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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).


In this task, I will critically reflect on a case study in which there were safeguarding concerns. I will provide background context, introduce the safeguarding issues and use the ALACT reflective model by Korthagen and Vasalos (2009) to structure my critical reflection. Using reflective models help my learning and in this particular case study, ALACT helped me to reflect on the case, my learning, and the wider legislative context of the work undertaken. 


3 is a 14-year-old white Welsh teenager who has experienced significant physical and emotional harm and lived experience of domestic violence. He is a child looked after under S31 of The Children Act 1989. I read his case history on WCCIS, this details that 3 has experienced significant grief and loss; removal from his mother, separation from siblings, unexpected death of a close family member, and foster placement changes which resulted in multiple losses of his social networks. I looked at Kubler-Ross’ five stages of grief to try and understand 3 better. I felt that his presentation could be explained by stages two, three and four. Stage two describes the pain of the loss presenting as anger, stage three describes bargaining for things to return to the way they used to be, and stage four describes a deep feeling of sadness, and even hopelessness (Kubler-Ross, 1969).  3 has been placed for the majority of his looked after life in rural parts of Wales where the Welsh language is more prominent (Welsh Government, n.d). 3 received an education through the medium of Welsh and this was a key factor in keeping him in Wales when searching for new placements. 

3s foster carer, who I will refer to as 4 informed me of school issues and that 3 had been suspended, whilst investigations into a serious assault were investigated. 4 detailed that 3 had assaulted a pupil and had assaulted a teacher in the crossfire. During a statutory visit (Social Services and Well-being (Wales) Act, 2014 (SSWB(W)A14)), 4 shared that neighbours were saying that 3 was fighting in the community, and that he started to receive video recordings of this from other parents. I received multiple CID 16 referral forms from the Police with reports on assaults perpetrated by 3, and intelligence within suggesting 3 was paid in cannabis, by adults of known concern, to fight other young people on their behalf. In addition to this, 3 began going missing regularly, found in various towns and cities across the UK. I was seriously concerned about 3s safety, his involvement in potential child criminal exploitation could cause him serious harm as a result of his fighting, or that he could harm others in the community.

3 experienced difficulties in mainstream education, claimed other pupils would taunt him about his father’s death. His automatic trauma response of ‘fight’ led to dysregulation and assaults, with no memory of his actions (Beacon House, 2020). 3 had two managed moves to avoid permanent exclusions from education. To keep him and others safe in school, I arranged an urgent meeting as per Part 6 of the SSWB(W)A14 to ensure an effective Personal Education Plan (PEP) was implemented. I invited education professionals from both LAs, to agree a PEP. As a multi-agency group, we decided 3 should be educated in alternative provision - a Pupil Referral Unit (PRU). It became clear that 3 was easily led and began to go missing from education. 

A child who goes missing is more at risk of Child Criminal Exploitation (CCE) but young people like 3 may not recognise that they are being exploited (Welsh Government, 2019). 
The Government define CCE as an individual or group taking advantage of a child under the age of 18, by means of exerting coercive control, manipulation or deception into criminal activity. There is an emphasis on a child being exploited even where the victim feels they have consented to participate. CCE can also occur through technology. (HM Government, 2023). 

The Wales Safeguarding Procedures (2019) state that CCE is a form of child abuse. Up until recently, safeguarding procedures and national guidance did not consider CCE, and it did not have the same protections, with professionals understanding being that there was an element of choice and consent. The principles of the Mental Capacity Act (MCA05), 2005 advise that an individual over the age of 16 should be allowed to make unwise decisions. However, the Wales Safeguarding Procedures clearly state a child centred approach should consider the child first, focussing on their care and support needs (2019). The guidance clearly states that CCE can cause significant harm, and it is important that practitioners do not use the MCA05 in these cases as this legislation is intended to uphold an adult’s rights. All issues relating to a child needing protection from any harm should be resolved using the Children Act 1989. 


