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Family Appreciation of Child C
The following observations have been provided by members of Child C’s
extended family.

“[Child C] was so cuddly and gorgeous you just wanted to squash
them and cover them with kisses. Our memories of them are that
they had a huge smile that lit up a room. [Child C] was a big
personality. They were clever and as bright as a button. Their
favourite saying was “ha ha” and their laughter was infectious.”

“Putting into words our thoughts and insight of [Child C] is very hard:
a little life gone when we were looking to a fantastic future. If we
can put [Child C] in to words, they would be: love, laughter and joy
bouncy, bouncy, bouncy.”
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Introduction
1.

On 17th March 2014, a 999 call was received by Yorkshire
Ambulance Service at 0927, indicating that a child had fallen into a
pond. A Rapid Response Vehicle arrived at 0934, with a doublecrewed ambulance arriving shortly thereafter, at 0937. Child C’s mother
was performing basic life support following instructions from the
emergency operator when the crew arrived. Child C was in cardiac
arrest and an advanced life support routine was initiated. The Yorkshire
Air Ambulance was also mobilised and arrived at 1000, but a decision
was taken to transport Child C to hospital by road due to the proximity
of the hospital. The ambulance left the scene at 1008. The police were
notified by the ambulance crew that they were still trying to revive
them, but they was not conscious or breathing. The ambulance arrived
at Hull Royal Infirmary at 1020, and shortly thereafter Child C was
pronounced dead.
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B. Rationale

2.

Regulation 5 of the Local Safeguarding Children Board
Regulations 2006 requires a Local Safeguarding Children Board
(LSCB) to undertake a review of a serious case in accordance with the
procedures that are set out in chapter four of Working Together to
Safeguard Children (2013)1.

3.

Regulation 5 (2) sets out the LSCB’s function in relation to serious
case reviews. The LSCB should always undertake a serious case
review (SCR) when abuse or neglect is either known or is suspected
and either a child dies, or has been seriously harmed and there is
cause for concern as to the way the authority, their Board partners or
other relevant persons have worked together.

4.

The case was first considered by the East Riding Serious Case
Review Panel on 6th June 2014 and the decision was made to gather
more family background information whilst the police investigation
continued. Initial information suggested a tragic accident, but the
completion of the investigation led to the prosecution of Child C's
mother on charges of gross neglect and neglect relating to Child C's
death. As a result the case was given further consideration by the
Panel on November 28th 2014 and a recommendation made to the
ERSCB Independent Chair that the case met the criteria for a serious
case review.

5.

The review was commissioned by the ERSCB, and an
independent chairperson and lead reviewer were appointed.

6.

The initial commissioning meeting for the SCR took place on the
26 March 2015 and a further meeting confirmed the membership of
the review panel and the scope and methodology for the review.
th

7.

In light of the fact that Child C had only recently moved into the
East Riding area from Hull and had spent the majority of their life
outside of the area covered by the ERSCB, it was agreed to include
representation from those other LSCB areas in which Child C had
resided and from which the majority of services had been provided.
Accordingly, the review team was expanded to include representation
from Nottingham City and Hull.

8.

The review team that oversaw this review comprised the following
people and organisations from East Riding, Nottingham City and Hull:

1 Working Together (2013) was the relevant version in force at the time the decision to proceed with this serious
case review was made.
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Position
Head of Safeguarding (Adults and
Children),
York
Teaching
Hospitals NHS Foundation
Trust
Service Manager
Case Review and Business
Manager
LSCB Manager
Children’s Officer
Designated Nurse Safeguarding
Children
Designated Nurse Safeguarding
Children
Designated Nurse Safeguarding
Children

Organisation
Independent Chair

ERSCB
ERSCB
HSCB
NCSCB
Nottingham City CCG
ERY CCG
Hull NHS CCG

9. In addition, a number of representatives from relevant agencies,
including Humberside police, attended and provided information as
requested.
B1. Independent Lead reviewer
10. Peter Castleton qualified as a SW in 1974 and worked in local authority
social work departments as a practitioner and manager, principally in
the field of child protection until 1999 when he took up a post as a
workforce and training manager. In 2001, he moved to the University of
Sheffield as a lecturer in social work and retired from the post of
Director of Programmes and Head of Social Work Education at the
University in 2014. He continues to be actively involved in professional
education and is also a member of an adoption panel.
B2. Parental and family contribution to the serious case review
11.

The parents and extended family members were invited to
contribute to the serious case review once the criminal proceedings
against Child C's mother were completed in late 2015, when she was
convicted of charges of child neglect and sentenced to five years
imprisonment, later reduced to three years on appeal.

12.

In view of the legal proceedings it was not possible to seek a
contribution to the serious case review from M1 until after the criminal
proceedings had been completed, although she subsequently
consented to be interviewed in prison.

13.

Invitations were also sent to Child C’s father and to maternal and
paternal grandparents. Paternal grandfather and maternal grandmother
both took up the offer of a meeting with the independent reviewer after
M1’s conviction. Child C’s father did not wish to meet with the reviewer
but, by agreement, his views were conveyed by his father when he met
7
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the lead reviewer.
14.

Mother acknowledged that at the time of the events she had been
unwilling to accept the concerns of professionals. She indicated that
she did not get on well with the majority of the professionals, but
suggested that the family support worker – whom she thought was a
social worker – from East Riding was helpful and supportive.

15.

In view of the limited picture of Child C which emerged from the
review, the review team issued an invitation to grandparents to provide
a brief pen-picture of Child C, and this is included at the front of the
document, subsequently anonymised. The review team is very grateful
to them for providing this and for their many insights into the difficulties
faced by Child C and for outlining their efforts to engage with
professionals.

B3. Acknowledgments
16.

The review team acknowledges the cooperative and supportive
approach taken by all those involved in this review. We recognise that
many of the conversations have, of necessity, been difficult and
sometimes painful for those interviewed and engaged in the process,
but we have been encouraged that professionals have been thoughtful
and reflective in their contributions and have seen value in an approach
based on principles of reflective learning.

17.

We would also like to pay tribute to those family members who
have contributed to this review and, again, acknowledge the painful
nature of the discussions. Throughout, they have impressed by their
willingness to help the review team to understand what happened and
help professional staff learn from this experience.

18.

We, in our turn, owe it to them to do all we can to ensure that this
can lead to positive improvements in practice.
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C. Aims and Purpose
19. The purpose of the review was agreed as being:






To establish what lessons could be learned from the case for
improving safeguarding services.
To improve inter-agency working
To better safeguard and promote the welfare of children in the
relevant authorities
To identify any improvements needed and
To identify and consolidate good practice.
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D. Methodology
20.

This review takes as its starting point a systems based approach,
as set out in the SCIE (Social Care Institute for Excellence)
framework 2 , as a model for the analysis of information and the
presentation of the findings in the final section. We make suggestions
regarding key learning points to promote best practice in identifying
improvement and learning.

21.

Individual professional responsibilities are highlighted where
appropriate but we seek to contextualise these by seeking to
understand what the rationale for those actions, judgments and
decisions might have been. This has included an exploration of the
underlying thinking and assumptions, and the systems issues such as
staff shortages or internal re-organisations, which may have
contributed to workers arriving at their conclusions.

22.

Work began on compiling a multi-agency chronology in November
2014. From the collated chronology the initial meeting of the review
team identified the initial key lines of enquiry and the information for
individual agencies to provide to the review. This included additional
relevant documents and reports from services working with the family
in regard to assessments. Reports provided to court by CAFCASS in
respect of private law applications by a number of interested parties
were requested but have not been made available within the time
frame necessary for the completion of this review.

23.

The review team identified the services and individual
practitioners that would provide information and participate in the
review. The lead reviewer, supported by designated colleagues from
the different LSCB areas represented on the review team, undertook a
programme of individual conversations with 21 practitioners. Where
key personnel could not be contacted, the lead reviewer was able to
speak with an appropriate manager who could provide information in
the absence of the professional concerned.

24.

In addition, 2 learning events – one involving staff in the
Nottingham area and one for staff in East Riding and Hull - were held,
bringing together professionals involved in the case, to give them
opportunity to explore a number of identified themes and to provide
further insight into the decisions and choices made. It also represented
one of the few occasions when those who had had involvement in the
case across the different services and agencies could meet face-toface and talk to one another. We explore later the potential significance
of the lack of any earlier attempt to meet and discuss issues of

2

Fish, S., Munro, E. & Bairstow, S. (2008) Learning together to safeguard children: developing a multi-agency
systems approach for case reviews, SCIE Children’s Services report 19.
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relevance in the case.
25.

The review panel used the information from these conversations
and other evidence to identify some key agency systems for further
clarification. In particular:






26.

Screening and Duty Systems, including particular audit activity,
in NCCCIS;
The Health Visiting prioritisation systems across LSCB areas;
Processes for allocation and assessment, particularly but not
exclusively those in East Riding CSC;
Electronic case records and case & record transfer provision.
In addition, an incident of 21st August 2013 was felt to require
some further investigation, to clarify the decision-making
challenges encountered.

In addition, a number of practice themes were highlighted and
these are the subject of further thematic analysis in order to establish
what might be the key learning regarding these issues from this case:











Assessing and Appreciating the Significance of Neglect
The Voice of the Child
The Relevance of History and the Quality and Timeliness of
Assessments
Cognitive bias, in particular confirmation bias
Parental Motivation to Change
Support Networks
Organisational Barriers and Changes
Information-sharing and agency thresholds
Transitions
The Nature, Role and Value of Supervision

27.

Recommendations and Learning Points are drawn from issues
evidenced in different authorities throughout this review. The former
are suggested action points, whereas the latter are points for
professional reflection. They are identified and numbered individually
according to their position in the narrative and not according to any
particular priority. In our view they have generic applicability, but some
will have particular relevance and applicability to the agencies in
specific geographical and administrative areas, whose activity
prompted their inclusion. We hope that all agencies will nevertheless
consider whether they resonate with their own circumstances and seek
to reflect on their relevance to their own organisational performance
and practices.

28.

The following agencies have provided information and
contributed to the serious case review in accordance with Working
Together to Safeguard Children (2013), Chapter 4 and the associated
LSCB guidance and relevant learning and improvement frameworks.
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Services in Nottingham that include:
Nottingham City Council Children’s Integrated Service (NCCCIS)
Nottinghamshire Police
Nottingham CityCare Partnership CIC
Commissioners in Nottingham that include:
Nottingham City Clinical Commissioning Group

Services in East Riding that include:
ERYC Children’s Social Care
East Riding Early Children and Young People’s Support and Safeguarding
Service
Humber NHS Foundation Trust
Yorkshire Ambulance Service
Services in Hull that include:
Hull City Health Care Partnership CIC
Hull City Council, Children Young People and Families’ Services

Abbreviations Used:
Child C = Subject of SCR
M1 = Child C’s mother
Sibling 3 = Child C’s sibling
Sibling 2 = Child C’s sibling
Sibling 1 = Child C’s sibling
F3 = Father of Child C and Sibling 3
MGM = Maternal grandmother of Child C
PGF = Paternal grandfather of Child C
HV = Health Visitor
SW = Social Worker
FSP = Family Support Practitioner
FSW = Family Support Worker
NCCCIS = Nottingham City Council Children’s Integrated Service
ER = East Riding
CSC = Children’s Social care
WHO = World Health Organisation
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Family Genogram
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Child C
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E. Child C and Family in Context
29.

This section sets out the relevant background family information
prior to and shortly after the birth of Child C. For further clarification,
please refer to the accompanying genogram.

30.

Child C was the youngest child of M1 and F3. Child C’s mother,
M1, was born in 1984. She and her older sister were the subject of
care proceedings shortly after she was born. They were adopted
together at age 2 and 4 respectively. The first adoptive placement was
disrupted after a short time and after a further period in foster care the
children were placed for adoption with Mr. and Mrs. H., Child C’s
maternal grandparents. The children grew up in Nottingham.

31.

M1’s sister developed problems with drug and alcohol misuse in
her late teens and died at the age of 19.

32.

M1 met her partner and father of her first child, an Albanian
national. The relationship persisted despite initial concerns by M1’s
parents. They subsequently sought to help support this relationship, in
order to ensure that M1 would not become estranged from them and to
ensure that M1 could attend university, although M1 dropped out after
her first year. M1 had her first child, Sibling 1, born in 2005. M1’s
parents helped with childcare 2/3 nights a week.

33.

M1 was reported around this time to have problems with
depression and was referred to specialist services by the midwifery
service. The record is not clear whether this concern regarding M1’s
mental health was directly related to the birth.

34.

M1’s relationship with this partner did not endure. M1 states that
this was as a result of domestic abuse, and she was accommodated
for a short period in a local refuge. M1 went to live with her birth family
for a time after this relationship ended, taking Sibling 1 with her, before
returning to Nottingham.

35.

M1’s second child, Sibling 2, was born in 2007 whilst in a
relationship with a new partner. The couple were planning to marry but
this plan did not materialize when M1 informed him that he was not the
father of Sibling 2. Although there is some dispute about this, this
partner does have parental responsibility for Sibling 2.

36.

Problems with alcohol were beginning to emerge for M1 during
this time and she was referred by her GP in late 2008 to a specialist
unit dealing with problems of alcohol dependency, although M1
discharged herself after a few days.

37.

M1’s relationship with her next partner, F3, was described by M1’s
mother as “‘full-on’ from the start, as with her other relationships”. The
couple had their first child Sibling 3, born in 2009, and moved to a
14
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house near F3’s parents. This appears to have been a time of relative
stability. Following the birth of their second child, Child C, in 2011,
however, the situation for M1 and the relationship between M1 and F3
started to deteriorate and concerns about M1’s depression and
excessive drinking were exercising extended family.
38.

The couple had significant financial difficulties and were
repeatedly offered financial support by Child C’s paternal and maternal
grandparents. These difficulties were exacerbated by a back injury to
F3 which kept him off work during this time and eventually F3 returned
to live with his parents.

39.

