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1.
1.1

Introduction
Why this case was chosen to be reviewed

The Luton Safeguarding Children Board determined to conduct a Serious Case
Review (SCR) because the circumstances of this case met the following criteria:
(a) abuse or neglect of a child is known or suspected; and
(b) (i) the child has died
(Working Together to Safeguard Children, 2015 4:18 p 76)
The serious case review was commissioned by Luton Safeguarding Children Board.
However, as it involved professionals from the London Boroughs of Hammersmith &
Fulham and Ealing, the Triborough1 and Ealing Local Safeguarding Children Boards
(LSCBs) were involved in the review from the start.

1.2

Succinct summary of case

1.2.1 This review concerns services provided to Child J and his family. For the first
few weeks of his life Child J lived with his mother and father at the home of his
paternal grandparents in Hammersmith & Fulham, London. His parents’ relationship
was characterised by arguments and abuse and they separated in spring 2015.
1.2.2 No concerns were raised about Child J’s early life but in June 2015 he came to
the attention of Ealing Children’s Social Care Services due to two domestic abuse
incidents between the parents and the family were assessed by a social worker.
Mother became involved with a new partner ‘Z’ and later that year in July he
perpetrated a serious assault on a neighbour causing her life-changing injuries. Z was
charged with the offence and bailed to an address in the north of England. Mother and
Z continued to be in close contact despite the bail conditions and when she was
served an eviction notice in October 2015 she accepted a property in Luton. Mother
and Child J moved there in the same month and Z joined them. Luton Children’s
Social Care Services were told about the family moving into their area.
1.2.3 Child J died at the end of November from head injuries inflicted on the day of
his death. A post mortem examination showed the child had also experienced
fractures to his arm and leg, 5-7 days and 4-6 weeks, prior to his death. His Mother
and Z are currently serving prison sentences for offences connected with his death.

1.3

Family composition

Family member
Child J
Mother
Father
Maternal Grandmother
Paternal Grandfather
Paternal Grandmother
Boyfriend Z
1

Age at time of death
13 months
21 years
19 years
46 years
Not known
47 years
26 years

London Borough of Hammersmith and Fulham, Royal Borough of Kensington and Chelsea, City of Westminster
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1.4

Timeframe

The time frame for the review was agreed as being from April 2014 until 21/11/2015.

1.5

Organisational learning and improvement

1.5.1 Statutory guidance on the conduct of learning and improvement activities to
safeguard and protect children, including serious case reviews states that:
‘Reviews are not ends in themselves. The purpose of these reviews is to
identify improvements which are needed and to consolidate good practice.
LSCBs and their partner organisations should translate the findings from
reviews into programmes of action which lead to sustainable improvements
and the prevention of death, serious injury or harm to children’. 2
1.5.2 Luton Safeguarding Children Board (LSCB) identified that this serious case
review had similarities with an earlier serious case review, Sofia3 which also involved
services from Triborough and Ealing LSCBs. All three LSCBs were keen to examine
whether the learning from that serious case review had translated into changes in
professional practice. The Learning Together Review process requires that prior to
starting the review the LSCB identifies broad research questions which go beyond the
facts and issues in this case, to look more widely at their child protection systems.
Specifically, it was felt that it would be useful to examine whether the same problems
that were evident in Sofia were also present in Child J as a test of the extent to which
any changes made had affected practice. In particular, it was thought that the case
held the potential to explore the following questions with regard to the Sofia case:
 How well have agencies across the three LSCBs implemented the
recommendations from the Sofia Serious Case Review? With specific reference
to:
a. Safe transfer of cases where there is a lower level of concern than child
protection;
b. Transfer of information between health visitors where families are
transient.
And that additionally the review could enable examination of the following areas:
 How well do agencies in Luton work to safeguard children and families who
move into temporary accommodation from London boroughs – are the
procedures regarding such transfers fit for purpose?
 What is the quality of assessments of vulnerable women with children where
there are concerns regarding violent partners.
 What does this case tell us about how professionals in the three LSCBs
address issues of culture, race and ethnicity?

1.6

Methodology

Statutory guidance requires SCRs to be conducted in such in a way which:
2

3

Working Together 2015, 4:7 http://www.workingtogetheronline.co.uk/chapters/chapter_four.html
Sofia SCR https://www.rbkc.gov.uk/sharedservices/lscb/aboutus/seriouscasereviews/scrarchives.aspx
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‘recognises the complex circumstances in which professionals work together to
safeguard children;
seeks to understand precisely who did what and the underlying reasons that led
individuals and organisations to act as they did;
seeks to understand practice from the viewpoint of the individuals and
organisations involved at the time rather than using hindsight;
is transparent about the way data is collected and analysed; and
makes use of relevant research and case evidence to inform the findings’4.

It is also required that the following principles should be applied by LSCBs and their
partner organisations to all reviews:






‘there should be a culture of continuous learning and improvement across the
organisations that work together to safeguard and promote the welfare of
children, identifying opportunities to draw on what works and promote good
practice;
the approach taken to reviews should be proportionate according to the scale
and level of complexity of the issues being examined;
reviews of serious cases should be led by individuals who are independent of
the case under review and of the organisations whose actions are being
reviewed;
professionals must be involved fully in reviews and invited to contribute their
perspectives without fear of being blamed for actions they took in good faith;
families, including surviving children, should be invited to contribute to reviews.
They should understand how they are going to be involved and their
expectations should be managed appropriately and sensitively. This is
important for ensuring that the child is at the centre of the process’.5

To comply with these requirements, Luton LSCB has used the SCIE Learning
Together systems model6. Detail of what this has entailed is contained in Appendix 1
of this report.

1.7

Reviewing expertise and independence

1.7.1 The review has been led by Fiona Johnson, an independent social work
consultant accredited to carry out SCIE reviews with extensive experience in writing
serious case reviews; and, Jane Doherty, who has received training in the SCIE
methodology and is working towards becoming an accredited reviewer. Both reviewers
have had no previous direct involvement with the case under review. Fiona was the
author of the SCR in relation to Sofia which involved the death of a child (see link in
paragraph 1.5.2). Some parallels have been drawn between these two children’s
circumstances and the reviews conducted raised similar issues in practice in these
local authorities.

4

WT 2015, 4:11http://www.workingtogetheronline.co.uk/chapters/chapter_four.html
ibid
6
Fish, Munro & Bairstow 2010. Fish, S., Munro, E., Bairstow, S., SCIE Guide 24: Learning together to
safeguard children: developing a multi-agency systems approach for case reviews, Social Care Institute
for Excellence (SCIE), 2009
5
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1.7.2 The lead reviewers have received supervision from SCIE as is standard for
Learning Together accredited reviewers. This supports the rigour of the analytic
process and reliability of the findings as rooted in the evidence.

1.8

Acronyms used and terminology explained

Statutory guidance requires that SCR reports: ‘be written in plain English and in a
manner, that can be easily understood by professionals and the public alike’7.
Writing for multiple audiences is always challenging. In the Appendix 2 we provide a
section on terminology aiming to support readers who are not familiar with the
processes and language of the safeguarding and child protection work.

1.9

Specialist advice

This serious case review involved staff from two Family Nurse Partnership (FNP)
schemes in the London Boroughs of Hammersmith & Fulham and Ealing. FNP is a
voluntary, preventive programme for vulnerable young first time mothers. It offers
intensive and structured home visiting, delivered by specially trained nurses, from
early pregnancy until age two. FNP is a licensed programme and the Family Nurse
Partnership (FNP) National Unit leads national delivery of the FNP programme and
supports local organisations with implementation. It is commissioned to do this by the
Department of Health and Public Health England who hold the license for the delivery
of FNP in England. The FNP National Unit asked to contribute to this serious case
review and Luton LSCB invited them to comment on matters of factual accuracy at the
final drafting stage of the report.

1.10 Methodological comment and limitations
1.10.1 The review took longer than expected for many reasons. First, the family had
had contact with professionals in various boroughs and it took some time for the lead
LSCB (Luton) and lead reviewers to be clear as to which agencies had been involved
in the relevant period. It was agreed early in the review planning that the review would
concentrate mainly on the services offered to Child J and his parents rather than
examining in detail the parents’ early history. Originally four LSCBS were indicated but
it became apparent that although the fourth had had some involvement, it fell outside
of the review timeframe. The three remaining LSCBs then agreed appropriate
governance arrangements to oversee the review. A multi-agency, cross-area
Governance Panel chaired by the Luton LSCB chair was established to oversee the
review process. The aim of this group was to ensure that all agencies were fully
involved in the process and that any difficulties could be resolved speedily.
1.10.2 Second, the criminal proceedings needed to take priority and some
professionals involved in the case gave statements and/or evidence at the criminal
trial. It was important that the police investigation was not compromised by the review
process. Although this did cause delay it also meant that the lead reviewers had
opportunity to consult with Child J’s family which was a useful addition to the
knowledge.
7
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1.10.3 Third, the organisation and timetabling of the review was complex because of
the geography with professionals in Luton and London. Liaison between the LSCBs
was successful but time-consuming. Most interviews and meetings happened in
London venues although the lead reviewers made themselves available, when
necessary, to travel to Luton. It is not thought that the geographical distance greatly
affected contributions to the review or caused difficulties in gaining necessary
learning.
1.10.4 Fourth, initially it was not possible to speak to one of the social workers in
Ealing who was not available for most of the review period. This did have an impact on
the understanding of the transfer process between Ealing and Luton. The recording of
her input was clear so the review team could understand ‘what’ had happened
however it was more difficult to understand ‘why’ as, in common with most
professionals, she had not recorded the rationale for her actions. This was
compounded by limited records of their discussions being kept in Luton and the Ealing
Team manager having unclear recollections of the case. This limitation was addressed
when the worker returned to work and it was possible to interview her.
1.10.5 There were also some changes in personnel in the lead LSCB and some
sickness within the review team. This caused minimal disruption to continuity and was
dealt with by effective co-operation with the relevant LSCBs and local authorities
making clear arrangements for cover and this is testimony to the commitment to the
review shown by all those involved. It is not thought that these difficulties had a major
impact on the functioning of the review team or the quality of the report produced.

