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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).



A case that will be discussed is a personal reflection on a child protection case within a child disability team in Wales.  For anonymity reasons I will refer to the family as  C1, P2 and P3. The case has escalated to Public Law Outline arena due to no one able to care for C1.  In addition, due to historical illicit drug use, parental mental health and domestic violence.  This case will demonstrate the laws that guided me to support my professional judgement, such as the Social Services and (Wales) Welling Act (2014), (SSWWA) and Child Act 1989.  Child Act 1989 states that it is a legal principle, and that the child welfare is paramount. I will reflect on my role as a social worker when undertaking my professional duties. In addition, the laws that a social worker follows to ensure good practice.  Furthermore, to allow parents to have the opportunity to make changes and understanding the barriers for parents due to timescales. In Local Authority X their ethos is to ensure families can stay together if it is safe for the child to do so. It will identify the risk analysis approach what can we do as a social worker to minimise these risks and, what are the parents’ strengths with their family dynamics. Throughout this essay as a model of reflection I have used Gibbs Reflective Cycle (1988) this is to  ensure that I was able to critically reflect my involvement in safeguarding C1. 
This case study will also look upon theories that were identified. In which is core to social work practice and can guide our practice and be used as evidence based to complete assessments. Teater (2019) explains that theory guides a social worker to make predictions and assess situations where it explains individuals’ behaviours. It also supports social worker to provide a rationale in how to intervene with individuals and their families.  Holistic assessment is core to social work practice it views individual’s behaviours and how the environment has impact the family. Cleaver and Walker (2004) the importance of a holistic assessment in viewing all aspects of the individual’s life and will examine it from different perspectives. In addition, I will discuss the theories that were central for this case. This is vital within practice, and it can allow myself to take on a professional values approach and ensure that my personal values do not interfere within my practice. It is important that these are acknowledged in supervision sessions and to have time to reflect on my practice.  
[bookmark: _Hlk174267625]C1 was transferred over to the child disability team from a community team in Wales due to C1 having a formal diagnosis of global developmental delay and autism. In the Local Authority X once a formal diagnosis has been sought by a medical professional then the child is allocated to the childcare disability team and the eligibility criteria has been met.  In addition, within the family there was historical use of illicit drugs, parental mental health and domestic violence. However, a referral had been made while it was allocated to myself with videos footage of P2 with drug paraphernalia. In addition, social worker wanted to have  discussions with P2. However, this could not be made due to her having to access crisis support for her mental health out of county. Furthermore, due to P2 not being available I tried contacting P3 he was not available he was also out of county.  P2 had gone to a refuge due to domestic violence from P3 and from her eldest child. In the meantime, P2 had support from the crisis team for mental health support. This was due to longstanding drug use of crack cocaine which can bring on psychosis which is a form of mental health.  Morton (1999) states that cocaine is a highly addictive drug and can bring on many psychiatric symptoms and one of them is psychosis symptoms.  This is very common in individuals who use crack cocaine. In addition, P2 was being assessed in a mental health unit in England due to the lack of mental health bed in Wales.  Welsh Government 2023 state that one in 50 people in Wales live with severe mental health issues and this is on the rise. Welsh Government (2022) report that figure shown that 2011-2012 there were 1,857 beds and now the latest figures are 2021 to 2022 have decreased to 1,290.  In addition, P2 was unable to meet with myself or care for C1 as she was out of county being assessed due to her suicidal ideation. The Mental Health (Wales) Measure states that it was introduced to be able provide appropriate care for individuals. It was identifying in this case that work still needs to be placed in Wales in regards to our mental health services as P2 had to be placed out of county and away from C1. Furthermore, P2 had planned for C1 to be cared for by a friend who had known C1. 
In the meantime, I had linked with all mental health professional in Wales and England to work together in how best we could P2 on her well-being and the likelihood of her being discharged. This was working in line with the Social Services Well-being (Wales) Act 2014 Part 9 which promotes co-operation and partnership working.  In addition, multi-disciplinary meeting was arranged to support P2 back to Wales as she wanted to come back due to her support network. P2 was advised to stay at refuge out of county in Wales after being discharged. However, P2 was adamant and felt she was isolated and lonely and that she needed to come. P2 environment where she currently lives are full of, unsafe adults and her ability to access drugs after she had support would not benefit her to gain recovery. 
