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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 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

This case study will provide a critical reflection on a safeguarding case which I was actively involved in through my role as a social worker within a Children’s Community Safeguarding Team. I will begin by outlining the case background and the concerns that led the family to engage with social services. Next, I will explore the assessment process where there are safeguarding concerns for a child’s welfare, whilst analysing the dynamics of multi-agency working, and the use of professional judgement in managing complex and challenging circumstances.

This case study will be grounded in the Welsh context, whilst offering insight into safeguarding practice within children’s services in Wales. It will examine the relevant local and national legislation, policies, and procedures that have informed and shaped my professional practice. In doing so, it will also consider how social work in Wales interfaces with broader statutory and policy frameworks across the United Kingdom, the European Union, and internationally. Moreover, applying social work theories is central to effective practice. These theoretical frameworks offer a structured approach to understanding complex human behaviour, guiding interventions, and supporting ethical, evidence-informed decision-making (Payne, 2021). This case study aims to demonstrate how theories have underpinned my practice, influencing the decisions and interventions made to support the child and family. Furthermore, in accordance with professional standards and ethical responsibilities, all names and identifying details have been anonymised to protect the confidentiality of those involved (British Association of Social Workers, 2021).

The family consists of a mother, father and two children. For this case study, I will refer to the child aged seven as child 1, the child aged three as child 2, the mother as person 1, and the father as person 2. The family was first known to the Local Authority (LA) following reports from the school, raising concerns around domestic abuse and person 1’s health; specifically in relation to increased seizures. It was also noted an incident had occurred in which Person 1 left Child 2 unattended in a local shop due to experiencing a seizure. 

In accordance with Part 7, Section 130 of the Social Services and Well-being Wales Act, 2014 (SSWBA, 2014), the school had a statutory duty to inform the LA of these concerns. The legislation states: “If a relevant partner of a LA has reasonable cause to suspect that a child is a child at risk and appears to be within the authority's area, it must inform the LA of that fact.” This legal duty ensures that safeguarding concerns are promptly shared, enabling the LA to assess and respond appropriately to potential risks. Considering these concerns, the case was allocated for a proportionate assessment (PA), which was assigned to me. Although PAs are typically undertaken by the intake team, due to a high volume of referrals, the community safeguarding teams were asked to provide support. I viewed this collaborative approach positively, as it demonstrated the value of a unified LA working collectively to meet the needs of vulnerable families and ensure timely safeguarding responses.

Assessments are a vital part of social work, helping to understand each family’s needs and strengths to guide appropriate support (Parris, 2012). Their effectiveness depends on the social worker’s ability to build trust and encourage open communication (Beckett, 2010). Due to this being my first PA I recall feeling nervous and anxious, especially given parent 2 was unwelcoming of social services involvement and had a large criminal background. To begin the assessment, and in accordance with Wales’s commitment to bilingual service provision, the Active Offer was made to the family, asking whether they wished to communicate or receive their assessment in Welsh. Although the family declined, explaining that they did not speak or understand the language, it remained essential that this question was asked (Welsh Government, 2011).

To promote engagement, I ensured that I used active listening, clear communication, and sensitive interviewing techniques. I created a safe, non-judgmental space and adapted my approach to suit each individual's communication style. For example, Parent 2 disclosed a diagnosis of autism spectrum disorder and preferred direct, simple language with minimal jargon. I respected this preference to ensure the assessment was collaborative and meaningful (Parris, 2012). Positively, both parents were welcoming and spoke openly about their current situation and support needs. As a professional, I always aim to utilise a person-centred approach, which places the individual at the heart of all decision-making, planning, and intervention (Social Care Institute for Excellence, 2022). By utilising this approach, I allowed each parent to discuss their support needs from their own perspectives, and together we worked in partnership to develop several personal outcomes. Parents separated, however, continued to reside in the same household, due to Person 1 experiencing frequent seizures and requiring support to ensure the children’s safety. Both parents expressed a desire to live independently, with Person 1 specifically stating that she wishes to regain autonomy. She also consented to a referral to adult services. She reported feeling socially isolated, attributing this to her health condition and the socio-economic challenges of her community, which is an area identified as having a lower proportion of economically active residents (Office for National Statistics, 2021). 