M1 struggled to cope with the demands of parenthood during this
time and, following an incident in July 2011 when a small fire occurred
in the property – voile curtains had been set alight, although the fire
had been extinguished without the fire service attending – members of
the extended family became concerned about M1’s ability to cope with
the care of her children and arrangements were made for them to be
accommodated by family members – Sibling 1 went to live with
maternal grandparents; Sibling 2 went to live with father; and Sibling 3
and Child C went to reside with their father, F3, who was living with
paternal grandparents. M1 was told by her parents that they would
refer the matter to Children’s Social Care if she did not agree. Legal
advice was sought regarding the status of the children and applications
for Residence Orders in respect of Sibling 3 and Child C were initiated
by their father, F3, alongside applications for M1’s other two children by
maternal grandparents for Sibling 1 and by father for Sibling 2.

40.

Although Sibling 1 and Sibling 2 did not return to M1’s full-time
care, her relationship with F3 resumed some time later, and F3
returned to live with M1 in Nottingham, taking Sibling 3 and Child C
with him. The attempted reconciliation did not last long, however, and
F3 left and moved back to his parents’, agreeing a shared care
arrangement for Sibling 3 and Child C with M1.

41.

The continuing chronological narrative is highlighted in
subsequent sections dealing with professional involvement and is
therefore not repeated here.
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F. Summary of Agency Contact and Involvement
42.

This summary of professional contact with Child C provides an
overview of the most significant events and decisions from the different
welfare services involved with them during the timeframe established
for the review, which covers the period from Child C’s birth to their
death. It does not give an account of every contact with an individual
professional or service. It highlights a number of incidents deemed to
be critical to the professional understanding of the situation and their
responses to it.

43.

In view of the fact that Child C resided in a number of different
service areas during their life, the summary takes a chronological
perspective in order to highlight the involvement of agencies in
particular areas. This was felt to best assist in clarifying the nature and
extent of the involvement of and cooperation between agencies as well
as the issues involved in effective transition planning.

44.

As indicated earlier (para. 21) the narrative seeks wherever
possible and appropriate to contextualise the actions of professionals
with reference to the information known to them at the time and the
responses expected of them by their respective agencies.

F1. Period of Residence in Nottingham City

45.

46.

There is an early record of professional involvement with M1
regarding Sibling 1 in March 2009, following a brief admission to
hospital with a high temperature on 12.03.2009. Concerns were
expressed by MGM that M1 had not taken Sibling 1 to see a GP. No
further action was taken regarding the matter referred to on the
grounds – amongst others - that:


The SW reported that M1 was clearly remorseful that
she had failed to seek medical attention for Sibling 1. The
worker felt that M1’s rationale for her lack of action was
credible.



Appropriate checks were made with the health visitor,
but no concerns were raised and there was no evidence to
suggest that the children were at risk of significant harm.



M1 had a good family support network, and admitted that
she had problems in the past with alcohol which had
impacted on her parenting, but she had addressed her
drinking and as a result the concerns had reduced.

There was no identified need for further involvement in this case
until 2011, but these three observations – in particular, the
persuasiveness and remorsefulness of M1 and the presence of and
16
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reliance on M1’s extended family - closely mirror the pattern observed
in the involvement of professionals in respect of Child C throughout
their life.
47.

Health Visiting services were notified of Child C’s birth by post
from child health records, in line with recommended practice at the
time. There was no contact from Midwifery services to the HV service
either antenatally or postnatally. Two visits – at 5 and 11 days – had
been undertaken by the midwife.

48.

A new birth visit by the HV to see Child C at home with their
mother took place when they was 3 weeks old and the assessment
undertaken did not note any significant concerns and makes no
reference to M1’s history of depression 3 or any specific risk factors
such as alcohol problems or domestic abuse. There is no evidence to
suggest that the historical record, which would have highlighted these
issues, had been seen.

49.

The first recorded contact regarding Child C to NCCCIS is in the
form of a written GP referral dated 13th July 2011, requesting an
assessment in light of M1’s alcohol consumption – an AUDIT4 score of
37 and a SADQ5 score of 28 - and communication from a community
paediatrician expressing concerns about her ability to look after her
children. At this stage, all 4 children were being cared for by family
members but M1 retained involvement and concerns were raised by
the paediatrician that the current arrangements might not last and M1
would struggle to cope if she were to provide more substantial care for
them.

50.

The family members who were providing care for the children had
had contact with the community paediatrician and were themselves
concerned about M1’s state of mental health and her alcohol
dependency. They were worried because M1 was requesting that the
children be returned to her. This information was communicated to
NCCCIS in writing by the paediatrician.

51.

NCCCIS attempted to speak with the GP without success but did
not pursue the matter, as the children were judged to be currently safe
and M1 was receiving specialist treatment for her alcohol dependency.
A member of this specialist alcohol treatment service had also

3 NICE guidance recommends considering using the Whooley questions (see: Whooley M, Avins A, Miranda J, et al.
Case-finding instruments for depression. Two questions are as good as many. J Gen Intern Med 1997;12:439–45) to
identify potential depression. The Whooley questions consist of two questions asking about low mood and loss of
interest or pleasure. There was no standard expectation that Wooley questions would be used at this time.
4

The AUDIT (Alcohol Use Disorders Identification Test) was developed by the World Health Organization (WHO) as
a simple method of screening for excessive drinking and to assist in brief assessment. It also provides a framework
for intervention to help hazardous and harmful drinkers reduce or cease alcohol consumption and thereby avoid the
harmful consequences of their drinking. to take into account advances in research and clinical experience. A score of
37 places the user in the highest risk group – Zone IV, scores between 20 – 40 - indicating the advisability of
Referral to Specialist for Diagnostic Evaluation and Treatment
5 SADQ (Severity of Alcohol Dependence Questionnaire) is a 20 item clinical screening tool designed to measure the
presence and level of alcohol dependence with a possible score range of 0 to 60. A score of over 30 indicates severe
alcohol dependence, and a score of 16 -30 indicates "moderate dependence”.
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contacted NCCCIS to request a parenting assessment by NCCCIS
whilst M1 was undergoing treatment. No contingency planning was
discussed, other than general legal advice to extended family and a
decision was made that no further assessment or follow up was
required. The circumstances which had led to the children moving to be
with other family members appears not, therefore, to have been
explored, and no assessment of the current care arrangements took
place. There is no evidence of any contact with HV services about this
matter.
52.

M1’s commitment to treatment at the specialist unit for her alcohol
dependency was short-lived. Involvement commenced in July 2011
and by August 2011, she had terminated this option.

53.

No further involvement with NCCCIS is recorded for a further 6
months, when M1 reported the incident of biting referred to below (see
para 58). Again, no action was felt to be appropriate, despite the
uncertainties as to the current care arrangements for the children and
the earlier concerns expressed regarding M1’s parenting
vulnerabilities. It is unclear whether previous information was taken into
account in coming to a conclusion about this matter.

54.

Around this time, a number of planned visits by HV to see Child C
were cancelled by M1. There were several subsequent notifications to
the HV from the GP practice and from specialist alcohol services
regarding missed appointments and in June 2011, following HV
supervision, a High Support File6 was opened on Child C, on the basis
of possible safeguarding concerns. This does not appear to have led to
any discussion with other agencies.

55. A Domestic Abuse, Stalking and Honour Based Violence Risk Indicator
Checklist (DASH RIC) assessment was completed by a Police
community support officer (PCSO) in Nottinghamshire Police with
reference to an incident involving a verbal altercation that took place on
the 2nd Sept 2011, and this was duly sent to Health Visiting and Local
Authority Children’s Services. There is no evidence to suggest that this
was brought to the attention of a social worker or team manager in the
Duty team, although this might have highlighted the growing
vulnerability of Child C and sibling. The record suggests that no HV
had seen Child C since the first birth visit in April 2011 – although
immunisation appointments were kept at the GP surgery – but there
was no service response to the DASH notification despite the
suggestion in the referral that M1’s children were again living with her,
having been previously looked after by other family members7.
56.

Contact appeared to have been maintained with the GP surgery,
but the extent of liaison between the surgery and other services is

6

A High Support File (HSF) indicates that there are concerns regarding potential risks presented to the children. This
terminology was used in Nottingham at the time this review was commenced. It was a local term used in their
supervision model. This would now equate to Universal Partnership Plus (See Footnote 12) and be seen on the
safeguarding cases on the SystmOne records.
7 Children’s Services and colleagues in City Care did receive DASH RIC Assessments completed by the police, but
practice at this time meant that assessments identifying a standard risk would not routinely result in a response.
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unclear. The GP record indicates that Child C was discussed in
biannual child protection meetings held at the surgery in October 2011
and again in April 2012, but no record of these meetings can be
identified. There is no HV record, nor any suggestion that staff from
NCCCIS were involved. The recorded assessment of vulnerability was
limited and the children’s situation, particularly that of Child C, and the
possible physical and emotional impact on them, was not well
understood. There appeared to be a limited appreciation of the
vulnerabilities in the situation for Child C or siblings living with M1.
57.

During this period, Child C’s parents separated and, as indicated
earlier, there was legal challenge regarding the care of the children, as
well as an indication that a new partner was living with M1. But Child C
was not seen until 5th October 2011 at a well-baby clinic, where a large
weight gain for Child C was noted. The measurements on the WHO
growth chart 8 during this period indicate that Child C crossed 5
centiles, from 4th to 98th, but, again, the significance of this appears not
to have been considered, either by HV or GP. Child C appeared to
have been in the care of father and paternal grandparents at this time9,
though the significance of this is not evaluated in the HV record and no
visit to the two children recorded, despite a record of a discussion in
supervision at the beginning of November suggesting: “Action: see the
children at the house where residing”. The earliest HV record of a visit
to see Child C in the care of father was at the end of January 2012,
three months later.

58.

Child C was seen by a HV with their mother on 6th December
2011 for a 8 -12 month developmental review, again in a clinical
setting, when M1 pointed out that Child C had a bite mark. The HV
record indicates: “Child C believed to have bitten BY (Sibling 3)”,
although the circumstances of Child C’s current care is not clear. No
further action was initiated by the HV and there is no further information
recorded regarding exploration of this incident, in particular to clarify
the children’s residence arrangements, and no information recorded
about any examination of the mark.

59.

NCCCIS first received information regarding this incident nearly 6
weeks later, in the New Year (18th January 2012), from M1 herself, who
asked to remain anonymous. She acknowledged that she was in the
middle of a ‘custody battle’ for the children, but said she was worried
that the children were not being properly cared for by their father.
Following brief liaison with the HV, who was advised to help address
the issue of biting between the children, the record indicates that father
was ‘spoken to [although it is not clear by whom] about the need to

8

World Health Organisation (WHO) Child Growth Standards describe the optimal growth for healthy, breast fed
children. They were introduced by the Department of Health in 2009 for use by NHS staff and were designed to have
an impact on the interpretation of weight patterns in children.
9

In a telephone contact with the HV in late September 2011, M1 indicated that MB had been granted a residence
order in relation to Child C and Sibling 3. This was said to have been issued in court on 19/7/11. M1 indicated that
she was only to have supervised contact with Child C.
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supervise the children and seek support from the HV. He agreed to do
this’. The response suggests that no significant concerns were raised
at this time. This could have been an opportunity to share information
between agencies more fully, particularly as Child C was subject of a
High Support File to the HV service, but this does not appear to have
happened. A HV subsequently visited Child C in the care of father on
26th January 2012. A limited picture of the home circumstances is
apparent from the record, but Child C’s legal status was clarified to the
satisfaction of the HV (F3 showed the HV a copy of the Residence
Order10). This incident of biting represents the first recorded contact
between Nottingham CityCare (HV service) and NCCCIS.
60.

In view of the fact that Child C was now primarily residing with
father and paternal grandparents, the High Support File was closed at
the end of January 2012.

61.

Over the coming months, there continued to be new notifications
to HV and NCCCIS, which were recorded but on which no action was
felt to be appropriate – a second notification for domestic abuse by the
same partner as previously noted; a number of notifications from the
walk-in service and from A&E regarding attendances for colds,
conjunctivitis and diarrhea and vomiting; and information from Child C’s
maternal grandmother (MGM) that the current care arrangements were
now agreed by all parties and involved M1 having the children during
the week and F3, their father, having care of them at week-ends.

62.

On 25th September 2012, following concerns raised by MGM with
a new HV about M1’s care of the two children, the HV managed to
make contact with M1 and see Child C. She noted that the children
were dirty; that the house felt chaotic: that there were a number of
young people in the house at the time of her visit, with cigarettes on the
floor and being smoked in front of the children. A good level of family
support was noted, however, and an acknowledgment of emotional
warmth from mother towards the children. A High Support File was to
be reopened11 and a CAF12 to be initiated, with referral to NCCCIS, if
no improvement was forthcoming. This is the first example of a plan
being formulated on the basis of an assessment of need and
vulnerability, in particular recognition of the neglect of the children’s
needs.

63.

A referral was made to NCCCIS by the HV on 27th September
2012; following a subsequent contact from MGM detailing similar
concerns as had been previously noted. It is clear that MGM was
carrying a considerable burden of anxiety about the care of Child C and
sibling, and the HV was able to acknowledge this in responding
promptly to her concerns. There had been a further gap of 8 months in
contact with NCCCIS up until this point, and despite the many

10

Available information from CAFCASS indicates that MB made the application for a RO in respect of Child C and
Sibling 3 in August 2011; that a report was filed by CAFCASS in March 2012 and a shared RO was made on
13/03/2013. In light of this, it is likely that the order shown to the HV would have been an Interim order.
11
The record indicates that the case was “transferred to a high risk caseload” on 26/09/2012.
12
The Common Assessment Framework (CAF) is a standardised approach to conducting an assessment of a
child's additional needs and deciding how those needs should be met. It can be used by practitioners across
children's services.
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uncertainties in the situation, it was agreed that a CAF, to be initiated
by the HV, would be the most appropriate response. No subsequent
liaison regarding this and no multi-disciplinary discussions or meetings
appear to have taken place to determine the conclusion to this process.
The HV appears to have been the sole professional to engage with M1
and her family regarding this.
64.

The HV recalls making a referral to Sure Start but the record does
not show whether this did indeed happen nor what the outcome may
have been. There had been a brief contact with a local Children’s
Centre in July 2011, but no record of the discussion and no further
contact established.

65.

