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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).


“Each and every one of us in Wales has a responsibility for keeping people safe from harm and neglect”, an integral statement in terms of reflecting on safeguarding in Wales, as everyone has a duty to report where there is reasonable cause to suspect that a child is at risk of harm (Welsh Government, 2017). Firstly, I will provide some context to the case in which I completed an initial mental health assessment and the subsequent safeguarding precautions that were put in place due to the risk of significant harm. I will use this case study to highlight the legislation, policies, strategies and procedures that informed my practice but also for the other professionals supporting the family to ensure safety. Throughout my involvement, I have applied analysis through working collaboratively with the adolescent, their family and professionals, to make judgments and decisions for the appropriate intervention required in an increasingly complex situation. I will also demonstrate how I used theories to inform and understand the situation, but to also models of interventions.
The adolescent in this case study will be referred to as 3, a male in his early teens, and his mother in her thirties will be referred to as 4. I will also make reference to his younger brother 5, and his father 6. The General Practitioner referred 3 to CAMHS around low mood, with the adolescent presenting as lacking energy, having difficulties with sleep and apathy. Subsequent referrals were received to escalate concerns around suicidality and self-harm, and so the referral was triaged and expedited for an urgent assessment. The Welsh Government and the Mental Health (Wales) Measure 2010 sets out targets for assessments, Mind Cyrmu highlights that the “target for 80% of children and young people to receive an assessment within 28 days of a referral was not met in any of the five years to 2021” (Mind Cymru, 2022, p. 7). The effects of the covid-19 pandemic on waiting times within the CAMH Service is well-known and often documented within the media, however it is important to recognise that significant, positive changes have been made and targets within the local health board which I work are now being met in terms of assessment. Prior to the assessment, I ensured that I was working collaboratively with the other professionals who were worried about this adolescent’s mental well-being through collating information regarding the presenting difficulties, the environment in which he was living and support currently in place. I contacted the children’s social worker for a discussion beforehand, and was made aware that the adolescent was registered on the local authority’s child protection register under the categories emotional and physical harm as defined under Section 130(4) of the Social Services and Well-being (Wales) Act 2014 (SSWB Act 2014). 
Prior to my involvement, a Section 47 investigation by the Children’s department was conducted under the Children Act 1989 following a child at risk report was completed under section 130 of the SSWB Act 2014 following 4’s admission to hospital, due to a drug induced psychosis, and the children were subsequently at risk of significant harm as 4’s capacity to parent was affected and she was unable to meet their needs (Children Act 1989, part 5 (s.47)). 3 and 5 were subsequently being cared for by their father and therefore were considered to be in a ‘safe place’ in line with the Wales Safeguarding Procedures (2019) which have replaced the All Wales Child Protection Procedures (2008), and were not removed from the home on an Emergency Protection Order by the police, nor were care proceedings under the Children Act 1989 necessary (Social Care Wales, 2019). The SSWB Act (2014) Section 81(6) places a responsibility on the placing local authority to give priority to placing a child with a relative and this would have been in the best interests of the children as they had contact with their father, and no concerns were raised in terms of his capacity to parent his children.
Concerns were also raised regarding the drug use of both 3 and 5, most specifically cannabis, which was being used by 3 as a way of self-medicating. The police were also jointly involved with the section 47 due to the concerns around drug use as there were concerns of possible Child Criminal Exploitation, as neither boys were working and it was not clear how they were accessing illegal substances. As according to the Wales Safeguarding Procedures, concerns were substantiated and therefore child protection conference was convened (Social Care Wales, 2023).  Both 3 and 5 were placed on the Child Protection register and a care and support protection plan was put in place to safeguard the children from significant harm as according to the SSWB Act 2014 part 4 (s54). The Working Together to Safeguard People, Volume 5, is a particularly helpful document in providing guidance in terms of informing understanding of the safeguarding procedures and the relative legislation of the SSWB Act 2014 (Welsh Government, 2018). The NSPCC outlines the child protection systems in Wales and explains how much of the Children Act 1989 applies to England and Wales in ensuring the duty of social services to safeguard children (NSPCC, 2022). Furthermore, the Welsh Government have utilised the United Nations Convention of the Rights of the Child as the underpinning of all policies relating to young people and children in Wales, such as article 36 ensures that children are protected from forms of exploitation, article 33 protects children from drug use, as well as ensuring the best possible health and social security (UNICEF, 2019). Every professional has a roles in safeguarding children and this is not only a statutory duty, but a right of every single child so that they can live safely, and be able to develop, grow and flourish.