The first section of the ALACT model asks ‘what did I do? How did I go about it?’ 
From the outset of my involvement with 3, I ascertained his language preference to ensure I was providing 3 with the Welsh Governments’ Active Offer. A principle that has arisen from the Welsh Language Measure 2011. I greeted 3 in Welsh, knowing that he accesses Welsh stream education, I thought he would respond, but he asked to proceed in English. I reassured 3 that if he changed his mind, I could speak Welsh with him without the use of an interpreter, as I am a Welsh speaker.

During a statutory visit, I found myself explaining to 3 my concerns and what CCE is. Enabling 3 to recognise signs of exploitation could help break the generational cycle of Adverse Childhood Experiences (NHS Foundation Trust, n.d). The Wellbeing of Future Generations Act, 2015 supports breaking the cycle of adverse childhood experiences, with it being a legislation aimed to break the cycle of abuse, long term poverty, social inequality and involvement with the criminal justice system. 

I made use of the PCS Model (Thompson, 2010) and a Person-Centred Approach to inform my assessment of 3, being mindful not to assert my own family values and rules on 3. Rogers advises that having this self-awareness helps us recognise our own feelings whilst helping us manage the situation with the individual (1957). We explored where he is from and his family connections, we created an Eco-Map and genogram. We looked at his individual experiences and how this has shaped his beliefs and values. 3 explained that as a young child, he was “really scared” of his mother’s abusive boyfriend, and now he feels his peers consider him ”hard”. On analysis of this information, I could see that this was 3s way of protecting himself from harm and also vindicating his younger self. We explored his education, and the decision made by school to permanently exclude him. We talked about the assault on a pupil and teacher, and that this was captured on CCTV. We discussed that the education authority felt they had no choice but to exclude him, that they needed to ensure his, and others safety. 3 was genuinely remorseful about his actions and through conversation he disclosed that he had no recollection of the assault. 3 explained that he had become so upset from the taunts he received from other pupils about his father. I talked to 3 about how the brain tries to protect itself from trauma and that this may be why he did not remember what happened (NHS Foundation Trust, n.d). 3 shared details of his grief and loss, explaining his main emotion is anger, he is angry that his dad died, explaining that an assessment was underway to see if 3 could return to his dad’s care.

In analysing the information 3 had provided, I was able to assess that his past experiences were impacting his current behaviour. I gently explained this to 3 and he agreed to try bereavement counselling. I gently linked his experiences to CCE, explaining that its possible his past experience can make him vulnerable to exploitation. 3 understood what exploitation was, but refused to believe that the individuals he associated with could have an ulterior motive, he saw them as friends who gave a bit of cannabis here and there. He refused to provide any information on the fights in the community and advised he would not be a “grass.”

Following the visit, I discussed the situation with my line manager and advised I had concerns, one being that 3 could seriously harm himself or others through fighting, and two, that I had CCE concerns. We had a discussion about Part 7 of the SSWB(W)A14, about how partner agencies all have a duty to report children at risk of harm. We discussed that I had received CID 16 reports from the Police, but that the LA had not requested a strategy discussion. My manager advised me to complete a Multi-Agency Referral Form (MARF) to collate all of the information shared with myself, and to request a strategy discussion with the LA where 3 resided. My line manager advised that it is the responsibility of the LA where the individual resides, or where the harm took place, to chair a strategy discussion. I requested the strategy discussion within the MARF that I completed. As this was a different LA, I had to search for their MARF paperwork as it is different to our own, and also search information on where to securely send the form.

The strategy discussion went ahead with myself, my line manager, local Police and a social work manager from 3s LA area, and all concerns were shared and discussed. The agreed outcome was that threshold for a Children Act, 1989 Section 47 investigation had been met, and that 3 should be discussed at a multi-agency strategy meeting. This had already been convened to discuss the exploitation of other young people in the area and I was invited to discuss 3. 