A planned home visit by the HV on 11th October 2012 to discuss
the CAF with M1 found the situation much improved. The home
conditions had improved and M1 reported that she had a new partner
and that the numbers of young people visiting had stopped – this was
disputed by reports from neighbours but went unchallenged by the HV.

66.

This picture of family functioning identified by the HV was at odds
with MGM’s concerns, however, which were clearly escalating. In her
contact with the HV on 16/10/12, 5 days after the HV’s home visit,
MGM stated she was worried the children were not being well cared for
and were dirty and unkempt and that the gas and electricity supplies to
the house had been disconnected. MGM also reported that M1 was
refusing to allow Child C and Sibling 3 to have contact with their father,
despite the difficult financial and environmental conditions, and despite
the ambiguous legal status of the children with a Residence Order
application still proceeding.

67.

Concerns remained low, however, following a home visit by a
student HV13, in the absence on leave of the allocated HV, and M1’s
claim that matters were in hand to address outstanding concerns was
not challenged or questioned. She was willing to co-operate with the
CAF but did not want other family members involved. Again, this
indication of significant underlying intra-familial tension remained
unexplored. The CAF was duly agreed by M1, and discussions
between NCCCIS and the HV did not highlight any significant
continuing concerns, despite the growing evidence of the deteriorating
home conditions reported by MGM. Whenever a planned visit to the
home took place, the situation was seen to have improved and
professional concerns were allayed. NCCCIS accepted the
reassurances from the HVs who visited and appeared to minimise the
significance of MGM’s accounts to them of deteriorating conditions for
the family.

68.

On 1st November, 2012, NCCCIS received a referral from the
CAFCASS worker in the case of Sibling 1, regarding the safeguarding
issues for Child C and Sibling 3 in particular whilst in the care of their

13

It appears the student was in her consolidated practice phase and would have been expected to take some
safeguarding cases - however these should have been discussed with a practice teacher and also taken to
supervision support or to the safeguarding team - based in the same building - for advice.
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mother. He expressed “grave concerns” about their situation, feeling
that ‘if they were living with their mother they would also be placed at
significant risk of harm’. In light of the more positive assessment of the
situation from the HV, however, NCCCIS concluded that no further
action was warranted. The views of the HV appear to have been given
greater weight and her continued involvement and oversight appear to
have satisfied NCCCIS that no further safeguarding assessment was
warranted at that time. This could have been an opportunity for some
formal interagency meeting to discuss the situation, but this did not
happen.
69.

On 20th December 2012 MGM spoke to the HV raising concerns
about the children’s welfare. M1 had been drinking, the children were
described as ‘naked and shivering’ in the lounge. They were hungry but
there was no food in the house and M1 had a new partner. MGM was
advised to telephone NCCCIS and the HV made a planned home visit
on 21st December 2012, to find the house with curtains drawn. M1’s
mobile phone was not responding. The HV asked police to do a ’Safe
and Well’14 check. The visiting police officer learned that Child C and
sibling were with their father, but noted the poor state of the property.
The implications for the welfare of Child C and their sibling do not
appear to have been discussed by HV, Police or NCCCIS.

70.

Early in the New Year, M1 was served with a notice of eviction
and the family was evicted at the end of January 2013. Child C and
Sibling 3 were living with their mother at this time. This period saw
escalating concerns regarding M1’s drinking; M1 had no money for
heating and cooking; Sibling 1 and Sibling 2 had reported to MGM that
M1 was drunk and that there were numbers of teenagers in the house;
Sibling 1, who had stayed overnight with mother, reported to MGM that
a teenage girl slept in bed with them; and there were a succession of
new partners, with reports of some violence and aggression. A report
from A&E received by the HV on 30th January 2013 records that Child
C had attended with a cut leg following a glass door having slammed
and smashed in a gust of wind. Despite these worrying features, there
is little evidence of reflection on the meaning of this pattern of events.
The HV was reassured on planned visits to the family, and referrals by
both MGM and HV to NCCCIS did not lead to any action other than to
urge the HV to forward the completed CAF paperwork, which was
received on 24th January 2013, but did not appear to lead to the
opening of an active case.

71.

Following the eviction, which was reported to NCCCIS, a new HV
was allocated. Although the family’s first few weeks in the homeless
hostel appeared relatively calm, a duty team manager in NCCCIS

14

If any partner agency is concerned about the welfare of a vulnerable person, it should ask the most appropriate
agency to intervene. This might involve them carrying out a ‘safe and well check’ at a person’s place of residence. It
is considered appropriate to ask the police for support if a ‘safe and well check’ engages the core duties of the police
– to prevent crime, to keep the peace, and to protect life or property.
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charged with auditing case referrals concluded, on 14th February 2013,
due to the number of contacts and the absence of an assessment, the
history of concerns and the age of the children, that an initial
assessment should be undertaken and the case was allocated to a
Social Worker. This was commenced on 20th February, 2013, and
quickly converted to a Core Assessment to ensure a full and accurate
picture of the young children.
72.

The process of case audit is the first recorded attempt by NCCCIS
to understand the significance of the pattern of contacts to them and
the information supplied, principally by the HV and by MGM. The
activity up to this point appears to be event-led.

73.

During February and early-March 2013, concerns began to be
expressed at the lack of appropriate supervision of Child C and Sibling
3. M1 was leaving the children in the care of other hostel residents and
hostel staff were concerned at the state of the flat. Concerns were
expressed to the HV and the SW by staff at the hostel that M1 may be
leaving the flat at night. M1 informed them that she was caring for her
sick mother, but examination of her Facebook page at the time by
Housing Aid suggests she was out at parties.

74.

M1 was judged by the Social Worker to be making efforts to
change and to address the concerns of professionals about lifestyle
and alcohol consumption and its impact on her care of the children.
Despite some acknowledged further incidents of drinking, M1 appeared
to be able to persuade professionals that she understood their
concerns. The SW recorded that: “she [M1] is adamant that she has
not relapsed and is able to ensure the safety of her children”.

75.

On 4th April, 2013, M1 and her children were reported missing by
hostel staff and when contact was established, M1 said she had gone
on holiday for a week, claiming that she informed staff beforehand.
This version was challenged by staff who concluded that she should
not be allowed to return as she had stayed away for more than the
agreed period of time and thus rendered herself intentionally homeless.
The flat was described as being in an ‘appalling’ state, with faeces in
the bathroom basin, dirty dishes in the kitchen sink and food strewn
around.

76.

During this period there seemed to be little clarity about the
whereabouts of the children or any assessment as to their welfare. On
12th April, 2013, it was discovered that a hostel in the Nottinghamshire
area had offered M1 and her children accommodation on grounds of
homelessness, although this was withdrawn when it became apparent
that she had made herself intentionally homeless from her hostel
accommodation in the Nottingham City area. M1 had used a different
name in order to establish her eligibility. During her stay in
Nottinghamshire she was noted to be drinking vodka, Child C’s nappy
was at times soiled and hanging down to their knees, and Sibling 3 was
said to be climbing in and out of the window. The hostel worker agreed
with the HV to refer to NCCCIS, but this information does not appear in
23
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the record for NCCCIS.
77.

After a period of sofa-surfing, M1 and her two children, Sibling 3
and Child C, spent a week with her parents before moving to an
address in East Riding in mid-May 2013. M1 had reestablished a
relationship via Facebook with someone she had first met as a
teenager when on holiday with her parents, who had holiday
accommodation on the coast. They had decided to move in together.

78.

The Nottingham HV involved with the family whilst homeless
established that the family had registered with a GP practice in East
Riding, contacted them to confirm registration on 23rd May 2013 and
undertook a verbal handover to the new East Riding HV on 7th June
2013, noting that there were ‘no concerns regarding M1’s parenting
when she is feeling well and motivated but that she has a history of
alcohol misuse when she has low mood’. Some details of the
background and of NCCCIS involvement were shared with the East
Riding HV.

79.

The social worker in NCCCIS made a prompt formal referral via email to East Riding CSC on 13th May, 2013, the same day as she had
received notification that Child C and family had moved to the area,
passing on details from the core assessment. A telephone contact the
following day from a SW in East Riding, on receipt of the referral,
clarified that the children were not subject to a child protection plan but
were deemed to be children in need and that an assessment would be
recommended. She maintained contact with MGM and with M1 until
notified that the case transfer information had been received. The case
was closed to NCCCIS on 21st May, 2013.

80.

To sum up: the case transfer to East Riding came at a time when
there was much chaos and uncertainty for the children. The escalating
level of concern regarding their care, supervision and general state of
wellbeing was matched by periods of verbal reassurance from M1 that
she was in control of the situation and had the capacity to make the
necessary change to secure the children’s welfare. The SafetyNet audit
had identified the need for further assessment and exploration by
NCCCIS, but there had been throughout a strong reliance on the
involvement of extended family as a source of safety and protection.
There was some acknowledgment of how this would be affected by the
family’s move, and a recognition of the need for further follow-up
assessment. There had been limited evidence of coordinated activity
by the professionals to address the many worrying features for Child C
and their sibling.

F2. Period of Residence in East Riding and Hull
81.

The ER HV visited the family on the same day that she had
spoken with the HV from Nottingham. She saw Child C and sibling,
together with M1 and her new partner, whom she had moved to live
with. They were living in a house owned by the parents of his previous
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partner, from whom he had recently separated. The HV knew the
children of this previous relationship but did not appear to question the
permanence of the current living arrangements. Child C was described
– one of the few descriptions in any professional record – as ‘a happy,
chatty, and very talkative, into everything, confident on their feet and
manipulating everything’. M1 was seen to deal appropriately with the
children and there were a selection of age-appropriate toys available to
them, though whether M1 had brought these with her or whether they
belonged to the child of her new partner is not clear. M1 had organised
a place in a local nursery for Child C. The case was opened as a
Universal Partnership Plus (UPP)15 service level. The HV also initiated
a referral to an East Riding Children’s Centre for family support. The
family was viewed as a family in need as a result of M1’s previous
presentations. It was acknowledged that she could resort to using
alcohol when things were not going right and there had been concern
regarding neglect of the home environment and “socialising with
inappropriate others”.
82.

The receipt of the referral from NCCCIS prompted the allocation
of the case for an Initial Assessment by East Riding CSC. The case
was nominally allocated to a qualified social work practitioner but the
initial visit was undertaken by an unqualified family support practitioner.
This issue is discussed in greater detail below.

83.

By early July, however, the family had moved again, this time to
an address in Hull, following ‘problems with her partner’s ex’. On 4th
July, the Children’s Centre in East Riding contacted a Children’s
Centre in the new area (Hull) to instigate a prompt new referral. The
allocated SW in East Riding visited to conclude contact with the family
when it had become apparent that the family had moved to an address
in Hull. Child C and sibling were observed in the care of M1 and no
concerns, no unmet needs and no safeguarding issues were identified.
The case was closed to East Riding CSC on 19th July 2013. It was not
deemed necessary to pass any information to Hull CSC, as the case
had been closed.

84.

On 16th July, the East Riding HV spoke with the Hull HV and with
the children’s centre in Hull to provide brief details of the background
and current circumstances as she had observed it. No concerns were
noted by the ER HV at the “removal in” home visit. This telephone
contact complemented the formal paper record transfer, as the Health
Visiting Service in Hull was at the time undergoing a transition from a
paper-based to an electronic record system (SystmOne).

15

Under a new health visitor model introduced fully in 2012, health visiting teams offer four levels of service to
families with children under five: Universal Partnership Plus, the highest of the levels of service intervention, is
intended to provide ongoing support from the health visiting team and a range of local services to deal with more
complex issues over a period of time. These include services from Sure Start Children’s Centres, other community
services including charities and, where appropriate, the Family Nurse Partnership
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85.

On 23rd July 2013, an introductory visit to the family at the new
address was undertaken by a children’s centre practitioner at the
Children’s Centre in Hull. No concerns were identified from this contact
– although M1 did indicate that the two children were arguing a lot and advice about services was given, though nothing was taken up.

86.

On visiting the family on 6th August 2013, the new HV found that
Sibling 2, was also present. Although Sibling 2 was still living with
father, M1 indicated that the plan was to move over the summer and
commence at a primary school in the area in September, 2013. M1
self-reported an improved state of mental health, and improvements in
her alcohol dependency now that she had moved to be with her new
partner. The record documents the HV’s comment on Child C as
‘delightful’, with an appropriate development for their age, settled in
routines and with toilet training in progress.

87.

Both Child C and sibling Sibling 3 were confirmed as Universal
Partnership Plus (See footnote 15) service level.

88.

On 21st August, 2013, however, a referral was received by Hull
Children’s Social Care from an anonymous source, which later
transpired to be a neighbour, that Child C and Sibling 3 had been found
playing at the side of the road near their home. The children, aged 2.5
and 3.5 were said to be dressed only in their nappies. The referrer had
taken them to the house and knocked on the door. Initially there was
no reply but M1 was said to have ‘stumbled’ to the door. She appeared
to have been asleep, and the referrer thought she may have been
drinking. She seemed unconcerned about the children being out on
their own.

89.

Hull CSC established that the Children’s Centre had previously
visited and in light of there being no apparent concerns from any other
source – contact was made to the Duty HV who agreed to pass the
matter on to the family HV for her attention on her return from leave – a
decision was made to undertake a joint visit the following day with the
practitioner from the Children’s Centre. The worker allocated to
undertake the joint visit on behalf of CSC was herself an unqualified
family support practitioner, although the Children’s Centre practitioner
believed her to be a qualified social worker with safeguarding
experience. The matter was not dealt with under the terms of the
Children Act, 1989, S47, as the judgment was that that the information
provided did not constitute ‘reasonable cause to suspect’ that ‘the
children were suffering, or were likely to suffer, significant harm’.

90.

The account of events provided by M1 differed from that reported
to CSC. M1 claimed that the children had been playing in the garden
and that she had only gone inside briefly to tidy up, during which time
the children had exited the garden through the side gate which she
believed to be locked. She denied she had been drinking, stating that
she only drank on social occasions and that there was no drug use
involved. Although the children were seen, there is no record of any
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attempt to talk with them or to assess their situation other than through
a conversation with their mother.
91.

