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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).


Effective safeguarding practice requires critical reflection, sound professional judgement, and the ability to work collaboratively within complex and dynamic environments. Within Wales, safeguarding practice is underpinned by the Social Services and Well-being (Wales) Act 2014 (SSWBA 2014), which places a duty on professionals to assess whether a child has care and support needs and whether they are at risk of harm. This essay critically reflects on a case involving a mother and her four children, exploring how safeguarding procedures were applied, how professional judgement was formed, and how theory and legislation informed decision-making. In the essay I will move on to critically analyse my practice, particularly focusing on multi-agency working, ethical dilemmas, and how theoretical frameworks shaped my understanding of risk. I will draw upon systems theory, strengths-based practice, including the escalation to a child protection conference. It will also consider the Welsh context, including the “active offer” and the importance of language in practice.

Prior to my involvement with the family, a duty social worker had gone out to assess the family and felt that care and support needs were present. Initially the purpose of my intervention was to complete a care and support plan with the family and work in a multiagency way to find what support was available to them. However, due to lack of engagement and further safeguarding concerns the case had to be taken to an initial case conference. I will cover this in more depth in the essay. 

The case involved Mother 1, a 24-year-old single parent of four children aged between 8 and 2. Welsh was her first language and given the high proportion of Welsh speakers in the local area, I ensured that the Active Offer was embedded throughout my practice. This enabled the children, particularly Child 2, to communicate in their preferred language. While this supported engagement, it is important to critically recognise that language provision alone does not address wider structural inequalities such as poverty, trauma, and housing instability, all of which were present in this case. Child 2 was 8, Child 3 was 6, child 4 was 3 and child 5 was 2. Child 2 and 3 attended full time education in a Welsh speaking School and child 4 was attending a local nursery, at this point child 5 was not in education or in any childcare provisions. 1 was a single mother of four children, she had 2 when she was 16 and was previously known to social services due to her teenage behaviours being risky. 1 had been in several domestic violent relationships and was very vulnerable. At the time of the case being transferred to myself 1 was suffering with her mental health, she was living across the road to her ex-partner who previously assaulted her. This was having a negative impact on 1 and she had lost motivation. She was scared to leave the house just in case she would see the perpetrator. 2’s father was currently in prison, child 3’s father is unknown and 4 and 5’s father was not having contact with them. 1 hadn’t seen the father of the children for 18 months. 1 was struggling financially due to not working and paying off debts. Health visitor and housing had been in contact with the social services duty team regarding the safeguarding concerns of the children. According to SSWBA 2014, all professionals have a duty to report if they feel a child is at risk. Both agencies had concerns regarding the home conditions, and the lack of supervision 1 was giving the children. The children often had bruises and injuries due to climbing and being boisterous. Due to 1’s lack of engagement with the health visitor, they raised safeguarding concerns. A part 3 assessment was conducted by the duty team, a Part 3 assessment is a needs assessment of the family, this must be done with the family, and a focus must be on their desired outcomes. 

Following the part 3 assessment my role with the family started. At the time my intention was to adopt an early intervention approach, in line with the preventative duties outlined in Part 2 of the SSWBA 2014. Research suggests that early support can reduce the likelihood of escalation into statutory intervention (Featherstone et al., 2018). At this stage, I assessed that while the children’s needs were not fully met, the threshold for significant harm had not yet been reached. It was clear that the 1 was struggling with her mental health and was finding it difficult to get a routine with the children. With the consent of 1, I referred her to an intensive family support team to help her with appointments and routines. I felt that the family needed early intervention to prevent the children being on the child protection register. SSWBA 2014 emphasises on early intervention, this is to try and prevent the family needing long term support by providing early support. However, 1 wasn’t engaging. Further information and intel of concerns were coming in regarding the family. Due to the family being open on a care and support plan a care and support meeting needed to be conducted. This meeting gets professionals together to develop and agree on care and support plan. As Part 3 SSWBA 2014 states that if the local authority has assessed a child in need of care and support, they must decide what needs to be done to meet their needs. 