Further concerns emerged during the assessment, including substance use by both parents; person 1 reported using cannabis as a form of self-medication, whilst person 2 admitted to drinking alcohol, smoking cannabis, and using cocaine recreationally. Through further discussions, person 1 also spoke of having had substantial involvement with social services in England, having had her three eldest children previously removed. Based on these disclosures and identified support needs, I concluded that the case remains open for a further comprehensive assessment, meaning it remains on my caseload in the LA’s Children’s Community Team to commence a Care and Support Plan under Part 4 of the SSWBA, 2014. Part 4 of the Act states that the LA has a duty to meet the individual’s needs for care and/or support (Law Wales, 2021).

Person 2 later moved out of the family home and was subsequently arrested for offences relating to the supply of Class A substances. Following their departure, Person 1’s sibling (Person 3) moved into the home to offer support. Due to Person 3’s significant history of alcohol and substance misuse, robust safety planning was implemented to manage potential risks. Although the safety plan was initially effective, concerns gradually emerged about the suitability of Person 3 acting as a safety person for the children. These concerns were linked to a reported increase in Person 1’s own alcohol and substance misuse, and indicators of domestic abuse within the home. In addition, emergency services were called on numerous occasions with reports of domestic incidents, followed by reports that both adults were intoxicated and unable to care for the children. 

Across the United Kingdom, each nation operates under its own legislative framework for children’s services; however, all share the same core principles: protecting children from harm, promoting their rights, and ensuring that their views are central to assessment and decision-making (Jowett and Kellet, 2021). In Wales, the SSWBA (2014) establishes a rights-based, strengths-focused approach to practice, emphasising collaboration with families, meaningful participation by children in planning, and the promotion of overall well-being (Welsh Government, 2014). England’s equivalent: Children and Families Act (2014), similarly prioritises early intervention, multi-agency cooperation, and the active involvement of children and families in shaping the care and support they receive (Department for Education, 2014). In Scotland, the Children and Young People (Scotland) Act 2014 places statutory duties on public authorities to embed children’s rights across all services, reflecting a national commitment to strengthening children’s participation and safeguarding their welfare (Scottish Government, 2014).

Despite differences in structure and terminology, these legislative frameworks share substantial similarities. Each sets out that the child’s best interests must guide professional judgement, children’s voices should be heard and respected, and that agencies must work collaboratively to meet a child’s needs. All three frameworks promote a strengths-based, co-productive approach that encourages families to be active partners in intervention and aims to reduce stigma associated with accessing services (Blom et al., 2025). These national approaches are rooted in the United Nations Convention on the Rights of the Child (UNCRC, 1989), which places duties on governments to uphold children’s rights to protection, participation, dignity, and development. Collectively, these legislative structures demonstrate a commitment to placing children at the centre of social work practice, ensuring that their rights and voices shape every aspect of intervention.

In Wales, the Wales Safeguarding Procedures (2019) provide the practical framework for implementing these statutory duties. These procedures support the implementation of Part 7 of SSWBA, 2014, and the guidance set out in Working Together to Safeguard People (Welsh Government, 2019). They establish clear expectations for identifying, reporting, and responding to safeguarding concerns across agencies, ensuring consistency and accountability. In this case, escalating concerns about the children’s welfare meant that the threshold for multi-agency scrutiny was reached. In accordance with Part 5 of the Wales Safeguarding Procedures, management concluded that a strategy discussion was required. This multi-agency meeting enabled professionals, including social care and police, to share information, assess immediate risk, and determine whether Section 47 enquiries were necessary to establish whether a child is at risk of significant harm.

The single agency decision would have been discussed and agreed by the two services and approved by the Regional Safeguarding Board (RSB). The RSB is a statutory mechanism that agrees the multi-agency safeguarding procedures, sets the regional thresholds for intervention, and ensures that all partners work consistently to protect children from harm (Social Care Wales, 2025). Following this meeting, Section 47 enquiries were initiated. According to the Wales Safeguarding Procedures, “the purpose of Section 47 enquiries is to establish whether a child is suffering, or is likely to suffer, significant harm and requires intervention to safeguard and promote their well-being” (Wales Safeguarding Procedures, Section 3, part 1). 

Although I had previously completed section 47 enquiries, I initially felt apprehensive about the complexities of this case because of my limited knowledge of seizures and how alcohol and substance misuse can affect them. I was also aware that Person 1 might not have been fully open about her substance use, yet I felt cautious about raising this in a way that could appear judgmental. Under the SSWBA 2014, social workers are required to gather and analyse information, meet with children, and consult relevant professionals to determine whether a child is suffering, or is likely to suffer, significant harm. To develop my practice and ensure my concerns were grounded in evidence rather than assumptions, I sought advice from our specialist drugs and alcohol worker to build my understanding of the impact of substance misuse on seizure activity. Working collaboratively in this case helped me interpret the available information more confidently and strengthened the quality of my overall analysis.

