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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).

The case study that I am going to critically reflect on is a safeguarding concern related to an unborn child. I will explain the safeguarding process that I went through using Gibbs’ reflective cycle (1988) to reflect on my work. There are 6 stages in the reflective model that will allow me to learn and plan from things that either went well or didn’t go well.

My role in this case study is a Social Worker who will be co-working with my team Senior Social Worker, we will conduct assessments on both parents to analyse the possible related risks to the parents caring for their newborn.  

As I am a practitioner in Wales, I will discuss the legislation that are relevant to Wales but also how other world-wide legislations / law can also inform practitioners how they undertake their role. Practising in Wales means that practitioners operate under a very distinct legal framework to that in England. Social Services and Well-being (Wales) Act (2014) (SSWBA 2014) was implemented in Wales in 2016. The principles of the Act have been referred to as an integral part of the discussion on well-being, they include voice and control, prevention and early intervention, wellbeing, and co-production. Furthermore part 7 of the SSWBA (2014) concentrates on safeguarding with the addition of six separate statutory guidance called ‘Working Together to Safeguard People’ that sets out Welsh Government expectations in relation to safeguarding arrangements. Additionally, Part 4 (Legislation.gov.uk, 2013) and 5 (Legislation.gov.uk, 2013) of the Children Act (1989) provide statutory duties for safeguarding children.

Stage 1 of the reflective cycle is called ‘’Description’ this is where I will share the context of the situation. The case study involves a young mother (referred to as 1), young father (referred to as 2) and the unborn child (referred to as 3). 1 was born in Wales, their first language is English. 2 was born in Africa with their first language being Arabic. 1 and 2 reside in a Local Authority where the percentage of Welsh speakers is 64.4% in 2021 (sveltekit-prerender, n.d.). 0.9% of the population in this Local Authority identified within the high-level category “Black, Black Welsh, Black British, Caribbean, or African with .3% of households in Wales were multiple ethnic group households (GOV.WALES, n.d.). Working with individuals and families in Wales require practitioners to make an ‘Active Offer’ (Care Inspectorate Wales, 2016). Making the ‘Active Offer’ is about creating the right environment where children/people feel empowered and confident their needs will be met. It ensures that a Welsh service is provided without an individual having to ask for the service to be in Welsh. I am fluent in Welsh and English and would have no issues conversing in Welsh with either 1 or 2 should the need be there.

As per normal practice, a referral was sent to the Local Authority by the midwife to inform that 1 was pregnant. S130 of the Children Act (1989) states that a relevant partner of the Local Authority (in this case midwife) has any suspicion that child is at risk of abuse or neglect they have a duty of care to report. 

In Wales a woman, whilst pregnant (only) can refuse to engage with services. The law in Wales provides limited recognition of the foetus (www.safeguarding.wales, n.d.). In UK law a foetus doesn't have rights until the baby is born and they draw a breath by themselves, that is when they become a separate person and gain legal rights (Birthrights, n.d.). 
However, s47 of the Children Act (1989) allows the local authority to carry out an investigation ‘where they have reasonable cause to suspect that a child (who lives or is found in their area) is suffering or is likely to suffer significant harm’, the Local Authority have a duty to make such enquiries to decide whether and what type of action is required to safeguard and promote the welfare of a child.

In preparation for the s47, I read through both 1 and 2’s case files and collated information from other agencies that have been involved, in this case, police, probation officer and midwife. Collaboration working allows for different professionals to share their expertise allowing a greater knowledge to be shared with the hope that a comprehensive service to the family can be produced. The most identified outcomes off effective collaboration found by Atkinson et al. (2027) were, improved / more effective practise, joint problem solving, the ability to take a holistic approach and an increased understanding and trust between agencies.

Following the death of Victoria Climbie in 2000 a public enquiry was held. Lord Laming’s report (Laming, 2003) was published in 2003.  This report found that there was poor or non-existent multi-agency working and the need for different agencies to share information with each other. Victoria Climbie’s death could have been prevented had agencies shared information and worked collaboratively. Lord Laming’s stated that multi-agency plans to safeguard children should not be drawn up and then left solely for social services to implement.

Furthermore, because of this inquiry the Children Act (2004) was implemented major changes were made in how child protection policies were implemented in the UK. One of the purposes of the act was to promote multi agency working ensuring that people / agencies that work with children have a responsibility to safeguarding and promote their welfare. Another aim of the Act was to ensure that all children living in the UK are kept safe and protected.