1.11 Participation of professionals
The lead reviewers and the review team have been impressed throughout by the
professionalism, knowledge and experience that the case group (the professionals
involved with the family, from all agencies) have contributed to the review; and their
capacity to reflect on their own work so openly and thoughtfully in the review process.
Several case group members have remarked that it has been a positive experience to
contribute to learning from the tragedy. All this has given the review team a deeper
and richer understanding of what happened with this family and within the
safeguarding network and why, and has allowed us to capture the learning that is
presented in this report.

1.12 Perspectives of the family
Mother, Father and Z were all invited to contribute to the review. Mother and Father
responded positively and the Lead Reviewers met with them. At Father’s request,
paternal grandmother was also interviewed. Their contributions are detailed in section
2.3 and relevant detail is also included in the findings.

7

2.

The Findings

2.1

Structure of the report

2.1.1 Statutory guidance requires that SCR reports ‘provide a sound analysis of what
happened in the case, and why, and what needs to happen to reduce the risk of
recurrence’.8
2.1.2 This section contains 8 priority findings that have emerged from the serious
case review. The findings explain why professional practice was not more effective in
protecting Child J in this case. Each finding also lays out the evidence, identified by
the review team, that indicates that these are not one-off issues, but are matters that if
not addressed could cause risks to other children and families in future cases,
because they undermine the reliability with which professionals can do their jobs.
2.1.3 Immediately prior to the findings an overview is provided of what happened in
this case. This clarifies the view of the review team about how timely and effective the
help that was given to Child J and his family was, including where practice was below
expected standards. This is then followed by the views of the family members who
also provided their perspective on the services provided.
2.1.4 A transition section reiterates the ways in which features of the involvement
with Child J is common to work that professionals conduct with other families and
therefore provides useful organisational learning to underpin improvement.

2.2

Appraisal of professional practice in this case.

2.2.1 This section provides an overview of ‘what’ happened in this case and ‘why’.
The purpose of this section is to provide an appraisal of the practice that is specific to
the case and it therefore includes the review team’s judgements about the timeliness
and effectiveness of practice including where practice was below expected standards.
Such judgments are made in the light of what was known and was knowable at that
point in time. For some aspects of the case the explanation for ‘why’ will be further
examined in the findings in section 4 and a cross reference will be provided.
2.2.2 More specifically this section provides an overview of professional practice in
this case whilst acknowledging the difficult and complex task frontline practitioners
face when working in the child protection arena. The case involved the challenges of
identifying and understanding the risks to small children when exposed to domestic
abuse. This is particularly difficult when the domestic abuse is ‘situational couple
violence’ which may be best understood as an inappropriate attempt to cope with
conflict or stress rather than a general pattern of ‘coercion and control’ or domination
and oppression by one party to another. Alongside this is the additional complexity of
how to engage resistant and uncooperative families when they are transient meaning
that practitioners are unable to undertake thorough assessments. A further challenge
was Mother’s significant denial that Z posed any risk. Throughout the review period
Mother refused to acknowledge that Z was a risk to her child and concealed from
professionals her knowledge of Z’s violent nature, only admitting it after her conviction.
8
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Pre-birth Assessment and support after the baby is born
2.2.3 Mother’s first contact with professionals was early in the first trimester of her
pregnancy. The midwife referred her to Hammersmith Family Nurse Partnership (FNP)
and Hammersmith Children’s Social Care (CSC) because she was concerned that
Mother was young and vulnerable. Mother engaged fully with the midwife who had no
concerns about her capacity to care for the baby.
2.2.4 The outcome of the social work assessment was that Mother was offered support
via a ‘child in need’ plan however she declined any further involvement. The social
worker felt strongly that there were no safeguarding concerns and therefore there was
no justification to impose services. This assessment was sound and this judgement was
therefore valid. Initially, Mother worked well with the Family Nurse Partnership service
and following the birth the Family Nurse (FN) saw her at her partner’s family home
where they were living. The family were close knit and supportive. In accordance with
the FNP programme after the first six weeks the FN reduced her contact to fortnightly
visits and Mother asked to meet with her outside of the paternal grandparents’ house.
This happened once in December 2014 and after that the FN found it difficult to arrange
appointments with Mother.
2.2.5 In January 2015 the parents approached Hammersmith Housing Department
saying that they needed to leave the accommodation because it was over-crowded.
The couple were placed temporarily in bed and breakfast accommodation. The FN was
still in phone contact with Mother and she attempted a visit but Mother was not there.
After this the FN continued to ring Mother but got no response. The FN did not take any
other action as she had no safeguarding concerns regarding the baby and the service is
voluntary. After a period of six months of disengagement FNP guidance states that the
records for the baby should have been referred to the relevant health visiting service
and this did not happen. From discussions with the Case Group there appeared to be
confusion about how and when this should have happened, and this was further
complicated by Mother’s changes of address. The issue of case transfer
arrangements within health visiting and FNP is considered further in Finding 1.
Move to Ealing and initial agency contacts
MASH Assessment
2.2.6 On the 12th June 2015, the police were called to an incident of domestic abuse
at the paternal grandparents’ house. The parents had recently separated and Mother
had taken Child J to see his father. The police dealt with the incident by advising
Mother of civil injunctions and child custody issues and no offences were alleged.
They made a standard police notification (MERLIN) to the Hammersmith & Fulham
Public Protection Desk as that was where the incident had taken place. This was in
accordance with usual practice. The Merlin was forwarded to the Ealing MASH (as this
was where Mother and Child J were living) and was received on 24 th June 2015. The
same day, the police notified Ealing MASH of another domestic abuse incident that
had happened on 23rd June at Mother’s flat. During this incident, Father broke down a
door and tried to push Mother down the stairs. Mother told the police that he had
previously attempted to strangle her but she did not want to press charges.
2.2.7 The case was reviewed by the Duty Team Manager (DTM) in the Ealing MASH
who ‘rag-rated’ it amber in accordance with the MASH protocol and allocated it to a
Domestic Violence Worker (DVW) in the Ealing Childrens Integrated Response
9

Service (ECIRS) to complete a ‘Safe Lives’ assessment as an offer of ‘early help’. This
decision delayed the risk assessment of the baby as the tool used to assess risk by
the DVW was based on the ‘Safe Lives Dash’ (formerly CAADA-DASH) assessment
process9 and is victim focused rather than an integrated assessment of risks to the
child. Given the seriousness of the concerns (baby under the age of one present at an
incident of violence) there should have been an immediate social work assessment.
This decision was problematic as it meant that the risk to the child was not
immediately assessed. This reflects a lack of awareness of the increased risk of
physical harm to young children where there is domestic violence. The reasons why
professionals were not alert to the risks of physical harm are discussed in
Finding 2
Health Visitor Allocation
2.2.8 Following the referral to MASH on 24th June 2015 information was passed by
the MASH Health Visitor to the health visiting team on 25 th June 2015. The MASH
protocol requires that where a case is rated as amber the Team leader or deputy will
ensure allocation to a named health visitor within two working days of receipt and the
health visitor should contact the Social Worker and after discussion, contact the family
on a case by case basis within five days of receipt of the information. In fact, the case
was not allocated to a health visitor (HV1) until mid-July. During August and
September HV1 made attempts to contact Mother but did not speak to the social
worker. HV1 was never able to contact Mother and moved to a new job in September.
She passed on information to a new health visitor (HV2) who was also unable to make
contact. Following an unsuccessful visit in November 2015 HV2 spoke to the Ealing
CSC Locality Team to ascertain what was known (this was the first and only contact
with Ealing Children’s Social Care). Social Worker 2 (SW2) rang back and left a
message to say that the family had moved to another local authority but gave no
address. HV2 then closed the case to Ealing Health Visiting Service without finding
Mother’s new address or advising the health visitors in that area of her circumstances
which would have been expected practice.
2.2.9 Contacting Mother was not prioritised by the health visiting service as the baby
was initially wrongly identified as requiring a ‘Universal’ health visiting service whereas
he should have been categorised as ‘Universal Plus’ which required that the health
visitor should contact the Social Worker and after discussion, contact the family on a
case by case basis within five days of receipt of the information. At this time, the
management arrangements within the health visiting service were not at full
complement. This meant that although the new protocol was circulated and available,
the frontline staff were not formally briefed about the MASH protocol until September
2015 which affected the health visiting response. The Review Team was provided with
information that showed that the management issues have been resolved and that
staff are now fully aware of the requirements of the MASH protocol. Ealing LSCB may
wish to request a report from the relevant Health Trust regarding this matter. The
issue of case transfer arrangements within health visiting is also considered
further in Finding 1.