I believe that I worked collaboratively and this is demonstrated by approaching the social worker prior to this assessment to gather background information regarding 3, as this supports the assessment in order to gather an understanding of the situation. This in turn enabled me to use this information to make professional judgment in a complex situation regarding 3’s mental health, distinguishing between mental health and a behavioural response to his environment. I strongly believe that contact with professionals prior to assessments is good practice to ensure safeguarding, by being aware that 3 was on the child protection register enabled me to be more conscious of matters which may need to be escalated to the local authority children’s team. I am aware as a social worker working within a local health board, of my duty under the Wales Safeguarding Procedures (2019) that any practitioner working with a child must make a report if there are any concerns or suspicions that a child may be suffering, has suffered or is at risk of significant harm. 
This assessment took place the local hospital; a quiet, private room was sought and my role as the CAMHS Social Work Practitioner was to carry out an initial mental health assessment, analyse the information gathered to then be able to inform the appropriate intervention necessary to promote and support the well-being of 3, as well as ensuring that he was safeguarded where necessary. As highlighted by NSPCC, mental health is as important as physical health, and if not intervened in a timely manner, it can impact upon other areas of their life including non-attainment at school, social withdrawal and isolation, and also physical well-being, which can be detrimental to a child’s development (NSPCC, 2023). Likewise, mental health difficulties can lead to safeguarding concerns when young people are at risk of significant harm from themselves and also to others. Therefore, a prompt assessment was necessary to ascertain the difficulties and also in terms of managing any possible risk. The Mental Health (Wales) Measure 2010 (MHA) is the underpinning legislation for my involvement and ensures that people are able to access mental health services in primary care, and the local health board has a duty under section 6 and 7 of the measure to offer assessment to those who may have a moderate to severe mental illness. Under the MHA, as a registered and qualified social worker, I am able to offer assessments in line with section 47(1)(b) of the act and thus demonstrated that I have the skills, experience and training to be able to undertake the assessment (Welsh Government, 2010). 
	I drew on my knowledge from my research regarding various mental health difficulties from reading different books, discussions in supervision but also which has developed from experience. The Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5), is an integral book and knowledge base to determine whether a person presents with a mental health disorder and provides criterion that psychiatrists will use to diagnose (American Psychiatric Association, 2013). As a social worker, I am unable to make formal diagnoses however having a good understanding of differing disorders will ensure that I can recognise the presenting difficulties and the subsequent National Institute for Health and Care Excellence Guidelines to ensure the appropriate treatment is offered dependant on the presenting mental health difficulty. I was a little apprehensive to begin with as this is was one of the first urgent assessments allocated to me to assess however I was able to reassure and remind myself that I had completed a number of routine assessments previously and that I had attended the CAMHS Risk Assessment training which would support me well in establishing risk and how to implement an effective risk management plan. I also then reminded myself of the Child Assessment Framework which allows for a holistic assessment, ensuring that the child, along with their safeguarding and well-being, is at the centre of the assessment (National Assembly for Wales, 2001, p. 19). This framework is strongly linked to the systems theory (Forder 1976) and as highlighted by Connolly and Harms (2015) in their book, systems theory enables us to “think about interactions between people and their social and physical environments” and thus allows a holistic approach to truly understand what is going on for people (Connolly & Harms, 2015, p. 60). It is evident that systems theory informed my assessment as I had already began the process of gathering information from sources around the child which would help inform the assessment process and begin building a formulation. A formulation is a shared understanding of the presenting problems, exploring “how these problems might have developed” and an “analysis of the key maintaining processes” (Kennerley, Kirk, & Westbrook, 2017, p. 68). 