There is no record of, and the workers themselves cannot now
recall, whether there was any liaison with a manager in CSC to
determine the appropriate conclusions to this assessment visit. What is
clear is that the family support practitioner from CSC told M1 that it was
unacceptable for the children to be playing outside on the street without
parental supervision, and that, although at this stage no further action
would be taken, any further reports might lead to a more detailed
assessment of the situation.

92.

The HV spoke to a duty social worker at Hull CSC and to the
children’s centre practitioner about the referral on her return from
leave. The HV service level appropriate at this point was deemed to be
Universal Plus16. CSC had determined that there was no further need
for their involvement, leaving the primary service involvement with the
Children’s Centre and the HV. The Children’s Centre concluded its
involvement following conversations with M1 and with CSC in late
October 2013. M1 felt she no longer needed their support, reporting
that “everything was really good at the moment” – she was attending
college (Mon-Wed), and the children were settled at school and
nursery. And there was no further significant Hull HV involvement until
February 2014, when enquiries were being made by the Children’s
Centre as to the whereabouts of the family, as Child C had been
reported to them as not attending nursery. In early March 2014 it was
established that the family had moved to an address in East Riding. By
this point, the record indicates that the HV service level deemed
appropriate was Universal17.

93.

The HV in Hull established contact with Child C’s mother and
agreed to visit on 14th March 2014, in order to establish the current
family situation prior to a handover to a new HV in East Riding.
Following a status update received via SystmOne on 5th March 2014,
an East Riding HV requested Health Visiting records to be transferred
and had contacted Hull CSC with a view to establishing any known
information. It was confirmed that the case was no longer open to CSC.
The East Riding HV concluded that the service level should remain at
Universal Plus (see footnote 16) pending the completion of the
‘removal in’ process.

94.

The visit scheduled for 14th March, 2014 was postponed as a
result of an unforeseen family situation for the HV in Hull. The HV
colleague in Hull who spoke with mother to cancel the scheduled
appointment agreed with M1 that the HV would visit on her return to
work. There was no verbal contact with the service in East Riding.

95.

On 17th March, 2014, on the day of her return to work, the Health
Visitor service in Hull was notified of Child C’s death by drowning.

16

The Universal Plus level of Health Visiting intervention is indicated where it has been identified that a rapid short
term response from the Health Visiting Team with expert advice/intervention is required.
17
The Universal Service Level of Health Visiting intervention encompasses all children in receipt of the Healthy
Child Programme
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96.

To sum up: during the period covered here, from May, 2013, to
Child C’s death in March 2014, the family had three different addresses
across differing but closely related geographical and administrative
areas. The relative rapidity of the moves and the consequent transfer
processes seem to have mitigated against any clear assessment of the
family. The incident of 21st August stood in contrast to the general
picture of a family coping well and for whom no major concerns or
needs were identified. The lack of a clear, known and accessed history
of vulnerability allowed M1’s reassuring presentation to hold sway and
to mask some of the difficulties which a more cautious and considered
exploration by the workers involved might have uncovered. Services
had responded promptly to referrals from partner agencies in other
areas, and there had been efforts made to engage M1 and her children
with a variety of support services, but many of those professionals in
CSC and in the support services were not qualified and not always
experienced in safeguarding matters. They seem to have been
convinced, as indeed many previous workers had been, by M1’s
assertions that her circumstances had changed for the better and that
the children were safe.
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G. Exploration of Specific Practice Points

G1. Local Contexts
97.

The review acknowledges that many of the structures and
processes which were in place at the time of involvement with Child C
and family have been subject to change as a result of an ongoing
process of review in light of new thinking, amended policy and in
response to changed environments. These have largely taken place
independent of any consideration of this case review.

98.

The review, nevertheless, considered it appropriate to ask how
the systems in place at the time of their involvement with Child C and
family will have affected the thinking and the actions of participants –
both professional and others – and, further, to consider whether the
changes subsequently implemented may have provided any
improvements in the safeguarding arrangements for Child C.

99.

There are many overarching themes which we address in a later
section of this report. In this section, we highlight some of the
organisational and process arrangements which have emerged as
significant to the practice and management of this case at the time.

G2. Screening and Duty systems in NCCCIS
100.
It is apparent from the information obtained in this review that
NCCCIS operated a screening system to deal with referrals and other
approaches by those seeking to pass on information or to discuss
concerns. This approach was experienced as problematic in a number
of ways by those attempting to access services or to express their
concerns.
101.
An OFSTED inspection of the service in 2009 had raised
concerns about the previous model of delivery based on a locality
model where each geographical area had its own duty team. In
particular concerns were raised about the inconsistency in threshold
application across the teams which resulted in inconsistent responses
to referrals. After 2011, the Duty Teams were restructured into one
centralised Screening and Duty Team offering a citywide service. The
intention was to ensure that the model would provide “clearer referral
pathways and transitions and result in more appropriate referrals” (Duty
and Screening Guidance, NCC, 2009, p2)
102.
This Service dealt with all safeguarding enquiries,
including all DASH notifications from the Police, and those which
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subsequently came via DART 18 . The Screening worker – a Family
Support Worker designated to undertake this task, with access to
managerial support - would take details of concerns and identify
whether the threshold for intervention had been met for an Initial
Assessment to be completed. They would filter all calls coming into the
City, signposting them to other services where appropriate or directing
them into the Duty Service if an assessment was required or where
there were safeguarding concerns which required investigation.
103.
Three Managers were responsible for managing the
contacts and referrals coming into the Screening and Duty Team.
There were challenges in having only three Managers covering this
citywide service. This became more apparent during times of sickness
and leave when there was limited management capacity in that the
remaining Manager(s) would be required to cover the entire Screening
and Duty Service.
104.
It was apparent from speaking to both family members
and to other professionals that this system was not well understood.
For the most part, callers assumed that they were speaking to a social
worker when this was generally not the case, and all expressed the
view that it was difficult to convey to the screening worker the level of
concern which they felt. Their perception was that NCCCIS seemed
reluctant to become involved.
105.
Child C’s MGM appreciated that the services were stretched and
she also felt a strong sense that it was the family’s responsibility to deal
with the concerns. But there were many instances where serious
safeguarding issues were being raised about the care of Child C and
sibling in particular which were responded to in a way which did not
seem commensurate with the level of concern expressed. Although
many were, it was not always clear from the record whether the
judgments made by the screener were considered or endorsed by a
qualified senior practitioner or manager.
106.
It seems possible that the HV principally involved with Child C
during the time in Nottingham may not have been familiar with the
system as it was operating and, as a relatively inexperienced
practitioner, may have been too easily persuaded by the view
conveyed in contact with NCCCIS that their involvement at this stage
did not appear warranted. The HV may perhaps have been too ready
to accept the limited level of intervention proposed.
107.
But there is no doubt that the responses often left MGM and HV
in particular feeling as if they had been left alone to manage an
increasingly worrying situation.
108.
This review acknowledges that the introduction of the Common
Assessment Framework (CAF) was intended to shift thresholds
18 In 2012, Nottingham City Council established the Domestic Abuse Referral Team (DART) in response to the everincreasing volume of domestic abuse referrals. DART offered a city wide service and provided a multi-agency
response to all Domestic Violence Notifications received from the Police.

30
East Riding Serious Case Review - Child C

downwards. The intention was to provide a structure for a written
referral to children’s social care and, where a CAF had been completed
on a child, the information would be used to inform the initial
assessment led by children’s social care (Working Together, 2006),
were that deemed to be necessary. But the CAF was never intended to
discourage or prevent appropriate responses by Children’s Social Care
to safeguarding allegations. The experience of those involved in this
case would suggest that this was not how it was perceived.
109.
A Service Manager interviewed as part of the review
commented to the reviewer that: “To have an effective service you
have to have your best people at the front door”. The service was
clearly stretched at the time, but the review agrees with the views of
the service manager.

Learning Point 1: All agencies should be encouraged to consider how they can
best provide high-quality ‘front-of-house’ services and how the service design
is understood and perceived by those seeking to make use of it, including
members of the general public.

Recommendation 1:
All agencies should consider how best to ensure that staff are able to
challenge appropriately the judgments of their professional peers and
colleagues. All front-line staff should know how and in what circumstances to
escalate their response in light of perceived vulnerability to children. This
could usefully be the subject of multi-agency training

G3. SafetyNet Audit
110. One of the elements of the system which was in operation at the
time in NCCCIS was an audit of those referrals logged on to the
CareFirst 19 electronic system, an information case management
system.
111.
A manager considered those cases that met a certain criteria set
within a report run on CareFirst. In particular, the audit considered
those cases:



Frequently referred but not given a service
Where there had been frequent contact that had not resulted in
a referral or assessment

19 CareFirst is an electronic system used by many social care departments to record all Social Care activity, both for
Adults and Children’s services.
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112.
A points system was used for each criterion – when the report
was run the manager would be sent a list of the 25 cases with the
highest points. All cases that had not subsequently been opened, and
were under assessment would be audited.
113.
When Child C’s name first appeared on the list on 29th
November 2012, it was noted that they were subject to a CAF and the
manager assumed that if professionals had continuing concerns they
would re-refer. For this reason, no action was initiated at that time.
114.
When Child C’s name reappeared on 14th February, 2013, the
manager looked back on what had happened previously, and what had
happened in between. It was apparent to her that, despite the CAF,
family and professionals were still concerned enough to make rereferrals. This prompted a decision to intervene.
115.
It seems clear from the review that, even though the manager
did not at this point have access to the full history, this audit provided
the sole trigger for NCCCIS intervention. The manager was able to
identify and respond to concerns in ways which the screening system
had persistently failed to do. While this is to be welcomed – and the
particular manager impressed with her determination and clarity - it is
important that it is viewed as an adjunct to the primary service and not
a substitute for effective judgments and assessments at the point of
referral.

Learning Point 2: The SafetyNet Audit in Nottingham provided a valuable
additional opportunity to consider issues not clearly identified as part of the
referral and duty systems. Other agencies should consider whether such an
equivalent system would be a helpful addition to their own repertoire of
responses.
G4. HV Priority Systems
116. Nottingham City Care, which provided the HV service to the city,
opened a High Support File (HSF) on Child C in June 2011, following a
supervision session. This was explicit recognition that there were
concerns regarding potential risks. Every HSF would routinely be
discussed in supervision, and this should have led to a heightened
degree of vigilance and oversight of Child C. However, there was only
sporadic contact in the first 9 months of Child C’s life. Visits to the
family home were rare, often because M1 phoned to postpone or was
not at home. The HSF was closed in January 2012, apparently –
though the record does not make this clear - on the grounds that Child
C had moved to live with father, even though there was ongoing
contact with M1 who regularly had care of Child C and concerns about
her parenting had not significantly abated. There was some
consideration given to the re-establishment of HSF status in
September 2012 as a result of continuing and escalating concerns, but
the impression is of the concerns and anxieties of extended family
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driving much of the activity rather than of a plan being developed and
implemented to identify and address concerns. The HSF status does
not seem significantly to have influenced the activity.
117. When the family moved to East Riding, the status was determined
by the receiving HV service as Universal Partnership Plus (UPP), the
highest level of intervention – equivalent to HSF status in Nottingham indicated where a family require long-term ongoing support for a
multitude of complex problems plus support from a range of other
services. All children where there are Safeguarding Concerns will fall
within this service level.20
118. Again, it is not clear how this in practice influenced intervention with
Child C and family. Whilst designed to offer a degree of oversight, this
was in practice limited. There were significant periods of time where
there was no contact with the family. Workload may well have
accounted for this to a degree but it is not clear what difference if any
the high concern status of Child C had on planning and ongoing
monitoring.
119. The transfer back from Hull to East Riding HV’s in March 2014
created problems as a result of the newly live electronic record system,
but it should be noted that the receiving HV, in the absence of any
further clarification, determined that it would be advisable for Child C’s
status to be regarded as Universal Plus (see footnote 16) until the
matter could be clarified. This system seemed to work as an alert but
did not significantly impact on the activity and ongoing oversight of the
case, as it did not prompt any immediate contact.

Recommendation 2:
Commissioners of Health Visiting Services should clarify what expectations
apply in the case of heightened levels of service to vulnerable children, and
consider whether there should in each case be a clear and agreed plan,
endorsed by a supervisor/manager. All staff, including relevant staff from
other agencies, should understand clearly what the different levels of
service entail.

20 When the case was transferred out of the area from the homeless health visitor in Nottingham on 7/6/13, Child C
was on a safeguarding caseload. This HV was working in the vulnerable children’s team and working with homeless
families, and the nature of this role would have meant that cases would usually be on a safeguarding tier rather than
a generic caseload. The 4 Tier levels of support definitions for Health Visiting Service were not written until 25/6/13
and not embedded into practice by the Health visiting service until after this date in Nottingham. At the time of
transfer there was a two-tier offer where children were either known on a generic ‘caseload’ or on the safeguarding
tier in which case a high support file would have been opened. At the time the case was transferred, the tier system
in Nottingham was in the process of being revised, but the file was at the highest support level in Nottingham.
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G5. Allocation for Assessment in East Riding
120. The case file was transferred to East Riding Children’s Social Care
(ER CSC) in May 2013 by the SW in Nottingham who had been
allocated the case for assessment. The assessment, as is discussed
below (para. 134), did not fully reflect the SW’s final view of the
situation, but provided enough information, along with an
accompanying e-mail, to persuade East Riding CSC to undertake an
Initial Assessment. The case was allocated to a qualified SW
practitioner, but it emerged during the course of the review that this
worker did not herself undertake the assessment. This was done by a
Family Support Practitioner (FSP) who told M1 at the end of her visit
that there would be no further action.
121. The Team Manager at the time had – without the endorsement of
senior managers - initiated a system which in effect meant that the SW
allocated to the case would be caseholder for the record but not the
caseworker undertaking the work. The SW would formally agree the
conclusions of the assessment whilst not undertaking the assessment
herself. In this case, the formal endorsement of the judgment of the
FSP appears to have been cursory.
122. Whilst it is not possible to say that this affected the management of
the case to any significant degree – particularly as the family moved
out of the area shortly thereafter to an address in Hull – the
conclusions of the FSP’s assessment again confirmed that there were
limited concerns and M1 managed to convince the assessing FSP that
things were once again on an even keel.
123. It was clear that the FSP was uneasy with this way of working and
had voiced her concern to colleagues, feeling that she was being given
a level of responsibility beyond her professional experience and
standing. She indicated that this had been raised with the team
manager and with team colleagues, many of whom endorsed her
concerns, but that no action was taken.
124. A complaint was subsequently lodged by the FSP with the service
about this method of working and the team manager left the service
before the conclusion of the matter. This review has established that
this system ran counter to Departmental practice, and we have sought
reassurances from senior managers that there were sufficient
safeguards in place to prevent such occurrences in the future. It is
clear that at the time senior staff changes had meant that team
activities were not always properly understood and audited, but this
review is satisfied that appropriate action was taken at the time and
subsequently to rectify the situation.
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Learning Point 3: Good practice would suggest that senior managers should
routinely audit team activities in order to disseminate good practice initiatives
and to identify those practice issues that merit closer scrutiny and oversight.

