Task Three Draft

Reflective Practice. 

Introduction
[bookmark: _Hlk115197622]The six Regional Safeguarding Boards' reviews in Wales highlighted serious incidents involving children (McManus, Ball, & Almond, 2023). There were concerns that services in Wales were not meeting the needs of some vulnerable children and their parents, who experience complexities within the family home, such as substance and alcohol misuse, domestic abuse, and mental health issues. In such circumstances there is an increased risk that a child's physical, social and emotional neglect will impair their development, which can potentially lead to poor health and impact a child in adulthood, This is also known as Adverse Childhood Experiences (ACE’s) (Social Care Wales 2025, Dacre 2019, Levenson 2020 and The Welsh ACE Study 2015). 

[bookmark: _Hlk206525556]The Children and Families (Wales) Measure 2010 is a legislative framework that underpins an approach to support families with complex needs. This emphasises the importance of early intervention and multi-agency work with professional sectors, which may improve the outcomes for young children (Welsh Government, 2010). It helps guide Social Workers to identify families who require additional support by collaboratively working with families to achieve achievable aims, thereby preventing the escalation of problems and reducing the risk to children being placed on the Child Register or removed (Children and Families (Wales) Measure 2010). This is now a key element of my work, incorporated into Part 9 of the Social Services and Well-being (Wales) Act 2014.

My service employs a multi-agency, person-centred approach to enhance collaboration for adults and children, particularly families (Social Services and Well-being (Wales) Act 2014, Part 9). I support families facing complex issues such as substance or alcohol misuse, mental health challenges, domestic abuse, and learning difficulties to prevent children from entering care or to assist those on the Child Protection Register.

The primary focus of my service is to concentrate not on the problem but on the outcomes (de Shazer et al., 2007). The practice is evidence-based, and its core principles include collaboration with other multi-agency partners, a strength-based approach that involves building on family capabilities and resilience, early intervention, and working with all family members who demonstrate a willingness to make changes (Welsh safeguarding procedures, 2019). An example of the types of evidence-based practices used is: De Shazer’s Solution-Focused Brief Therapy (SFBT) (De Shazer, S., 1985), and Motivational Interviewing (MI) (William R. Miller and Stephen Rollnick, 1980). The techniques used are holistic, therapeutic, and citizen centred. Many of the families my service works with benefit from early Intervention, which incorporates goal setting (Jones and Bramble, 2010) and coping strategies. Fortune, A. E. & Reid, W. J (2011) state the approach involves identifying and exploring the family's problems, selecting the most distressing one for intervention, defining a goal to address it, setting tasks for both client and social worker, and evaluating progress. Evaluation determines if the goal is met and the problem is reduced or resolved (Fortune, A.E., Reid, W., 2011). 

Bronfenbrenner’s Ecological Development theory (1979) identifies five layers that shape child development, including external influences such as parental workplaces, unemployment, local crime, rural settings, public transportation, and community factors (National Assembly for Wales, 2015; Social Care Wales, 2011). My service works intensively with families over a year, supporting change through personal experiences. Research highlights individuals as experts in their own lives (Miller et al.; Parton & Byrne, 2000, 2007; Trevithick, 2005; Social Services Well-being (Wales) Act 2014), and Prochaska and DiClemente’s Cycle of Change model helps people navigate behavioural change stages (Prochaska & DiClemente, 1983).

Case Study.

I was assigned to complete an intensive family assessment. Son(1) had shared with his schoolteacher that he feared going home because his father had been sending threatening messages using defamatory language via WhatsApp and was including using suicidal ideation. Son(1) disclosed that their father was angry and upset over an incident involving letting the dogs out into the street and was accusing Son(1) and Son (2) of being lazy around the home. 

