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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).


For the purposes of confidentiality throughout this case study the young person involved within the case will be referred to as Young person (YP) 1 and family members involved in this case referred to by their relation to young person 1, for example, Mother and Father. YP 1 is of a British white heritage whose first language is English. They are 12 years old and have been living in Wales with their family since they were born. YP 1 lives with their older brother and their maternal grandmother under a special guardianship order under The Children’s Act (1989) and has done since they were three years old. This process was followed due to their Mother being unable to meet their physical, intellectual, emotional and social needs and being unable to keep them safe from the risk of significant harm. YP 1’s Mother has been a prolific heroin user since YP 1 was a young child and has also been a negative trigger to their emotional and behavioural development, encouraging anti-social and physically threatening behaviour toward members of the public and their grandmother. Albert Bandura’s Social Learning Theory looks at learned behaviours through observation; in this case YP 1 had been observed to model and imitate their mothers behaviours which were reinforced by their Mother who they looked to as a positive role model (Mcclean and Harrison, 2011). It  was important for me to be understanding that YP 1 has experienced adverse child hood experiences (ACES) and has anxious attachments with the adults in their lives due to their parents being inconsistent throughout their early years and early adolescent lives. Research tells us that ACEs can change brain development and affect how the body responds to stress which can be linked to mental illness and substance misuse in adulthood (Larkin et al, 2014). Bowlby’s theory of attachment also tells us that the earliest bonds formed by children with their caregivers have a tremendous impact on the attachments that continue throughout their life (Holmes, 1993). Therefor it was imperative that I was able to build a trusting relationship with YP 1 and they were provided with consistent support from professionals rather than being introduced to multiple practitioners who dipped in and out of case support. 

There was a significant rise in the worry for YP 1’s well-being as their missing episodes increased and concerns for the behaviour that they were engaging in whilst missing, grew bigger. Grandmother was struggling to cope with the lack of sleep after YP 1 during this time which impacted the relationship between them as well as fuelling on-going verbal disputes that ultimately resulted in YP 1 responding with physical violence towards their Gran. Initially YP 1 was open to the Local Authority on a child in need Care and Support plan under section 17 of the Children Act (1989). YP 1’s older brother was not opened to the department due to him being over the age of 16 and advocating that he did not wish to engage with professionals. In addition, the same safeguarding concerns were not present for the brother. Following two section 47 enquiries made under The Children Act (1989) and a strategy discussion, a collaborative decision was made by Principal Officer, Team Manager, Social worker and Head of Safeguard within Police, that a referral was made into initial child protection conference. YP 1’s name was placed on the child protection register in accordance with The Children Act (1989), under the category of neglect. In reflection of the category, I feel YP 1 was experiencing neglectful care by the adults in her life, however this was in relation to their Mother and her lack of capacity to make safe and appropriate decisions. Within the conference, professionals also considered the category of emotional abuse due to the impact of YP 1’s experiences had had on their self-worth, confidence and difficulty interpreting emotions such as anger and sadness. 

When looking at how safeguarding legislation and policies interface between social services in Wales and the UK it is important to recognise that the Wales Safeguarding Social Services and Wellbeing Act (2014) and Wales Safeguarding Procedures (2019) only applies within Wales and not the wider Uk, whereas The children’s Act (1998) cover’s the whole of the Uk and underpins all social work practice. An international legislation which is also linked to the All Wales Procedures and underpinned my practice and decision making within this case was the Human Rights Act (1998). As the act sets out the fundamental rights and freedoms that everyone in the UK is entitled to, YP 1’s and their families rights to respect private family life and right to education were considered in decision making. 

Following the child protection care plan being initiated, a decision was made the YP 1 would be offered the opportunity to spend a weekend in a family support house with a member of staff. To give them and their grandmother some space apart and some time for YP 1 to think about the decisions that they had been making over the previous weeks, as well as  grandmother to reflect on how the adults in YP 1’s life need to react to their behaviour.

During this time we were able to share words and pictures with them, the aim of this exercise was to provide them with a child friendly explanation of the Local Authorities decision making and the concerns that professionals and family have for them. The Words and pictures shared with YP 1 incorporated the family’s narrative to ensure that YP 1 understood why there were concerns for them remaining without support and why returning to her mother’s care was not an option the Local Authority supported, as it was unsafe and would not be in their best interests. 

Words and Pictures was an important process within the signs and safety framework to complete with YP 1 and their family as it ensured YP 1 was given thorough explanation of their current care and support plan and what this meant for them. Turnell and Edwards (1999) emphasise the importance of including children and young people within the safety planning and decision making that is taking place around them and the importance of children being provided with this explanation in the form of words and pictures. Butler and Williamson (1998) tell us that there is a considerable body of research that indicates that children and young people who are within the child protection system feel that they have little say or contribution in what happens to them and what decisions are made that impact their lives directly. Turnell and Edwards (1999) state that they find it particularly disturbing that many children within the child protection system and care system have told researchers hey do not understand why they are not in the care of their parents / family members. Therefor it is important children’s and young person’s words and pictures is updated throughout social services working with them to ensure they feel they know what is going on around them and who is in their life to keep them safe. 