        When I met with 3, he attended with his mother, and I ensured that his mother had the opportunity to share her concerns regarding 3’s mental health difficulties as it is important that carers have a right to a voice as according to the Code of Professional Practice in Wales (Social Care Wales, 2017, p. 8). Every person around the child will have an important piece of information and a view that must be listened to and respected, and this is an imperative part of my role in being able to collate information and begin the formulation process. As Coady (2008) explains, formulation is a framework to provide analysis to the current concerns and this is model used within CAMHS (Coady, 2008, p. 81). The 5 P’s model was introduced by MacNeil et al. (2012), and is often used within the realms of psychology however has been implemented by social workers in their practice also. The model consists of, “Presenting Problem, Predisposing Factors, Precipitating Factors, Perpetuating Factors and Protective Factors” and through exploring the presenting difficulties in terms of the child’s mental health, we then explore early childhood experiences that may have impacted upon their mental well-being, any key critical incidences that may have triggered the onset of the current concerns, as well as what maintains the problem currently, whether that is systemic issues or internal difficulties (Coady, 2008, p. 76). Furthermore, we always look for strengths, with the aim to increase these protective factors and decrease the maintaining factors (Coady, 2008). 
	I took my time developing a relationship with 3 and 4, allowing them both the time and safe space to talk about the difficulties. I ensured that I actively offered the Welsh language when I met the family to ensure that they had the right to speak in their preferred language as this is important to allow people to be able to communicate comfortably and effectively (Welsh Government, 2015, p. 2). I learnt that 3 preferred the English language and so we communicated in his preferred language as to demonstrate respect and build on trust. Overtime, 3 spoke up about his current concerns regarding his mental health stating that he felt depressed. I used open ended questions to establish his lived experience of the depression, allowing him to be the expert of the situation whilst being mindful to keep the assessment on track due to the limited time constraints.  I refer back to the systems theory and the children’s assessment framework, where I explored the adolescent’s biological symptoms of depression which were impacting upon his day to day functioning such as sleep, appetite, thus having a detrimental impact on his social life, family life and school attendance.  As suggested by Bolger and Walker 2014, the exchange model is the desired model of assessment as it empowers the person and allows them to be the expert in identifying their needs (Bolger & Walker, 2014, p. 177). By using this technique, I believe that the assessment was more conversational and thus less intimidating for the family and allowed them to feel like they could talk openly and honestly. I am always conscious of a power dynamic as a professional social worker due to possible negative associations, hence why I am very aware of the importance of anti-discriminatory practice and encourage families to be the expert of their situations. Nonetheless, at times I had to be mindful that the assessment would go off track and I had to remind myself of the time constraints of the assessment which is limited to an hour and a half due to other appointments that I needed to attend. Therefore, I found it sometimes difficult to interrupt the conversation and try and keep it relevant to the assessment, which poses risk of invalidating the person’s story and also creating a power dynamic. Nonetheless, due to job capacity restraints, I have begun developing this skill and beginning to find it somewhat easier.  
Utilising the 5Ps model provides an analytical framework to create a shared, holistic understanding of the recent onset of low mood which appeared to have worsened 6 months prior to the assessment following social rejection by peers. By being aware of precipitating factors, knowing that his mother had a recent mental health breakdown and also his difficulties with peers, we can develop an understanding of the way his thoughts could be negatively impacting his view of himself, others and the world. We also explored his early experiences which can cause a predisposition to a mental health difficulty, 3 had been subject to significant adverse childhood experiences (ACEs) throughout his early years, and the National Health Service recognises that “1 in 3 diagnosed mental health conditions in adulthood directly relate to ACEs” (NHS Manchester University, 2023). My knowledge of ACEs allowed me to consider the impact on 3’s mental health, developing an understanding of his early childhood consisting of parental mental health difficulties involving admissions to hospital for treatment, being placed in the care of relatives, and also physical and sexual abuse by a relative when he was under the age of 5 years, which therefore created an unsafe environment and developed a mistrust in people around him. This therefore impacting on the development of healthy, trusting attachments with loved ones. With this in mind, his early years would have consisted of a sense of insecurity, anxiousness and attachment difficulties, therefore shaping the way he experiences life, which have been re-confirmed by critical incidences of mum’s recent admission to hospital and the social rejection by peers, all confirming to him that he is unlovable, people cannot keep him safe, the world is a dangerous place.