9

Safe Lives Dash assessment model means that all police services and many partner agencies across the UK use
a common checklist for identifying and assessing risk. A Safe Lives Dash checklist is a risk identification tool that is
aimed at enabling front line professionals to identify the risk of serious harm in cases of domestic abuse.
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Transfer to Locality Team
2.2.10 Between Friday, 26th June and Tuesday, 30th June 2015 the Domestic Abuse
Worker attempted unsuccessfully to engage with Mother. On 30th June 2015, further
information was received by Ealing ECIRS from a mental health worker who advised
that a client of hers with severe mental health problems and illicit drug use had been
looking after a child. The child was identified as Child J. It is positive that this worker
identified the risk to the baby and made the referral. Consideration of why there is
such good understanding in Ealing of safeguarding responsibilities by agencies
not directly involved with child protection practice is discussed in Finding 3.
2.2.11 As Mother had not engaged with the Domestic Violence Worker and there were
further concerns about the baby it was decided that the case should be transferred to
the Locality Team for a social work assessment. The case was transferred on 1 st July
2015 but was not allocated until 9th July, (6 working days) the reasons for this delay
are not known but a factor would have been that the case had not been identified as
child protection. This may be something Ealing CSC review in future audits of
response times.
2.2.12 The Locality Team Manager (LTM) was concerned that the baby had not been
seen by any professional, despite being present during an incident of domestic abuse,
and was being cared for by an inappropriate carer. The LTM had a conversation with
the police and was told that the father had been cautioned for the domestic abuse
offence. She logged this telephone conversation on the CSC database as a strategy
discussion with the outcome of a single agency assessment. The police have no
record of the telephone conversation nor of a strategy discussion having taken place
and from the CSC record it is unclear whether this conversation was with the Child
Abuse Investigation Team (CAIT) or the Community Safety Unit (CSU). There are
clear pan-London procedures regarding strategy discussions between the CAIT and
CSC, however there are no formal arrangements for strategy discussions between
CSC and CSU. This is problematic as a significant number of child protection
investigations involve domestic abuse. A new system will be piloted in early 2017,
which will involve the restructuring of police arrangements for 'protecting vulnerable
people' that will ensure that all referrals will go to the new Safeguarding hub (a merge
of MASH and CAIT referrals). Strategy discussions should then take place regarding
all vulnerable persons. Dependent on the outcome, the case will then be referred, if
appropriate, to the relevant investigation team. The record keeping by the LTM was
weak, and this matter is being addressed with the individual, however Ealing CSC are
confident that this is not usual practice. Ealing LSCB has agreed they will ensure that
local arrangements for strategy discussions between CSC and CSU are robust and
recorded correctly.
2.2.13 An Ealing social worker (SW1) was allocated to assess the risks to Child J.
Despite resistance from Mother, SW1 visited on the 10 th July, saw the baby, and
looked around all of the flat where they were living. SW1 was satisfied that the home
environment was suitable but noticed a man who walked out of the living room, which
also smelt of cannabis. SW1 talked with Mother about the risks of smoking which
Mother denied but admitted that her friend (unclear if he was ‘boyfriend Z’) smoked it.
SW1 visited again on the 13th July and saw Mother and baby alone. SW1 observed
that Mother showed good awareness of Child J’s safety and had a good relationship
with the baby and SW1 had no concerns about this aspect of her care. Mother denied
leaving the baby with the neighbour. However, SW1 felt that there were still areas that
11

needed further exploration for the assessment to be complete so planned to see
Mother again. The Review Team felt that SW1 addressed the most immediate issues
of concern with Mother during these two visits however she gained very limited
information about Z from Mother.
2.2.14 On 30th July SW1 received information from the Safer Communities Team
(SCT) about a serious assault on Mother’s neighbour. The alleged perpetrator was Z
and the victim (who had received life changing injuries) was a vulnerable adult and
the same person who it was thought had been babysitting Child J. Z had been
charged and initially remanded into custody. SCT contacted the social worker to
make them aware of the incident as they knew that Z was Mother’s boyfriend and
were concerned about possible risks to the Child J. The communication and sharing
of information from the SCT to SW1 was good practice and showed that they
understood and acted proactively on their safeguarding responsibilities.
Consideration of why there is such good practice in Ealing is discussed in
Finding 3
2.2.15 During the assessment period SW1 contacted Ealing FNP and Hammersmith &
Fulham FNP. A series of telephone calls were made between the two FNPs about
whether the family would be offered a service in Ealing. It was decided that a service
from Ealing FNP would not be offered because of Mother’s non-engagement with
Hammersmith & Fulham FNP and the case was closed to Hammersmith and Fulham
FNP on the 13th August 2015. Following this contact there was no attempt by
Hammersmith & Fulham FNP to refer the baby to health visiting services. This was not
good practice and it is clear from local guidance on transfers that the Hammersmith &
Fulham FNP should have referred the family to the relevant health visiting team at the
point when Mother ceased to engage with the Hammersmith & Fulham FNP service.
Issues concerning the monitoring and tracking of mobile families by health
visiting and FNP services is discussed in Finding 1.
Ealing assessment outcome – working under the child in need plan
2.2.16 SW1 completed her assessment at the end of August 2015 having seen Mother
and the baby twice. She had not been able to contact Father and had not been able
to discuss with Mother her relationship with Z. There had been no consultation with
the police about Z and so information about his past domestic abuse with previous
partners was not known. There was also no contact with the health visiting service.
SW1’s recommendation from the assessment was to progress the case to Initial Child
Protection Conference (ICPC) as she was concerned about Mother’s lack of cooperation and felt that the absence of information about Father and Z was concerning.
With hindsight, this was clearly a sound assessment. This recommendation was overruled by the Locality Team Manager, who made the decision that the child should
become the subject of a Child in Need (CIN) plan to gather more information about the
family. This decision was clearly flawed in this context. It was discussed with the Case
Group and there was a view expressed that many managers would have made the
same decision. On balance, the Review Team considered that while it was an overoptimistic decision, it was legitimate given the expectation inherent within the Children
Act 1989 that, where possible, social workers should work in partnership with families
at the lowest level of intervention. The reasons for this are over-optimistic
judgements about incomplete assessments (considered in Finding 4) and
flawed understanding about the nature of domestic abuse and the risks it poses
(discussed in Findings 2, 5 and 6).
12

2.2.17 As SW1 had been employed solely to undertake assessments, as part of a
strategy to reduce work pressure in the team, the case was then reallocated to SW2 to
do this work. SW2 was a newly qualified social worker and started work with Ealing
CSC in late September 2015. When she took over case responsibility there had been
no contact with Mother and Child J since 13/7/2015 and usual practice in Ealing is for
children subject to child in need plans to be seen every six weeks. Soon after SW2
became involved, the Safer Community Team (SCT) phoned her and said that it was
believed that Z had been at Mother’s address in London as a loud argument had been
heard there the previous night. If this was the case Z was in breach of his bail
conditions, as they stipulated he was not to come inside the M25 and it was
understood that Z was bailed to an address in Hull. In view of the increasing concern
about not being able to locate Mother and Child J, SW2 and LTM contacted the police
and asked them to carry out a welfare check on the baby at both the London and Hull
addresses. The police could not make contact in London and so visited the address in
Hull and saw Child J, who was alert and well. The Review Team considered that the
involvement of the police, at this stage, was a good piece of inter-agency safeguarding
work.
2.2.18 At the end of September SW2 and LTM discussed the case and it was agreed
that SW2 should engage with mother to complete a risk assessment about mother’s
partner and her lack of engagement. The mother’s insight into concerns about her
current partner and the historical domestic violence in her relationship were risk factors
that needed further clarification as a part of the work. On 2nd October 2015 SW2 saw
Mother and Father with Child J at the paternal grandmother’s house. The purpose of the
visit was to check on the baby’s well-being (as he had not been seen by any social work
professional since July); to discuss with both parents the domestic abuse and assess
the risk of further incidents; and to find out more about Z and his role in relation to
Mother and the baby. SW2 worked hard and effectively on this visit. She saw all the
adults, separately and together, and ascertained from Father a perspective about his
attitude to the domestic abuse and his opinion of Z. He expressed deep regret about the
domestic abuse and showed an awareness of the impact of this on the baby. In relation
to Z, he said he always checked the child for bruises when he saw him. SW2 thought
that Father had concerns about Z’s violent behaviour and was wary and frightened of
him. Paternal grandmother was very supportive of Mother but had not met Z.
2.2.19 SW2 was also able to see Child J in the care of Mother and to gauge the quality
of care that she was providing as well as checking paternal grandmother’s perspective
about both parents. Mother confirmed that she was living with Z and that they had been
in a relationship for 6 months but that he was currently bailed to her step-father’s
address in Hull. Mother denied that Z carried out the assault on the neighbour and
minimised the violence by Father and Z.
2.2.20 SW2 was not anxious about Mother’s care of Child J which she felt was
adequate but was concerned about the violence that Child J had been exposed to and
discussed with Mother the risks that Z could pose. Mother was clear that she did not
consider Z to be a risk to the child and said that Z would never harm the child. This was
a difficult visit for SW2 to undertake alone, it was a thorough and lengthy meeting with
the social worker seeing each of the adults separately. By the end of the meeting
Mother had somewhat reluctantly agreed to engage with Children’s services. Following
the visit, she reported the outcome to the LTM who advised her to contact the Police
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and check the status of Z’s charges.
2.2.21 Following this visit SW2 requested Ealing FNP reconsider their previous decision
not to accept a referral. She also referred Mother to Supportive Action for Families in
Ealing (SAFE)10, to work with her as a victim of domestic abuse. She contacted the GP
but did not contact the health visitor. SW2 did not talk to the police regarding Z and
there was no consideration of calling a multi-agency meeting to discuss the risks he
posed to Child J. Usual practice in Ealing would have led to a multi-agency meeting.
The fact that this did not happen seems to have been influenced by the fact that the
social workers were already working with the Community Safety team. A multi-agency
meeting would have exposed more of the risk details. A strategy discussion/meeting
would have probably highlighted the information from the police. It is evident that
escalation to child protection was in people’s minds, but there was still a belief that more
could be done through the child in need plan to inform this next stage. This was not
good practice but none of the staff interviewed could explain fully why the concerns
were not escalated and formal child protection processes followed although it was clear
that their thinking was strongly influenced by the fact that the assault on the neighbour
was on an adult and not a child. During this period SW2 was receiving adhoc
supervision from LTM as her allocated supervisor had been delayed in starting work in
Ealing. It is possible that this affected the decision-making and another factor would
have been the sudden unexpected move to Luton. The review team considered
however that another factor was workers’ understanding of domestic abuse and violent
adults. In Findings 5 and 6 the limits of current understanding of violent adults
and domestic abuse and the risks they pose are considered.
Family moves to Luton – initial assessments by agencies in Luton
2.2.22 Mother moved with Child J to Luton on the 12 th October where, unbeknown to
Ealing staff, Z joined them immediately. SW2 thought that Z was bailed to and living at
an address in Hull despite his bail conditions only precluding residence within the
M25. When SW2 knew of the move (two days later) she contacted Luton Children’s
Services Rapid Intervention and Assessment Team (RIAT) to transfer the case.
Following a series of telephone calls SW2 sent four documents by email to the Luton
RIAT on 27th October: 2 chronologies (one from Hammersmith & Fulham and one
from Ealing), the assessment completed in August 2015 and a comprehensive record
of the most recent social work visit to Mother on the 2 nd October. The documents
provided by SW2 did not highlight that Z was the current risk therefore the information
provided did not make it easy for the Luton duty social workers to quickly identify the
necessary focus of intervention. There are regular file audits in Ealing CSC and this
issue has never previously been identified however (following this review) a new
format for case transfers has been agreed.
2.2.23 There were also pressures being experienced by the Luton RIAT caused by a
high number of inappropriate contacts to the team, many of which did not meet the
criteria to progress to a Single Assessment. There was also an expectation that
where possible work would be undertaken by the Early Help Services which had been
established within the last year. The manager perceived that there was a very strong
emphasis on completing work in a timely way which meant that workers would not