[bookmark: _Hlk209632820][bookmark: _Hlk206765640]Sons(1) and (2) share a bedroom, which often leads to verbal and physical conflict in the family's two-bedroom home. Sons (1) and (2) live with their father, who is currently unable to work due to ongoing mental health challenges, which place financial pressure on the household and contribute to stress within the family environment. They live in an area where employment is low and illicit drugs are easily accessible, which the father finds hard, as he is working towards abstinence. According to safeguarding guidance in Wales, everyone has a responsibility to report such concerns (SCW 2025 s.2). Therefore the school submitted a referral to Children's Services following the conversation with Son(1) regarding alleged emotional harm caused by their father in line with section 130 of the Social Services Wellbeing (Wales) Act 2014 where it states “relevant partners have a duty to inform  XXX authority, if they have reasonable cause to suspect a child at risk of or experiencing abuse, neglect or other types of harm” (Social Services Wellbeing(Wales) Act 2014). XXX authority conducted a Section 47 inquiry in accordance with its statutory duty to investigate when there is reasonable cause to suspect that a child residing or located within the area may be suffering, or is likely to suffer significant harm (CA89, s.47). According to Cardiff University (n.d.), all agencies in Wales are guided by the statutory document ‘Working Together to Safeguard People’ (Welsh Government 2022), which is a key element for multi-agency safeguarding practice in Wales and aligns with duties under Part 7 of the Social Services Wellbeing (Wales) Act  2014. and the ‘Children at Risk’ guidance, published in June 2018, in response to concerns about potential risks to children. 

I was invited to a multi-agency Child Protection conference, arranged to collaboratively determine whether the children had experienced, or were at risk of, significant harm. As a result of this meeting, the children were placed on the Child Protection Register, which imposed a statutory obligation on XXX authority to ensure their protection and prevent further harm (Social Services wellbeing (Wales) Act 2014 s.7 pt.3). The Human Rights Act 1998 obliges public authorities to uphold individual rights, presenting legal and ethical considerations for social workers, particularly regarding Article 8: the right to respect for private and family life (Human Rights Act  1998). Judicial decisions underscore the necessity of legal safeguards for children; notably, in A v UK (1999), the European Court of Human Rights ruled that states are required to protect individuals within their jurisdiction from torture or degrading treatment, with particular emphasis on children and vulnerable persons. The Children Act 1989 recognised ‘significant harm' as the criterion for mandatory intervention in family matters to serve the best interests of the child.

The case conference agreed that the children be placed on the Child Protection Register under the category of emotional harm. Because there were no reports of any physical abuse, XXX authority did not have to investigate this; however, Physical restraint is illegal in Wales. The Children (Abolition of Defence of Reasonable Punishment) (Wales) Act 2020 was introduced to the Senedd in March 2019. It was passed in March 2020 and came into force on 21 March 2022 (Welsh Parliament 2020). 

After introducing myself and arranging a visit, I ensured the family had an active option to express their language preference for the intervention, as per the Welsh Language Measures 2011 (Welsh Government, 2011, s. 28). This approach is designed to ensure that all family members can participate and express their perspectives, and for me, as the social worker, to assess the risk and help access the right support and services that the family may need (Social Services and Well-being (Wales) Act 2014). I explained that it is essential to gather the viewpoints of all family members involved and consider their views, wishes, and feelings. The family chose English as their preferred language. However, if they had chosen Welsh, I would have ensured that all written materials provided to the family were available in both Welsh and English, and I would have made interpreter services accessible should any family member wish to communicate in Welsh or require support in either language. I noted that while the children’s father did not speak Welsh as his first language, the children attended a Welsh-speaking school. I observed a distinct dynamic within the family's communication: the children would have to switch to English at home to communicate with their father, which Son(1) confirmed as being difficult and stated this would create subtle but notable tension in their interactions. For instance, during conversations in English, the children were often less expressive and more reserved, offering shorter responses and avoiding eye contact, which contrasted with their more animated and spontaneous communication style observed when speaking Welsh amongst their friends in school (Thomas, 2012).

[bookmark: _Hlk207020891]Ventress (2015) provides guidance for social work professionals: “Working directly with the adults to achieve change offers practice guidance for social care professionals, particularly within child protection and family support contexts” (Ventress 2015). This approach supports collaboration with both children and adults, encourages adult participation, and promotes trauma-informed engagement that maintains empathy alongside clear expectations and boundaries. Such practices are consistent with trauma-informed principles and strengths-based approaches, especially in safeguarding situations where adults' behaviour directly impacts child wellbeing (Ventress, 2015). Ventress (2015) aligns effectively with safeguarding and assessment frameworks, particularly when considered in the context of Section 7 of the Social Services and Well-being (Wales) Act 2014 and trauma-informed practice. (Ventress,2015; Social Services and Wellbeing (Wales) Act (2014), pt. 7).
 