The information shared at the meeting highlighted that there was an issue with current CCE in the area, and that 3s name had been mentioned as a potential victim in numerous recent strategy discussions, but that the extent of his involvement was unclear due to lack of evidence. XXX Child Exploitation Strategy 2020-2023 emphasises the importance of preventing abuse, protecting children from exploitative harm, and that in supporting meaningful outcomes we should collaborate and communicate effectively to ensure support is consistent, I felt my attendance at a cross border multi-agency strategy meeting met this requirement (XXX, N.d). 

In consultation with the CE Manager I completed an initial child exploitation risk assessment to ascertain whether there was any evidence 3 was being actively exploited, this looked at the ‘8 As’ Individual- Level Risk Factors (Maxwell, 2022) and concluded that 3 is extremely vulnerable to exploitation with indicators present in all 8 vulnerability factors, but no evidence to suggest active exploitation. 3 denied any involvement when asked about this in the S47 investigation. 

To ensure I maintain up to date social work knowledge, I read a briefing on corporate safeguarding and learnt that safeguarding is everyone’s responsibility (CYSUR, 2019). I also read past Child Practice Reviews (CPR). In a recent review the recommendations argue that ongoing safety planning should be created in participation, be strengths based, child focussed and regularly reviewed for effectiveness (Vinall, 2023). I ensured 3s safety plan met these criteria and was relevant to him. I used information from the assessments to make a safety plan with 3 that was relevant to him. 


The second part of ALAC invites me to look back on the action, and reflect on how this went? This was a complex safeguarding case with cross border multi-agency working, I will reflect on the safeguarding decisions and the difficulties I felt as I developed my social work practice and collaborative working. 

At the multi-agency CCE strategy meeting, I shared details of 3, the findings of the CCE assessment tool, which detailed his background and vulnerability. The other professionals found this useful as although they are all aware of 3, they do not have access to his records as a different LA look after him. The chair of the meeting shared that there were ongoing CCE concerns involving multiple adults in the area that 3 resided in. He shared that 3 and other young people of a similar age were identified as potentially being exploited. The concern was that the young people were moving or selling cannabis and other drugs for the adults. Police shared that a Child Abduction Warning Notice (CAWN) had been issued to one adult of concern, and that Police National Computer (PNC) markers had been placed on properties where the adults of concern lived. Police shared they were actively monitoring the properties due to the risk posed to 3 and others. They also shared details of locations they felt were high risk, to inform safety planning of where we could ask 3 to avoid. 
The Youth Justice Service shared that 3 had been engaging well with his youth justice worker and attended the required sessions of education, following his Out of Court Community Resolution (Ministry of Justice, 2013) for the assault in school. It was reported that 3 was able to recognise exploitation and that he had engaged in four anger management sessions. 
The youth Justice Service shared that one of the adults of concern is on his last chance in the community and has a TAG to monitor his whereabouts following a GBH charge and suspended prison sentence (Government, n.d). The professional in the CCE meeting shared that he believes this is why 3 was recruited to fight, stating the adult would be in breach of his order and would receive an immediate custodial sentence if he was caught fighting. 3 denied his involvement. 
The Police advised that they would let me know if 3 was identified as frequenting any of the properties of concern. They added that a complexity to their safeguarding was that the adults were aware of Police surveillance, causing difficulty with evidence gathering, though their drug involvement was known. I was advised that the group had been active for some time. 

Following attendance at two multi-agency strategy meetings, despite known concerns, I was advised that 3 was not considered as high risk and he would not remain in the arena. I felt uneasy about this and therefore discussed the decision with my manager, and we decided to challenge. I was invited to a further meeting, and I ensured the CCE Manager of my LA attended. The reasons to not invite us back was further explained, and I felt reassured as the CCE manager had attended with me. It was explained that without further disclosure, and at present no evidence of active exploitation, that the CCE arena needed to focus their efforts on those young people who were at further risk. The challenges of this were that despite the perceived low risk, my assessments evidenced that 3 was vulnerable to being groomed for exploitative purposes. I felt this caused difficulties in practice, a different Police force and different multi-agency workers held information that I no longer had access to. I felt that 3 had somewhat been brushed aside because he was the responsibility of a different LA. I discussed my professional judgement in supervision, and I was able to professionally raise my concerns regarding the complexity of cross border information sharing, and how not being part of the multi-agency response was complicating ongoing assessments around 3s safety planning. I explained that having knowledge about risk and what is happening locally could influence decision making to move 3 for his safety. Research explains that children’s Services are the least seen service that tackle safeguarding in the public arena but are fundamental to assessments that change children’s lives. If left out of discussions, they risk making recommendations that the child and family may feel are ‘decontextualised’ and this is not an ethical way of working (Holland 2012). I was provided details of social workers and police officers who I could request information from directly, and I developed a network of professionals. 