10

A team made up of psychologists, therapists, counsellors, pupil/ school workers, family workers and other experts which
provides information and advice and helps people to access the appropriate services and support.
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always be able to examine closely the underlying concerns. This issue is explored
more fully in finding 6.
2.2.24 Following receipt of these documents the Luton RIAT decided that the case did
not meet their threshold for a ‘child in need’ plan and that the services required could
be provided through the Early Help Service. They made this decision without any
contact with Mother or any assessment of her circumstances or support arrangements
within Luton which was poor practice as there was no knowledge about whether
Mother was living alone or whether either father or Z were living with the baby both of
whom presented risks of violence. The issue of how risk is assessed when families
with a ‘child in need’ plan move is examined further in Finding 7.
2.2.25 The Luton duty social worker contacted the Luton Health Visiting Service on 5th
November 2015 to request that they visit the family and if necessary refer them to
Early Help. The duty social worker did not share with the health visiting service the
reports received from Ealing as normal practice at that time would have been to seek
consent from the family before sharing information. Specifically, there was no
reference to Z living with Mother or of the risk that he might pose to Child J because
the information from Ealing did not highlight that as the primary risk; and Mother was
described as fleeing domestic violence from the baby’s father who was living in
London. This was not good practice as it meant that the health visiting service was
unaware of Z and did not know that he was on bail for a violent assault on a
vulnerable adult and that he could pose a risk to Child J, or potentially professionals.
2.2.26 The Health Visiting Service accepted the request and the Luton social worker
then left a message with a Duty Social Worker advising Ealing CSC of their decision
and the referral was closed to Luton CSC. When SW2 heard of the Luton decision she
was anxious and discussed it with colleagues however she was told that it was not
uncommon for other local authorities to have different thresholds and that there was
nothing further that could be done. She also discussed it with the LTM (Localities
Team Manager) who confirmed that as Child J was now resident in Luton they were
responsible for assessing the level of risk and that nothing further needed to be done
by Ealing.
2.2.27 The case was allocated to the locality Health Visitor under the category of
Universal Partnership Plus, a correct designation given the history. On 16th November
2015, she visited the family but did not get any response despite hearing music from
within the flat. The health visitor returned the next day for another opportunistic visit and
Z answered the door. The health visitor then spoke to Mother and arranged to visit two
days later. This was reasonable practice as she had ascertained that Mother and Child
J were living at the address and she had not been given any information that would
indicate a need for an immediate assessment of the baby.
2.2.28 Two days later the health visitor visited again to undertake the routine
developmental assessment of Child J. She saw Mother, Z and Child J, she weighed the
baby naked, and measured his head circumference. Mother and Z completed the ASQ
form11 and reported that Child J was doing everything he should be doing. Child J
seemed unwell during the visit and was snuffling with a cold however the health visitor
11

The Ages & Stages Questionnaires®, (ASQ-3™) is used by health professionals and early years’ educators to pinpoint
developmental progress in children between the ages of one month to 5 ½ years.
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did not identify any other health concerns. The health visitor was shown the flat and had
a conversation with Mother alone where she asked about her relationship with Z and
discussed safeguarding concerns. The review team considered that this assessment
visit was very thorough and given the information provided to the health visitor the
assessment was conducted appropriately.
2.2.29 The next day Child J experienced significant injuries which resulted in his death.

2.3

Views of the Family

The Lead Reviewers met with Mother in prison. Mother presented as reticent at first
but gave the following information:
2.3.1 When Mother was approximately 7 months pregnant she lived with Father at
his mother’s house. This was acceptable initially but when Child J was born she felt
they needed more space and moved into a Bed and Breakfast in Hammersmith &
Fulham. At that time, Mother did not feel that she needed any help and considered
she could manage without support from services as Child J was a happy baby.
2.3.2 When she moved to Ealing with Father they remained together until March
2015 when he moved out. She said that their relationship featured domestic abuse
and that they would argue and fight with each other. They both had a temper and
Mother described father ‘kicking off’. Mother went back to work after Child J was born
and Father and his family looked after Child J. Mother was happy for Child J to be
looked after by them and knew that it was important that Father had contact with Child
J. Mother insisted that any overnight contact was at paternal grandmother’s home
after they split up as she did not know where Father was living - she preferred to know
that Child J would be staying with his paternal grandmother.
2.3.3 In June 2015 relations deteriorated with Father and she described that he
‘would turn up at the flat in Ealing’ wanting to see Child J and ‘cause trouble’. Once he
was verbally abusive to the neighbour who was looking after Child J. Mother believes
that there was no help that could have been given to the father and that people ‘don’t
change’. Mother acknowledged that she wasn’t entirely truthful with social care and
health professionals about the domestic abuse between her and Father or about her
use of cannabis. She said the reason for this is that she thought that social workers
were there to take children away and she didn’t want to anyone to tell Father that he
couldn’t see Child J. Mother expressed the view that domestic violence was present in
most relationships and that it was just part of normal life. She said that she thought
this because of her own experience in childhood of seeing her mother abused by her
step-father.
2.3.4 Mother found it more difficult to talk about Z but said he was violent from the
beginning and ‘much worse’ than the Father. They met because he was a drug dealer
and supplied Father and her prior to their separation. Mother again expressed the
view that there was no help that could have been given to her as she felt that she had
been in a helpless situation. Mother described controlling aspects of Z’s behaviour and
said that she was isolated from her friends because of him. Their relationship was
characterised by alcohol and cannabis use.
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2.3.5 Mother said that Z was always ‘really good’ with Child J, loving and affectionate
and had a good relationship with him. Child J was a happy child and was comfortable
with everyone. Mother said that she couldn’t have known that Z was violent towards
Child J because of how he was with him. She felt that no one could have known,
including the health visitor who had seen him the day before he died. Mother didn’t
think the violence that Z showed towards her and the neighbour would extend to a
child because being violent towards a child wasn’t ‘normal’ behaviour.
2.3.6 Mother said that she hadn’t known that Z was violent towards Child J until she
received the medical notes that were prepared for the criminal trial. Mother recalled
that one night she had left Child J overnight with Z and he sustained an injury (a
bruise on his face) that Z said had been caused by the dog. She did not suspect that Z
had caused the injury at the time but can now see how that was possible. Mother
acknowledged that the health visitor in Luton had asked her about domestic violence
and spoke to her about Z and keeping Child J safe but she did not feel that she could
trust anyone at that point. Z had a strong hold over her and therefore there was ‘no
point’ in letting the health visitor know. It should be noted that Mother did not share
any of her concerns about Z with any professional before sentencing
2.3.7 The two lead reviewers met with paternal grandmother and Father, together, at
paternal grandmother’s home. Father and paternal grandmother were clear that in
their view Child J should have been protected by the social workers. They were also
very angry with Mother and clearly had been strongly influenced by information that
had emerged through the criminal trial.
2.3.8 They said that when mother lived with them she was very concerned about
Child J and ‘did everything right’ however she had a lot of help from the family.
Paternal grandmother said that the only thing Mother did not like was breast feeding.
Mother wanted to go back to work and so when they moved into their own flat she left
Child J with Father. Paternal grandmother said that once she was back at work Mother
was less concerned and as an example said that the reason that Child J had his 3
month injections was because she arranged them and took him to the doctor as
Mother could not be bothered.
2.3.9 When the couple moved into their own flat paternal grandmother saw Child J
every week. After the couple separated Paternal grandmother continued to see Child J
regularly as Mother was always asking for help. Mother told everyone she had cancer
and that she was having radiotherapy so paternal grandmother helped a lot having
Child J to stay sometimes. Paternal grandmother remembered that sometimes Child J
did not have enough nappies and clothes but she thought this was just because
Mother was ill and busy.
2.3.10 Father said that he thought he had told the social worker that Z was dangerous
he said that he told her ‘that man is not good, he attacked me with a baseball bat...this
man is in and out of TAG’. Father also said that when he was in the relationship with
Mother she was ‘…the boss she would wind me up... she would hit first...I still have
bite marks on my arm’. He told the Lead Reviewers that Mother was two years older
than him and that she was his first real girlfriend and that when he got aggressive with
her it was because she was denying that anything was happening with Z but he knew
differently and that she ‘…played with my head’.
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2.3.11 Father said that the first time he saw Child J with a bruise was after they moved
to Luton. They collected Child J from Mother who explained that the bruise had been
caused when Child J fell over because the dog jumped up. Father and paternal
grandmother did not think that this was the way that the bruise had happened but did
not talk about it with any professional. When asked by the lead reviewers what
stopped you from telling someone, they said that they thought it was because ‘you
don’t want to admit to yourself that it could be happening’ and furthermore they did not
have contact details for the social worker.

