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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).



	This assignment will be looking at the case of Child 1 and their sibling Child 2, who had not been known to Children’s Services prior to the incident, although both their parents had been in the past. The children received care compliant with the UK legislation, The Children’s Act 1989 and the Social Services and Well-being (Wales) Act 2014, (SSWB, 2014). The assignment will also be looking at the use of Child Centered practice, Multi agency collaboration and how the Childrens Services adhere to the principles laid out in the United Nations Convention on the Rights of The Child (UNCRC) also the Human Rights Act 1998. Wales is the only country in the United Kingdom that has included the Rights of the Child (UNCRC 1989) in its own laws and legislations ensuring a child focused and anti-oppressive package of care.  Since the Devolution from the British Government and the introduction of the SSWB 2014, Wales has promoted and implemented a more family focussed level of care, empowering individual’s liberty and optimising their well-being. The Welsh Government are responsible for Child protection and ensuring that each area of Wales has Child Protection Policy and Procedures to ensure that optimal levels of care and safeguarding are achieved.. In 2016, Wales created the National Independent Safeguarding Board, ensuring that effective measures are in place for Children. Also, in this case study the social worker utilises Crisis Intervention Models and Task centered theories to support the interaction with the individuals (Payne, 2005)

Due to the nature of the case study, the identity of the individuals will remain confidential, as will the identity of the local authority and any other professional involved, this is to promote the safety and well-being of the individuals and to protect their identity (Davies, 2002).

Both Child 1 and Child 2 had not been known to Childrens Services as previously mentioned, although their Mother, Ms 3, had been previously known as a child themselves and father had been a Looked After Child from England, so both had knowledge of the Childrens Services System.
The Children had been referred into SPOA, (Single Point of Access) by a concerned citizen that had heard the parent, Mr 4, of the children, admitting to physically striking Child 1. Child 1 was then seen to have bruising on their face. 
This initiated the Section 47 process of the Childrens Act 1989, this is where the local authority and the local police force will initiate an investigation in order to protect a child, and decide on what action to take in order to provide maximum protection. Under a Section 47 Enquiry, it is possible for either the Local Authority or the police to take the child into care under an Emergency Protection Order (EPO). This is an Order granted by the courts under S44 of the Childrens Act 1989, whereby the child can be removed to a place of safety (Legislation.gov.uk). In part 7 of the Social Services and well Being Act (Wales) 2014, there is clear guidance on a number of duties that are required in order to safeguard children ensuring that effective measures are in place to achieve this objective (Welsh Government 2016). Safeguarding protects those that are at risk of significant harm. In the Wales Safeguarding Procedures 2019 within Section 7 there are policies and procedures that aim to support anyone who is responsible for safeguarding vulnerable individuals, whether they be children or adult. It is clearly stated that ‘safeguarding is everyone’s business’ and clarifies what is expected of the individual’s responsible (Social care. Wales).
 Following a strategy discussion initiated by the Section 47, it was decided that a joint investigation take place with the local police force. This was completed by myself, my manager and a member of the police force. This was to determine whether the perpetrator was still at the property. While we were attending the home, a member of the duty team was booking a Child Protection Medical for the individual to determine the extent of the injuries inflicted on Child 1. This is also done to determine whether the injuries are accidental or non- accidental, Child 2 was also examined to see if there were any injuries, whether current or historical. Child Protection Medicals are not always clear in the outcome with at least one third being inconclusive, but the medical report is written in a clear narrative and is able to determine whether there are any historical concerns (Aucott, et al., 2017).
 On arrival at the property, Mr 4 had left the home and the children were in the care of Ms 3, I was conscious that I had to create an open and honest relationship with Ms 3 in order to create a safe environment for her and her children and one where they would be able to express themselves openly. This would allow for me to work meaningfully with Ms 3, enabling me to assess the situation and to match resources with the situation (Barker, 2003). Research has shown that poor relationships with parents has caused stress and resulted in poor outcomes for the family, families have stated that they feel that they have not been heard of their individual needs have not been met (Baginsky, 2022), 
  Due to the young age of the children 1 and 2, I was unable to gain their wishes and feelings in regards to the incident verbally, although both children were able to communicate, their vocabulary was limited. To be able to get their views I was able to implement a child-centered approach utilising play skills, this is a widely recognised approach that ensures that the voice of the child is heard through the duration of the assessment in a child focussed manner, also ensuring that the child feels safe and free from oppression (O'Reilly & Dolan, 2016). It is vital that a person- centered approach is taken as it recognises the rights to the individuals to a fair assessment, it is also suggested that a social worker should understand the importance of emotions in situations such as these and to take a softer approach when interviewing younger and traumatised individuals (Banks, 2012). These principles are vital in placing the child as the central focus of the assessment. 