Recommendation 3:
All agencies should provide clarity for front-line managers as to the latitude
they have to devise and implement local team practices.
G6. Incident of 21st August 2013
125. An anonymous referral was received by Hull CSC at midday on the
above date about two children aged 2.5 and 3.5 years (Child C and
Sibling 3) being found on the street outside their house, unsupervised
and dressed only in nappies, with the suggestion that their mother,
when roused, may have been drunk. This information was the first
recorded referral of this family to Hull CSC, as the case had previously
been closed by East Riding CSC.
126. The review noted that, on the basis of this information, a decision
was reached to undertake a visit on the following day, jointly with a
family support practitioner from the Children’s Centre who had met the
family previously. The review has sought clarification as to the thinking
behind this, given that the information could have suggested grounds
for enquiries being made under Section 47 of the Children Act, 1989.
The course of action taken suggests that this was not seen as a
referral which raised urgent concerns regarding the children’s safety.
The review further learnt that the visit the following day was undertaken
by a non-qualified social work family support worker (FSW) in the duty
service, and there is no record on the system of a discussion with a
manager following the visit, or a manager’s recorded decision in
relation to the FSW’s view that there was no ongoing role for children’s
social care. Whilst the FSW believes she would have had such a
conversation with a manager, this cannot be verified in the absence of
a manager’s decision record, and indeed records show that the FSW
informed M1 at her visit that there would be no further action by CSC in
respect of this incident.
127. In the circumstances, there remain unanswered questions as to the
quality of the decision making in respect of this incident, and the review
has sought to clarify the current position and to consider whether there
have been improvements to the system.
128. Senior managers in Hull CSC have helpfully informed the review of
the systemic changes that have since been implemented (January
2014) in the way in which CSC receives and assesses initial contacts
and referrals. Social work services are now provided by small teams of
social workers, known as Pods, each led by a Consultant Social
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Worker. As part of these changes, the Central Duty Team was
replaced by a new Access and Assessment service, with more social
work resource dedicated to receiving all contacts with the service and
providing more consistent decision-making. The service is of the view
that this has brought about improvements in information gathering at
the referral stage and improvements in consistency of decision-making
in relation to individual cases. The review understands that these
arrangements were explicitly designed to mitigate the risks evident in
this case, and others, where the involvement of a number of different
decision makers worked against best practice in assessment. At the
time of this incident, the FSWs who were members of the Central Duty
Team, did take part in the rota to take referrals into the Service, as well
as undertaking some Initial Assessments with families. Since the
introduction of the new model that practice has changed, and
unqualified staff are no longer responsible for referral taking or
completing social care assessments.
G7. Electronic records and Case transfer
129. The events considered by this review took place at a time when
many new electronic systems were being implemented in different
services, with the aim of improving access to information and
consistency in record-keeping. This review has not sought to comment
on the perceived benefits of this change from a paper-based to an
electronic system of recording, but rather to consider whether the shift
from one system to another created additional problems in the
communication of information in this case.
130.
There were examples in all areas where the evidence would
suggest that paper records were not received promptly or cannot now
be found, and in the case of the Humber NHS Foundation Trust and
Hull CityCare Health Care Partnership, which provide HV services in
East Riding and Hull respectively, paper records were forwarded from
East Riding to Hull when the family moved in July 2013 because the
latter had as yet not implemented its electronic record system SystmOne did not go live in Hull until February 2014. It is not clear
whether these records included historical records from Nottingham (a
later entry in SystmOne, dated 06/09/13 in East Riding, documents that
‘records were sent from Nottingham CHS to Humber NHS Foundation
Trust Child Health Department by recorded delivery’ and were received
by Hull North HV Team on 11/09/13). This would suggest that the HV
in Hull would have undertaken a home visit to the family prior to
receiving the historical paper records from Nottingham and that the
paper records were not forwarded until well after the family had moved
from Nottingham to East Riding, and then on to Hull.
131.
Any system of record-keeping needs to be capable of providing
accurate, reliable and promptly updated information and of including
both clear assessments and analyses as appropriate, together with a
rationale for, and endorsement of, decisions made. An integrated
system which allows of transfer across administrative areas needs to
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ensure that all the above elements are available, to enable recipients to
access both the information and, crucially, the judgments of other
professionals. And we would concur with the view that electronic
system design should ‘add value by offering facilities to perform
desirable or advantageous activities that are impossible, difficult or
time-consuming with paper designs’ (Dillon, 2004: 186).
132.
There were examples of good practice using electronic records,
where prompt transfer of information was achieved. There were also
examples where appropriate decisions were made in the absence of a
complete electronic record. But the review also questioned whether in
all cases the electronic record was used helpfully to record full
information and assessment or simply to make a diary note of contact.
133.
Though there are notable examples where verbal handovers
took place, the review has also cause to wonder whether it might have
been better for professionals to have had more direct discussion, either
on the phone or face-to-face, to ensure that the nuances of the
judgments could be appropriately shared.
134.
The SW in Nottingham who undertook the Initial, subsequently
Core Assessment seems to have been sufficiently worried about the
family’s move away from Nottingham to ensure that she maintained
oversight until case transfer had been formally confirmed. The review
considers this to be an example of good practice. It is unfortunate,
then, that by her own admission, the information transferred in her
Core Assessment did not fully reflect her concluding view of the
situation. It had become apparent to her, towards the end of her
involvement, that there were grounds to question the plausibility of
M1’s more positive accounts of her situation. This is explored in greater
detail later in this report but it highlights the importance of up-to-date
recording, particularly critical at the point of transfer.
135.
Equally, the review considers that the HV in Hull who planned to
undertake a final visit to the family after the family’s move in March
2014, before passing information on to East Riding colleagues, was
following appropriate professional practice. But the absence of any
communication – verbal or in writing, in the absence of a fully
operational electronic system - meant that East Riding HV’s could see
only limited information about Child C and sibling on their electronic
system. The fact that the HV in Hull took compassionate leave before
seeing the family to effect this transfer, meant that there was no
contact from any HV – either referring out or receiving in - in the final
days before Child C died.

Learning Point 4: Case transfer is a critical point when lack of continuity can
hamper good knowledge exchange, consistency of applied judgment and
prompt, appropriate and effective service provision.
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Recommendation 4:
Agencies should ensure that there is an agreed minimum information transfer
dataset agreed across LSCB areas. They should ensure that accurate and
informed communication takes place at this critical change point. This should
include:
- A clear up-to-date case summary, including basic historical context;
- An outline of any and all critical incidents and themes, together with
an explanation of their significance to the vulnerability of the child or children
and to the management of the case; and
- An outline plan as proposed at the point of transfer.

Recommendation 5:
All agencies should ensure that electronic data systems are capable of
providing this minimum information transfer dataset and agree the action
required where this is not available in electronic form.
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H. Analysis of Key Themes from the Case
H1. Assessing and Appreciating the Significance of Neglect
136.
The records of practitioners in this case almost never refer to the
term “Neglect”. Nevertheless, they consistently identify features which
are possible indicators of neglect: often chaotic living environments;
primary carers failing to seek or accept help with underlying personal
emotional or substance misuse difficulties; frequent house moves;
variability in growth patterns; lack of boundaries; poor supervision of
children. Brandon et al. (2011) also identify household factors and
factors in the immediate vicinity of the household, like children
unsupervised in the garden, as a recurring feature of many cases
leading to accidental death of children subject to a serious case review.
137.
That Child C was exposed to many of these vulnerability factors
is clear from the reports of the professionals and from the members of
the extended family who dealt, on a daily basis, with M1 and her
children. Child C’s maternal grandmother described in interview with
the reviewer how she would keep a supply of bananas and nappies in
her car because she knew whenever she saw the children they would
be hungry and wearing soiled nappies.
138.
It is fair to say that the nature of the neglect as seen by the
professionals was often not severe and the children often presented as
‘happy’ when they were seen. This, together with the fact that M1
managed to convey the impression that she was coping well and had
an awareness of the issues confronting her and her children, and was
trying to change, allowed them to conclude that there was no need to
escalate their concerns.
139.
Yet professionals and other designated staff in children’s social
care agencies and health visiting staff in all three LSCB areas failed
clearly to identify and to appreciate the extent and potential
significance of this neglect in terms of the children’s physical,
emotional/behavioural and cognitive development21 and their exposure
to situations of risk which could leave them vulnerable to harm. Those
professionals who were most involved with M1 and her children did
come to a clearer understanding of this but did not always
communicate effectively about this.
140.
Research has highlighted the frequent occurrence in SCR’s of
the so-called ‘toxic trio’ of a history of parental substance misuse;
parental mental health difficulties; and parental domestic violence. The
association between neglect and each and all of these features has
been well documented (Cleaver et al., 1999; Daniel et al., 2011; Kroll
and Taylor, 2001, Brandon et al., 2008). Professionals who become
aware that any or all of these may be features of a child’s life should be
alert to the potential for neglect and harm.
21

See, for example: Daniel, B., Taylor, J. & Scott, J. (2011): Recognising and Helping the Neglected Child: Evidencebased Practice for Assessment and Intervention, London, Jessica Kingsley Publishers
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141.
Child C’s situation also highlighted these elements, yet the
professionals appear not to have appreciated the significance of these
as an expression of potential vulnerability to the child. The Core
Assessment completed by the SW in NCCCIS (the form specifically
includes a section heading: “Trilogy of Concerns”) comments on
‘historic’ alcohol misuse but notes that M1 has ‘accessed support
services’. It made no mention of her failure to maintain contact with
these services. Other factors were not recorded. These factors were
known to professionals but their significance does not appear to be well
appreciated.
142.
There are many examples where activity seems not fully to be
informed by an appreciation of the concerns expressed by the family.
MGM in particular made repeated efforts to alert professionals to the
problems, and latterly the HV in Nottingham also sought to engage
other protective services, but these approaches did not result in a
decision actively to become involved. NCCCIS appeared to hold the
view that the HV and extended family between them could manage the
situation.
143.
Many of the professionals involved appeared either tacitly to
accept the poor domestic environments and questionable level of care
provided, or they were blind to it, and this led to a lack of an effective
response. It may well be that staff were used to working with significant
levels of material deprivation, and:
“it may be difficult to distinguish between neglect and material
poverty. However, care should be taken to balance recognition
of the constraints on the parents’ or carers’ ability to meet their
child’s needs for food, clothing and shelter with an appreciation
of how people in similar circumstances have been able to meet
those needs.” (NCCWCH/NICE, 2009, p10)
144.
There is a distinctive pattern of family environmental instability in
this case. During Child C’s short life, the family had 9 recorded
addresses, and M1 had a succession of partners who lived with her for
varying lengths of time, in addition to a number of youngsters and
teenagers who frequented the family home. There was almost no
attempt made to engage with M1’s partners (or the fathers of Child C &
siblings), or the youngsters & teenagers at the family home or indeed
to discuss with M1 the potential impact on the children of these
changes.
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Recommendation 6:
Agencies should consider the most effective ways of ensuring that:
- All staff are well trained systematically to identify signs of neglect
in children;
- They can understand how parental experience and behavior will
affect parenting capacity in respect of each particular child; and
- They can appreciate the impact of neglect for young children in
particular and it’s potential for long-term harmful consequences.
H2. The Voice of the Child
145.

The OFSTED recent thematic report on Early Help noted that:
“Inspectors were particularly concerned that, in many cases,
professionals failed to speak to the child and relied solely on
what parents told them.” (Ofsted: Early Help: whose
responsibility, 2015, p4).