Nevertheless, the support that she was accessing by all professionals was flawed due to her relapsing after being at home. However, after having a discussion with P2 she did still wanted gain abstinence. Mckeganey et all (2004) takes the view that abstinence is an aspiration to individuals that use drugs that sometimes this is not a realistic outcome for them. In addition, some individuals say they are ready to be drug free. However, they are unsure whether they could achieve it.  In addition, this is how P2 felt due to timescales and how she felt pain due to not being able to care for C1.  This was important for myself as I was able to reflect on the cycle of change model and discuss this with P2. P2 was familiar with this model as she had used in in many attempts for abstinence. DiClemente and Prochaska (1982) stages of change the stage that P2 was making was between pre-contemplating to contemplation to preparation. P2 identified that she has historical background in illicit drug use and was able to maintain this for 2 years. However, she relapsed most of her adulthood. P2 sees her use in drugs as a self-medicating factor which has supported her through trauma in childhood of sexual abuse. This was important to link with third sectors in Wales for P2 to access some therapy sessions. 
In the meantime, P2 friend was then also unable to care for C1 as this was putting a strain on her due to C1 level of disability. This was a very emotional time for P2 as she was also unable to care for her child and consented for C1 to a section 76. To support C1 and I looked for other family members to support. Kinship Care (2024) state that whenever children cannot live with then it is often that social services look for alternatives’ family. This can be less disruptive for the child. On discussion with P2 she stated that she already had other children removed and they were living with a family member in England. P2 stated that the family member would be unable to care for C1 as they have her other two children living with them with high level of complex needs. The discussion was made with this family member and this family member was emotional that she could not care for C1 as she stated, “I have my handful already and they have high level of needs.” P3 was not contactable, and all effort were made.  I felt at this time I had exhausted all options with family. In addition, I linked with P2 and discussed with her about C1 residing with foster carer while assessments were to take place. I discussed with P2 that the carers were experienced with children with additional needs. 
Due to P3 being unavailable as he was out of the county and P2 getting the care required for her mental health and illicit drug use. I was still able to promote family contact with C1 to see P2. Moreover, P2 was consistent at first and then P2 started to cancel family time with C1 due to being ill. However, an unannounced visit to P2 was conducted due concerns regarding her being ill on the days she had family time with C1. On observation P2 looked dishevelled and was upset stating that she had been smoking crack cocaine the previous night. Social Care Wales (SCW) (4.3) states   it about taking steps to ensure the individual behaviours does not cause any further harm to themselves or others.  P2 agreed to have more services to support with the increasing drug use. P2 was already accessing inhouse support and an additional referral was made  to a third sector for intense support. C1 was very emotional on days P2 did not show up and would drop to the floor crying. As C1 social worker I had a duty to ensure I adhered to the codes of professional practice that (SCW)(2.1) I had to be open and honest with P2 in regards to non-attendance to family contact.  I had to ensure C1 emotional well-being was not being compromised and explain to P2 what I was observing when she does not attend. C1 would become very distressed.  P2 agreed to decreasing contact due to her ongoing substance use and unable to be available for C1. This happened as we do not want to give parents hours that they cannot commit to and set them up to fail it about them achieving positive outcome that are realistic.  
In the meantime, contact with P3 was still ongoing and all efforts were made to hand deliver the PLO letter. Due to many attempts to ensure P3 received his letter to enable him to seek legal advice I had to get support from my legal department to access a process server to ensure P3 was give an opportunity to care for C1. P3 attended meetings and engaged in the process after being out county. However, as time had gone on the lack engagement towards the assessment plan had lapsed.  There have been many attempts to contact P3 and to get his engagement towards the process. C1 has not seen P3 for a while and we did not know how this would impact on C1. P3 engaged with the contact assessment and was then not available for this to be shared. Holland (2000) states that if a child relationship with a parent has been lost thought should be given to re-establishing this relationship.