2.4

In what ways does this case provide a useful window on our systems?

2.4.1 The three LSCBs involved in the review agreed broad research questions at the
start of the process, which go beyond the facts and issues in this case, to look more
widely at their child protection systems. The questions are set out at in paragraph
1.5.2 and directly link to the areas covered in the appraisal of practice and the
findings. A key component of the research questions was that the review would
consider how well agencies across the three LSCBs had implemented the
recommendations from the Sofia Serious Case Review with specific reference to safe
transfer of cases where there is a lower level of concern than child protection and
transfer of information between health visitors where families are transient.
2.4.2 The review has highlighted that difficulties in the transfer of cases between
local authorities, previously identified in the Sofia case review, remain where families
are mobile and move from one London borough to another. This problem is
exacerbated when families are also avoidant. It is clear, that this is not a challenge
unique to these LSCBs and the difficulties identified in this review are faced by other
LSCBs. There are no national or uniform procedures to assist local authorities in this
task. Similarly, the issues identified in the Sofia case review regarding transfer of
information between health visitors when families move, were still apparent in this
case and could also be seen in the transfer of information between family nurse
partnerships and health visiting. There are two findings relating to the effective
transfers of information in such circumstances.
2.4.3 The second research question was concerned with how well agencies in Luton
worked to safeguard children and families who moved into temporary accommodation
from London boroughs and whether the procedures regarding such transfers were fit
for purpose. The review identified that there had been pressures within the Luton front
door services but that these had recently been replaced by a Multi-Agency
Safeguarding Hub (MASH) and therefore there is a finding relating to the new service
as the Review team were keen to ensure that the new service did not replicate
previous problems. The review also highlighted the challenge for social care
professionals when assessing whether the needs of the child met the threshold for
child protection and questions whether the absence of information should indicate
increased risk rather than reducing concern. This was a feature of the assessment
processes and decision-making in Ealing but was also relevant to management
decisions in Luton.
2.4.4 The third research question was regarding the quality of assessments of
vulnerable women with children where there are concerns regarding violent partners.
The nature of domestic abuse and the assessment and support offered to women and
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children experiencing domestic abuse has been scrutinised within this review. Recent
research around domestic abuse would indicate that domestic abuse is not
homogenous but that current assessment and services provided are insufficiently
nuanced to reflect the differences. Three of the findings relate to domestic abuse and
violence and apply to all the LSCBs.
2.4.5 The fourth research question was regarding how professionals in the three
LSCBs addressed issues of culture, race and ethnicity. The review considered
professional responses to the family and observed that in the main professionals were
aware of culture, race and ethnicity in their practice and that there were no specific
practice issues identified that required further consideration.
2.4.6 In Ealing the review identified strong practice by agencies whose main service
area is not with children and families. There was good understanding of safeguarding
responsibilities and professionals were effective at both identifying risk and talking
action to share their concerns.
2.4.7 Finally the Review Team found that, although there were issues unique to the
circumstances of this family and the services they were provided, there are many
other families who experience similar problems and who receive the same service
response, so it has provided a useful window on the safeguarding system.
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2.5

Summary of findings

The review team have prioritised 8 findings for the LSCB to consider. These are:

1

2

3

4

5

6

7

8
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Finding
In line with national policy, current transfer arrangements
within health visiting, and between Family Nurse Partnership
(FNP) and health visiting, assume a degree of co-operation
from families which means that when avoidant families with
vulnerable children move, it is easy for them to avoid contact
with services, leaving the children at risk of possible harm.
The current national emphasis on the emotional harm to
children of domestic abuse leads professionals to underestimate the risk of physical harm to young children in
domestic abuse situations involving physical violence.
Strong leadership and an active promotion of safeguarding
responsibilities within and between police, children’s services,
Safer Communities Team and mental health services in
Ealing underpins a pattern of effective information sharing
about risks to children, helping to keep them safe.
In the absence of full information to complete Childrens Social
Care assessments, are managers categorising cases as Child
in Need, rather than identifying absence of knowledge to be a
risk to the child and therefore a child protection concern?
In England, services for victims of domestic abuse are
predicated on one model around ‘coercion and control’
meaning that there is a formulaic response that fails to
recognise other aspects of domestic violence which may
require a more nuanced reaction.
Do children’s workforce practitioners fail to identify risks to
children when the violence is between adults, who are not
living in the family and does not involve children and therefore
it is not seen as a core issue?
Have the longstanding pressures and subsequent work
undertaken to try and resolve these in the RIAT team in Luton
informed the design of the MASH that replaces it, so that
practitioners can reliably assess risk to children?
In England, there is no requirement to do an assessment
when a family with a Child in Need plan moves into the area,
which increases the possibility that decisions to cease
providing social work services have no relation to the risks to
the child and needs of the family.

Category
Management
system issues

Management
system issues

Management
system issues

Communication
& collaboration
in longer term
work
Management
system issues

Communication
& collaboration
in longer term
work
Management
systems issues

Management
systems issues

2.6 Findings in Detail
FINDING 1: In line with national policy, current transfer arrangements within
health visiting, and between Family Nurse Partnership (FNP) and health visiting,
assume a degree of co-operation from families which means that when avoidant
families with vulnerable children move, it is easy for them to avoid contact with
services, leaving the children at risk of possible harm. (Management system

issues)
Introduction
Health visitors are qualified registered nurses/midwives who have additional training in
community public health, including child health, health promotion and education.
Health visitors work with parents who have new babies, offering support and informed
advice from the ante-natal period until the child starts school at 5 years. All new
parents are entitled to a health visiting service (called the universal ‘family offer’),
regardless of their situation and number of children. A more intensive service is
provided to families who need more support. These are categorised as: ‘universal
plus’ - families with specific needs that require additional support; and ‘universal
partnership plus12’ - families where health visitors need to play an ongoing role within
a multi-agency team.
National policy for health visiting is outlined in Health for all Children, which was first
published in 1989 following the establishment of a multi-disciplinary working group by
The Royal College of Paediatrics and Child Health. It has been updated since and the
most current version is colloquially known as Hall 413. Inherent within this policy is a
move away from screening for disorders with more emphasis on health promotion,
primary prevention and more active intervention for children and families at risk.
Fundamentally this is a parent led service in which the role of the services is to ensure
that parents are supported and empowered to keep their children healthy and safe.
The Family Nurse Partnership (FNP) is a voluntary home visiting programme for first
time young mothers, ordinarily aged 19 years or under. A specially trained family
nurse visits the young mother regularly, from the early stages of pregnancy until their
child is two. The FNP programme aims to enable young mothers to:  Have a healthy pregnancy
 Improve their child’s health and development
 Plan their own futures and achieve their aspirations
When a mother is receiving a service from FNP the family nurse fulfils the role of the
health visitor and the family are deemed to be ‘universal plus’. When the mother
leaves the FNP programme the expectation is that the mother and child should
transfer back to the health visiting service who would provide a level of service based
on their assessed needs.
Family Nurse Partnership programmes are commissioned and delivered locally in
some areas within England. As this is a licensed programme all programmes are
supported by The Family Nurse Partnership (FNP) National Unit which leads national
delivery of the FNP programme and offers local organisations training, national
guidance and support authority with implementation. It is commissioned to do this by
12
13

Healthy Child Programme https://www.england.nhs.uk/ourwork/qual-clin-lead/hlth-vistg-prog/
Health for All Children, edited by David M B Hall and David Elliman, Oxford University Press (2003)
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the Department of Health and Public Health England who hold the licence for the
delivery of FNP in England14. The national unit has no managerial or decision making
authority over local teams which are commissioned and managed locally.
How did the issue manifest in this case?
When mother moved from bed and breakfast in Hammersmith & Fulham to the flat in
Ealing she did not advise Hammersmith & Fulham FNP of her change of address and
stopped responding to telephone calls. When the SW1 in Ealing attempted to refer
Mother to the Ealing FNP she was directed to contact the Hammersmith & Fulham
FNP as mother was still registered with their programme despite no active
engagement since December 2014. The Hammersmith & Fulham family nurse made a
further attempt to contact Mother but was unsuccessful. National FNP guidance
suggests that after six months with no direct contact with Child J the Hammersmith &
Fulham FNP should have transferred the case records to the Ealing Health Visiting
service however this did not happen. The Ealing health visitors were advised about
Child J following the referral to the MASH and they attempted to contact Mother by
telephone and by visiting but were unsuccessful.SW2 in Ealing was concerned that
Child J should be monitored by health professionals and attempted again to refer the
child to FNP in Ealing. In November, when the health visitor was told by SW2 that
Mother had moved out of the area the health visitor closed the case with no transfer of
records to Luton. Part of the rationale for this action was that both FNP and health
visiting were voluntary services and there was no obligation on mother to maintain
contact. This meant that Child J was not seen by a health visitor or family nurse for
over nine months despite having been identified as a child needing a ‘universal plus’
service.
How do we know it is an underlying issue and not something unique to this
case?
For health visiting and FNP, there are no national arrangements for handing over
cases across geographical boundaries, even when children require an enhanced15
health visiting service. There are national standards that require referrals, from
whatever source, (including families transferring in) receive a response to the referrer
within 5 working days and that contact be made with the family within 5 working days
and that urgent referrals, including all safeguarding referrals, must receive a same day
or next working day response to the referrer and contact with the family within two
working days 16. This standard was not reached in Ealing but was reached in Luton.
When a family moves out of the area it is required that the child’s health records are
transferred to Child Health Information Service (CHIS) for transfer to the receiving
Health Visiting Service in the new area within 2 weeks of notification. Local protocols
and good practice guidance would require the health visitor to handover verbally to the
health visiting service in the area to which the family are moving followed by a written
handover. Where there are safeguarding concerns the records may transfer via the
Safeguarding Team in some provider organisations.