Following my assessment of both children and ascertaining that they were no longer at any risk, I turned my attention to Ms 3, who was understandably distraught with the incident. Although remaining empathetic to her anxious state, the duty of care to the children was paramount to the needs of the parent and as stated in ‘Working together to Safeguard Children (2015), where the needs of the children are in conflict with the needs of the parents, decisions must be made in the best interest of the Children (HM Government 2015). 
 Due to the children requiring a Child protection medical, consent has to be obtained from an adult that has parental responsibility, in this instance Ms 3. Due to the young age of Children 1 and 2, it was not possible for them to give consent. Health professionals will not carry out Child protection medicals if this consent has not being obtained, either verbally or written. If consent is not able to be obtained, then the Social Worker must seek legal advice and court authorisation in the form of an Emergency Protection Order, a Child Assessment order or a Specific Issue Order. Unfortunately this causes a delay in the medical taking place and can result in evidence being lost (Adcock, 2009).
Ms 3 consented to the medicals and I escorted her to the hospital with the children where she gave consent to the paediatrician carrying out the assessment. During the assessment I was able to observe the relationship between Ms3 and Children 1 and 2, there appeared to be a healthy secure attachment, with the children being relaxed and happy in her presence and Ms 3 being attentive to their needs.
 Attachment Theory (Bowlby) has become established in the field of social work, formulating opinions and judgements in relation to the observation of the behaviour between parents and their children. The theory had been developed by Bowlby and later by Ainsworth and was based on the behaviour of the child in relation to the care afforded by the parent. Children that display unusual behaviour, such as fear or avoiding contact with a parent would indicate that the child may be being mistreated (White, et al., 2020), neither Child 1 or Child 2 were exhibiting any abnormal behaviour, indicating that there possibly was no mistreatment from Ms1.  
 During the course of the Child protection Medical, the paediatrician fully examined both Child one and Child 2, although their examination of Child one was more thorough due to the injuries that had been sustained. The paediatrician asked questions of mum in regards to any previous incidents of violence towards the children Ms1 stated that this was the first incident that she was aware of. 
 On the completion of the medical, the paediatrician was able to confirm that the injuries sustained on Child 1 were the result of physical abuse. They did not find any evidence of any historical signs of abuse on either child. More often than not, medical reports are inconclusive in children that are physically active, as is Child 1. Children are known to have unexplained bruising due to rough play and accidents. Child 1’s injuries appeared to show the impact of a hand as the bruising was minutely examined using a camera specifically designed to take high resolution photographs, showing the bruising in minute detail. The confirmation was also backed up by Mr4’s admittance to the incident during a police interview. A full report is then submitted to the involved professionals, these reports have been used in Child Protection case conferences and court proceedings to support prosecutions and the need to safeguard.
(Child Protection medicals can also highlight unmet health needs of a child). Fortunately Child 1 did not require any further treatment in regards to their injuries and both children were allowed to leave (Kirk, et al., 2010). 
On return to the family home with Ms 1 and the children, I began my assessment of Ms 1 and whether she was able to adequately safeguard the children whilst the court proceedings were being arranged. To complete this I used the Practitioners T   ool for Child Protection, this is a tool based on the knowledge and experience of practitioners in this field and the ability to recognise the signs of Child Abuse and neglect. The tool is designed to accommodate the limited time frames and the resources available (Health, 2000). 
 The assessment is designed to meet the needs of both the children and their families and involves the gathering of information that may be pertinent to the case and to achieve the desired outcomes for the well-being of the children, the assessment focusses on the individuals within the family, taking into consideration their own experiences and circumstances at the core of the assessment is the extent to which the child may be at risk and the actions that are being considered to ultimately safeguard them (Fowler, 2003). 