I have ensured YP 1’s words and pictures have been updated and shared with them when plans have changed or decisions have been made. This proved to work well with YP 1 as they felt less confused which ultimately meant they felt increasingly at ease with less stress causing emotional outbursts. A person-centered approach underpinned this piece of work as YP 1’s age and capacity to understand information shared was considered in the making of their words and pictures, as well as valuing their wishes and feelings in response to this (Mcclean and Harrison, 2011). An important concept in communication theory is transferability (Trevithick, 2005), this describes the way that knowledge and skills have to be adapted if they are to be made relevant and applicable to the different situations encountered in social work, which can be linked to the use of words and pictures to communicate difficult and emotive information with children and young people. When thinking about communication theory, we can see that YP 1 being provided with step by step explanations using language that they can understand and allowing them time to ask questions will have supported them in feeling involved in their care plan and that their views and opinions were valued. Completing this work with YP 1 supported the working relationship between them and myself and I feel this was a key contributor to them feeling comfortable in asking me questions and building a trusting and open working relationship with them. On reflection, I also feel this enabled YP 1 to feel as though they have a level of control in their own safety plan, which is something that has been lacking throughout their life having lived in a chaotic home environment throughout their early years. 

Community Care (2016) outlines the signs of safety model, which is a strengths based model of practice that underpins direct work and involving the child within their own plan and is being adopted by local authorities to provide a consistent framework for professionals to follow and provide clear explanations to children about what is happening and the reasons why. Words and pictures is undertaken with the parents and the family network to create a version of events that occurred when abuse or harm happened, and the safety plan which has been created, that the children can understand, usually in the form of a kind of story board or comic strip. It does not matter how basic this looks; in fact, it needs to contain the simplest words and the most basic pictures drawn with or by the parents.

Following the child protection plan being put in place a next step for case management was a further single assessment being carried out to explore the family dynamics and whether the placement with grandmother was going to be manageable for family whilst keeping YP 1 safe or whether alternative placement settings would meet their needs appropriately. Within social work different assessments are completed, in this instance a single assessment is led by social services independently however collaborative assessments such as risk assessments with the police are also important. Prior to completing an assessment it was my responsibility as case manager to ensure I had read all previous assessments and documents on the Local Authorities system, in order to have a sound understanding of all the previous concerns and explore these with YP 1, their family and professionals. In accordance with section six of the codes of professional practice. (SCW,2022). 

When working with YP 1 and family to complete the assessment I ensured the ‘active offer’ was implemented and offered the family services in Welsh and English, whichever their preference was without making an assumption that their first language would be English and acknowledging their Welsh Heritage. This was important for the family in order to ensure they were able to communicate their wishes and feelings clearly and understand the questions being asked, it was also important for me as a professional to ensure I am able to have meaningful conversations and allow me to complete a comprehensive and reflective assessment. My practice was underpinned by section three of the Codes of Professional Practice (SCW,2022).The Social services wellbeing act (2014) sets out the overarching duty to the characteristics, culture and beliefs of an individual including language, The SSWBA (2014) states that local authorities should make sure Welsh language services are built into planning and delivery, and ensure that Welsh language services are offered to Welsh speakers at all times, without them having to request it. In addition to this being outlined, The Welsh Government has established a strategic framework for Welsh language services in Health, Social Services and Social Care, the more than just words framework. On reflection if YP 1 or family members had requested an assessment to be carried out in the Welsh language this would have required further discussions with my practice lead and manager, as I do not speak fluent Welsh and this would not be within my skill remit. When reflecting on my professional development and how I could further my abilities as a social worker practicing in Wales I would like to have the opportunity to access further training within the Welsh language to enable me to work with families should they request the Welsh language as I feel this could cause barriers for the children, young people and families we work with, having to form trusting relationships with more than one social worker which could also impact the effectiveness of our work. 


Whilst attempting working with YP 1 and their family it became apparent that the case was very complex and the majority of my time working with the family was focussed on crisis management and working collaboratively with the police to locate YP 1 and ensure they were safe. Roberts and Ottens (2005) Crisis intervention model focuses on the resolution of an immediate problem to prevent further deterioration and return to at least a pre-crisis level of functioning. In accordance with All Wales Missing child Protocol (2021) in the preparation of a care plan and at placement meetings, we considered the vulnerability-associated risk of YP 1 going missing. Including the likelihood of YP 1 going missing, the level of support offered to them by family and the parents/carers advice on what action they feel should be taken if the child goes missing. This information was shared with the police and a plan was formed that if YP 1 was to go missing or refusing to return home by an agreed time the police would be called and they would make attempts to locate YP 1 and return them to a safe placement. As well as working collaboratively with the police it became apparent that additional support would be required to support YP 1 and their family’s needs and to inform the assessment to give a clear understanding of what intervention and next steps may be required. 

