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Introduction
Effective safeguarding means different services working together, sharing information quickly, and focusing on what is best for the child (Care Quality Commission, 2022). The Kowalski family case shows how complex safeguarding can be in a semi-rural area of Wales. The family faces challenges such as language barriers, cultural differences, domestic abuse concerns, mental health issues, and unmet needs for both children. These issues have led to the involvement of multiple agencies, each with a role in supporting and protecting the family. Foreign families, like the Kowalski's, may find it harder to use health and social care services, which increases safeguarding risks (UK Visas and Immigration, 2024). This report looks at the different agencies involved in the case, evaluates what they did, considers how they worked together, and provides recommendations for future safeguarding practice. 
The Family Dynamics 
The family consists of Sarah (32), Mark (34), and their children Ella (10) and Jack (4). Many agencies were involved in the family case, each with a different role in supporting and protecting the children. Sarah and Mark have recently separated, but Mark still sometimes sees their two children, Ella (10) and Jack (4). Neighbours have reported shouting and possible domestic abuse at the home, and the police have attended one incident. 
Both children have needs that are not being met. Ella has been missing a lot of school and seems very quiet and withdrawn. She has been referred to CAMHS (Child and Adolescent Mental Health Services), but she has not received help yet. Jack has delayed speech and language development and is often seen with bruises, which has raised safeguarding concerns. 
Sarah also has a history of depression and has missed several medical appointments. This is partly because she finds it hard to understand information and access services in her own language. Language barriers make things more difficult, as English is Sarah’s second language and she struggles with professional terms, while Mark prefers to speak Polish. Because of this, they have found it hard to understand advice, attend appointments, and fully take part in support services. 
 The family is dealing with separation, possible domestic abuse, language difficulties, and unmet needs for both children. According to the Social Services and Well-being (Wales) Act 2014, services should work together to support children’s wellbeing and keep them safe from harm. The Act focuses on helping early, working in partnership, and making sure the child is at the centre of all decisions, Social Services and Well-being (Wales) Act 2014. Multi-agency safeguarding is very important in this case because the family is dealing with several complex problems, such as suspected domestic abuse, language difficulties, and unmet needs for both children. One service cannot manage all these issues on its own, so different agencies need to work together to keep the children safe and support the parents. The Wales Safeguarding Procedures 2019 also provide clear guidance on how different agencies should work together, including holding child protection conferences, sharing information, and carrying out joint assessments, (Torfaen County Borough Council, 2026).  
Ella and Jack are experiencing several Adverse Childhood Experiences (ACEs), including emotional abuse, possible physical abuse, emotional neglect, problems at home, their father’s substance misuse, parental separation, and domestic violence. Adverse Childhood Experiences (ACEs) are harmful or stressful events that happen before the age of 18. ACEs are stressful or traumatic events that happen during childhood and can have lasting impacts on a person’s health, behaviour, and development, (Ace Hub Wales, 2022). According to Boullier and Blair (2018), Adverse Childhood Experiences (ACEs) were first identified in 1998 through a large study by the CDC and Kaiser. The results showed how these early experiences can affect people’s mental and physical health. Since then, there has been a lot of interest in how ACEs also influence behaviour, life chances, and financial stability. Understanding ACEs helps professionals recognise early harm and support children and families more effectively, (National Nursery Training, 2024). 
 
Agencies Involved in the Kowalski family Case and their role 
Social services had the main responsibility for safeguarding. They received referrals, organised the Child Protection Conference, and put a Child Protection Plan in place to keep the children safe. They also worked with other services to assess risks and provide support, (Unique Mark - Education Consultancy, 2025). The Multi-Agency Safeguarding Hub (MASH) helped by bringing information from different agencies together and improving communication and decision-making, (Home Office, 2014). The police were involved because of domestic violence incidents. They attended the home and recorded what happened, although this information was not shared quickly at first. Ella’s school and the Education Welfare Officer were responsible for monitoring her attendance and wellbeing. They noticed that she was often absent and becoming withdrawn. They kept records and eventually made a referral to social services. Jack’s nursery also played an important role by noticing bruising and delays in his development and making a safeguarding referral, although there was a delay due to an error. 
Health professionals were also involved. The health visitor visited the home, looked at how Sarah was caring for the children, and raised concerns about Jack’s development. However, information was not always shared with other services. The GP provided information about Sarah’s mental health, including her depression and missed appointments, but this was shared later instead of early on. Children Adolescent Mental Health Service (CAMHS) became involved because of Ella’s emotional difficulties, but there were delays before she received support. A domestic violence charity offered help to Sarah, including counselling and safe accommodation, but her engagement was limited due to language barrier, and the charity did not always attend meetings. 
The housing association shared concerns about the condition of the home, such as broken locks, damp, and rent arrears, but they were not present at all meetings. Mark was supported by anger management and substance misuse services, although he did not always engage, and updates about his progress were not regularly shared. 
 
Analysis and Evaluation of Agency and their Contributions  
Social Services and Multi-Agency Safeguarding Hub (MASH) 
Social services only got involved after the school and nursery sent referrals late, so early chances to help were missed. When they did get involved, they held a Child Protection Conference and set up a Child Protection Plan. These actions followed the Children Act 1989 and the Wales Safeguarding Procedures because they ensured risks to the children were formally assessed, coordinated across agencies, and managed through a clear protection plan, as required by law to keep children safe (Department of Education, 2021). Social services played an important role in bringing agencies together and collecting information from professionals. However, interpreters were not always used properly, so Sarah could not fully understand what was happening or take part in decisions about her children. This goes against the Social Services and Well‑being (Wales) Act 2014, which says children and families should have a say and control over decisions affecting them (Social Care Wales, 2017). Some reports from other agencies were late or incomplete, making joint decision-making less effective. Even though MASH later improved information sharing, the earlier delays had already left Ella and Jack at risk longer than they should have been. 
 