 The assessment will look at the parent’s motivation to change and the resources that are available, such as protective family members and professional bodies that can be used as support to obtain the goals (Middleton, 1997). As with the whole of the procedure, the welfare of the child is the central focus of the assessment, I focussed on the support that could be offered by family members using the Assessment Framework Triangle, which focuses on the parental capacity, the children’s developmental needs and family/environmental factors. I determined, through phone calls and discussion, that Maternal Grandfather was unable to provide support and did not wish to be involved in the process, he did agree to support Ms1 with practical support but was unable to accommodate the family due to limited space. We had decided that it was in the children’s best interest that they remained at home and in the care of their mother but we had concerns in her ability to appropriately safeguard until a full assessment had been completed and a court order obtained. The reasoning behind this is to complete the assessment with minimal detriment to the children, practising in an anti-oppressive manner and minimising the impact of the traumatic incident on both children (Thompson, 2006). On contacting maternal grandmother (MGM), she was able to attend the property and remain with Ms1 and the children throughout the duration of the assessment, thus supervising the contact between Ms1 and Child 1 and 2. I remained in the home until maternal grandmother arrived, on her arrival, I was reminded of a past duty visit that I had completed but could not remember the full details. I enquired as to the details of the duty visit with MGM, she stated that it was due to her own, much younger child, being on a Care and Support plan and that it had no bearing on the case of her daughter and grandchildren.
 On return to the office I investigated the case as I had concerns and it was in regards to the child’s father being imprisoned due to offences towards Ms1.  I also requested an urgent Police Check (PNC) for MGM as is due procedure in Child Protection cases to ensure that the individual is appropriate to safe guard the children and that there is no prior history of involvement with Law Enforcement Authorities. I revisited the property in order to speak to Ms1 as I had concerns in regards to her well-being in regards to the offences that had been committed and whether having her mother there would trigger negative emotions, again this is evidence of anti- oppressive practice as I did not want to place her in a situation that would be detrimental to her mental health considering the trauma that the family had endured       throughout the day. 
 We continued with the assessment, it was evident that Mr 4 had substance misuse concerns with a class B substance and this is what had triggered the incident. Due to not having taken what he needed, Mr 4 had reacted in an abusive manner towards Child 1 with child 2 being witness. Evidence has shown that substance misuse is one of the main causes of domestic violence and the impact it has on the parents cognitive ability, often rendering the parent incapable of providing adequate and safe care to their children (Cleaver & Nicholson, 2007)
Ms1 explained that Mr4 had had a traumatic childhood also, and had remained in foster care throughout the majority of his childhood and also had a diagnosed learning disability.  This brought a clearer understanding of the behaviours of Mr1 as negative experiences coupled with learning disabilities could create additional needs in social validation, psychological unmet needs. These can trigger undesirable reactions to day to day living and create dependency on substance to alleviate the mental distress indicating that Mr4 needed an assessment to determine his needs and what support could be provided (Williams & Evans, 2013).
 Due to the family not being known to Childrens Services, I was unable to use a past chronology of events to inform my assessment and so had to create a new document with the initial incident that had triggered the S47 procedures. Due to the vicious nature of the abuse towards Child 1, and the full confession of Mr4. 
It was decided that the Local Authority felt it necessary to seek an Interim care order for the children while relevant support was put in place to ensure that the parents were able to safeguard and protect their children. An Interim care Order is made by the courts when the Social services believe that a child is a serious risk of harm. The Order comes under Section 38 of the Childrens Act 1989 and will only be granted when the courts are satisfied that all the criteria has been met and there re no other less invasive options. An Interim care Order is used to safeguard the child for the duration of the assessment which can range from 28 days to 6 months, where the case will be revisited to establish the final order (Legislation .gov.uk) 