As part of the s.47 enquiries, I also worked closely with Adult Services, who assessed person 1 and provided practical measures, including home alarms, sensors, and a seizure-monitoring watch, to reduce risks in the home. I also requested formal carers or an adult care plan to support her with daily routines such as school runs, however Adult Services maintained this was a children’s safeguarding matter, not recognising how her deteriorating health and loss of the children were interconnected. This conflicted with the SSWBA’s emphasis on integrated, preventative, and co-productive working across adults’, children's, and health services (Welsh Government, 2018). I also recall feeling frustrated and helpless when Adult Services continuously advised Person 1 to return to the GP, despite her diagnosis of non‑epileptic seizures meaning medication was not appropriate (Epilepsy Action, 2025). In hindsight, I recognise that I should have requested a multi‑agency meeting with Adult Services management to address these barriers more effectively. However, my limited experience and confidence at the time meant I deferred to the judgement of more experienced professionals, assuming their assessments and decisions were correct.

Despite safety measures, it was clear that the children remained unsafe due to their young ages, limited family support, and person 1’s ongoing episodes of functional (dissociative) seizures. Sadly, despite her efforts, Person 1 was often unable to attend therapy appointments because she experienced seizures beforehand, and her rural location and long travel distances created additional barriers to her accessing fundamental support (Llais, 2025). Person 1 also had significant anxiety about using buses, exacerbating her social isolation. Using an ecological systems perspective, Person 1’s difficulties can be understood as emerging from the interaction of multiple environmental layers that shape her ability to care for her children. At the microsystem level, her immediate health needs significantly affect her daily functioning and capacity to respond consistently to the children. Moving into the mesosystem and exosystem, limited informal support networks and challenges in accessing services further restrict her ability to seek timely help. These barriers are intensified by the wider rural Welsh context, where geographically dispersed services and transport limitations create additional obstacles to engagement (Bronfenbrenner, 1979). These contextual barriers, amongst professional barriers, constrained her ability to meet the children’s needs despite her willingness.

During enquiries, and despite extensive safety planning, Person 1 experienced two separate seizures while the children were in her care. Subsequent enquiries confirmed that key elements of the safety plan had not been followed. I felt frustrated with this, given Person 1 co-produced the safety plan, tailoring it in a way that supported her to maintain her independence and ability to parent the children's safety. The latter falling in line with requirements set out under Section 2.3 of the Code of Ethics which highlights that social workers should encourage and promote the full involvement and participation of those they support (BASW, 2014). However, given the frequency and seriousness of the incidents, it was deemed unsafe for the children to remain in Person 1’s care. Therefore, I was requested to raise these concerns with Person 1 and to request her consent for the children to be placed in respite under a s.76 agreement. 

This was my first experience initiating a s.76 arrangement, and I recognised that I needed further confidence and clarity around the legal processes involved. To ensure the decision-making was robust, I sought guidance from my manager, who arranged for the team’s consultant social worker to accompany me on the visit, given the complexity of the situation and Person 1’s health needs. I was very mindful of the importance of open and honest communication, to release any anxieties Person 1 may have. This included explaining what the agreement entails, what it does not mean, and emphasising the rights that parents retain, particularly their right to withdraw consent at any time (Research in Practice, 2023). Although I found this discussion difficult, I was mindful that providing transparent and accessible information was crucial for maintaining trust and supporting informed decision-making (Ogbanga, 2024).

Person 1 first expressed a desire for the children to remain in her care, however with reassurance, agreed to the children being accommodated temporarily for their safety. Emotionally, I felt reassured that considering s.76 accommodation was a necessary step to keep the children safe, in line with my statutory duty to prioritise their welfare under s.47 (SSWBA, 2014) and broader safeguarding principles. Yet, I felt sadness knowing that Person 1’s wishes could not be upheld, despite her clear desire to care for her children at home. This tension was further complicated by Person 1’s right to respect for family life under Article 8 of the Human Rights Act 1998, which must be balanced carefully against the need to protect children from harm. Reflecting on this, I felt a deep tension between my role in safeguarding and the ethical obligation to uphold Person 1’s human rights.