Police 
The police responded quickly to reports of shouting and possible domestic violence at the family home. Their visit, they recorded the incident were and followed their safeguarding duties. However, they did not share this information with social services straight away, which was a serious safeguarding mistake. Based on the Wales Safeguarding Procedures, any domestic abuse involving children must be reported to children’s services immediately, (Torfaen County Borough Council, 2026). Because the information only came out later during a multi‑agency meeting, the children stayed at risk for longer than they should have. 
School, Education Welfare Officer and Nursery 
Ella’s school noticed that she was often absent and seemed emotionally withdrawn, and the Education Welfare Officer raised concerns. Even though the school kept records and knew her behaviour was worrying, they waited several months before referring her to social services. This delay went against the safeguarding responsibilities for schools under the Keeping Learners Safe guidance in Wales, (Williams Headteacher, 2025). If they had acted earlier, support could have been provided sooner, and Ella would not have been left at risk for so long. Jack’s nursery noticed bruises and delays in his speech. They tried to refer him, but an administrative error delayed social services getting the information. This shows how mistakes in safeguarding systems can put children at risk. Under the Childcare Act 2006, early years settings must protect children, and delays can stop early help, (Pite, 2025). 

Health Visitor 
The health visitor visited Sarah’s home and noticed concerns about her ability to manage the children and Jack’s development. She built a positive relationship with Sarah, but because no interpreter was used, Sarah could not fully understand the advice or take part in decisions. This went against the Social Services and Well‑being (Wales) Act 2014, which emphasizes the importance of supporting parents to have a voice, choice, and control in safeguarding their children, (Welsh Government, 2014). Additionally, the health visitor did not always share notes with the nursery or GP, which reduced the effectiveness of multi-agency working and delayed coordinated support. 
GP and Primary Care 
The GP had important information about Sarah’s mental health, including depression and missed appointments, but it was not shared quickly with the safeguarding team. Missed appointments can be a sign of safeguarding concerns. Language barriers also made it hard for Sarah to access appointments, contributing to her non-attendance. This shows the need for clear, culturally and linguistically appropriate communication. The delay meant the safeguarding team lacked key information early on. 
CAMHS 
Ella was referred to CAMHS because she was withdrawn. Although the referral was accepted, long waiting times meant she was not seen for several months. This delay reduced the chance for early support and made the emotional effects of her family situation worse. While CAMHS delays happen across the country due to staff shortage, they are especially serious when children’s emotional wellbeing is at risk, (childrens commissioner, 2025). 
Domestic Violence Charity 
A local domestic violence charity tried to help Sarah by offering counselling and refuge. However, Sarah was hesitant to use these services because of language barriers and fear of being separated from her children. The charity also did not attend case review meetings regularly, which meant they could not fully contribute to multi-agency discussions. While domestic abuse charities are important for safeguarding, their inconsistent involvement reduced the support available to Sarah. 
Housing Association 
The housing association reported problems with the family’s home, such as broken locks, damp, and unpaid rent. These issues showed the family’s stress and vulnerability. However, they could not attend the first child protection conference, so their information was not available for early decisions. Housing conditions are an important safeguarding factor, and missing this input meant the full situation was not fully understood, (NSPCC, 2025). 
Substance Misuse and Anger Management Services 
Mark was offered help for anger management and substance misuse, which was important because of domestic violence concerns. However, he did not always take part in the services, and updates about his progress were not always shared with the safeguarding team. This made it hard for professionals to know if his behaviour was improving and to assess the ongoing risk. 
Interpreting and Language Support Services 
The family struggled to use support because interpreting services were not used consistently. Sarah could not fully understand professional terms, letters, or what was expected of her. Mark preferred speaking Polish but was not given language help. Not providing interpreters stopped the family from taking part properly in safeguarding, led to missed appointments, misunderstandings, and less engagement. This goes against the equality and inclusion principles in Welsh law because it prevents the family from accessing services and taking part in decisions on an equal basis with others, (Welsh Government, 2025). 
Recommendations for future practice 
To improve safeguarding, information must be shared quickly, as delays put children in situations that can harm their development. Based on Erikson’s psychosocial development theory, Ella is in the Industry vs. Inferiority stage, which mean she needs stability, support, and encouragement to build confidence. When agencies do not share concerns promptly, her sense of ability is affected. Administrative systems should be improved to prevent misdirected referrals, as delays in addressing Jack’s bruises and speech delays can affect his Initiative vs. Guilt stage, where children develop independence and communication skills, (Brodie, 2024). Interpreters must be used consistently so parents understand expectations and can provide a secure environment for their children. Missed health appointments should be treated as signs of vulnerability, and all professionals should attend multi-agency meetings to coordinate support. CAMHS should prioritise children on Child Protection Plans, and services must be culturally sensitive to help migrant families engage and feel emotionally secure. 
Conclusion  
The Kowalski case shows how important it is for different agencies to work together to keep children safe. While each agency helped, delays, poor communication, and language barriers made safeguarding less effective. To protect children like Ella and Jack, agencies must share information quickly, use interpreters consistently, and attend multi‑agency meetings. The case also shows that failures in safeguarding can affect children’s emotional and social development, highlighting the need for fast, coordinated, and culturally sensitive support in Wales.
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