146.
The review has highlighted how the child’s voice was
conspicuous by its absence throughout. One agency review speaks of
“a consistent and distinct lack of focus on the child throughout the
scoping period”. The sometimes chaotic, unpredictable and gradually
deteriorating situation for the family, together with a confusing pattern
of care arrangements – for significant periods of time, it was not clear
with whom Child C was living - should have prompted a much more
determined effort to understand the impact of this seen from the point
of view of Child C and Sibling 3 in particular. These two children are
seen, but no-one seems to have engaged with them, and it is hard to
gain a picture of their well-being and the challenges which they may
have faced to their secure and healthy development.
147.
The attachment relationships did not seem to be well
understood by professionals, beyond one description of Child C as
“happy”. But these brief, superficial snapshots of the children’s
relationship with their caregiver(s) can often be misleading and, given
the background history of M1 herself and the uncertain and fluctuating
arrangements for the children’s care, a more subtle exploration of this
would have been both expected and helpful in understanding the
nature and quality of Child C’s experiences and the nature of primary
attachment relationships.
148.
M1 appears to be at the heart of the concerns for the
professionals and although it is clear that her well-being directly
impacts on that of the children in her care, and Child C in particular as
the youngest and most vulnerable, little effort is made to explore the
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situation from their perspective or to offer any more than the most
rudimentary observations. The Core Assessment indicates that Child C
is “too young to share their views”. But opportunities to check for any
other indications as to wellbeing or to find other ways to engage Child
C were not taken. Nor was there any apparent attempt to try to
imagine what Child C’s life was like from their own perspective, e.g.
what most children of Child C’s age would need, in order to feel safe &
cared for. The review acknowledges that the author of the Core
Assessment recognises the impact of the lack of routine and
inconsistency of care on all 4 children, particularly Child C and Sibling
3, but this appreciation could have been used to challenge M1’s
reassuring messages to greater effect.
149.
There is a significant body of evidence (Horwath (2007); Daniel
at al. (2011)) about the impact of neglect on children’s physical
(including neuro-biological), emotional, behavioural and cognitive
development and a readiness to engage with the child is essential in
order to pick up the clues that something may be amiss.
150.
In the case of the HV service in Nottingham, it would appear that
Child C was not seen between 18/04/11 (when he was 3 weeks old)
and 05/10/11 (6 months+), despite the availability of historical
information in the record – whether this was accessed is not clear - and
the decision to open a High Support file for Child C in June 2011.
151.
There is a record of Child C’s attendance at the GP surgery for a
routine 6-week check and for 3 subsequent routine vaccination
appointments, but no picture of well-being or home circumstances
(despite presenting with a number of different carers) was recorded.
Additionally there is no picture of what, if anything was being
communicated to the HV from the Practice Nurse who undertook the
immunisations.
152.
Likewise, SWs and other staff in NCCCIS do not appear to have
sought to engage in any direct work with Child C or Sibling 3. The SW
does seek to engage with Sibling 2 and Sibling 1 to good effect whilst
with their MGM, and has a clearer grasp of the difficulties that they face
in respect of their care arrangements and their relationship with their
mother. But when some interactional observations are noted in respect
of Child C and Sibling 3, there is limited analysis of these from the point
of view of the child.
153.
The assessments undertaken when in East Riding and in Hull
are similarly devoid of any sense of the child’s lived experience, or of
some reflection on how the experiences may have impacted on Child C
emotionally and affected development. Even when a report concerning
the two young boys playing on the street was investigated, there does
not appear to have been any attempt to engage with them in any
meaningful way.
154.
These are young children, of course, and their limited language
skills may well have been viewed as an obstacle in understanding their
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world, but this is not impossible, and it is important that staff feel
properly equipped to undertake this work or to know on whom they can
call to do so.
155.
In general, there appears to be a lack of curiosity to understand
the lived experience of the children, particularly Child C. This becomes
critical in those periods of greatest disruption for Child C and their
sibling, when an escalating sense of disorder and unpredictability
leaves them and their siblings vulnerable and largely unseen.
Demeanour and behaviour were optimistically interpreted as ‘happy
and playful’, which indeed may have been the case at times, but this is
to ignore the fact that at times Child C was living in an unsafe and
unpredictable environment.

Learning Point 5: Front-line staff are best placed to understand the lived
experience of children and should be able routinely to consider this in their
work.

Recommendation 7:
Front-line practitioners and managers in all agencies must be equipped
with a sound understanding of the importance of early development on
children’s future, in particular the development and quality of attachment
relationships and the impact on the physical development of the brain.
Agencies should make it a priority and should ensure that staff:
- Are equipped with the relevant skills
- Are provided with the time to undertake direct work with
children, particularly where neglect may be an issue.
- Receive training – including through multi-agency training –
in effective ways to engage with children and to understand the lived
experience of the particular child (including their experience of being
parented); and
- Have ready access to specialist resources and tools when
they are not themselves in a position or may need additional help to
undertake detailed direct work.
.
H3. The Relevance of History and the Quality and Timeliness of Assessments
“If parents are experiencing difficulties in their parenting tasks,
then knowing the parent’s own family history, assessing their
understanding of the impact of what is happening to them on
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their children, and their capacity to adapt and change becomes
crucial.” (Rose, 2001, p43)
156.
The review considers that this would apply equally to many of
the professional statutory services’ assessments evidenced in the
documentation. Background family information – particularly in relation
to adoption and the death of a sibling, mother’s troubled history of
substance misuse and the evidence of domestic abuse - is available
but the potential significance of this appears not to be factored into the
picture of family functioning, although it provides important context for
mother’s struggles and for the concerns of the extended family. As
Brandon et al. (2008) comment:
“The absence of information about the parent’s developmental
and relationship history is likely to limit the value, usefulness and
insightfulness of any assessment. Although descriptions of
current parenting behaviours (capacities) are necessary, on their
own they lack the dynamic quality achieved when a
psychological and historical perspective is taken” (Brandon et
al..” (2008), p64)
157.
Neither is there any significant assessment of the situation of the
father or of Child C’s grandparents, or of M1’s partners. The review
identified only one visit to see father, which took place in the presence
of Child C’s PGF. And, as indicated below, there is reliance on
extended family based on their evident commitment to Child C’s
welfare, but no assessment of the impact on them and their ability to
help meet the needs of Child C and sibling.
158.
There are very few points where a structured assessment is
attempted in this case. The CAF, undertaken by the HV in Nottingham
at the request of NCCCIS and the Core Assessment undertaken by the
SW following the SafetyNet audit, both provided an opportunity for the
focus to become clearer. These are the only two points in this case at
which this is attempted. There is structure to both, but greater
emphasis is placed on what has happened than on an analysis of the
pattern of events.
159.
Whilst they provide a clearer focus, and behaviour is more
clearly understood in context, they could both have benefitted from
greater supervisory scrutiny and could well have drawn different and
more robust conclusions had there been greater effort to locate them in
a formal interagency context. This, however, is conspicuous by its
absence. The majority of the professionals in this case across all
authorities & agencies did not appear to know much about the family
and M1’s history, or, if they did, it did not seem to drive their thinking,
planning and activity.
160.
In context, the workloads of professionals were often high and
priority was not always given to the gathering of previous historical
information. One HV reported that: “ When I’m busy, I will visit first and
only take a look at the background file when I see something which
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concerns me”. This is likely to be a common ‘System 1’ strategy (see
para. 205) and may serve busy professionals well in many instances.
But this relatively unstructured approach risks information being
overlooked or its significance not appreciated, and when dealing with a
mother who is apparently persuasive and compliant, it is likely to create
an illusion of false reassurance.
161.
In the opinion of the review, workers too often focused on an
event-management rather than a pattern-recognition approach and this
failed to illuminate and increase awareness and understanding. And
supervision does not appear to have enhanced this to any significant
degree.
162.
Most workers appear to have been persuaded that Child C’s
mother understood her difficulties, was being open and honest with
them about these, and was seeking to address them. The evidence
suggests otherwise, but workers in general took an over-optimistic
view, accepted reassurance at face value and did not challenge mother
about this.
163.
There is also an overreliance on extended family members as
protective factors in the scenario without this being properly assessed.
Indeed, MGM herself expressed some anxiety that if her concerns
were to lead to the involvement of NCCCIS, M1 would cut ties with her
and leave the children at increased risk. This concern itself should
have been discussed with her carefully, because it indicates clearly
how fragile was her view not just of her relationship with her daughter,
but of the situation for the children. But, regardless of these concerns,
the commitment and involvement of supportive and concerned
extended family members should never be seen as a reason for
agencies not exercising their proper safeguarding responsibilities.
164.
The information that Child C’s father had a Residence Order in
force led to the removal of Child C from a High Support File, despite
the fact that father’s home circumstances were relatively unknown and
no assessment of his protective abilities had been made, or at least
recorded. There seemed to be an assumption that the new situation for
Child C and Sibling 3 would remain static when this was far from the
case.
165.
The lack of a structured approach to the assessment of the
situation led to workers failing to appreciate the needs of the children
and to a misperception of the extent of their vulnerability and the
inherent risks in their day-to-day circumstances. The meaning and
significance of behaviour was ignored or lost. And the lack of a realistic
appraisal of M1’s parenting capabilities and vulnerabilities, particularly
in light of her own troubled history, did nothing to alter the view that the
children were safe.
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Learning Point 6: Professionals need to ensure that their assessment
activity is:
- Systematically collated; based on good observation; grounded
within an ecological framework; and informed by a sound grasp of
psychosocial and development theory, incorporating the relationship and
development histories of the parents and primary carers.
Assessment should include wherever necessary a consideration of the role
and contribution of fathers or mother’s partner(s).
Learning Point 7: Assessments are likely to be best informed when
benefitting from a range or insights and contributions from both extended
family and other professionals who are in contact with the family.

Recommendation 8:
Agencies should ensure that their staff are equipped with the skills to
collect, collate and interpret chronological information as a means to
assess the significance of past actions and interventions on current
behaviour.

H4. Confirmation Bias
166.
Confirmation bias, the tendency to search for and interpret
information in a way that confirms already held beliefs or hypotheses,
while giving disproportionately less consideration to alternative
possibilities, is a strong feature in this case.
167.
M1 managed to convey to professionals her openness, a
readiness to appreciate their concerns and a willingness to seek to
address them. When information is presented which appears to
contradict this, its significance is minimised. Psychological evidence
would suggest that this effect is stronger in emotionally charged
scenarios and this may lead to a tendency to interpret ambiguous
evidence as supportive of an existing position or view. MGM’s
escalating concerns were contradicted when a planned visit found the
situation ‘much improved’; NCCCIS consistently relied on the HV’s
assessment rather than the concerns of MGM; the FSP in East Riding
CSC found there was little to arouse concern, having not heard
anything different from the HV service; the Duty manager and the FSP
and FSW in Hull were content to see the episode of the children out
alone on the street as needing a non-urgent response on the grounds
that no other health or care professional was saying anything different.
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168.
It is also perhaps important to note that there was evidence of
hesitancy in challenging not just the version of events as presented by
M1 herself, but some hesitancy in challenging the judgments of other
professionals. A lack of confidence, lack of knowledge of roles,
misperception about the roles and standing of workers and a lack of
experience in dealing with difficult situations have all been evident in
the interactions between professionals and agencies.
169.
The HV in Nottingham clearly struggled to convey to the
screener in NCCCIS the level of her concern and worry; the FSW at
the Children’s Centre in Hull, who undertook a joint visit with someone
from CSC whom he believed to be a qualified and experienced SW,
deferred to her judgment despite the fact that he himself seemed to
have reservations about this.
170.
Many of these judgments rest on the judgments of trusted
professionals, with good reason. But an error which embeds itself into
the professional view is easily transmitted to others, particularly when
transferring cases across administrative boundaries. They point to the
importance of sound, rigorous assessment and effective reflective &
managerial supervision arrangements, in which assumptions may be
revisited in the light of new information and safely challenged. There
are many examples where information from professionals and
extended family and from mother herself is discrepant. And discrepant
information is new information which requires exploration.

Learning point 8: Professionals’ own psychological processes – their defences,
unspoken assumptions, feelings and resistances - form an important part of
the interpersonal dynamic with service users. Individual staff, their supervisors
and service managers should reflect on the ways in which a psychosocial
dimension is able to inform practice.
Learning point 9: Staff should be reminded of the need to be alert to
indications of discrepancy in the different accounts and be prepared to
explore these.
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Recommendation 9:
Training for managers/supervisors needs to be provided to ensure that
transactional tensions and difficulties are discussed openly with staff in
supervision and in order that they can create a climate in which determined
and dogged challenge in working with reluctant service users is pursued
appropriately.

H5. Parental Motivation to Change
There seemed to be a tendency on the part of all professionals
to accept M1’s assurances at face value, and to highlight the positives
and the strengths in the situation rather than to ask difficult questions
about the challenges for Child C and siblings growing up in this
changeable and neglectful environment. The rule of optimism (Dingwall
et al. (1983); Blom-Cooper,(1989)) appears to have influenced many of
the professionals in this case. It is clear that professionals wanted to
see the best in M1. They wanted to offer support to a struggling
mother. But this encouraging, enabling stance was not always
appropriate, especially when this overshadowed an understanding of
the risks to the child/children. And, combined with the benign and
largely cooperative picture painted by M1 herself and endorsed by
other professionals, it seemed to lead to a tolerance of potentially
hazardous conditions and substandard care.

171.

172.
This was compounded by M1’s generally compliant
presentation, and there was limited appreciation of the failure over time
to achieve any sense of real progress. Worries would be expressed,
and these would be followed up and assurances given that M1
understood the concerns and was acting on them, but this did not
seem to lead to any sustained change. The Core Assessment
undertaken by the SW in Nottingham refers to the fact that: “When I
met with [M1] and the children at the [homeless hostel], no concerns
were identified regarding the home conditions, availability of food,
clothing, etc. This at the time evidenced that [M1] had begun to make
some positive changes”. There is very little evidence in the narrative of
any worker seeking to challenge M1 over these more positive
presentations. The situation at times seemed very variable and
unpredictable but workers were reassured by the fact that the situation
could at times show improvement and either came to the conclusion, or
made an assumption, that these improvements would be maintained
when in fact this did not happen. In the context of demanding
workloads, it would appear that the CAF assessment completed by the
HV, which concluded that this was a family with:
“a caring parent who wants to care for all her children. Lots of
support from maternal and paternal grandparents. Describes
how important the children are to her….Struggles to prioritise
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the needs of the children…”
persuaded those involved that the situation was acceptable and
sustainable with help, but this assumption went largely unquestioned
by professionals.
173.
Similarly, professionals seemed encouraged to note that M1 had
been prepared to engage with alcohol misuse services, but did not
seem to consider the significance for the children and for her parenting
capacity of her disengagement after only a short period.
174.
Furthermore, the pattern of contact with M1 and her children
was largely on the basis of planned appointments. Many were
cancelled by M1 or no contact was established. Yet the meaning of this
pattern was never discussed with M1. There was generally always a
‘good explanation’ for each individual cancelled or failed appointment.
There were also periods when reports from A&E were received, for the
most part concerning minor ailments or injuries, yet there is limited
evidence of the relevance and pattern of these presentations of these
in this particular case being considered.
175.
The review considers that the evidence in this case shows “the
importance of distinguishing between compliance, cooperation,
engagement and change” (Morrison, in Horwath, J. (ed): 2010). The
balance of, on the one hand, the effort to make changes and, on the
other, the sustainability of those change efforts needed to be more
carefully evaluated.