Multi-agency collaboration is a core principle of safeguarding under the SSWBA 2014 and the Wales Safeguarding Procedures (2019). I conducted a care and support meeting involving education, health, and housing professionals to develop a coordinated plan. Care and support meetings are a guide from the SSWBA (2014). I ensured that all principles of the SSWBA (2014) was used, these are working in a person-centred way by allowing 1 to have her say in the meeting. I focused on 1 and the children’s well-being by taking in consideration 1's needs and reasons why she needed support. I worked in a non-judgmental way and ensured I listened to 1. By inviting several agencies, this ensured multi-agency working. Co-production was used as I didn’t use my power imbalance against 1. Co-Production is a core principle of SSWBA (2014) which ensure we work with families rather than working for them. I did this by listening to her reasoning and struggles. I worked with 1 and other agencies to come up with recommendations and came up with a plan to support the family. 

Although initially during the meeting I used principles of co-production and person-centred practice, a significant ethical issue arose when professionals shared additional concerns after 1 had left. These discussions included intelligence and judgements towards 1’s lifestyle. We had no evidence of this information. Critically reflecting, I recognise that I should have challenged this more assertively at the time. The Social Care Wales Code of Professional Practice emphasises the importance of maintaining trust and transparency. As I allowed these discussions it undermined 1’s trust and added bias to the assessment Process.

Some professionals shared that they were reluctant to share safeguarding concerns as they didn’t want to ruin the relationship they had with 1. This highlights a common tension in safeguarding practice between maintaining relationships and fulfilling statutory duties. I reminded professionals that they have a duty of care to report any safeguarding concerns, as outlined in Part 7, Section 130 of the SSWBA 2014. This section places a duty on relevant partners to report children at risk. Reflecting on this, I recognise that effective safeguarding requires practitioners to prioritise the child’s welfare over professional discomfort. I felt that this was a difficult meeting as several professionals were questioning my judgment and wasn’t happy that we continued with a care and support plan. I recognised that I needed to assert my professional role to challenge comments to ensure focus on 1’s circumstance without being judgmental towards her. They had no evidence of the safeguarding concerns and at this point where assumptions and hear say regarding 1. It was felt that there was not enough evidence to take further safeguarding measures. Professionals were questioning my judgment and disagreed with my decision, this had me questioning my professional judgement regarding if the children were safe from significant harm. 

Due to my professional judgment being questioned I utilised the local authority’s risk assessment model. This tool is designed to screen potential harm and predict future risk, particularly when professional consensus is lacking. Following completion, I determined that while additional support was required, immediate child protection intervention was not yet justified. Supervision sessions allowed me to reflect on these decisions, ensuring they were grounded in evidence rather than professional pressure or assumptions. The early intervention approach was maintained, working closely with the family support team, although 1’s engagement continued to be sporadic. A significant barrier arose from 1’s living conditions: she resided opposite her abuser, which impacted her mental health, motivation, and ability to meet her children’s needs. She reported that communication from housing services was impersonal and not helpful this added to her stress and limited engagement. Here, SSWBA 2014’s principles of person-centred practice were critical; recognising her lived experience allowed for a more empathetic approach and reinforced the importance of early support in mitigating risk.