It was beneficial for myself as C1 was newly allocated and that I needed  time to analyse historical assessments and plans to identify what was impacting on the family dynamics.  I felt I had to discuss this further with my manager as I had concerns regarding parents behaviours and the lack of changes that have been made.  As a social worker it is important to identify that we do not work in isolation and that we work in partnership. In addition, working in a multi-disciplinary approach is important to get all professional views (SSWBA, 2014). The importance of working together is that our role as a social worker can be challenging so it is about sharing some of the responsibilities and prevent duplication of work. In addition, working in collaboration to promote better outcomes for parent and families. Hence, there has been some barriers of working as a team is understanding everyone roles and responsibilities. P2 felt a lack of support before about her drug and mental health issues and working with professionals was not having support straight away.  
However, when discussing this with other professionals while not having an imbalance of power as a social worker I used my expert power which means using my knowledge and skills without talking down or patronising individuals to enable myself to explain my duties and understand their roles. This is something I have struggled with in the past in delegating responsibilities. To enable myself to get the best outcome for this family I had to share responsibility and delegate roles to ensure best practice and better outcomes.  This was to also ensure that my own well-being was not being comprised and allowing me to delegate and share with other professionals to take on roles that would support myself and have the best outcome for C1. Avery, Waler and Murphy (2001) explain that even though working together is important. Each professional should take accountability and responsibility for their own work and feedback in regards to expectations and challenges that may arise.  In the conference with other professionals due to C1 being in foster care it was agreed by all professional involved that there was no need to register as C1 risks were minimised as C1 was residing in foster care. All professionals agreed and services continue to work together and advocate for the parents and C1. 
Advocacy is defined as a service that was implemented due to the complexities of the C1. C1 was non-verbal and is highly vulnerable. SSWBA (2014) states the right to advocacy is paramount. However, in my case C1 was not eligible for advocacy due to her age. Social worker linked with services and linked with the independent reviewing officer, due to advocacy not be offered as a service from a third party. However, as a social worker we wear many hats from advocates, counsellors and mediators. I knew that I had to advocate for C1 along with other support that I was inputting. It was frustrating as C1 would have benefited from this service which would of had the skills and the tools to spend time with C1 to assess her wishes and feelings. In addition, a child who is autistic and non-verbal is can be barriers for them to express their wishes and feelings. Furthermore, P2 was offered advocacy but felt overwhelmed with all service involved. The law states that the Human Rights article 8 can interfered with if there are safeguarding concerns over a childcare.  As a social worker I felt I discussed this with P2 in regard to an assessment plan. This identified that I would undertake visit which would be announced and unannounced and there were assessment dates with times and places. This was to ensure that P2 felt valued and informed. As a Local X we strive to keep families together unless it is unsafe to do so and looking at how parental issues impact on the child and in their environment now and in the future. 
There are also  factors from the environment around them, such as housing, poverty and unemployment make parenting even more challenging. This was evident when using the ecological system which was devised by Bronfenbrenner and the impact these elements have on C1. Ryan (2001) emphasises on Bronfenbrenner most influential level is the microsystem this is where C1 would have immediate contact with family and school.  The microsystem is also a massive part of C1 development. If this influential part of the system is not met this can have negative impact on C1 as this can led to developmental issues and the ability to reach their full potential. The Bronfenbrenner ecological system has been adapted in meeting child needs with autism and this is looking at all levels that can support the child not just the micro system. Ravindran and Myers (2012) state that child with autism the environmental factors is very important to view what part of the environment impacts on their disability.  This will take the whole ecological system to support the child in enabling them to learn from the environment around them. 
However, the barrier of the ecological system is the sensory need of autism like the use public transport, change in foods and maybe some behaviours due to disliking the environment there in and working out these factors together. C1 has had no stability with an educational setting and had changes to school through the years. Education is a basic right to all children no matter of their disability race, gender sexuality. Ryan (2001) states children environment is important in their microsystems. However, Odeh and Lach, (2024) argue that children do not all fit in one box and not all children can adapt to all environments. Children with disability are the most vulnerable in society and the environment can hold barriers for these children. As a social worker I was constantly reflecting on this situation and how the theory was impacting and repercussion this has had on C1 development due to C1 diagnoses of global developmental delay and autism. I took a more Schon approach in and on action through research it is unclear whether this has had an impact on C1 or it was as when parents are still using substances may affect their finances are not being able to provide the basic needs for their children and also with addiction, they maybe been pre-occupied with this that they cannot notice the basic needs are not being met. 