Children Act (2004) requires all Local Authorities across England and Wales to implement Local Safeguarding Children Board (LSCB). Their goal is to safeguard and promote the welfare of children and young people in their area. The boards are represented by different agencies such as health, probation, police, and the Local Authority. The main role of the safeguarding board is prevention and protection.  S135 of the SSWBA (2014) established the National Independent Safeguarding Board across Wales their aim is to provide support and advice to Safeguarding Boards to ensure they are effective (Estyn, 2019). 

After analysing the information from the S47 investigation and discussing the case with my manager it was agreed that this matter needed to be escalated further and discussed at an Initial Case Conference. This meant that I would need to undertake a Pre-Birth Assessment. This assessment would help identify the needs of the parents and child and highlight the potential risks to the unborn child. The Pre-birth assessment should be undertaken within a multi-agency approach.
Hart (2000) believed that there should be 2 questions to consider whether a pre-birth assessment is needed: ‘will the newborn baby be safe in the care of these parents and is there a realistic prospect of these parents/carers being able to provide adequate care throughout childhood’? (calderdalechildcare.proceduresonline.com, n.d.)
The reason for the concerns were due to several police reports of Domestic Violence reported by 1. However once questioned by the police 1 has retracted all their statements and continues to deny they have been physically harmed by 2 although there has been evidence of this. Both 1 and 2 have ongoing mental health needs. 2 also has a several criminal offences on his police record. 1 has remained in a relationship with 2 for many years. I had concerns whether 1 would be able to safeguard 3 from harm inflicted by 2.

The Initial Case Conference follows the s47 investigation. Discussions are held with regards to the safeguarding enquiry and decisions can be made to whether a child is deemed to be at risk of significant harm. This is a multi-agency meeting; parents are encouraged to attend. It must be held within 15 days of the strategy discussion. It gives agencies and parents the opportunity to share their findings, feelings and wishes (safeguarding.wales, n.d.). It was unanimously agreed that once born the child’s name would be placed on the Child Protection Register (CPR) under the category emotional harm and physical harm. The CPR is a register where all children in the local area who are deemed at risk of significant harm. A child can be placed under one or more of the following categories, physical, emotional, psychological, sexual, financial abuse, or neglect. This is a confidential register (NSPCC Learning, n.d.). Once placed on the CPR a child must also have a Child Protection Plan.

When sharing information with other people I must be aware of both the General Data Protection Regulation (GDPR) and the Data Protection Act 2018. During my 2nd year placement, I attended a Data Protection training that is related to the Local Authority I was working for and was made aware of their process and retention periods. Under the Data Protection Act (2018) practitioner can share information without consent when there are concerns that a child or adult is at risk of harm.

Following the case conference and further discussions with my manager we agreed a legal planning meeting was required. Attendees of this meeting included Local Authorities solicitor, head of service, my line manager. In this meeting we would seek legal guidance from the solicitor. Due to the significant level of abuse throughout their relationship and the potential risk to the unborn child with it was agreed that moving forward it was required to initiate the Public Law Outline process.

Discussions were held with 1 where the Local Authority shared, they did not consider 1 and 2’s relationship to be a safe or healthy one and that they should considering ending their relationship with 2. Initially 1 agreed and said they understood our concerns, however 1 changed their mind and wanted to present as a couple. Keeping children together with their families is one of the fundamental principles of the Children Act (1989). However, in this case we felt the unborn child would need to be removed from the parents’ care at birth.

A Letter Before Proceedings was sent to both parents, to inform them that the Local Authority had decided to instigate care proceedings; that they would be applying to the court for an Interim Care Order and that this would mean the Local Authority would share parental responsibility over their child. The parents were invited to a Pre-Proceedings Meeting, they would attend separately with their own legal advisors. Also, in attendance was myself, my manager and the Local Authority’s solicitor. During the meeting we explained the safeguarding concerns, what the next steps would be in terms of assessment and explained to1, that 2 placed an enormous potential risk of significant harm on 1 and 3. At this point 1 decided to end the relationship with 2. Whereas in discussions with 2, 2 continued to deny any wrongdoing in the past and maintained there had been no domestic violence occurring with 1 and 2.

The Local Authority made an application for an Interim Care Order under s38 of Children Act (1989), this means that once the baby is born the Local Authority at the earliest date would attend court having completed an Initial Statement, and Initial Care Plan.  During court it was agreed that both parents would have a 9-week community assessment. During this time the parents were ordered by the Judge not to have any contact with each other, and they would both be offered contact with 3. The Public Law Outline 2014 (Justice.gov.uk, 2014) and the Children and Families Act (2014) (UK Government, 2014) guidance states that care and supervision proceedings should be completed within 26 weeks. The Children Act (1989) makes provision for the court to appoint a guardian for a child. This is another professional that is now included in the multi-agency approach with the family. The Judge granted the Local Authority an Interim Care Order, this allowed the Local Authority to place 3 in a foster placement. The Judge also agreed to a 9-week community assessment of both parents.