Through regular case supervision with my Practice lead and Manager it was agreed that intensive support was required and discussions were had with the local authorities internal therapy team and additional case support workers allocated to work with both YP 1, Grandmother and networking to include maternal and paternal extended family members. This decision had not only been a massive support to the family’s needs but it also enabled me as case manager to have time to explore concerns and planning with the family rather than focussing all my time and resources on crisis management. 

On reflection, multi-agency working has provided me with further insight into how sharing of information and planning with professionals is an important factor in meeting children and young people’s needs and ensuring all decision making had their best interests paramount rather than the focus being on what was manageable. Morris (2008) reinforces the importance of multi-agency working and the positive impact it can have on making a difference to children and families lives. Similarly Atkinson et al (2005) also focuses on the importance of multi-agency working and the increased knowledge and understanding that it provides professionals in practice as well as the challenges of shared decision-making. 

In order to manage the challenges of multi-agency working I continued to use the Signs of Safety Framework to underpin my practice. The framework’s ethos focuses on the wellbeing of the child and empowering children, young people and families to feel listened to and involved in decisions being made as well as working on their own safety plans in partnership with social workers and supporting professionals (Turnell and Murphy 2014). The Social Services and Wellbeing (Wales) Act places a duty on professionals to co-operate with each other, attributes key to effective collaborative working include flexibility, empathy, open-mindedness to other approaches, reflection and preparation. Where these are present, multi-agency working can be really beneficial in achieving positive outcomes for the children and families we work with. However there are challenges in working collaboratively, these barriers can include poor communication, power differentials, lack of reflection, organisational protocols and putting personal feelings first. 

The social work profession requires many organisations and professionals such as health and education, to work together on one care plan. At times through professional differences the focus on the child / family can become lost within professionals having different focus points (BASW, 2015). In this case, there were disagreements between social services and education, as social services felt YP 1 being back in school would provide safeguard and routine for them, whereas education argued there were processes they had to follow due to YP 1’s poor engagement, attendance and behaviour that would prevent this from happening as suggested. 

Whilst working with the family to complete the assessment, the level of risk continued to rise and arguments within the home were triggering YP 1 to leave the home and disengage with all support for days at a time. This was increasing the risk of YP 1 experiencing child sexual exploitation and child criminal exploitation due to the people YP 1 was involving themselves with. Research tells us that children who experiences these types of exploitation are likely to suffer with effects throughout their adult life, affecting their psychological and physical well-being, family and intimate relationships, faith, and education and career. Victims and survivors can also be two to four times more likely to become victims of sexual, physical or emotional abuse again in their lifetime (NSPCC,2022). Due to this behaviour being triggered YP 1 was also in risk of experiencing physical harm and further emotional harm as she was absconding and spending time at her Mother’s flat, sleeping in a room where drug paraphernalia was scattered on the floor throughout the property and within the bed where she slept. Due to these events, Grandmother had felt she was unable meet YP 1’s needs or keep them safe, leading to YP being placed within an emergency foster placement outside of her local area. Reflecting on this decision it was considered that this could be conflicting with The Human Rights Act, right to family life. Possibilities of YP 1 remaining within the care of the family with alternative extended family members was considered however unfortunately no family members agreed to supporting YP 1 at this time due to their high risk behaviours. 

Section 74 of the SSWBA (2014) defines the term ‘looked after’ as referring to a child who is either in the local authority’s care. For example, is subject to a care order or an interim care order under section 31 of the Children Act (1989), or who is provided with accommodation by the local authority for a continuous period of more than 24 hours in the exercise of any of its social services functions. A child who is accommodated in this way will cease to be a looked after child when the local authority considers that the child no longer requires accommodation. However, a child who is in care will continue to be looked after until the care order is discharged. The Care Planning, Placement and Care Review (Wales) Regulations (2015) allow a local authority, in an emergency, to place a child with an approved foster carer, for a period of no more than 6 working days. These powers are intended to be used exceptionally and in unforeseen circumstances, and are not intended to be used in situations where appropriate contingency plans could have been made SSWBA (2014). In these events, an emergency placement was required for YP 1 as they had been missing throughout the night, this was a clear safeguard concern, as there were significant concerns for substance misuse and unsafe people. As grandmother held parental responsibility of YP 1 under the special guardianship order, we discussed the need to sign a regulation confirming she gives her consent for YP 1 to come into the temporary care of the local authority and be placed within an emergency foster placement, in accordance with section 76 of SSWBA (2014). In addition, Grandmother was also asked to sign delegated authority documents, which allows the foster carer’s to make decisions in relation to health and education whilst YP 1 was within their care (SSWBA, 2014). When reflecting on this decision, it remained clear that the decisions made by the local authority were in the best interest of YP 1 and their safeguard. However, I was conscious that these decisions were going to have an impact on YP 1’s emotional wellbeing as it will have been scary and unsettling for them being placed in a strangers home. 