My role is to be open, honest, and transparent, and to build a professional relationship with the family that they can trust. I explained I would be taking notes and recording the information on a database to support analysis and decision-making (SCW, 2017). On the first day of my assessment, I arrived on time as agreed and was greeted by the father, who was polite and invited me into the family home. I waited to be invited to sit down before we began (SCW, 2017). I explained who I was and asked the father if he knew why I was there. Father shared he was unsure of the details but gave an overview of an incident concerning how he spoke to his sons, and how his use of illicit drugs was a problem. The father disagreed with the suggestion that his communication with his sons was perceived as threatening and did not accept that his drug use was problematic. I responded by explaining the safeguarding duties under Part 7 of the Social Services and Well-being (Wales) Act 2014, which outlines the legal responsibility to protect children at risk of abuse or neglect, using accessible and non-jargonistic language (Welsh Government, 2014).

I began a discussion regarding a disclosure that the sons' (1) and(2)  father had severe mental health issues and had limited education, which had impacted their father's social awareness and inclusion in society. It was also disclosed that their mother had mental health issues and was unable to see her sons at the same time due to their impact on her mental health. Sons (1) and (2) would see their mother alternately once a week. By adopting open questioning, as set out by SFBT, developed by Steve de Shazer and Minsoo Kim Berg during the 1980s. I was able to focus on a strengths-based, future-oriented model that has become widely used in social care, mental health, and safeguarding contexts (De Shazer and Dolan, 2007). George (1999) describes SFBT as “focuses on the client’s best hopes and preferred future, rather than the problem itself” (George et al., 1999) and empowers the family to produce their own solutions. I anticipated that information-gathering would require asking challenging questions, which might cause conflict. Seden (2005) notes that social workers can reduce tension and elicit less defensive responses by calmly asking questions. Negotiation occurs when both the service user and social worker seek a mutually agreeable solution. Trevithick (2011) describes negotiation skills as essential tools for decision-making and collaboration in partnerships. I completed a therapeutic conversation with the father, where he constructed a vision of change, making the problem less present and manageable. By utilising the above skillset, the father acknowledged his family was in a crisis and wanted to access help and take steps to address the concerns raised by Children's Services, and in doing so, help his sons(1) and (2) being removed from the Child Protection Register.

On reflection, it was my professional judgement that the father may face ongoing challenges in maintaining outcomes due to his learning needs and limited emotional awareness. In supervision with my team manager, it was agreed that I should use visual aids to assist my intervention with the father. I applied De Bono’s (2017) Six Thinking Hats framework as a visual tool to facilitate communication and elicit thoughts and feelings from the father. The same model was effectively used with sons (1) and (2). For example, employing the white hat approach, which involves me as the family social worker, and analysing information during the verbal stage. The red hat enables the expression of emotions, which can be connected to both verbal and non-verbal communication between the father and his two sons. The father describes the relationship between the two sons as sometimes confrontational, escalating to arguments. The black and blue hats helped the family identify challenges, consider potential solutions, and develop clear action steps while adhering to procedures and employing critical thinking and active listening skills. Overall, this approach proved to be a valuable means of determining the appropriate service methods I could use to enhance care and support for the family. I also employed the ‘Three-stage Theory practice,’ utilising my communication skills to gather information for constructing a comprehensive family profile (Collingwood, 2005). According to Maclean (2017), social work is structured around three fundamental questions: What? Why? and How? These questions play a crucial role in effective communication and establish a vital framework for social workers. My use of theory enhanced my social work role, ensuring that my practice remained informed and grounded in evidence.

[bookmark: _Hlk206839363]Concerns were noted regarding the impact of parental mental health on child welfare. I clarified that the mother had given consent for a Part Three Care and Support Needs Assessment (Social Services Wellbeing (Wales) Act 2014,s.21), through which my collaboration with other agencies revealed additional information, notably mental health complexities and self-harm of both parents. Through collaboration with Children's Services, it was revealed that the mother did not exercise her parental rights to disclose these matters, which might have prevented further risk to the children.  The father was not registered with a general practitioner or mental health team and has not sought professional assistance concerning his mental health. It was reported that he self-medicates daily with cannabis. Throughout the intervention to address this, I had discussions with the father that focused on the historical use of illicit drugs that he was exposed to as a child and would use heavily throughout his formative years. I explored his childhood experiences, which enabled me to discuss further the father's own ACEs and trauma. Childhood trauma is characterised by prolonged, multiple, and chronic experiences that may affect a child's early development (National Child Traumatic Stress Network, 2000; Bessal & Van der Kolk, 2008).  In my role as the family's Social Worker, I felt it was essential to acknowledge how trauma can affect both verbal and linguistic abilities, as well as receptive skills, due to the father's learning needs and understanding. Levenson’s (2017) article is a significant contribution to trauma-informed social work practice, emphasising the integration of trauma awareness into frontline care and safeguarding (Levenson, 2017).