 In order for an Interim Care Order to be granted, the lead social worker must prepare a document known as a SWET (Social Workers Evidence Template) in which all the details of the concerns are recorded and evidenced. , Using this document the Courts will determine the necessity of a coat order. This will include an up to date chronology including a family history of births marriages and changes to the make-up of the family, the chronology will also give a brief narrative of the concerns and incidents in a chronological order, including any police reports and referrals from other agencies. Within the SWET the social worker will identify the key areas of concern and will summarise her own involvement with the family. They will also emphasise the reason for the application and the concerns that have brought the case to court. (Cooper, 2006). A Care Plan is also required by the courts to outline the support and safeguarding measures that would be applied in order to safe guard the children. This includes where the children will be staying, what school they attend and the health care aspects of the care plan. 
 
 Prior to the application Ms1 was advised of the direction that Childrens services was taking and were advised to seek her own legal advice, a list of solicitors was given to her and the initial consultation was funded by the Local Authority.
 I ensured that Ms1 was clear on every aspect of the case and ensured that she was aware of every step of the procedures, again emphasising the person-centered approach where it is vital that an open and honest relationship be established (Guitterez, 1990). 
 The following day, the case was heard in court and an Interim Order was granted with the stipulation of Placement With Parents. This meaning that the children would remain in the care of Ms1 in the family home and that she would share Parental responsibility with the Local Authority and that we would exercise that parental responsibility if we felt that Ms 1 was not safeguarding her children efficiently.
 Ms 1 was presented with a Contract of Expectations, stating what was expected of her from the Local Authority and what she would expect for Childrens Services in return, this was signed by all parties and copies attached to the case file and given to Ms 1.
 Ms 1 agreed to work with various professionals in regards to parenting techniques and Domestic Violence. It is evidenced that Social Workers, working in collaboration with other professional agencies are more likely to achieve a favourable outcome as is the family, it is known that single agency support will not achieve the desired outcomes (Morris, 2008). 
Following the Interim care Order and the Contract of Expectations, it was agreed that Mr4 would not be able to return to the family home, this was stipulated in the bail conditions given by the Local Police Force. Until work had been carried out in regards to his mental health concerns and his substance addiction ,Mr 4 would not be able to return and if this was to be considered in the future then a robust safety plan would need to be completed and a comprehensive risk assessment carried out.
 Mr 4 was effectively made homeless by his actions but was supported by the Local Authority Housing department to seek temporary accommodation with a view of finding his own permanent accommodation.  

In conclusion, it is clear that the Local Authority takes full responsibility for the safeguarding of Children and have a clear guidelines as to how this is done in order to promote the well-being and stability of the child. The Social Services and Well-being Act stipulates that where possible, a child should remain in the care of their parents with the full support of Services available to minimise risk and to maintain normalcy for the child. There are Risk Assessments embedded in the care plans of the children to support the social worker with decision making and numerous tools that can be used in the assessment of the family. 
 Evidence based practise is used to support any decision making and the use of Multi-Agency collaboration to ensure the best possible outcomes for the children and their families. 

The family were transferred to the family Support and Court team following the initial intervention and initial court proceedings so I am unable to update on the outcomes for the family. I understand the children remain on the Child protection Register and continue to be supported by Childrens Services. The Full Care Order has been removed due to the hard work of both Childrens services and Ms 1
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