On reflection, I realise their approach was fair and proportionate due to lack of evidence that 3 was involved, and I would have been invited back if this had changed. I looked at The All-Wales Practice Guide (2019a) and found ‘Flowchart 2: strategy meeting and what happens after a strategy meeting’, which demonstrated that 3s future safety and well-being can be managed with a safety plan, which I put in place. This made me reflect on the differences in practice between my work as a social worker with children looked after (CLA) and child protection (CP) work, and I realised that a safety plan can be implemented without the need of a child protection conference as the child already has a Looked After Care and Support Plan. In my previous work before qualifying, I worked within young people’s substance misuse services and most child protection referrals I made would lead to a child protection conference, where the children’s names would go on the Child Protection Register and a Care and Support Protection Plan would be implemented to protect the child. I now realise that this should never happen with CLA cases and felt this was important learning that further developed my understanding of social work safeguarding practice. A risk assessment enabled me to continuously analyse and assess 3s situation, I read foster carer recordings to look for themes and indicators which may have evidenced he was at risk of harm through CCE.
  
I created the safety plan in participation with 3 and 4. As 3 was regularly going missing, I included steps for 4 to follow, including details of when and how to report 3 missing to the Police, to either myself or our Emergency Duty Team (EDT). I also sent 4 a copy of the LA’s Missing Children’s Protocol (XXX LA, n.d) for guidance. I included 3 in safety planning and together we agreed a curfew time of 9pm. I asked that 4 support 3 if he wished to return home sooner, thus enabling 3 to remove himself from involvement in any violence. I asked that 4 check in on 3 regularly when away from placement and stipulated that if 3 did not respond, that he should be considered missing and reported as such to the Police immediately. I explained to 3 that this was needed due to risk of someone harming 3, this helped him to understand why the safety plan was needed. The safety plan put in place was a proportionate and fair approach to safeguarding, which enabled 3 to continue accessing and enjoying appropriate free time.

3 required a Return Home Interview (RHI) following each missing episode, but unfortunately this did not happen. A safe and well check was conducted by Police following return home, 3 was hesitant to share any information. Geographical constraints with cross county working and the travel distance made it difficult for me to organise RHIs. My own LA area have an independent representative that conducts RHIs, and the other LA did not have such a service. If this had been possible it would have provided 3 with another opportunity to disclose his experiences during missing episodes.


The third part of ALACT looks at the essential aspects, here I will focus on what legislation was relevant in safeguarding 3 from child criminal exploitation. 

The Wales Safeguarding Procedures (2019) published information on safeguarding children form CCE. To ensure I adhere to Social Care Wales Code of Professional Practice, I referred to this information as a guide, recognising that it is my responsibility to maintain my knowledge and skills (2017).

The United Nations Convention on the Rights of the Child (UNCRC) 1989 is the most widely recognised human rights law in the World. It stipulates that every child has the right to grow up healthy, happy and safe, to be protected from harm, protected from abuse and be supported to recover from any abuse experienced. Every professional should ensure children’s rights are upheld. The Human Rights Act 1998 is a legislation that provides legal protection of your human rights as a citizen in the UK. It brings the rights in the European Convention on Human Rights (ECHR) (1948) into UK law. I always ensure to establish which human rights are relevant in a case, thus ensuring I uphold these. 