At the point of completing the care and support plan I used the Assessment Framework (Department of Health et al., 2000). The assessment framework looks at the child’s developmental needs, parental capacity and family environmental factors. This framework enabled a holistic assessment of the children’s circumstances. While 1 demonstrated emotional warmth, there were increasing concerns regarding supervision, school attendance, and missed health appointments. The law that underpins the assessment framework in Wales is the SSWBA 2014 there is also a guidance within the Working together to safeguard people (Welsh Government). In England the framework is underpinned by the Care Act 2014. The framework used in Wales to safeguard children is the Wales Safeguarding Procedures (2019), which aligns closely with England’s Working Together to Safeguard Children (2018). During the assessment I focused on 1’s parental capacity. Her strengths were 1 showing emotional warmth towards the children and ensure they had enough stimulation. However, the framework made me look in a more holistic way, when looking at the children’s developmental needs, I could see that these needs weren’t being met. The children had poor School attendance which enabled the school welfare officer needing to involve with the family. The children continue to have outstanding health appointments. By looking at the family and environmental factors, I could see factors impacting the children, the home conditions had deteriorated, 1 was waiting to be rehoused and housing was impacting her mental health. 1 had fallen out with her mother therefore she had no family support around her. I ensured I stayed child focused during the assessment and could see how these factors were having an impact on the children’s needs. Critically, my initial decision to continue with a care and support plan rather than escalate to child protection was influenced by 1’s partial engagement with me and the lack of direct evidence of significant harm. 
 
However, professionals continue to share concerns. New information emerged—particularly regarding non-engagement with other professionals, deteriorating home conditions, and potential substance use. It was felt that I needed to re-assess the situation and felt that safeguarding concerns were present. This reflects the dynamic nature of safeguarding, where decisions must be continually reviewed considering new evidence (Munro, 2011). Supervision played a crucial role in this process, providing a space to reflect on uncertainty and challenge my assumptions.

It was agreed that I conducted an unannounced visit to ensure the children were safe, although the children had the right to a private life (Article 16 UN Convention on the rights of the child). I felt that due to safeguarding concerns the children’s best interest was my priority (article 3). On this visit 1 refused entry to the home, she stood at the door and looked ill, at this time I was unaware if this was due to illness or the 1 being on substances. The hall was cluttered and the children looked unkept, it was clear 1 was struggling and further support needed to be in place. I had clear evidence that the children’s needs weren’t being met. While assessing, as social workers we need to ensure there is significant evidence, as it makes professional judgment more transparent. By speaking with my manager, we agreed that a referral to the police needed to be made to decide if a strategy meeting needed to be held. Section 47 of the Children Act 1989 states that if reasonable cause to suspect that a child is suffering, or is likely to suffer, significant harm that the local authority has a duty to make enquiries. A strategy meeting is a professionals meeting between the police, social services and health to decide if a s47 enquiry is needed. It was decided that a S47 enquiry needed to be conducted. A S47 continues to be set out by the Children Act 1989. The SSWBA 14 hasn’t made any changes due to Children Act 1989 uses the concept of significant harm. This is the same in England, Wales, Scotland and Northern Ireland. In America these are laws within each state, they use on Child Abuse Prevention and Treatment Act (CAPTA, 1974, amended 2010). However, a similarity is that investigations are triggered in America by reports by other professionals such as education and health. In countries such as Africa and Asia and the Middle East, they don’t have any formal child protection procedures, they rely on informal community mechanisms, resulting in children not being protected from harm (UNICEF 2023).  UNICEF believe that every child has the right to be protected and to live free from violence and abuse. UNICEF work in over 150 countries, they ensure they support survivors and work with other to prevent violence against children. Following an unannounced visit where access to the home was refused and the children appeared unkempt, I determined that the threshold for significant harm may have been met. In line with Children Act 1989, Section 47, I initiated enquiries.