This dilemma intensified when Child 1 expressed that he wanted to remain at home with his mother. Under both the Children Act 1989 and the SSWBA 2014, a child’s wishes and feelings must be sought and given due consideration, taking into account their age and understanding. This duty is reinforced by Article 12 of the UNCRC, which requires children to be meaningfully involved in decisions that affect them (UNCRC, 1989), and by Article 9, which states that children should not be separated from their parents unless necessary for their best interests. 

Respecting Child 1’s voice felt ethically important, yet my assessment also had to consider Article 19 of the UNCRC, which sets out a child’s right to be protected from all forms of harm. Balancing these rights created a profound internal conflict: I wanted to honour Child 1’s wishes and Person 1’s right to family life, but the escalating safeguarding concerns meant that neither child’s expressed wishes nor the mother’s parental wishes could be safely upheld. The experience also highlighted the complexities of practice in rural Wales, where multi‑agency limitations and structural barriers can deepen safeguarding concerns and restrict the support available to families who wish to care for their children (McElwee, McManus and Ball, 2022). Ultimately, this experience prompted me to reflect critically on the conflicts that can arise between upholding human rights principles, children’s rights under the UNCRC, and statutory child protection duties. 

As the case progressed, it moved into the Public Law Outline (PLO) due to Person 1 repeatedly cancelling family time sessions and demonstrating limited engagement with the support offered. Alongside this, Person 1’s friend raised concerns about her alcohol use, suggesting that her increased seizures might be linked to alcohol or substance misuse rather than solely to past trauma. As a social worker, it was essential that I approached these concerns objectively and based my practice on evidence rather than assumption or judgement. I discussed the issues during supervision and was tasked with researching the relationship between alcohol misuse and seizure activity. Through this research, I identified that “chronic alcohol misuse can increase seizure risk significantly, particularly where blood sugar levels drop sharply following drinking” (Medical News Today, 2024).

I subsequently visited Person 1 to explore these concerns sensitively and transparently. Although Person 1 denied drinking excessively, I had observed a gradual decline in her overall presentation over recent months. She had also become increasingly disengaged from support services and often failed to attend therapy sessions, frequently reporting that she had experienced a seizure. During the PLO process, Person 1 also underwent drug and alcohol testing, which later confirmed chronic alcohol use, reinforcing the importance of grounding my assessment and intervention planning in robust, evidence-based practice (Samokhvalov, Araki and Rehm, 2012)

Initially, I felt disappointed that Person 1 had concealed her alcohol use, as this limited my ability to fully assess the risks and support her effectively. However, with reflection, I recognised that her past experiences, particularly the removal of her older children, have likely created deep-rooted fear and anxiety around professional involvement. I acknowledged this history may influence how she shares information, by minimising or hiding her current alcohol or substance use to protect herself from the perceived possibility of losing her two younger children (Tufford and Dylan, 2025). Understanding this, I shifted from seeing her actions as dishonest and considered the emotional context behind them. According to Navalta (2022) many parents with traumatic histories or previous safeguarding involvement struggle with trust, and fear of further loss can significantly impact their openness with professionals. In my work with her, I focused on building a nonjudgmental, empathetic relationship, acknowledging her fears while consistently reinforcing the importance of transparency to ensure her children’s safety. This reflective process helped me move from frustration to a more compassionate and trauma-informed understanding of her behaviour, while still maintaining clear safeguarding boundaries.

With this approach, I found Person 1 began to be more open and began sharing her adverse childhood experiences (ACEs) with me, which provided me with more insight into her parenting styles. For example, during family time sessions, it was widely noted that Person 1 was noticeably harsh toward Child 1, speaking unkindly, shouting over minor issues, and sometimes swearing. Research suggests that parents who have experienced ACE’s can find it harder to regulate their emotions and may repeat patterns from their own upbringing (Ratliff and Morris, 2022). Person 1 explained that she was raised in a home where “children should be seen and not heard,” which helped me understand why she struggled to respond calmly to Child 1’s emotional needs. Bowlby (1969) argues that inconsistent, unresponsive, or emotionally cold caregiving in childhood can lead to insecure attachment styles, forming internal working models that shape expectations of relationships in adulthood. These early patterns often influence parenting, as adults who did not receive warmth or emotional attunement may struggle to recognise or respond sensitively to their child’s needs. Ainsworth et al. (1978) found that parents with insecure attachment histories are more likely to display less sensitivity and responsiveness, which can affect the child’s sense of safety and emotional regulation. 