In compliance with the Mental Capacity Act 2005, I determine whether either parent has a diagnosis that has affected their capacity to make decisions about their children’s safety or financial affairs (Mental Capacity Act 2005). The dilemma for me was determining which legal framework to apply in relation to the Mental Health Act 1983 and the Mental Capacity Act 2005. Gilburt (2021) suggests that research indicates professionals often interpret capacity, objection, and risk differently, resulting in inconsistent application of the law (Gilburt, 2021). To resolve this, I supported the father in accessing the XXX mental health unit, where he received recommendations to attend with local help groups by sourcing the one the father thought was best for him. I attended the first session to help with the father's social anxiety. I arranged for the father to register with his local GP and facilitate attendance for initial appointments, which demonstrated my ability to communicate and work in partnership with people needing support while maintaining professional boundaries. This helped enable the father to socialise outside the family home and build on his confidence. I was able to work collaboratively with the medical practice to arrange further appointments, and, with the father's consent, attended appointments when support was needed (SCW, 2017, 2.1). The assessment concluded that both parents possessed decision-making capacity, had now undertaken appropriate medical supervision, were receiving prescribed medications from their general practitioners, and did not pose an immediate risk to their children. However, Father continues his use of cannabis but has significantly reduced his use. 

The father had listened to the advice I gave about exposure to the children to his use of cannabis and passive inhalation of smoke, even when smoking in the doorway, and how this could affect his sons' physical and mental health. The father agreed, and by the time of my next home visit, 72 hours later, the father had purchased a lock box and shelving to hide his cannabis in his room, and the keys were separate from the box. The father had started to sort out the shed in the back yard, with a seating area. He placed a television set and a radio, where he could smoke outside, out of the view of his sons. The father quoted, “My use of cannabis is not ideal, but from what I have used historically to where I am now, I think I am making progress”. I used motivational interviewing techniques, open questioning, affirmations, reflective listening, and summarising (Miller and Rollnick, 2013). For example, I affirmed with, “You’ve shown a real understanding of how you’ve handled this,” and summarised by noting, “You’ve shared that safety is a priority and you’re not afraid to explore options.”

Other concerns in this case included possible emotional harm to the children, such as exposure to verbal abuse and being blamed for their father's suicidal thoughts. I focused my discussion centred on the father's disciplinary language and the words used that can emotionally harm his sons. Father shared that as a boy, he had historically suffered with his mental health, and could not read or write, and left school at 12. When he did attend school, he would be stigmatised by teachers calling him names and telling him that he was not worth their time and that he was stupid and useless. According to the Ministry of Social Development (2011), individuals who are subjected to negative labels by teachers and professionals, such as being called “useless” or being told “you're so stupid,” may develop low self-worth and diminished confidence when persistently criticised (Ministry of Social Development, 2011). Pierre (2020) highlights that stigma and labelling by professionals, social media, and news outlets in relation to poverty and physical or substance abuse can adversely affect mental health. The father noted that these negative perceptions were all he had experienced and acknowledged a lack of awareness regarding emotional harm or its potential impact on children. 

With the consent of sons (1) and (2), through my intervention with them, I was able to share with their father how it had made them feel undermined and demoralised, how it had impacted their self-worth and created a lack of confidence. I was able to discuss the importance of listening to sons(1) and (2) of how they felt about how, as their father, spoke to them and the language used. Cowie (2019) emphasises that listening to a child or young person is vital, especially when making changes that affect their lives or address trauma (Cowie, p.45, 2019). I began by discussing emotional harm and how it affects a young person, and the impact it can have. Exposure to emotionally harmful language in disciplinary situations is recognised as a form of emotional abuse, classified within one of the ten ACE categories outlined in the original Felitti et al (1998) study. Felitti discusses ongoing research into trauma and ACEs, such as mental health issues, poverty, and physical or substance abuse, and their influence on early childhood development, highlighting the susceptibility of young people (Felitti, 1998). Liddle et al. (2016) note that stigma associated with ACEs can create challenges for young people in disclosing their experiences due to prevailing social perceptions (Liddle, 2016). Father listened and took the advice given. In a later session, son (2) recognised that his father had changed, now using the "I" messages model that avoids blame and supports child-centred communication by validating feelings and encouraging reflection (The Centre for Parenting Education, n.d.).