The next step of assessment was conducting the S47 investigation with the family. The S47 collects information to come up with an analysis if the children are continuing to be at risk of significant harm. Prior to the S47 I felt that I had enough information to decide that the children were at risk of harm, however I needed to follow protocols of the Wales Safeguarding Procedures 2019. I ensured the family was involved to gain further information and to gain further evidence. I used the systems theory to identify the risk of harm towards the children. 
My understanding of the family was significantly informed by systems theory, particularly the work of Urie Bronfenbrenner (1979). Bronfenbrenner’s ecological systems theory emphasises that children are influenced by multiple interconnected systems, including family, community, and wider socio-economic contexts. Applying this theory enabled me to move beyond viewing 1’s parenting in isolation. Instead, I considered how factors such as poverty, domestic abuse, housing instability, and mental health interacted to impact her capacity to parent. For example, 1’s experience of living near a previous perpetrator of abuse contributed to anxiety and social withdrawal, which in turn affected her ability to maintain routines and attend appointments. Critically, systems theory helped me recognise patterns of cumulative neglect rather than isolated incidents. As Howe (2017) argues, neglect often comes from the interaction of multiple factors rather than singular events. This understanding became crucial in later decision-making when assessing risk of significant harm. Reflecting on my practice, I recognise that I may have initially looked too much at the environmental factors, which potentially delayed escalation of safeguarding measures. The systems theory helps to explain a pattern of neglect that had led an escalation within 1’s engagement and 1’s ability to meet the children’s needs.

I proceeded with the S47 investigation. Firstly, I spoke to the professionals working with the family to ensure multi agency working. School had safeguarding concerns due to children’s poor attendance and no reason by 1 for the absence. Health was concerned due to missed appointment, also mother was stating that the children were ill. Housing shared that the home conditions where poor and that they didn’t feel they were able to provide 1 with a new home due to 1 not engaging with housing. Although early intervention aligns with the principles of prevention, this case highlights its limitations when parental engagement is inconsistent, raising questions about whether earlier escalation to safeguarding procedures may have reduced risk sooner.

The S47 concludes when a decision is made regarding a child being at risk of harm (Wales Safeguarding Procedures 2019). I followed the Wales Safeguarding procedures throughout my investigation, this replaces the All-Wales Safeguarding procedures (2008). I visited 2 and 3 in School to ensured that I had the voice of the child, and that the assessment put the child central. I followed the Code of Professional Practice by respecting their dignity, privacy, preferences, culture, language and rights. 2 prefers to speak Welsh and 3 prefers to speak English. While speaking to the children I ensured that I switched languages to enable the children to speak in a language that they were comfortable with. Due to 2 preferring to speak Welsh I ensured the active offer was used. The concept of the “active offer” in Wales ensures that individuals can receive services in their preferred language without having to request it. This is supported by the Welsh Government’s “More Than Just Words” framework. I felt that the objective was met as 2 was understood when she wanted to speak Welsh. In this case, I utilised code-switching to communicate effectively with the children. Research by Elaine Davies highlights that language choice can significantly impact a child’s ability to express themselves. 2 or 3 didn’t share any information of concerns, however I felt that it was important that they were a part of their own assessment. Critically, this reinforced the importance of culturally competent practice. Language is not simply a communication tool but is closely linked to identity, trust, and emotional expression.

I spoke to 1 at home, she had a friend present, I asked 1 if she felt comfortable speaking about the concerns in front of her friend, individuals have a right to a private life (The human Rights Act 1998) The European Convention on Human Rights, Articles 8 and 3 underpin safeguarding in Wales.  GDPR (Data Protection Act 2018) needed to be considered. 1 gave me consent to speak with her friend present. I had to share sensitive information regarding the safeguarding concerns that we had for the children. 1 was getting upset and feared losing her children, I ensured I stayed empathetic and was non-judgmental towards her. I ensured that I communicated in an appropriate, open, accurate and straightforward way (Code of Professional Practice). I wanted 1 to work with me as I didn’t want to push her away. I wanted 1 to succeed and make the changes to protect the children. It was explained that the next step would be taking the children to a child protection conference to decide if the child’s names needed to be placed on the child protection register. 