14

http://fnp.nhs.uk/commission-fnp/national-unit-leadership
Enhanced health visiting refers to all children receiving Universal Plus or Universal Partnership Plus
as outlined in the Healthy Child Programme https://www.england.nhs.uk/ourwork/qual-clin-lead/hlthvistg-prog/
16
2015 – 16 National Heath Visiting Core Service Specification: NHS England
https://www.england.nhs.uk/ourwork/qual-clin-lead/hlth-vistg-prog/
15
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Within the case group it was acknowledged by health visitors that it is a challenge to
maintain contact with mobile families who move frequently. Caseloads for health
visitors mean that only the most vulnerable children receiving an enhanced service will
be monitored intensively. Most children are deemed ‘universal’ and there is a
dependence on parents accessing support for their children voluntarily. This system
becomes vulnerable when a family is avoidant, particularly if they are also mobile. This
issue was previously identified in the Sofia case review.
How common and widespread is this pattern?
The 2011 census showed that there were 591,500 0-4-year-olds living in London17.
Research has shown that Londoners in general move more than non-Londoners and
that there are “likely to be some parts of any borough where there is rapid mobility”. 18
the turnover of people moving in and out of the city (excluding within London moves)
is – officially – approaching 250,000 per annum. Unofficial (and uncounted) mobility
will almost certainly add to this number. London has some boroughs where population
mobility is greater than 35% per annum, and where the private rented sector is the
largest tenure.19 The cap on housing benefit also means that families are more likely
to be placed outside of central London.
What are the implications for the reliability of the multi-agency child protection
system?
Health Visiting is an important component in monitoring the health and well-being of
small children and there is an assumption by many professionals that children in
vulnerable families are being seen regularly by health visitors. For some children with
younger mothers this function is provided by the FNP service. If the systems for
transferring information about vulnerable children between health visiting and FNP are
not functioning effectively parents will avoid contact with health professionals which
could result in care and safeguarding concerns being missed.

17

2011 Census,
Scanlon, K., Travers, A., and Whitehead C., (December 2010) Population churn and its impact on
socio-economic convergence in the five London 2012 host boroughs Department for Communities and
Local Government, London
19
Travers, Tony, Tunstall, Rebecca, Whitehead, Christine M. E. and Pruvot, Segolene (2007)
Population mobility and service provision: a report for London Councils. London School of Economics
and Political Science, London, UK.
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FINDING 1: In line with national policy, current transfer arrangements within
health visiting, and between Family Nurse Partnership (FNP) and health
visiting, assume a degree of co-operation from families which means that
when avoidant families with vulnerable children move, it is easy for them to
avoid contact with services, leaving the children at risk of possible harm.
(Management system issues)
Health visitor and family nurses perform a key function as the safeguarding
system’s ‘eyes and ears’ for babies and infants, who are otherwise not necessarily
seen by anyone outside their immediate care providers. Yet this review has
highlighted a critical vulnerability/ flaw in this crucial aspect of the safeguarding
system, which creates predictable errors. Given the finding, we cannot legitimately
be surprised if health visitors and family nurses working with avoidant mobile
families lose contact with them. Their mobility presents professionals with
difficulties in transfer of information and can lead to delays in services being
provided. Increased transience of families within London makes it even more
difficult to maintain contact when they are also avoidant.
QUESTIONS FOR THE BOARD TO CONSIDER
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Does the Board think that current national guidance regarding health
visitor and FNP contact with families when they move is sufficient?



Does the Board find it acceptable that National FNP guidance
suggests waiting for six months where there is non-engagement by
the mother prior to transferring records to the health visiting service?



How does the Board know whether their response to the findings in
the Sofia Serious Case Review regarding transfer arrangements
between community health professionals is effective?



Does the Board consider that there are ways in which contact with
vulnerable children living in avoidant families can be maintained
whilst still working to the open access principles contained within
Hall4?



Should the Board lobby government for a change in policy?

FINDING 2: The current national20 emphasis on the emotional harm to children
of domestic abuse leads professionals to under-estimate the risk of physical
harm to young children in domestic abuse situations involving physical
violence. (management system issues)
Introduction
Research about children experiencing domestic abuse indicates an increased risk of
physical harm to children, particularly babies or other non-mobile infants, when they
are living with or are in close contact with violent adults. There is clear research
evidence of the increased risk of harm to children from physical abuse by men who
are violent to their female partners as illustrated in the blue box below.
What is the evidence base about domestic violence and risks to children?
UK: In 40-70% of cases where women are being abused, the children are being
directly physically abused themselves (Stark and Flitcraft, 1996; Bowker et al,
1998).
Domestic violence is also a key indicator for child abuse and neglect – with
children experiencing domestic violence being three to four times more likely to
experience physical violence and neglect. (Stanley 2011)
USA: In families experiencing parental domestic abuse there is an overlap of
between 30 and 60% in rates of physical abuse for the children. (e.g., Barnett et
al, 1997).
In a national survey of over 6,000 American families, researchers found that 50
percent of men who frequently assaulted their wives also physically abused their
children (Edleson, 1995).
The routine co-occurrence between adult domestic violence and both physical
harm and neglect of children is underlined in a study of the characteristics of
parents and partners (Hartley, 2002/2009).
Australia: Similar findings, noting significantly increased risk to children of physical
abuse in homes where there is a violent male, emerge from several studies of
varying sizes. Until recent years, this was poorly recognised, and the risk of
violence from adults was regarded separately from the risks of physical harm to
children (Tomison, 2000).
Interestingly much of the research evidence regarding the risk of physical harm to
children living within households experiencing domestic abuse is quite old. More
recently the focus of research has been on the emotional impact of living with
domestic abuse. A recent research review identified that because children live with
victims who experience physical harm because of domestic violence this means they
are at greater risk of being injured themselves but could find little research in the UK to
indicate the level of risk. A UK study of 251 incidents of domestic violence that were
reported to the police found only three cases where children were injured (Stanley
2011). This is in contrast with studies in the USA and South Africa which have
20

The national emphasis is reflected in the changes in legislation –
Serious Crime Act 2015 section 76 - Created a new offence of “controlling or coercive behaviour in an
intimate or family relationship”. The offence came into force in December 2015. It closes a gap in the
law around psychological and emotional abuse that stops short of physical abuse. The offence carries a
maximum sentence of 5 years’ imprisonment, a fine or both. And earlier the Adoption and Children
Act 2002 section 120 amended the definition of 'harm' in Section 31(9) of the Children Act 1989 to
include 'impairment suffered from seeing or hearing the ill-treatment of another'. This makes witnessing
domestic abuse a reason to act to protect a child from harm.
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focussed on clinical research in hospitals and health settings and have identified
higher levels of physical harm to children. The absence of clear research findings may
be an explanation for professionals’ apparent lack of focus on the risk of physical
harm. Certainly, the summary of Stanley’s findings (arguably the document most likely
to be read by front-line professionals) mentions the risk of physical harm in passing,
with the major focus being on the emotional harm to children of domestic abuse.
How did the issue manifest in this case?
A feature of this case was how little the above knowledge base informed professional
practice. The initial response to the two domestic abuse events in June 2015 was not
robust considering the seriousness of the incidents (father had been verbally and
physically abusive to both maternal grandmother and the mother while the baby was
present). Child J was 8 months old at the time and was very vulnerable and
completely dependent on his parents for his care. The parents had separated and the
domestic abuse between them was occurring due to problems with father’s contact
with Child J meaning that the child was likely to be at the centre of any arguments.
The concerns were viewed as escalating in the context of the child being at risk of
emotional abuse rather than consideration of both emotional and physical abuse.
The allocation to the Domestic Violence worker delayed the start of the social work
assessment and when it did start mother proved difficult to engage. As the
assessment unfolded and the concerns increased there were various points where
escalation to formal child protection procedures should have taken place. Both social
workers allocated to work with the family had clear concerns about the risks to the
baby being exposed to violence but did not consider the risk of physical harm. The
work then continued under a ‘child in need’ plan despite the two sources of possible
domestic violence (Father and Z) which posed serious risks to child J. At no point,
did professionals meet to share information and jointly assess the risks.
How do we know it is an underlying issue and not something unique to this
case?
The Review Team confirmed that domestic violence training does include reference to
physical abuse of children who are living within households where there is domestic
abuse and this is a standing feature of LSCB-delivered training in all three LSCBs. It is
also accepted that the risk of emotional abuse is also a significant feature of that
training. Members of the case group, however, were unaware of research which
indicates the increased risk of physical harm to children from adults who are violent to
other adults or in their relationships. There were no references to increased risk of
physical abuse in the assessments made by any of the practitioners or managers and
the emphasis was placed on the risk of emotional abuse. There was also no reference
by practitioners to the risks faced by babies or other non-mobile infants whose
physical dependency makes them particularly vulnerable.