During my intervention, the mother and father identified a difference in their co-parenting strategies. The father noted that his approach was less controlling, allowing the children to learn from their own mistakes, while the mother preferred a more structured parenting style. My colleague and I organised a joint session to address how these differing approaches could potentially confuse the children, especially when transitioning between individual parental households. We discussed how this adjustment period might impact the children's mental health, particularly as they attempt to accommodate both parents' expectations. It was agreed that the parents' relationship was strong, and they were open to suggestions, communicating their worries to each other.  It was suggested that co-operative parenting would benefit them. By communicating openly and respectfully, share decision-making about the children's welfare, coordinate schedules, rules, and routines across households, and prioritise the child’s emotional and developmental needs. This would promote stability, reduce conflict, and support the child’s secure attachment to both parents (Custody X Change, 2025).  A joint visit was arranged in a neutral location where a discussion would focus on the parents working collaboratively to achieve the best outcomes for their children.

The service I provided allowed me to visit the family three times a week; within that time, I was able to get to know the family well and observe the changes they made. They worked on improving their goal setting and achieving outcomes, thereby resolving the initial safeguarding concerns that placed the children on the Child Protection Register. The family had listened to and taken on board advice from me, as well as multiple agencies, and was proactively working to maintain their outcomes. I could see the father, who saw himself at the preparation stage of the Cycle of Change at the start (Prochaska and DiClemente,1983), had progressed to the action stage and recognised that he still had a lot of hard work ahead to achieve maintenance, especially regarding his use of cannabis. Sons (1) and (2) acknowledged that their father was less angry and would be more receptive to discussions, stating that they were using the “I” message model, which was working well for all of them, as I had suggested. As a result, they spent more time together, and the home environment became less hostile. They acknowledged that their father was less agitated and more stable since taking his medication and continued participating in the mental health groups he was attending. Sons (1) and (2) are working collaboratively with their advocate, whom I requested, so that their voices, wishes, and feelings can be heard in future Core group meetings (SCW, 2017). The family has successfully reduced their risk of significant harm, resulting in a decreased impact on the children. During my initial assessment, as part of SFBT,   I posed an individual scaling question to each family member: where would they rate themselves on a scale from 1 (the worst things can be) to 10 (the best things can be)? At that time, all family members rated themselves between 3 and 4. When asked the same question as the intensive stage of my intervention drew to a close, they indicated a score of 7 to 8. The outcomes and goal settings implemented have only just been put into effect; therefore, it is reasonable to say that the family remains at the action stage. My service supports families for 12 months to help achieve and maintain behavioural change. Therefore, I advocated for the family at Case Conference meetings held every three months of the father's progression and provided written reports and shared the work completed by the father and sons (1) and (2)  and continued progress. I gave my professional opinion that the family should be removed from the Child Protection Register and placed on a care and support plan.  This was due to the indicators of significant harm having been reduced throughout the intervention. However, my recommendation for care and support would be to provide the family with further assistance to maintain the changes made. The Social Services Wellbeing (Wales) Act (2014), especially Part 4, Section 54, sets out legal requirements for creating and updating Care and Support Plans (Welsh Government 2014 Part 4, s.54).

Rolf (2001) stated,” reflective practice is essential in developing professional insight and accountability “ (Rolfe, Freshwater and Jasper, 2001). For this essay, I used Rolf et al. (2001) 's Reflective Model: What, So What, Now What. On reflection, my assessment was thorough and accurate, which helped the family achieve the outcomes and goals they had set to achieve change. I feel that I would benefit from more training regarding addiction and Mental health. It was important for me to hear the family's views on my involvement with them, as it helps me become a better practitioner in the future. The father reported that I was approachable, the family felt listened to, I was non-judgmental, and I avoided jargon, which made communication clear. Sons (1) and (2) stated that my use of humour helped them feel comfortable, and that the methods used, including cards and games, were inventive for engaging with them. The family indicated that I was easy to talk to. The father and his two sons demonstrated progress and adopted safeguarding measures to work towards their identified outcomes and removal from the Child Protection Register. I acknowledge that I would benefit from gaining a deeper understanding of the differences between the Mental Health Act 1983 and the Mental Capacity Act 2005. 
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