Learning Point 10: Agencies should look to ensure that a degree of
professional scepticism & curiosity is built into the decision-making processes,
to encourage systematic and critical evaluation alongside a humane and
compassionate intervention approach
Recommendation 10:
Agencies should ensure that staff and supervisors are:
- Alert to the problem of disguised compliance in service users;
- Are able to address any issues of non-compliance or disguised
compliance being experienced by professionals and understand its impact on
their work with the family.
- Can understand models of change;
- Can assess parental motivation to change; and
- Can appreciate the persistence needed by professionals to maintain a
focus on this important feature in their work.
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H6. Support Networks
176.
The primary support network available to Child C and their
family came from grandparents. There was strong evidence of a
committed and determined effort on their part to ensure that all the
children were safe, including efforts to secure their legal status in the
care of other family members. This was clearly a difficult and
challenging issue for all parties, and MGM in particular was mindful of
the need to ensure she could maintain access to the children rather
than further alienate M1 in an already strained mother/daughter
relationship.
177.
There is clear evidence of the efforts made by extended family
members to support M1 with the children wherever possible. They
provided significant financial support, they cared for the children when
asked to do so and whenever M1 would permit it. They liaised closely
in particular with the HV. And they intervened to safeguard the children
when the situation became too hazardous for them. They did not
always notify professionals of their actions. And whatever legal orders
were in force in respect of Child C and Sibling 3 did not always seem to
have a great influence on the care arrangements. M1 seemed to exert
significant power over their father.
178.
The SW in Nottingham completing the Core Assessment
commented that:
“It is felt appropriate to acknowledge that there is a real sense of
the extended family members and the children's respective
father's working together in a way that they are [sic] is a true
reflection of how they value and care about the children. It is
astounding how they have ensured contact arrangements
between them and ensure all the children see one another; this
will only support the children's positive development of their selfesteem, self-worth and sense of belonging…… It was
invigorating to observe how well they all manage to work
together to ensure that the children are safe and have regular
contact with their siblings and extended family members; this
includes how the respective father's also work together to
support each other’s children”.
179.
Whilst these comments properly do justice to the commitment
and determination of the extended family, the review has concluded
that there was an overreliance on the ability and authority of the
extended family. It was clear that this took its toll on them in a number
of ways which affected their physical and emotional wellbeing, but this
does not seem to have been factored into the thinking of the
professionals. And their active involvement appears to have allowed
professionals to take a step back from appreciating their own
responsibilities for safeguarding at critical moments.
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180.
It was also apparent that the level of support offered to the
family, and to Child C and Sibling 3 in particular, could not be sustained
when the family moved away from the Nottingham area, and this is
rightly acknowledged by the SW in her transfer e-mail. But the
evidence from agencies in ER suggests there is limited consideration
of the impact that this would have on the sustainability of the
arrangements for the children and their welfare when in virtually the
sole care of their mother.
181.
There are a number of references in the reports to the intention
to involve day service/children’s centre early help support provision, but
very little seemed to be progressed in this regard whilst the family was
in Nottingham. There was a clearly articulated intention at an early
point in Child C’s life to explore this, but nothing appeared to come of
it22.
182.
The family was signposted to a number of other forms of family
support provision and some of these were accessed by Child C,
particularly during the time the family was in East Riding and then Hull.
These may be seen in some sense as an attempt to replace the
support offered by the family. Indeed, the Munro review of child
protection highlights how ‘preventative services can do more to reduce
abuse and neglect than reactive services’ (DfE, 2011). Their attempted
involvement is to be welcomed.
183.
There was some potentially useful attempt when the family first
moved to East Riding and then to Hull to engage family support
services, and although partner agencies appeared to be committed to
an early help approach, it is difficult to discern how well-informed and
rigorous the assessment of need was. The children’s centre in East
Riding to which the HV originally referred the family for targeted
support had only a limited opportunity to engage M1 before the family
moved to Hull. Following the intervention of the Children’s Centre in
Hull, Child C started at a local nursery, and no problematic issues were
identified other than Child C still being in nappies, and the Sure Start
Children’s Centre intervention was short-lived. It also took place in
what appears to be something of an assessment vacuum, either
because information had not reached them or because the extent of
the known picture of the family was not appreciated by professional
colleagues.
184.
The national evaluation of the Sure Start provision (Anning et
al., 2007) found that a number of hard-to-reach groups did not access
facilities. There was an attempt made to invite M1 to become involved
in group activities and for Child C to attend play sessions, but M1
declined these on the grounds that she was attending college 3 days a
week and would not have the time.

22

The Nottingham HV was clear that she made a referral for a Family Support worker to join in the CAF, and the
concluding aims of the CAF, agreed with M1 at a visit on 29/10/2012, included an agreement to seek a nursery
placement, but the record does not make clear how this aim was pursued. There does not appear to have been any
further CAF meeting involving any other professionals or family members.
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Learning Point 11: Front-line staff and their managers/supervisors should
always consider in their assessment whether their expectations of the
extended family are reasonable and based on a clear appreciation of their
ability to provide what protective services expect of them.

Recommendation 11:
Early intervention policy should seek to ensure that family support activity
and interventions are seen as part of a pro-active safeguarding continuum
and agencies should ensure that their systems reflect this in the way that
information is exchanged and referrals are considered.

H7. Organisational Barriers and Changes
185.
The period covered by this review report saw much change in
the policy and resource environments of all the agencies involved and
many of these have posed challenges for practitioners and managers.
There have been a number of changes in teams and boundaries to
reflect changes in service delivery arrangements, and this has
sometimes led to confusion for outside parties in understanding of roles
and responsibilities, particularly as regards the Children’s Social Care
duty screening personnel. Management oversight has been
compromised at times in all of the local authorities and geographical
areas, and workloads have remained high. Shifts to electronic
recording systems may have produced longer-term benefits but the
process of transition has sometimes compounded and obstructed the
process of good communication. And all these difficulties have
sometimes added to the problems of co-ordination of services.
H8. Information-sharing and agency thresholds
“Arguing over thresholds and finding ways to avoid providing services,
leaves vulnerable people cast adrift”. (Brandon et al., 2008, p104)
186.
The review has uncovered a picture of activities being
undertaken in parallel, with little effort to co-ordinate approaches. The
lack of early information-sharing, co-ordination and planning in the first
6 months of Child C’s life appeared to establish a pattern and to enable
assumptions to take hold regarding mother’s capability, together with
the support of extended family, to cope with the care of Child C, in
addition to whatever caring responsibilities she was discharging in
respect of her three other children. Where there was communication, it
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was almost exclusively telephone contact. The review found no
reference to any face-to-face meeting between professionals except as
part of the follow up to the anonymous referral regarding children
playing unsupervised, where a Children’s Centre Family Support
Worker and a FSW from Hull CSC did a joint visit (August, 2012) and
an unplanned encounter at the homeless hostel in Nottingham between
the SW undertaking the core assessment and the HV. Even this did not
lead to any effort to co-ordinate assessment or planning. The review
found no reference to any planned multi-agency meetings23, despite
the fact that agencies appeared to agree the need for a CAF initiated
by the HV. In our view, a more proactive approach by all parties in
response to the expressed concerns would have helped to share the
burden of responsibility, consider all available information and
assessments, and co-ordinate activity.
187.
Early reports suggested that Child C was subject of “routine CP
meetings at the GP surgery in October 2011 and April 2012”, but the
review found no mention of these in the wider record. It is presumed
that the move from paper-based to an online recording system
accounts for this, but no recorded action or wider communication
appeared to come from these reviews, and neither the GP practice nor
the HV service can recall these meetings taking place.
188.
Much of the communication between HV and NCCCIS was
between HV and a Duty screener, whom the HV believed to be a SW.
It is also acknowledged that there appeared to be limited management
or senior practitioner oversight of the decisions reached in many of
these telephone encounters. The review concludes that there was a
great deal of confusion and possible miscommunication at critical
junctures (e.g. November 2012 – January 2013), leading to quite
widely varying and discrepant pictures of the seriousness and urgency
of the deteriorating situation.
189.
Whilst the CAF may be seen as a helpful attempt to formalise
the overall assessment of the concerns, it is hard to escape the view in
this case that there was hesitancy on the part of the NCCCIS as to
whether this was a case serious enough to warrant their intervention.
Cases of neglect often present these challenges, given the lack of a
clear incident focus. In the context of the struggles of the HV and MGM
to convince NCCCIS of the need for intervention, their perception was
of a screening process which was obstructive rather than helpful. There
was little sense that agencies were seeking to work cooperatively or
collaboratively, much less to coordinate their efforts.
190.
One gets the sense that instead of seeking to share
assessments and arrive at an agreed plan for intervention, participants
were being discouraged in their efforts to share concerns and
23

NCCCIS have clarified that whilst assessments were being undertaken by the Children’s duty team; multi-agency
meetings/reviews would not normally take place. The assessment would determine if the child was a child in need of
services and whether that would be through Child protection, Child in Need or from Early Help services (meaning
early help or targeted intervention). If the case met the threshold for child protection then consideration would be
given to the need for an initial child protection conference which would be a multiagency meeting. If the case was
identified as that of a child in need, then the Child in Need framework with CiN reviews would be expected to take
place. If the case transferred to Early Help then a CAF multi-agency meeting would take place.
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discouraged by the responses which they received when they did. In
some instances, there was an overreliance by the HV on extended
family members to initiate these important communications, and an
overreliance by NCCCIS on the HV to provide support and intervention
when the grounds for more formal enquiry by them would appear to be
clearly met.
191.
One internal agency reviewer makes the point powerfully
(regarding events in early November 2011) that:

1.
2.
3.
4.
5.
6.

a. “In summary there is at this point:
An unexplained injury on a child aged under one year.
Mother’s alcohol misuse.
History of DA [domestic abuse]
Historic information regarding mother’s mental health
Unknown male partner in the house
Mother’s disengagement with the HV service
b. There is a lack of clarity regarding who is caring for the children
and any update regarding the Residence Order. It is not known
at this point whether mother has supervised access.”

192.
Despite this, NCCCIS conclude that there is still no further
action appropriate for them. Screening staff in NCCCIS appear simply
to fail to identify or appreciate the risks inherent in the situation.

Recommendation 12:
Agencies and LSCBs should consider whether, in the light of this case, there
are grounds to address and clarify for staff the current use of thresholds for
recognition, cooperative partnership and mandated and compulsory
safeguarding intervention.