How common and widespread is this pattern?
Local research21 in Luton indicates that in the last year that approximately half (49%)
of all domestic incidents and offences have a child or children present. In Ealing,
almost 442 cases were discussed in the MARAC in 2015/16. It is not known how
many case discussions involved children however it is probable that the percentage
21

Luton Community Safety Partnership Domestic Abuse in Luton 1st August2013 – 31st July 2016
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would be similar to Luton. The number of families experiencing domestic violence and
therefore potentially affected by this finding is therefore very significant. Nationally, the
volume of victims and their families referred to and known to all agencies, with
domestic violence as a feature of their lives, is rising year on year. Research has
shown that in England and Wales 30% of women and 17% of men aged 16 and over
will be victims of domestic abuse in their lifetime.22
In Ealing in 2015/16 there were 240 children with child protection plans where
domestic abuse was identified at the end of the assessment. 167 of those children on
plans were considered at risk of emotional abuse and only 12 at risk of physical harm.
In Luton, when assessments that were undertaken between 1st April 2016 and 1st
July 2016 were analysed, 913 children were assessed of which about one quarter
(226 children, 25%) were identified as having an outcome factor relating to domestic
abuse. In Luton, there were 39 children (40.2%) with child protection plans as of 30
September 2016, where domestic violence was identified as a presenting factor within
the single assessment. Most of these plans, 35 children (36.1%), have emotional
abuse as the major presenting risk for the children.
Nationally, there has been a significant increase in recent years of the numbers of
children subject to child protection plans23. There has also been an increase in the
numbers of families where domestic abuse is known to be a factor. There has also
been an increase in the number of children who have child protection plans where the
main risk is emotional abuse but no such increase has occurred in the numbers where
the main risk is physical abuse. The reason for this discrepancy is likely to be because
professionals (who are in the main required to prioritise one main risk category)
identify the risk of emotional abuse as being greater than that of physical abuse.
What are the implications for the reliability of the multi-agency child protection
system?
A safe system requires professionals who know and understand about research
evidence so that they can use it in their work. Given the increasing numbers of
families known to be experiencing domestic abuse, it is increasingly important that
professionals have an up-to-date understanding of the available evidence about this
area of work. This review has identified that research evidence about the increased
risk of physical harm to children who are living with a violent adult is not informing
practice. This means that physical risks to children will not be reflected in
assessments and plans, increasing the likelihood of children being left at risk of harm.

22

Crime in England and Wales 2010/11, https://www.gov.uk/government/statistics/crime-in-englandand-wales-2010-to-2011
23
https://www.gov.uk/government/statistics/characteristics-of-children-in-need-2015-to-2016
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FINDING 2. The current national emphasis on the emotional harm to
children of domestic abuse leads professionals to under-estimate the risk
of physical harm to young children in domestic abuse situations
involving physical violence. (management system issues)
All agencies have a responsibility to enable their workforces to practice in a
way that acknowledges all relevant research and understanding of risks. The
training programmes organised by LSCBs aim to support this by providing
professionals with up-to-date knowledge about child protection risks. This case
review has found that currently, not all professionals in Ealing and Luton have
confident and clear understanding of the evidence base in relation to risks of
physical harm to children in households where there is domestic abuse.
QUESTIONS FOR THE BOARD TO CONSIDER
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How does the Board know that training around domestic abuse is
having an impact on practice?



How does the Board know whether the training provided helps
practitioners understand the twin risks of physical harm and
emotional abuse when considering domestic violence?



How does the Board know whether the risk assessment tools used
help professionals consider physical harm as well as emotional
abuse to children?



Does the fact that domestic abuse is so commonplace result in
professionals having a lack of focus on the risks of physical harm
to non-mobile infants and children?



Given this is a national issue should this be raised with the
Department for education as a national training issue?

FINDING 3: Strong leadership and an active promotion of safeguarding
responsibilities within and between police, children’s services, Safer
Communities Team and mental health services in Ealing underpins a pattern of
effective information sharing about risks to children, helping to keep them safe.
(management system issues)
Introduction
All agencies who have any contact with children or work with parents and carers for
children have safeguarding responsibilities including the requirement to share
information quickly and efficiently with children’s services. It is harder for those
professionals who mainly work with adults to remain focussed on their duty to protect
children as their primary task is usually related to the adult and the child’s needs are
secondary. Effective safeguarding systems are those where all professionals know
about how to protect children and there are good partnership arrangements that
enable sharing of concerns.
How did the issue manifest in this case?
The referral made by the mental health worker at the end of June 2015 is a good
example of this effective information sharing and was ultimately the issue that led to
CSC’s decision to allocate the family to a social worker for assessment. The
neighbour was a client of the worker and she identified that it was inappropriate for her
client to be caring for a small child and was proactive in sharing the information.
At the time of Z’s assault on the same neighbour in July 2015 the SCT quickly worked
out the connection between Mother (and therefore Child J) and Z and passed this
information directly to the social worker. They were aware of the victim as a vulnerable
adult who had significant issues with illicit drug misuse and mental health problems.
The SCT had to move her to another borough for her own safety.
How do we know it is an underlying issue and not something unique to this
case?
The Review Team members talked about strong and improving relations and working
arrangements between themselves and CSC and there are other good examples of
effective information sharing in this case so the review team were keen to explore with
participants what lay behind this. Members of the Case Group confirmed that senior
managers in Ealing were effective in promoting good practice about safeguarding
children by making training available and encouraging information sharing and liaison
with other agencies.
Strong effective partnerships exist between SCT and West London Mental Health
NHS Trust, which have been strengthened recently by a 4-year project funded by the
Mayor’s Office for Policing and Crime (MOPAC). This has brought Community Safety
and mental health services in Ealing much closer together, developing amongst
professionals a good understanding of each other roles and eliminating some of the
barriers to a joint problem solving approach. This demonstration of strong leadership
has developed practitioners’ understanding of safeguarding and hence contributed to
more referrals being made.
There has been a significant drive from senior management in children’s services over
the past two years to deliver safeguarding training to all front-line officers across all
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services. In addition, adult services have good access to the training courses provided
by the Ealing Safeguarding Children Board (ESCB).
The LSCB and Safeguarding Adults Board (SAB) in Ealing are chaired independently
by the same person and this has led to joint protocols being developed and increased
joint training. There is work ongoing at present to develop a joint training sub group
between the two boards. The Regeneration and Housing Directorate in Ealing are
committed to safeguarding and over the last four years have developed an approach
that emphasizes officers’ responsibility for managing risk. This has served to have a
‘knock on effect’ of raising awareness and similar responses in partner organisations.
How common and widespread is this pattern?
These developments relate to all professionals working within the Ealing LSCB remit.
Many of the adult provider organisations also deliver services outside Ealing and
therefore this good practice may influence practitioners throughout West London. In
Ealing in 2014/15, approximately 21% (260 from 1242) of attendees at safeguarding
training came from services which were not exclusively child oriented. This includes
specific adult services – such as Housing and Probation - and “Mixed services” i.e.
where the organisation has a remit across both adults and children, such as police or
health services. In 2015/16, the proportion had increased to 26% (314 from 1222).
What are the implications for the reliability of the multi-agency child protection
system?
In order that all children are protected, their vulnerabilities and risks need to be
identified and flagged to the relevant authorities, who are charged with protecting
them. This means that everyone who has contact with children and their families need
to have an awareness of their safeguarding responsibilities, even in services where
safeguarding may not be their core business. Adult services are a vital piece of this
jigsaw as they work regularly with people who are also parents and they provide vital
information and assessments to assist in the day to day challenge of keeping children
safe. This case demonstrated that this is working effectively in Ealing.
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FINDING 3. Strong leadership and an active promotion of safeguarding
responsibilities within and between police, children’s services and mental
health services in Ealing underpins a pattern of effective information
sharing about risks to children, helping to keep them safe. (Communication
and collaboration in responses to incidents)
Enabling children to be safe requires a good understanding by all agencies of
their responsibilities to protect children, leading to effective information sharing
with children’s services. The case has highlighted the difficult issues faced by the
Safer Communities Team (SCT) and adult mental health services in dealing with
a range of issues such as anti-social behaviour, safeguarding vulnerable adults
and children and domestic abuse. Despite the challenges, these services
demonstrated a good understanding by professionals (whose contracted core
service responsibility is not child protection) of the need to share information
about possible risks to children with those agencies whose main function is
safeguarding. This good practice is seen to be the result of close working
relations at a senior management level and strong leadership within the LSCB
and its member organisations.
QUESTIONS FOR THE BOARD TO CONSIDER
 How can this good practice be replicated throughout the borough?
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Does the board know if this strong practice is common in their area
and other agencies?



How can the learning from this Serious Case Review be used to
improve practice in other areas?



Does the board know if there is sufficient access to child protection
training for those organisations whose core business is not working
with children?



Are Chief Executive Officers, Chief Officers and Members confident
that all their frontline staff are empowered to apply safeguarding
principles in their practice and across their organisations?



How would the Board know if any problems began to emerge in this
area?