	Through analysis, I discovered that 3’s presenting difficulties were being maintained by 4 and 6’s different parenting techniques, as well as 5’s difficult behaviour within the home which was causing instability for 3, thus reconfirming his negative beliefs about feeling safe and the world being dangerous. My understanding of attachment theory informed my analysis of the complex situation, recognising that “early attachments, formed during the initial years of life, are not just transient bonds but play a pivotal role in shaping the child's future emotional health and relationships” and usually within the first two years that the child develops an attachment (Main, 2023). Due to 3’s early experiences, his attachment style presented as insecure due to the lack of confidence in caregiver to meet his needs and keep him safe. A secure attachment results in children who feel safe to explore their environment and build trusting relationships with caregivers but also with other people. There are three types of insecure attachments styles which can negatively impact the child’s ability to create and maintain relationships, but can also impact the way they view the world (Main, 2023). In this instance, 3 had developed a negative view of the world and of himself, thus impacting his mental health as he became low in mood and withdrawn. 
	The situation became more complex as 3 spoke about thoughts of not wanting to be alive. At this time, I felt it was an appropriate time to use the Questioning model as I needed direct answers to questions, especially in terms of risk to ensure that the young person had no plan or intent to act on their suicidal thoughts (Bolger & Walker, 2014). Adolescents can find it very difficult to communicate their distress but also to talk about suicidality, I learnt from my CAMHS Risk Assessment training that asking direct questions can enable young people to open up about their thoughts but also makes it more difficult for them to avoid answering difficult questions. One of my learning objectives was to be able to develop my confidence in having and managing difficult conversations, and I feel that I have developed a skill in asking questions around sensitive matters such as suicide and being able to share this information with parents. Having used the Wales Applied Risk Research Network (Warrn) by Snowden et al, I was able to apply analysis in an increasingly complex situation to formulate the risk and be able to build an effective management plan (Snowden, et al., 2019). The use of Warrn within CAMHS has been adopted across Wales following extensive research which has demonstrated an increase in confidence in clinical practitioners to be able to formulate risk, moving away from “what risk” to exploring the “why”, thus considering the “risk factors” and recognising that this is a “process: not a one-time event but an assessment that is revised and updated with time or with changes in behaviour or circumstances” (Snowden, et al., 2019, p. 400). As highlighted by a health board, the 5 W’s tool derived from the Warrn supports practitioners to analyse risk, using the questions: What, Who, Why, Where and When, and considers the risk to self, to others and from others (XXX University Health Board, 2021). I felt I was able to manage the situation by having this framework in mind; formulating that 3 was at risk from himself as he was using self-harm by cutting his arms daily with a sharpener blade and a razor blade, the risk was there because of the symptoms associated with depression and generally feeling hopeless. We also discussed where and when risk was increased, this was primarily happening at home and this was because mum did not know how to respond. The self-harm was a maladaptive tool he had used to manage intense emotions and to control the thoughts of suicide, although he had no plan or intent to end his life, there was a strong belief that it would be better to be dead.
Given 3’s early experiences and the analysis of his thought patterns developed from these, it was apparent that throughout his life he has felt unsafe and therefore wanted to feel safe, thus by encouraging him to stay home and for his mother to be able to support him, would be a positive experience and promote his mental well-being, addressing the underlying belief that people cannot keep him safe. Had 3 not engaged in safety planning and expressed intent to end his life, I was aware of my safeguarding abilities within the hospital setting if I had any concerns regarding his imminent safety. Whilst it is imperative to have a child centred approach in safeguarding, the voice of the child and their wishes should always be heard, however we have a duty to “ensure that wishes do not override best safeguarding interests” as according to the Wales Safeguarding Procedures (Welsh Government, 2024). Anti-oppressive practice is always imperative when working with children and families, and therefore I would seek to encourage voluntary admission to hospital when necessary, so that the young person has made the decision to go into hospital for treatment or for further assessment (mind cymru, 2016, p. 2). 