The outcome of the assessment was Determination 3: concerns are substantiated, and the child is judged to be experiencing or at risk of harm, abuse or neglect and a child protection conference should be convened (Wales safeguarding procedure). My next step was to ensure that a case conference was arranged within 15 days of when the strategy meeting was held. 
Following the investigation, I ensured that relevant agencies were informed about the outcomes and implications of risk assessments (Code of Professional Practice). In preparing the conference report, I consciously applied a strengths-based approach to ensure a balanced assessment. While it was clear that the children were at risk, I also highlighted 1’s potential to improve with appropriate support. Critically reflecting, the decision to recommend child protection registration was based on, evidence of ongoing neglect, lack of engagement and the impact on the children’s Development. I wanted to show a balance in the assessment, this would focus on positives that 1 had and identify what needs to change. This helps with building a relationship with the individuals as it shows that you are working with them not against them.  I ensured that 1 was shown the report prior to the case conference as this is a requirement. A case conference is a multi-agency meeting to collect information and to assess risk and to decide if the children are at risk of significant harm. The only decision that can take place in a case conference is whether a child’s name will be placed on a child protection register. The outcome of the Section 47 enquiry was that the concerns were substantiated, and a child protection conference was convened. The children were subsequently placed on the child protection register under the categories of neglect and emotional harm.

Following the conference, a core group was established to implement the child protection plan. This process is guided by Part 7 of the SSWBA 2014 and the Wales Safeguarding Procedures. The plan focused on, improving home conditions, ensuring school attendance, supporting 1’s mental Health, and to improve multiagency working. I ensured that the plan remained person-centred and that the children’s voices continued to inform decision-making. The first core group meeting needs to be held within 10 working days. Wales Safeguarding procedures was followed to ensure a core group was arranged with all agencies. Core Groups are part of the statutory safeguarding framework, ensuring the child’s care and protection plan is implemented collaboratively (Part 7 SSWBA 2014). The child protection plan works on goals and what needs to change, keeping focus on the SSWBA 2014 to keep focus on well-being (Part 2 section 2). The plan must focus on the child’s overall wellbeing not just focusing on the harm. Voice and Participation (Part 2, Section 6) I ensured the children’s voices were heard at the core group, 2 and 3 were also offered an independent advocate. This was part of the active offer under SSWBA 2014 “every child involved with social services must be actively offered access to advocacy”. Although declined I ensured that I advocated for the child during the core group. Work with this family has been ongoing to work together to remove the children off the child protection register. In accordance with the Wales Safeguarding Procedures 2019 I ensured the second core group was held within the 6-week period.  

This case highlighted the complexity of safeguarding and the challenges of balancing support with protection. Key areas of learning include, managing uncertainty, initially, I was hesitant to escalate the case due to limited evidence. However, safeguarding often involves working with uncertainty, and decisions must be based on the balance of probabilities rather than certainty. Professional confidence, the challenge from other professionals caused me to question my judgement. Reflecting on this, I recognise the importance of maintaining professional confidence while remaining open to reflection. Ethical Practice during the multi-agency meeting highlighted ethical tensions around confidentiality and professional bias. In future, I would challenge such practices more directly to uphold professional standards. Use of Theory, systems theory and strengths-based practice were instrumental in shaping my understanding. However, this case demonstrated the importance of applying theory critically rather than uncritically.


This case has significantly developed my understanding of safeguarding practice. It demonstrated that effective safeguarding requires not only knowledge of legislation and procedures but also critical reflection, ethical awareness, and the ability to navigate complexity. The SSWBA 2014 provided a strong legislative framework, particularly in promoting early intervention and multi-agency collaboration. However, the case also highlighted the importance of recognising when early intervention is insufficient and when statutory intervention is required. The application of systems theory and strengths-based practice enhanced my analysis, enabling me to understand the broader context of the family’s situation. However, critical reflection revealed the need to balance these approaches with a clear focus on risk. Ultimately, this experience reinforced that safeguarding is not a linear process. It requires ongoing assessment, reflection, and the courage to make difficult decisions in the best interests of the child. Supervision gave me space to reflect and to make sure my decisions were evidence-based and fair. I also became more aware of the importance how offering support in a person’s preferred language builds trust, by following the Welsh language legislation. Overall, this experience has strengthened my confidence, reflection, and belief in working collaboratively and keeping the child’s voice at the centre of everything I do.

4113 words.
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