing emotions. Daughter 3 was receptive to wanting to make changes too, she felt it was very important for her to look at ways of being calmer as she states that she is hurting people by biting and hitting and if she continues it will get worse. We looked at exceptions. “Exceptions or moments in a person's life when the problem or issue is not present” (De Shazer et al., 1986). Daughter 3 stated that sometimes in school she will go into the playroom where they have playdough and other things to play with and this helps her. Daughter 3 then disclosed that at times when she is at her angriest and she is hurting people and smashing things up, Father will hold her down and this will hurt her. I asked Daughter 3 what would be helpful to her in that moment, Daughter 3 would like to be left alone in another room to calm down. 
I had a session with parents in between sharing information with case holding Social Worker therefore  I did not discuss with the parents initially the information Daughter 3 shared regarding her farther restraining her as it was important for Daughter 3 to feel that our sessions were a safe space to reflect and discuss as well as to prevent her being at risk of any further harm. 
At the time, this felt uncomfortable as part of my social work values is being transparent. However, during that session, parents were open and honest about the restraining and their stories correlated with Daughter 3’s recollection.  
As Daughter 3 disclosed physical restraint which is now illegal in Wales under the Abolition of defence of reasonable punishment Act 2020 and it is also a child’s right under the UN convention rights of a child to be protected from violence. It was a safeguarding issue and I also have a duty of care to ensure the safety of Daughter 3 under the Childrens Act 1989 so therefore, I rang my manager and sought advice, I also ensured that I shared this information and I liaised with the Case holding Social Worker who also agreed with my recommendation of a reflective letter written by Daughter 3. 
Daughter 3 with my assistance, wrote a letter to Father and shared that it can hurt her when he holds her down and if she is getting “emotional” then could they go for a walk. 
With Daughter 3’s permission I read this out to Father. What was positive to see was that Father 3 didn’t agree to “appear as compliant” but acknowledged that this was an issue but he couldn’t always go for a walk especially if it was late at night but he would make efforts to do this in the future.
I felt this was a none-confrontational way of addressing the concern. It also allowed a space for both parents to find their own solutions. The following week Father had purchased a Koala themed cushioned hand warmer for Daughter 3 to use as a way of calming her down. Thus, very much suggesting that parents were in the action stage of change as they were trying other ways of managing Daughter 3’s aggressive outbursts. 
It did remain an ongoing concern that Daughter 3 was continuing to  struggle with aggressive and hurting her family, in which I witnessed bruising on Mother and parents were honest that they have to protect the other children from being physically harmed. 
So what? 
[footnoteRef:18]Bywaters et al (2016) advocates that child protection practice currently pays insufficient attention to the influence of poverty in child abuse and neglect and that insufficient material assistance is provided under the guises of family support. We already know that the family lacked the finances to pay for any private assessments or support for Daughter 3, we also know that their mental health was impacted by the poverty they were experiencing, and the financial constraints meant they were isolated in a rural area had limited capacity to engage the children in extra curricular activities.  [18:  Community Care. (2018). ‘When care proceedings concluded and children were removed, I felt only sadness’. [online] Available at: https://www.communitycare.co.uk/2018/02/14/care-proceedings-concluded-children-removed-felt-sadness/.] 


Simon Hawarth, Community Care Online 2018 discusses “the standards we expect parents to achieve in deeply difficult circumstances of poverty, disadvantage, alienation and social harm, he poses the question- how many children would have their legal rights to private and family life better protected through supportive and anti-oppressive approaches that address the glaring inequalities in our unequal society.”
I do wonder if it would have escalated for this family if they had had the resources to support Daughter 3. Based on their engagement with my service and their willingness to try everything offered to them. I do feel that that having the resources and finances, they would have felt mentally better, and they would have sought additional support. [footnoteRef:19] [19:  research.senedd.wales. (n.d.). Poverty and mental health: it’s a two-way street. [online] Available at: https://research.senedd.wales/research-articles/poverty-and-mental-health-it-s-a-two-way-street/#:~:text=In%20Wales%2C%2020%25%20of%20adults.] 