In 1989 the United Nations Convention on the Rights of the Child (UNCRC) was adopted by world leaders and came into force in the United Kingdom in 1992. This has helped transform children’s lives by granting all children and young people (aged 17 and under) a comprehensive set of rights. The Convention states that children “must be allowed to grow, learn, play, develop and flourish with dignity”. (UNICEF, n.d.). 

When working with this family, I have considered the following articles from the UNCRC; article 3: best interest of the child top priority, article 9: children must not be separated from their parents unless it is in the best interest of they are being hurt or neglected, article 19: protection from violence and article 20: if child can't live with parents gov must provide with alternative carers (Save the Children, 2022).

1 and 2 have been known to the Local Authority for many years they both have their own personal advisors from 16+ team.  Children (Leaving Care) Act 2000 (Department of Health, 2011) main purpose is to support a person 16 and over who has been looked after by a local authority. This Act replaces provisions in s24 of the Children Act 1989. It places a duty on the local authority to plan for children who’s looked after status is coming to an end by assessing their care and support needs (Community Care, 2013).

The s47, Pre-birth and Parenting assessment visits were either held at the Local Authorities offices or at 1’s home. Throughout these visits, I ensured that I recorded all information I gathered myself and from other agencies on the Local Authorities system. Practitioners have a legal duty to ensure that information is recorded accurately as it can be used for court, as it will be in this case. Recording information is vital as it promotes continuity of care and communication with other agencies (SCIE, n.d.). If information is not recorded accurately then this can have an impact on the effectiveness of assessments.

Prior to starting the assessments with 1 and 2 I initially felt a little uncomfortable as there was so much, we didn’t know about 2 and their criminal record was worrying. 
Under the CoPP (Social Care Wales, 2017) I must work with 1 and to balance rights, responsibilities, and risks. This went well with 1 as 1 was able to reflect on the past behaviours, however 2 did not engage and I was unable to make any progress with them. Although I wasn’t successful with 2, I do believe that my confidence in communication skills have improved. I feel confident in asking difficult questions.

During my placement I undertook training called Effective Collaboration, this training taught me how to ask questions in an effective way where I would receive valuable information.  2 has not wanted to engage with the Local Authority since our involvement, which has made it difficult to help 2 change. 2 would not acknowledge the concerns, they would deny any wrongdoing, and decline extra support such as attending the Caring Dads program. Trying to engage with 2 put my communication skills to the test. I do not believe I was successful in communicating effectively with 2, they held many barriers up, I found it difficult to overcome these.

Applying a person-centred approach (Social Care Wales,2019).  with 1 by encouraging 1 to have their voice heard (SSWBA, 2014) as well as supporting 1 to maximise their decision making and taking control over their lives (Social Care Wales, 2017) allowed 1 to set their own outcomes. 1 expressed from the beginning that they wanted the opportunity to prove they could care for 3, this was 1’s main outcome. I planned with 1 how we would meet that outcome starting with the parenting assessment.

1 had expressed that they wanted to go straight to a parent and baby unit however the local authority couldn’t allow this as they needed evidence that 1 could stay away from 2. I felt conflicted here as I wanted 1 and 3 to be together as soon as possible. I discussed this with my manager in supervision, this helped me to reflect on 1’s past choices and realised that because 1 had made poor choices in the past and we needed to make sure that 1 could consistently safeguard 3.

There were occasions during the parenting sessions where 1 would get upset. When this happened, I encouraged 1 to take their time. I spoke clearly and calmy. In all my sessions with 1 I was conscious of my body language. I wanted to show 1 that I was listening to them and that they had my full attention. I used my active listening skills; I paraphrased back to 1 what they had shared with me to ensure I was recording it correctly and to show 1 that I was listening. I think that I had built a good working relationship with 1, this was reflected in the quality of the parenting assessment.


Stage two of Gibb’s reflective cycle will support to explore any feelings and thoughts.

This was my 3rd Pre-birth assessment that I have completed since qualifying as a social worker. I did not feel nervous about completing the assessment however I was a little nervous about working with 2. We hold quite a lot of information on the case file and 2’s behaviour has been quite frightening in the past.