Nevertheless, had 3 stated intent to end his life, and was objecting to treatment within a hospital setting, then further exploration would have been necessary in terms of applying the Mental Health Act 1983 (MHA). Under section 2 of the act, this would have been considered if 3 needed to be assessed and/or treatment needed if he was not consenting to admission, and this could also be for his own safety and protection which would last 28 days (MHA S2 (1)(3)). In this situation, two doctors must make the recommendations with the approved Mental health practitioner making the application (MHA S2 (1)(3)). Should 3 remain at significant risk to himself, then an application under section 3 of the MHA would recommended for an extended duration of 6 months, which can be extended to 12 months. Clinicians are able to continue to renew the section where treatment remains necessary (Young Minds, 2023). Should there be only one doctor available, under section 5, a 72 hour emergency application can be made in order to keep someone safe in hospital, however no medical treatment can be conducted without consent (Young Minds, 2023). Emergency services would be called had 3 not been in a hospital premises and under section 136 of the act, police are able to detain a person who “appears… to be suffering from mental disorder and to be in immediate need of care or control” for a duration of 24 hours and ensure a place of safety (MHA s136 (1)(2)(a)). I would have also contact his social worker from the local authority’s Children’s Team to support multi-agency working and share the safeguarding measures put in place.
[bookmark: _GoBack]As according to the MHA Code of Practice, it is imperative to adhere to the principles and respect the rights of anyone where there is consideration of using the act to safeguard people. It is principle to treat a patient safely without detainment where necessary, thus promoting the “least restrictive option” and also encourage “empowerment” by allowing them to be involved in decisions where it is safe and practicably possible (Department of Health, 2015, p. 22). By supporting a child to live safely in the community, it reduces the risk of stigmatisation around mental health as discrimination can happen when people are detained involuntarily (MIND, 2024). Had 3 been sectioned under the MHA, this could have brought about ethical dilemmas due to the Human Right Act 1998 because article 5 gives people the right to liberty, thus detainment must be done lawfully and should be the last resort due to oppression (UK General Public Acts, 1998).
         In partnership, we completed a safety plan, 3 engaged in the safety plan and demonstrated insight, providing ideas on how he could keep safe, which highlighted that he wanted to stay safe. When discussing the risk management plan with 4, she also demonstrated appropriate behaviours expected such as asking relevant questions, suggesting tools to help 3 and responding empathetically. She was aware of her responsibility to safeguard her child and was going to remove any possible sharps in the house and store somewhere safe, I was able to analyse the information gathered and made a professional judgment that 3 was not in any current or imminent risk of significant harm to self, he had no active plan to end his life. Thus, we completed an effective safety plan and risk management plan which was shared with mum, social worker and school. 
	I assessed that 3 presented with symptoms associated with depression and discussed this within our weekly multi-disciplinary team meeting. I shared my professional judgment based on the DSM-5 criterion that 3 presented with depressive symptoms and that the National Institute for Health and Care Excellence Guidelines recommends a psychological therapy including Family Based interventions, and/or individual therapies (NICE Guidelines, 2019). It was therefore agreed as a team, that 3 would benefit from Cognitive Behavioural Therapy and he was placed on the urgent waiting list for this intervention. I have also found it really beneficial to have monthly supervision with my supervisor as an opportunity to discuss my assessments and also intervention plans, to ensure that I am following correct guidelines but this also provides an important opportunity to reflect and learn. Supervision is a safe place for me to open up about things that I have found difficult, process the emotions that it may have created and build upon my professional resilience. Initially, I used to find our team meetings somewhat overwhelming due to the number of professionals involved such as psychiatrists and psychologists which came with differing opinions and ideas. Nonetheless, as time has progressed and I have increased in confidence, I recognise the importance of these meetings as an integral opportunity to discuss the case in depth to ensure that the most appropriate therapy is offered but also to ensure that all reasonable safeguarding precautions have been taken. I find huge benefit of working collaboratively and believe in my own capabilities as I am able to make professional judgments regarding interventions for young people and supporting their families.
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