In 3s case, I felt that Article 8, Right to respect for private and family life (HRA, 1998) and Article 19 Protection from violence (UNCRC, 1989) were relevant when I created a safety plan. The plan I created with 3 included him in the agreements made. Article 36 Protection from exploitation (UNCRC, 1989) is also relevant, 3 should be protected from exploitative adults and peers who pay him in cannabis to assault others. Finally, Article 40 Children who break the law (UNCRC, 1989) although 3 has broken the law and assaulted another child, he still has a right to fair treatment and legal help. The Wales Safeguarding Procedures (2019) state that children should be treated as children first, the convention states that prison should be a last resort. 

The Wales Safeguarding Procedures (2019) also emphasises the importance of joined up working, which was difficult at times with 3s case. However, the partner agencies, like the Police and the other LA’s social services did uphold their duties under Part 7 Section 130 of the SSWB(W)A14 and shared their concerns as they arose. Professionals do need to be mindful of the Data Protection Act 1998 and the General Data Protection Regulations (GDPR) 2016, but safeguarding concerns should always be shared if there is a cause for concern. 

When a concern is shared under section 130 of the SSWB(W)A14, there must be consideration as to whether there is a need to conduct an investigation under Section 47 of the Children Act 1989, this legislation covers England and Wales. The strategy discussion should inform next steps in safeguarding the child. In a child criminal exploitation case, as it was for 3, the decision may be to hold a multi-agency child exploitation meeting where a revised child looked after plan can be discussed in relation to 3. Representatives from each LA should be involved, as should the relevant Youth Justice Service. The guidance clearly states that there should be no delay in response to safeguarding because the child is not ‘ordinarily resident.’ My interpretation of this is that there should have been no delay or argument in holding a strategy discussion for 3. 

I upheld Part 6 Code of Practice (Looked After and Accommodated Children) of the SSWB(W)A 2014 in establishing 3s views, wishes and feelings during statutory visits. I involved 3 in safety planning, ensuring he understood why a safety plan was needed, and how the plan aims to keep him safe. 

The fourth and fifth factors in ALACT looks at what I could have done differently? What were the potential outcomes if I tried a different approach? And when will I try this?

A culmination of risk factors led to notice on 3s foster placement and 28-day notice was given. I was pleased when 3 moved as this was the only way to disrupt the worrying behaviour that was escalating. I secured a residential placement closer to home (XXX LA, n.d) which enabled 3 to move away from the peers and influences that were causing concern. 

On reflection, I could have advocated for 3 to move closer to home sooner. I could have discussed with managers the benefits of 3 moving to a new placement. Placement shortages in Wales delayed this and it would have been detrimental to 3s wellbeing if he had to move to a placement in England, where his cultural and language needs could not be met. Moving sooner would have meant leaving the PRU before his GCSEs.
Had a placement move had been secured sooner, it might have enabled 3 to remain in a foster placement as opposed to residential. By the time he did move, the risks detailed on his file made it difficult to conclude his needs could be met in foster care. 
On reflection on my professional judgment and decision making, the risks posed to 3 were being managed by safety planning, however, I could have implemented the Closer to Home Policy to argue the benefits of moving closer to home sooner (XXX LA, n.d). On reflection, 3 had avoided two permanent exclusions through managed school moves and was not engaging in education at the PRU. Moving 3 closer to family may have addressed his feelings of grief and loss and may have safeguarded him from exploitation sooner. 

In future, I do feel that I would advocate for a change of placement sooner. I feel I would apply my professional judgment better, ask to meet with a manger to discuss the benefits and disadvantages of moving. Asserting professional judgements is sometimes difficult as a new social worker. Having to negotiate who takes the lead on safeguarding issues causes delay and complicates thought process. I found during the assessment process, the complexities of multi-agency working across boundaries kept me busy, and it was only when reflecting afterwards, and discussing in supervision and mentoring that I was able to make sense of the situation and see alternative actions. 
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