During this assessment I felt the need to protect 1 from 2. There was a long history of domestic violence reported from 1 that they have received from 2. Also 2 has a many criminal offences on his police record. During the pre-birth assessment 1 shared her childhood with me, from that information and what the local authority has on record I was able to form a picture of what their childhood experiences were. 1 lost her mother at a very young age, 1 did not received the nurturing environment a child would require when growing. 1 has been homeless and has lived in supporting housing. However, 1 had chosen to put their relationship ahead of safeguarding their unborn child. I felt conflicted with 1’s choices. Even though I did not think this was the correct decision one of the principles of the SSWBA (2014) is voice and control. Practitioner also need to empower individuals to make their own choices. 

Additionally, the CoPP instructs practitioners ‘must respect the views and wishes, and promote the rights and interests, of individuals (Social Care Wales, 2017). I found this difficult to comprehend, why would a person put their unhealthy relationship before safeguarding their child. I discussed this with my team leader during supervision and was able to understand why 1 would want to remain with 2, they were both looking for the family set up that neither of them had experienced from their families. 

I felt nervous going to court, although I was fortunate to be working with a senior colleague, they took the lead. I haven’t had much experience in court but in my personal development in the coming months I hope to observe experienced colleagues in court.

I was confident that my professional judgment was correct in this case, this was due to the information that had been shared by the professionals involved and the input they gave from their specialist knowledge, it helped me to conclude that at present the risk were too high for 3 to remain with 1 and 2 once born.

Stage three of Gibb’s reflective cycle is Evaluation – what was good and bad about the experience? What went well and what went badly?

What was not good about this experience was that I could not form any trust with 2, they were completely closed off from working with social services, they did not believe that there was any risk or potential risk of harm to their unborn baby. 2 would not open to me during my assessment period and sometimes wouldn’t turn up to sessions. I do believe language was a barrier with 2. As 2’s first language isn’t Welsh or English we offered the service of a translator, this would allow 2 a better chance of understanding our concerns however 2 was adamant that they did not require any support and they understood English just fine. 

I also ensured that I did not discriminate against 2 due to their personal characteristic such as religion, gender, age or race. Equality Act 2010, (Gov.uk, 2010) protects people from being treated less favourably than someone else. I ensured that both 1 and 2 were given the same opportunities throughout the assessment.

What went well was that after the court stated that the 1 and 2 should not have any contact, 1 began to share her feelings with us and was more open to learn / understand about the concerns the local authority had. My communication skills along with person centred practice allowed for 1 to be able to reflect on some of the behaviours 1 was affected by 2. 1 was slowly able to recognise what a healthy relationship should look like. 1 was keen to be involved with setting achievable outcomes. 

I believe that multi-agency working in this case was excellent. Throughout the whole professionals would continuously email each other with updates I also ensured that I kept everyone involved up to date and shared any relevant update with all involved. Taking accountability, as noted in CoPP for social workers in Wales (Social Care Wales, 2017) for the quality of my work has a positive impact on not only my working relationship with individuals, professionals but also on the assessment I produce. Sharing information allowed us to all have the same information and have a better insight into the daily lives of 1 and 2. All professionals shared the same goal and wanted 1 to succeed in caring for 3. 

Stage four of Gibb’s reflective cycle is Analysis – what sense can you make of the situation?

The Local Authority has a duty to follow legislation, and, in this case, it has led us to removing 3 from the care of their parents. 1 and 2 have both suffered a traumatic upbringing, neither one of them had a loving, nurturing childhood and do not know what a healthy relationship looks like. 2 comes from another country and was less willing to accept our concerns whereas 1 had some insight and was more open and willing to listen and work with the Local Authority. Using the CoPP (Social Care Wales, 2017) in my practice I believe I have shown professional integrity to both 1 and 2 and had a non-judgemental attitude.

Stage five of Gibb’s reflective cycle is Conclusion – what else could you have done?

I believe that I gave as much support as possible to 1 and 2. There were many professionals from different agencies available to support them both, I do not believe that 1 and 2 took full advantage of this. 2 clearly did not want to acknowledge the Local Authorities concerns. 

Stage six of Gibb’s reflective cycle is Action plan – the final stage allows time to reflect if this situation arises again, what would I do and would I do anything differently. 

My understanding of safeguarding procedures has increased during this case. I have gathered information from other agencies to inform assessment this has supported me to make professional judgements. Although 3 was not able to convey their feeling and wishes, they would want to be loved and be safe. By receiving the Interim Care Order and placing 3 in a foster placement the Local Authority were able to safeguard 3. If this situation arose again, I would discuss 2’s behaviour more during supervision. I would also ask my colleagues if they had any ‘tips’ in engaging with people that do not understands safeguarding concerns.

Moving forward into my 4th year of practising as social worker, I would like to gain more experience in court work. This work makes me feel nervous and I lack confidence in this area. I have attended training, but I do feel more observation opportunities would be valuable to me.
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