During this period, I also observed that Child 1 developed a noticeable twitch around his eyes, which began when Person 1 was frequently shouting at him and responding harshly to minor behaviours. Research indicates that children exposed to chronic stress or frightening caregiving environments often present with manifestations of anxiety, including motor tics and facial twitches (Christie et al, 2019). Witnessing this emerging physical sign of distress was deeply upsetting for me as Child 1’s social worker, as it demonstrated in a very visible way the emotional burden Child 1 was carrying and reinforced my responsibility to intervene to ensure his safety, stability and emotional wellbeing. 

This situation brought several professional difficulties. Although I understood the underlying reasons for Person 1’s responses, shaped by trauma, stress, and her own ACE’s, I nevertheless had a statutory and ethical obligation to prioritise Child 1’s welfare. Therefore, I had to inform Person 1 that family time will not resume should her behaviour continue. Whilst this conversation was difficult, I felt it was important Person 1 recognises this behaviour isn’t acceptable, allowing her to consider the impact this may be having on Child 1. Furthermore, following the session, Person 1 and I engaged in further discussion, and together we identified that more intensive parenting support was required. We agreed to increase the frequency of her parenting support sessions from fortnightly to weekly, with the aim of helping her develop more regulated responses during interactions with Child 1. This collaborative planning helped maintain our working relationship and ensured that Child 1’s emotional safety remained at the centre of the intervention.

Whilst I was committed to supporting Person 1 and recognised the challenges she faced, I recall feeling frustrated that her behaviours were contributing to Child 1’s distress. This created an ethical tension between empathising with her struggles and maintaining firm boundaries around what was acceptable in parenting and safeguarding. The challenge for me was managing my emotional responses: frustration, sadness, and protectiveness, while ensuring they did not influence the way I spoke to or supported Person 1. I needed to consciously separate my feelings about the impact on Child 1 from my understanding of Person 1’s own vulnerabilities. This required emotional regulation, supervision, and reflective practice to ensure I remained compassionate, balanced, and focused on empowering the family. 

As time progressed, the children’s legal status changed to Looked After Child (LAC), which required regular statutory LAC Review meetings. In Wales, these reviews are governed by Part 6 of the SSWBA 2014 and the Care Planning, Placement and Case Review (Wales) Regulations 2015, which set out how local authorities must plan for, monitor, and review the care of every looked-after child. Using Gibbs’ Reflective Cycle, I reflected on my participation in the LAC Review. This meeting brings together all professionals and key individuals involved in the child’s life to evaluate the child's progress, well-being, and the effectiveness of their Care and Support Plan. The Review focused on whether the children’s needs were being met in their current placement and whether any changes were necessary to strengthen their safety, stability, and long-term outcomes, as emphasised in the statutory Code of Practice for looked-after and accommodated children.

The review must examine the child’s daily care, emotional well-being, education, health, relationships, and future permanency plan, ensuring their Care Plan remains appropriate and effective for their changing needs. Furthermore, the plan was tailored to the family’s circumstances by ensuring the goals were practical and achievable, and by building in structured family time that was meaningful, emotionally safe, and aligned with the children’s wishes.  It was fundamental I worked in co‑production with Person 1 when developing the LAC plan. Together, we explored the family’s strengths, such as Person 1’s clear love for the children and her desire to make changes, using these as the foundation for identifying support needs. We agreed on specific, realistic outcomes that would help the children feel safer and more emotionally supported. As part of this, Person 1 agreed to work with alcohol and substance misuse services and to re-engage with parenting support to help her respond more calmly and consistently towards Child 1. These decisions were made collaboratively, ensuring she felt ownership over the plan rather than feeling judged or directed. Throughout this meeting, I ensured I utilised an outcomes-focused, person-centred approach that prioritises what matters most to the child and family, empowering them to identify their existing strengths, capabilities, and resources, and to use these to shape achievable goals. 

To conclude, this assessment has highlighted the complexity and emotional intensity inherent in safeguarding work within children’s services in Wales. Navigating the interplay between statutory duties, ethical responsibilities, and the lived experiences of families has required thoughtful reflection, meaningful multi‑agency collaboration, and a strong grounding in evidence‑based practice and relevant legislation. My involvement has deepened my understanding of the value of trauma‑informed approaches, the challenges that can arise in inter‑agency working, and the ongoing need to balance the rights and voices of children with those of their parents. Moving forward, I will continue to reflect critically on my practice, engage regularly in supervision, and uphold core social work values, ensuring that I advocate consistently for the best possible outcomes for children and families.
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