H9. Transitions
193.
Access to services may not always be straightforward for
professionals and families alike, and the review considers that, whilst it
is important that boundaries should be clear, they should be sufficiently
permeable to avoid them becoming insurmountable obstacles.
Professionals and family members did not always experience services
in this way and did not know how to tackle such problems when they
encountered them. And these problems were exacerbated in the face
of significant change, particularly when brought about by family
relocation.
194.
When M1 and her family became homeless, the HV
responsibility transferred internally to another team. The rationale for
the offer of a more specialist service at this point has merit, but the
effect was to remove from further involvement the one HV who had a
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clear understanding of the vulnerabilities for Child C and sibling. In
these situations, again, the importance of good communication cannot
be underestimated, but it is not clear to the review that this took place
effectively.
195.
Working across area boundaries presents a different set of
problems, however, and requires clear transfer protocols, accurate
information flow to the right sources and, where multiple agencies are
involved, a properly coordinated response.
196.
Agencies in the Nottingham area appear to have been working
with limited co-ordination. As recipient agencies, it was the East
Riding’s responsibility to determine the appropriate steps to take based
on the information and assessments received, applying their own
judgments in line with their own priorities. This might have become
possible had the family remained in East Riding, but they quickly
moved again, and the problems in the assessment arrangements in
East Riding CSC, previously referred to, concluded with a case closure
at the point of the move. This left HV services and Children’s Centre
support and nursery provision as the sole agencies engaged with the
family. In the process of transfer, critical assessments of the
vulnerability of Child C and sibling had been lost sight of.
197.
It should be noted that the SW in Nottingham clearly recognised
some of the risks to Child C in the family move, and it is a matter of
speculation what might have happened had she been able to coordinate her assessment with that of the HV who knew the family
before they became homeless. As it was, there was limited evidence of
co-ordination of services.
198.
Her conclusion at the point when it became apparent that M1
and her family were moving out of her area was that: “it would not be in
the children’s best interest to have a new social worker. For this reason
the case to remain with me to identify local support pending the family’s
move”. This recognizes and values her determination to stay with an
uncertain and changing scenario to provide predictable oversight.
199.
Likewise, for what seem to the review to be sound professional
reasons, the HV in Hull sought to ensure that a visit could be
undertaken to the family in their new home before the case was
transferred to colleagues in East Riding. However, when this HV took
leave due to the unforeseen personal circumstances, no information
about previous involvement was available to the receiving-in service.
200.
Whilst in the former case, the SW had created a fall-back
position to ensure that the family did not get lost during the period of
transition; the latter example illustrated the importance of prompt
interagency transfer information, which was hampered by the lack of
availability of the information via the new electronic systems.
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Recommendation 13:
Agencies should ensure that they have in place clear transfer protocols to
enable accurate information flow to the right sources and, where multiple
agencies are involved, a properly coordinated response.
Recommendation 14:
In all cases, agencies should formulate advice for staff on when and in what
circumstances to consider the value of and need for telephone or face-to-face
handover meetings, as a supplement to documentary provision, particularly in
those situations where there is no formal CP framework.
Recommendation 15:
Agencies should consider whether, in situations where significant changes of
personnel are likely and expected, their processes are sufficiently flexible to
allow for exceptions to generally agreed transfer protocols, in order to enable
key professionals to remain involved, on the grounds of the likely impact on
safeguarding of any break in continuity of named professional intervention.
H10. Supervision
201.
Work in such cases as this presents major challenges at
personal, professional and organisational levels.
202.
OFSTED’s report looking at professional responses to neglect
(Ofsted, 2014, p4) observes that the “quality of assessments in neglect
cases overall was found to be too variable. Almost half of assessments
seen either did not take sufficient account of the family history or did
not sufficiently convey or consider the impact of neglect on the child”.
203.
Both of these key points would appear to be borne out in this
case. Child C’s mother’s own complex needs, the plausible openness
in her self-presentation and coping skills in the face of the evidence
often meant that the practice of engaging her in child in need and child
protection work represented a significant challenge to professionals.
Given her apparent assurances of compliance, and sensing her own
vulnerability may well have triggered for workers a more cautious,
compassionate and less challenging approach than was warranted in
this case when considered from the perspective of Child C and
siblings. The review concludes that the need for careful and subtle
reflective supervision, in addition to the important function of
management oversight, is of critical importance to the safeguarding
process.
204.
The records, and the actions of the professionals involved, do
not always clearly indicate whether supervision took place, and, if so,
how this was conducted. Nor is it always clear what the conclusions to
these supervisory encounters were. Despite the evidence that non56
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compliance and disguised compliance by parents are common features
in such cases (Reder at al., 1993; Brandon et al., 2008), and clearly
evidenced here, there is limited evidence of a robust and enabling
professional conversation, designed to help consider resistances,
transference, bias, collusion etc. and to help formulate effective
strategies for challenging parents and carers. The HVs who were
involved in Nottingham have recorded ‘supervisory meetings’, and, as
indicated earlier, it was an expectation that such High Support File
cases would be discussed in supervision, but Child C’s case will have
been one amongst many and the evidence from those sessions
suggests that these difficult and complex transactional issues were not
well considered.
205.
Kahnemann (2011) talks of two cognitive systems or modes of
thinking which manage and interpret information: System 1, which
operates automatically and quickly, with limited sense of voluntary
control, in which judgments are formed on the basis of previous
predictable events and experiences. This is the basis of quick – and
sometimes incorrect - judgment based on past assumptions; and
System 2, which “allocates attention to the effortful mental activities
that demand it”, a slower, considered and more consciously analytical
approach. It is this latter approach which supervision can encourage
when so much of day-to-day thinking and judgments are quick and
generalised. In child protection work, in particular, this approach is
central to a careful appreciation of a number of key issues which may
otherwise go unaddressed or ignored, as seems to have been the case
here.
206.
Many professionals seemed to gain a level of informal peer
support from team colleagues, and there are some good examples of
teams helping each other out and covering absences. Nevertheless,
such peer support, however welcome, should not be an organisational
alternative to good supervision alongside the important management
role, and does pose a risk of development of ‘group think’.
207.
Many of the professionals involved learned of the death of Child
C in unhelpful ways, and it left many with a considerable emotional
burden. The review considers that this is not conducive to a positive
working climate and sees the value of a more co-ordinated approach to
this issue, and to proper supervisory follow-up.
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Recommendation 16:
Agencies should review their supervision policy against current expected
standards and ensure that it is unambiguously defined and includes reference
to principles of managerial oversight, critical reflection and personal support.
Recommendation 17:
Supervision should be provided by staff who have a clear grasp of the issues
highlighted here & are trained as supervisors in the use of well audited models
of reflective supervision such as Morrison’s 4x4x4. (Morrison, 2005).
Recommendation 18:
Agencies and LSCBs should consider whether they have in place an effective
mechanism for ensuring that staff can be appropriately informed when
serious events occur in the lives of children with whom they are or have been
working, and offered appropriate support and help where needed.
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I. Conclusion
208.
Child C’s death was due to a lack of supervision and oversight
by their mother, M1, who was convicted of child neglect. It was not a
predictable event, though there are many features in this case which
have a strong association with our knowledge about children’s
vulnerability.
209.
The practitioners involved set out to provide an appropriate
service based on their professional obligations and expectations, but
service demands were high and the indicators of neglect which were
clearly present were not always well appreciated and when problems
were identified, services struggled to make a co-ordinated response.
210.
There is no doubt that workers have sought to act in an
appropriate way. There is evidence of much activity, but the
assessments of need, vulnerability and risk often lacked any subtle
analysis and thus an understanding of the family’s – and the children’s
in particular - lived experience and the meaning attaching to the
behavior observed.
211.
M1 herself was successful at persuading professionals that she
understood and would respond to their concerns when the evidence to
support this view was not present. This, together with the belief that
members of Child C’s extended family could and would provide the
safety net when needed, allowed a belief to take hold that the situation
would be manageable with limited service input, particularly from
statutory children’s social care agencies.
212.
This review is further evidence of the difficult balance to be
achieved by professionals in their interactions with parents and carers.
It is crucial that practitioners are alert to the possibility of deception and
can factor this into their thinking, their work with families and their
observations of both adults and children. But we would agree with the
comments of the late Olive Stevenson that: “…shrewd observation is
not at all the same as systematically approaching clients with distrust.
That is a hopeless road to travel. […]. One of the hardest tasks […] is
to balance negative realism, including a recognition of deceit, with
positive realism, that clients often struggle valiantly to perform
parenting tasks against intolerable pressures. It is realism without
rejection which is the goal”.(Stevenson, 1986)
213.
There were several points when a stronger, more robust and
better co-ordinated approach and a clearer analysis of information
gathered or available would have highlighted the growing difficulties
faced by the children and may have led to a higher level of service
priority. But many of those who were asked to assess the situation
were not best-equipped to do so or lacked the confidence to challenge
the views of those who felt that the threshold for intervention had not
been met.
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214.
The extended family’s high expectations on themselves to
support and protect Child C and the siblings, and the anxiety about
alienating their mother for fear of losing contact with the children
altogether, seemed to create an ambivalence about approaching social
care agencies and this may itself have prevented social care agencies
from fully appreciating the significance of what was happening. This
ambivalence should have alerted agencies to a discrepancy which
needed exploration, rather than to leave an increasing burden of
responsibility with the extended family when problems were escalating
to a level where safeguarding interventions could and should have
been considered. When MGM did approach CSC, she got very little
help or support for the children, most of which came from the HV. And
she herself found it difficult to convey the level of her concerns.
215.
The pattern of mobility following the family’s eviction and
subsequent homelessness, and the moves across authority boundaries
did not make it easy to keep track of the children and therefore to
attend to their well-being. Indeed, Child C had never really been the
clear focus of intervention. But the developing scenario imposed
limitations at key points of transition. Despite this, some of the
professionals involved made significant efforts to ensure that some
meaningful handover took place and that the children did not get lost.
An e-mail from the SW in NCCCIS to the receiving authority at the time
of the move to ER does highlight some concerns about the lack of
family support and of the need for plans being put in place ‘as a matter
of urgency’, to ‘prevent the children’s needs being overlooked’, but this
has to be set against the more positive picture outlined in the core
assessment. The receiving authorities still appear to have regarded this
as a rather low-level children in need case, hence, perhaps, the
‘allocation’ to an unqualified and inexperienced worker in East Riding
CSC. It seems likely to the review that a clearer appreciation of the
seriousness of the vulnerabilities for Child C and sibling at the point of
transfer and at the point of initial assessment in East Riding might have
ensured that stronger and more effective safeguards to promote their
welfare were put in place. And a personal contact at the time of the
case transfer might have allowed the current concerns to be explored
in greater depth.
216.
Agencies and individual workers routinely face difficult choices
about priorities. And organisational barriers and constraints are
perhaps inevitable where there are high and increasingly challenging
workloads, and in circumstances where borderline assessments of
need and risk are presented. This is often the case with neglect, where
the nature of the harm is cumulative rather than immediate.
Organisations and professionals have to confront these challenges by
ensuring that they undertake sound assessments (including the
gathering & analysis of historical as well as contemporary information),
make realistic appraisals, and have in place an effective framework for
communication and information exchange between professionals. The
review concludes that these were not reliably in place at the time, and
that this hampered a clear appreciation of the position for Child C and
their sibling.
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217.
It is not possible to say what difference this would have made to
the tragic outcome, but without them, the services were not in place
which might have helped contribute to a safer and more sustainable
environment for Child C and for their family.
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J. Summary of Key Learning Points
1. All agencies should be encouraged to consider how they can best
provide high-quality ‘front-of-house’ services and how the service design
is understood and perceived by those seeking to make use of it, including
members of the general public. (G2)
2. The SafetyNet Audit in Nottingham provided a valuable additional
opportunity to consider issues not clearly identified as part of the referral
and duty systems. Other agencies should consider whether such an
equivalent system would be a helpful addition to their own repertoire of
responses. (G3)
3. Good practice would suggest that senior managers should routinely
audit team activities in order to disseminate good practice initiatives and
to identify those practice issues that should be subject to closer scrutiny
and oversight. (G5)
4. Case transfer is a critical point when lack of continuity can hamper
good knowledge exchange, consistency of applied judgment and prompt,
appropriate and effective service provision. (G7)
5. Front-line staff are best placed to understand the lived experience of
children and should be able routinely to consider this in their work. (H2)
6. Professionals need to ensure that their assessment activity is :
- Systematically collated,
- Based on good observation, and
- Based on the use of an ecological framework informed by
- A sound grasp of psychosocial and development theory,
incorporating the relationship and development histories of
the parents and primary carers.
Assessment should include wherever necessary a consideration of the role
and contribution of fathers or mothe r’s partner(s). (H3)
7. Assessments are likely to be best informed when benefitting from a
range or insights and contributions from both extended family and other
professionals who are in contact with the family. (H3)
8. Professionals’ own psychological processes – their defences, unspoken
assumptions, feelings and resistances - form an important part of the
interpersonal dynamic with service users. Individual staff, their
supervisors and service managers should reflect on the ways in which a
psychosocial dimension is able to inform practice. (H4)
9. Staff should be reminded of the need to be alert to indications of
discrepancy in the different accounts and be prepared to explore these.
(H4)
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10. Agencies should look to ensure that a degree of professional
scepticism & curiosity is built into the decision -making processes, to
encourage systematic and critical evaluation alongside a humane and
compassionate intervention approach . (H5)
11. Front-line staff and their managers/supervisors should always
consider in their assessment whether their expectations of the extended
family are reasonable and based on a clear appreciation of their ability to
provide what protective services expect of them. (H6)
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K. Summary of Recommendations
1. All agencies should consider how best to ensure that staff are able to
challenge appropriately the judgments of their professional peers and
colleagues.
All front-line staff should know how and in what
circumstances to escalate their response in light of perceived vulnerability
to children. This could usefully be the subject of multi -agency training.
(G2)
2. Commissioners of Health Visiting Services should clarify what
expectations apply in the case of heightened levels of service to
vulnerable children, and consider whether there should in each case be a
clear and agreed plan, endorsed by a supervisor/manager. All staff,
including relevant staff from other agencies, should understand clearly
what the different levels of service provision entail. (G4 )
3. All agencies should provide clarity for front-line managers as to the
latitude they have to devise and implement local team practices.
4. Agencies should ensure that there is an agreed minimum information
transfer dataset agreed across LSCB areas. They should ensure that
accurate and informed communication takes place at this critical change
point. This should include:
- A clear, up-to-date, case summary, including basic historical
context;
- An outline of any and all critical incidents and themes, together
with an explanation of their significance to the vulnerability of the child
or children and to the management of the case; and
- An outline plan as proposed at the point of transfer. (G7)
5. All agencies should ensure that electronic data systems are capable of
providing this minimum information transfer dataset and agree the action
required where this is not available in electronic f orm. (G7)
6. Agencies should consider the most effective ways of ensuring that:
- All staff are well trained systematically to identify signs of neglect
in children;
- They can understand how parental experience and behavior will
affect parenting capacity in respect of each particular child, and
- Can appreciate the impact of neglect for young children in
particular and its potential for long-term harmful consequences. (H1)
7. Front-line practitioners and managers in all agencies must be equipped
with a sound understanding of the importance of early development on
children’s growth, in particular the development and quality of
attachment relationships and the impact of early experience on the
development of the brain. Agencies should ensure that staff : are
equipped with the relevant skills; are provided with the time to
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undertake work with children, particularly where neglect may be an issue;
receive training – including through multi-agency training – in effective
ways to engage with children and to understand the lived experience of
the particular child (including their experience of being parented); and
have ready access to specialist resources and tools when they are not
themselves in a position or may need additional help to undertake such
work. (H2)
8. Agencies should ensure that their staff are equipped with the skills to
collect, collate and interpret chronological information as a means to
assess the significance of past actions and interventions on current
behaviour. (H3)
9. Training for managers/supervisors needs to be provided to ensure that
transactional tensions and difficulties are discussed openly with staff in
supervision and in order that they can create a climate in which
determined and dogged challenge in working with reluctant service users
is pursued appropriately. (H4)
10. Agencies should ensure that staff and supervisors:
- Are alert to the problem of disguised compliance in service users;
- Are able to address any issues of non -compliance or disguised
compliance being experienced by professionals and understand its impact
on their work with the family.
- Can understand models of change;
- Can assess parental motivation to change; and
- Can appreciate the persistence needed by professionals to
maintain a focus on this important feature in their work. (H5)
11. Early intervention policy should seek to ensure that family support
activity and interventions are seen as part of a pro-active safeguarding
continuum and agencies should ensure that their systems reflect this in
the way that information is exchanged and referrals are considered. (H6)
12. Agencies and LSCBs should consider whether, in the light of this case,
there are grounds to address and clarify for staff the current use of
thresholds for recognition, cooperative partnership and mandated and
compulsory safeguarding intervention. (H8)
13. Agencies should ensure that they have in pla ce clear transfer
protocols to enable accurate information flow to the right sources and,
where multiple agencies are involved, a properly coordinated response.
(H9) (See also Recommendation 6)
14. In all cases, agencies should formulate advice for staff on when and in
what circumstances to consider the value of telephone or face -to-face
transfer and handover meetings, as a supplement to documentary
provision, particularly in those situations where there is no formal CP
framework. (H9)
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15. Agencies should consider whether, in situations where significant
changes of personnel are likely and expected, their processes are
sufficiently flexible to allow for exceptions to generally agreed transfer
protocols, in order to enable key professionals to remain involved, on the
grounds of the likely impact on safeguarding of any break in continuity of
named professional intervention. (H9)
16. Agencies should review their supervision policy against current
expected standards and ensure that it is una mbiguously defined and
includes reference to principles of managerial oversight, critical reflection
and personal support. (H10)
17. Supervision should be provided by staff who have a clear grasp of the
issues highlighted here & are trained as supervisors in the use of well
audited models of reflective supervision such as Morrison’s 4x4x4.
(Morrison, 2005). (H10)
18. Agencies and LSCB’s should ensure that they have in place an effective
mechanism for ensuring that staff can be appropriately informed when
serious events occur in the lives of children with whom they are or have
been working, and offered appropriate support and help where needed.
(H10)
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