In terms professional judgement in relation to advocating for the children to be de-registered from the Child Protection Register.[footnoteRef:20]According to Wales safeguarding procedures, A child should no longer be the subject of a care and support protection plan if it is judged, based on evidence, that the child is no longer at continuing risk of significant harm requiring protection by means of a care and support protection plan.  [20:  www.safeguarding.wales. (n.d.). Safeguarding Wales. [online] Available at: https://www.safeguarding.wales/en/chi-i/chi-i-c4/c4-p9/ [Accessed 2 Feb. 2024].
] 

 By having the opportunity to spend so much time with the family within their home I feel that I was able to unpick some of those initial safeguarding concerns. I was seeing the changes weekly.  Both parents’ mental health was improving because of efforts they were making at home around boundaries, routine, and improving family relationships with one another. Both parents were applying strategies for remaining calm when feeling challenged by the children.
Quality of life had improved for the family and the risk of signification harm had diminished and how do I know this?  I looked at the impact of these changes on the children – improvements in school attendance, engagement, children’s physical presentation on visits, their perception of their parents, a part of my assessment I ask scaling questions and all children scaled higher than when I initially visited in terms of their perception of feeling safe at home. 
 The advocate fed back similar feedback from the children which ultimately supported the evidence for de-registration. 
However, I did advocate for a Care and Support plan which is defined under the Social Services and Wellbeing Act 2014.” A child is assessed as in need of care and support if: the need arises from circumstances such as their age or health, and: it relates to their personal wellbeing outcomes. it cannot be met by their parents, wider family, or community services.” 
The changes made were very much in their infancy and as previously stated maintenance of behavioural change can take much longer that 4 weeks. 
[footnoteRef:21]Government Research shows a correlation between living in a deprived area and children being  four times as likely to have serious mental health difficulties by the age of 11. The family were struggling to meet the needs of Daughter 3 despite their best efforts. Everybody in attendance at the meeting were also in agreement to this. [21:  research.senedd.wales. (n.d.). Poverty and mental health: it’s a two-way street. [online] Available at: https://research.senedd.wales/research-articles/poverty-and-mental-health-it-s-a-two-way-street/#:~:text=In%20Wales%2C%2020%25%20of%20adults.
] 

Now what?
It is well known in my Local Authority that waiting times for mental health/ neurodevelopment assessments and support for children is a lengthy one. [footnoteRef:22]Themes identified from the stakeholder survey comments regarding the barriers for access to Primary Care CAMHS across Wales are as follows: Lack of knowing which service is the most appropriate to see the young person, Demand and capacity issues and long waiting lists  [22:  Primary Care Child and Adolescent Mental Health Services Stakeholder Report. (2019). Betsi Cadwaladr University Health Board.] 

Was there an element of learnt behaviour? Did Daughter 3 learnt that parents would give in? Or was there a child that needed tailored support to a need that had not yet been diagnosed? Unfortunately, other services do not work to the same time frame of children services processes and the time frame of the child’s need for support. CAMHS had closed and Daughter 3 potentially had another 3+ years before a Neurodevelopment assessment.
Additionally, Task centred, and solution focused practice assumes the person has the resources to deal with the issues. Capacity to change has two elements: motivation and ability. A parent may have the
knowledge and ability to change, but not the motivation; or have the motivation, but not the ability (Howarth & Morrison, 2010).
The children were sharing one room and it was overcrowded, this evidently caused children to become agitated with one another. As previously discussed, the family did not have financial resources to get a private diagnosis or pay for private support. Therefore, it felt necessary to advocate for further children services support and so as a multiagency team, there could hopefully be suggestions and discussions on ways to support Daughter 3 and the family. Additionally, to support this family I liaised with the neurodevelopment team who advised me on what I needed to write about in terms of my observations, and I wrote a letter to CAMHS detailing my observations. 
Upon reflection, I think my assessment of parents needs to look at wider socio-economic picture and not assume all parents have the same capacity or resources to change and ‘meet the standard’ expected of them by Children Services.  Feedback I received from Mother was that I listened. I didn’t fix one of the primary problems and I have learnt recently  that it isn’t on me to be the “fixer” but my observations and professional opinion matters and will contribute to the wider picture for further support. 
In regard to Welsh Context, this is very well supported within the context of this case study. I have considered the geographical area and how this impacts on the family I am working with. I was aware from the beginning that this family did not speak Welsh due to adhering to Welsh Language measures 2011 and ensuring I offered them their language preference for the assessment. 
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