In addition, I was unconsciously looking at theories. The main theory was attachment due to placing C1 in foster placement as parent was unable to care at this point. Bowlby (1979) believes that the earliest the bond ban be formed by a care giver if vital through their life course. It was trying to understand the attachment that C1 has formed with her care givers. Parents had not seen C1 for a while so it was my role to get P2 support, and to ensure she was  feeling well enough to see C1.  The outcome was to re-establish attachment with mother and child could be reinstated.  When observing family time as part of the assessment process P2 was very entuned to C1 needs and was able to understand C1 traits and behaviours. However, P2 over time was inconsistent with her family time with Child 1 and the importance of building on attachment with C1 is important for parents to build upon. In this assessment period it was also viewing the behaviours C1 may have witnessed when residing at home and this can cause attachment issues.  P3 came forward as part of the PLO pre-proceeding and wanted to also be assessed to have C1. This took some contact sessions to measure the time P3 was to have with C1 as this parent had seen C1 for around 5 months so I had to be mindful this had to happen gradually in order to support C1 well-being. I was ready to share my contact report, prior to this my manager, independent reviewing officer and P2 was able to write the views on the report before sharing this. It was agreed that once a fortnight to start and slowly introduce each other and this could be reviewed on observation and how well P3 and C1 were building on their relationships. However, through the process of assessments P3 was uncontactable to be able to share the contact assessment and to discuss his assessment plan. P3 was always being supported by his solicitor and they were unable to offer answers at this point. In this process it was evident I had to try all means in order to link with P3. I made home visits I left letter, texts and phone calls.  I have my professional values, and these were to support parent as much as I can to allow their relationships with their child grows and development, however my personal values which I was able to discuss with my manager and colleagues that I did feel angry and upset for C1 as she is non-verbal she has autism she is highly vulnerable. P2 was not making herself available on some contact and P3 was not engaging to discuss future plans of being assessed to have C1. P2 has had previously had children removed due to drug use, mental health and domestic violence and P3 had no relationship with his children due to drug and they live with their main carer in England. 
So, another theory identified was grief and loss and this has impacted on C1 and P2 and P3. During this stage of process this allowed P2 to engage with services and make the changes she needed to make to be abstinence from drugs. It is evident addiction can be hard to make changes specially with many relapses. P2 was also get emotional when talking about her children that now live with a family member. Ross who has theory on grief and loss state that there are five different stages of grief and P2 was observed to still be going through these stages. Bargaining was evident with P2 and she would discuss with the social worker “if only I did not have an addiction” or “If I would be better in choosing my relationships”. Bargaining stage is a way to reconcile the pain and loss P2 has experienced.  The process for parent can be very emotional and there can be a sense of loss for both P2 and P3. However, parents have had children removed from their care before. This can be very distressful as they want to make change and due to addiction over many years and trauma that both parents have experienced historically in childhood can impact them later in life as adults. Bellis et al (2017) state that are many factors in childhood such as sexual abuse can impact on an adult in later life and use drugs or alcohol to manage their feelings.  P2 has disclosed to the social worker that she was abused by a family member when she was young. This had led P2 to have mental health issues and engage in relationships that have been violent. National Health Service Wales (2015) states in Wales it is 16 times more likely with adults with 4 or more aces will be more likely to smoke crack cocaine. P2 has had a longstanding has addiction to crack cocaine which has been used as a coping mechanism. As a social worker empathy is something that can support parents and really understanding they lives and what has lent them to be dependent on drugs to get them through the pain they have experienced. Subsequently we endeavour to ensure family time for parent to allow that attachment to remain. P2 has always remained within C1 life, and this must be taken in consideration. The barrier is that P2 is still an active user of drugs. P2 is also been anxious due to the fear of having C1 removed from her care and P2 will experience more loss in her life and when P2 feels pain she uses drugs to help her to disguise the pain. 
For the conclusion of this essay, using the conclusion and action plan from Gibbs’ reflective cycle (Gibbs, 1988), I can now recognise that the most difficult part in this case  was fundamentally the challenges from P2 and P3 and their lack of engagement to C1 and understanding their motivation behind not being consistent with C1. It was not until further supervisions and discussing my feelings that I understood that P2 and P3 had longstanding addiction due to past traumas. Through communicating with all professionals, P2 and C1 it was therefore that collaborative approach as well as my own professional judgements that would ensure C1 remained safeguarded within the context of the legislation in Wales. 
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