On reflection (Schon,1991), I would have liked to spend more time with YP 1 at the foster placement and support them to settle however, this placement was carried out late at night, YP 1 made it clear they wished to go straight to sleep and remain in their room. Wherever possible we should enable children to be involved in decision making, even if it is not possible to take account of their views on whether they should be in care, it should be our role to think about all the ways in which we can maximise their participation. Research tells us that generally children and young people will crave stability and a move of placement or disruption to their routine is likely to undermine their emotional wellbeing and feelings of self-worth, unfortunately a placement move may be in the child’s best interest at that specific time (Social care institute for excellence, 2004). When reflecting on personal experiences of practice in Wales it is clear that the lack of foster carers and placements available within our locality is affecting our ability as social workers to put the correct support in place for children and young people. In this case, it meant I was unable to have discussions with YP 1 about who they would be staying with until very last minute as it was by chance a placement became available very late in the work week. This caused YP 1 to experience further instability and sense of crisis, which affected their emotional wellbeing negatively causing intervention to become increasingly high risk and putting YP 1 at risk of experiencing further significant harm. 

I feel that throughout this case I have gained further confidence in my knowledge of legislation and local authority policies and procedures that underpin social work practice in Wales and how to apply this throughout day-to-day practice. When completing my qualification in Social work my study and practice remained in England, therefor I feel managing such a high complex case whilst also managing a full case load has enabled my confidence specifically surrounding the Social Services Well Being (Wales) Act (2014) and the missing child wales protocol to grow a considerable amount. 

When reflecting on this case I feel that I gained a lot of experience in risk management as I had not worked such complex and high risk cases independently before as well as managing the needs of a YP who is known to have multiple missing episodes. It was fundamental that I utilised the support of my practice lead through supervised in order to discuss my thoughts and feelings surrounding this case and building my confidence in my skills and informed decision-making. As well as utilising supervision, I also found it helpful to discuss the case within team mappings as my colleagues who had had experience working with teenagers and complex cases, which in turn also allowed my stresses to ease and refocus on the needs of YP 1 and how I could best support them. 

Reflecting on practice during this case, I recognise that due to the high level of support required and fast pace of this case it has not always been easy to utilise reflection in action (Schon,1991) which is something that personally I find important to my practice. Therefor the support of the team was really beneficial to reflect on how my practice could differ whilst in a supportive environment. Carpenter et al (2012) reinforce the importance of supervision within social work practice and state that quality supervision appears to reduce staff turnover, which is beneficial to relationships we hold with children and families and professionals and is significantly linked to practitioner’s perceptions of the support they receive from local authorities and organisations. 

Reflecting on action (Schon,1991), throughout working this case I have developed my assessment skills as well as having confidence in my professional judgement and opinion. I have had to use my professional judgement both independently and within multi agency decision making during times where decisions had to be made almost immediately in order to safeguard YP 1 whilst being empathetic to their emotional wellbeing avoiding triggering their behaviour wherever possible. 

Throughout the case, I have also been able to expand my knowledge and understanding of alcohol and substance misuse, both the impact parental misuse can have on children and young people as well as how YP 1 looked to substances as a coping mechanism and form of connection to their mother. During managing this case I ensured I was up to date with relevant agencies and support within the local authority that YP 1 could be referred to as well as what support was available for mother within adult support and safeguarding. 

Overall, I feel that this case has allowed me to recognise the importance of completing a thorough assessment when working with children and families and the importance of a multi-agency approach, situations where cases can become high risk in relation to safeguarding as well as increasingly time consuming pieces of work, which can begin to draw away from the main concerns and purposes of the assessment and care and support needs. Within this case, Multi-agency working has enabled me as case manager to be attentive to the use of theories, frameworks and models that underpin Social Work practice. Which in turn has also allowed me to strengthen my understanding of the concerns and how best to approach them. I feel that valuing and listening to the views and opinions of YP 1 has been imperative to safety plans and care and support plans being successful. As well as ensuring their words and pictures were updated throughout the assessment process ensuring they were clear about decisions being made and what support was being put in place for both themselves and their grandmother to support their family relationships and connections. 
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