FINDING 4: In the absence of full information to complete Childrens Social Care
assessments, are managers categorising cases as Child in Need, rather than
identifying absence of knowledge to be a risk to the child and therefore a child
protection concern? (Professional norms and routines in communication and
collaboration in longer term work)
Introduction
Assessment work requires careful analysis of the inter-relationship between the
positive and negative factors in a child’s life, balancing the risk factors with any
positive protective attributes. Good assessment work is a complex activity; it requires
critical and analytic thinking enabling information to be processed rigorously and
methodically, questioning the reliability of both sources and content. Many factors
(practical, cognitive/psychological, emotional and systemic/organizational) can
undermine the capacity to think purposefully and effectively and reflective supervision
has a significant part to play in supporting and promoting this capacity. Absence of
information about a family needs to be considered in context. This must include, both
the reasons for the lack of information, and the significance of that information for the
child. Lack of information about a partner who may care for a child is clearly
significant. If the Mother is not co-operating and providing information this is an
indicator of a possible child protection risk. Lack of evidence should not be assumed
to be positive. If a worker has not been able to complete an assessment they cannot
be sure that their assessment has proved that the child is safe. When undertaking an
assessment in this context there should be an assumption that the child is ‘at risk’ until
proven otherwise, rather than the child being presumed ‘to be safe’ until proven
otherwise.
Research suggests that assessment can be rather too focused on the content of the
referral – the immediate issue – while failing to consider a case history. Incidents need
to be considered in context; concerns need to be connected to build up a fuller picture
of a child’s life. It is vital that a careful sifting of case history be integral to assessment
and that time must be made available for this essential analysis. The problems of
making decisions based on incomplete information are well documented. Harm to
children is easily missed where assessment is essentially rushed and incomplete. A
review of serious cases of child abuse by Dale et al (2002) found that premature
categorisation and misdiagnosis significantly contributed to failures on the part of
agencies.
How did the issue manifest in this case?
When SW1 completed her assessment in August 2015, having seen Mother and Child
J twice, she did not feel the assessment was complete. She had not been able to
contact the Father and had not been able to discuss with Mother her relationship with
Z or the incident where he assaulted the neighbour. SW1’s recommendation from the
assessment was to progress the case to Initial Child Protection Conference (ICPC) as
she was concerned about the areas where she had no information and considered
that this indicated potential risks to the child. This was over-ruled by her team
manager (TM1), who felt that Mother should be given another chance to work cooperatively with a social worker and made the decision that the child should become
the subject of a Child in Need (CIN) plan to gather more information about the family
and the case was reallocated to SW2 to do this work in accordance with policy.
How do we know it is an underlying issue and not something unique to this
case?
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Discussion with case group members indicated that it was not unusual for managers
to assume that if there was no actual evidence of harm then all was well. It was also
considered to be normal practice that incomplete assessments would be completed
during the fulfilment of a child in need plan. When workers are not able to fully
complete assessment work it is probable they will fail to identify sufficiently less
apparent risk factors and it is in this context that their judgement is more likely to
identify the child as being ‘in need’ rather than in ‘need of protection’. It is possible that
they may also fail to identify strengths and therefore be over-protective but at a time of
reduced resources and increased rationing of services this is less likely. Case group
discussion confirmed that absence of information was not seen as increasing risk.
Review Team members also identified that this was not practice that was unique to
Ealing but could be identified across all the LSCBs.
How common and widespread is this pattern?
In this case, the first reason for the assessment being incomplete was mother’s
unwillingness to co-operate and then, later, her move to Luton. This is a pattern that
was also seen in the process of the case transfer in the Sofia serious case review. At
present, there are no statistics kept about how many outcomes for assessments are
changed by managers or, of those, how many are down-graded. Similarly, there are
no statistics about how many assessments are incomplete when they are ended. It is
thought that many assessments may be ended with insufficient information because of
time constraints but this may also occur because of workload pressures. This could
apply to most authorities across the country. This is therefore a pattern that is
applicable to many assessments across most LSCBs.
What are the implications for the reliability of the multi-agency child protection
system?
Good assessment work is fundamental for a safe multi-agency child protection
system. The absence of information is an indicator of risk that needs to be considered
alongside the knowledge (positive and negative) that has been gained about a family
and if professionals are not able to consider all aspects of risk and to fully evaluate
families then assessments will be partial, placing some children at risk.
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FINDING 4:
In the absence of full information to complete Childrens Social Care
assessments, are managers categorising cases as Child in Need, rather
than identifying absence of knowledge to be a risk to the child and
therefore a child protection concern? (Professional norms and routines in
communication and collaboration in longer term work)
An effective safeguarding assessment requires that all aspects of risk are fully
examined and evaluated. On occasions assessments are curtailed and in these
circumstances social workers and managers must make decisions about the level
of risk to the child, based on incomplete information. This review has identified
that when this happens managers may be more likely to under-estimate the risk
and do not identify absence of information as increasing concerns. Missing
information is a known feature of many social work assessments. The absence of
any information about how often this is happening or how managers reach these
decisions indicates an area where practice could be developing and becoming
more problematic.
QUESTIONS FOR THE BOARD TO CONSIDER
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What does the board know about practice in this area?



Is it possible to gather data on incomplete assessments and the
outcomes for children where a full assessment cannot be achieved?



What does the Board know about whether this issue is discussed in
supervision, and whether this effectively addresses the problem?



Are escalation policies sufficiently understood and applied in cases
where there is professional disagreement?



How confident is the Board about the quality of assessment and
management oversight where assessments cannot be completed?



Does lack of information in assessments result in risk being
downgraded at point of handover and across boroughs by other
agencies?

FINDING 5: In England, services for victims of domestic abuse24 are predicated
on one model around ‘coercion and control’ meaning that there is a formulaic
response that fails to recognise other aspects of domestic violence which may
require a more nuanced reaction. (Management system issues)
Introduction
A growing body of empirical research has demonstrated that domestic abuse is not a
single phenomenon and that types of domestic violence can be differentiated with
respect to partner dynamics, context, and consequences25. Four patterns of violence
can be identified (see box below):
 Coercive controlling violence where one person is violent and controlling
(generally perpetrated by men against women);
 violent resistance, usually a form of self-defence (often conducted by women
against men);
 separation instigated violence, which occurs in the context of relationships
ending (usually perpetrated by men on women); and
 situational couple violence, the most common form of domestic abuse, which is
conducted by individuals of both genders nearly equally and is likelier to occur
among younger couples, such as adolescents.26

Service provision for families experiencing domestic abuse is almost totally premised on the assumption
that the domestic abuse is coercive and controlling violence. The nature of service provision requires a
perpetrator and a victim which can be a challenge for professionals working with couples where both
24

The Government defines domestic abuse as: “any incident or pattern of incidents of controlling, coercive,
threatening behaviour, violence or abuse between those aged 16 or over who are, or have been, intimate partners
or family members regardless of gender or sexuality.” The behaviour captured
in this definition includes: “…a pattern of acts of assault, threats, humiliation and intimidation or other abuse that is
used to harm, punish, or frighten their victim” 8 March 2016. https://www.gov.uk/domestic-violence-and-abuse
downloaded 20-11-2016
25
‘Working relationally with couples where there is situational violence’ A policy briefing paper
From The Tavistock Centre for Couple Relationships www.tavistockrelationships.ac.uk/policy.../914-couples-withsituational-violence downloaded 20-11-2016
26
Johnson, M.P. (2008) A Typology of Domestic Violence: Intimate Terrorism, Violent Resistance, and Situational
Couple Violence. The North-eastern series on gender, crime, and law. Lebanon, New Hampshire, US: UPNE

35

parties are aggressive to each other. From the child’s perspective, all types of domestic abuse present
as risks, however the distinctions are important as they require different professional responses.
Situational couple violence may be addressed by couples work however this approach is not suitable
with coercive and controlling violence and could increase the risk to the victim.

How did the issue manifest in this case?
There were incidents of domestic violence between Mother and Father that could be
viewed as ‘situational couple violence’ and most of their arguments were around the
nature and frequency of his contact with Child J. The most serious was the incident
where Child J was being cared for by the neighbour and Father hit Mother and broke
her door until she told him the whereabouts of the child. When talking about Father
with professionals Mother acknowledged they had arguments but was dismissive of
the risks that he posed because she felt she understood him and knew how to
manage his outbursts. The professionals who knew Mother and Father also did not
identify him as a serious risk to her well-being as they could not identify any coercion
in their relationship and felt that Mother could also be assertive.
Mother’s relationship with Z was more complex and he clearly was a man who was a
risk to vulnerable women, as witnessed by his attack on the neighbour. He also had a
history of domestic abuse with previous partners. Mother always denied to
professionals that Z was violent and, at the time, disputed the neighbour’s allegations.
After her conviction, Mother described her relationship with Z as being significantly
different and said that he was controlling and violent and that she remains fearful of
his power to this day, despite them both being in prison. Mother talked about a
relationship where her friendships, daily activity and total life were subject to control by
Z and where she was fearful of abuse all the time. The challenge for professionals
was that when questioned before Child J’s death, Mother was not honest about her
relationship with Z and did not tell people about his violence towards her as she was
frightened of him. This behaviour is often present in relationships where coercion and
control are present and where the violence may be hidden and less overt than in
situational couple violence.
These two different presentations reflect the complex nature of domestic abuse and
the need for professional and service responses that can adjust to the specific needs
of the victim and which identify and distinguish the differences.
How do we know it is an underlying issue and not something unique to this
case?
Discussion within the Review Team and Case Group confirmed that services
regarding domestic abuse were predicated on a model of service delivery that
assumed a victim and perpetrator and was strongly driven by a model that presumed
the man to be the perpetrator. Most case group members had not considered that
there were different models for domestic abuse and were not aware of the research.
Review team members were aware of different approaches but acknowledged that it
was not well-known and current funding arrangements mean there is resistance to
moving away from the more accepted view of domestic violence.
How common and widespread is this pattern?
8 million people in the UK (24.4% of people between the ages of 16 and 59) have
been victims of domestic violence and abuse (6.1% in the year 2011/12) and 25% of
young people have witnessed at least one episode of domestic violence and abuse by
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the age of 18. 27 One in seven (14.2 per cent) children and young people under the
age of 18 will have lived with domestic violence at some point in their childhood. 28
(See also data provided in Finding 2).
In the 12 months to August 2011, the police recorded 47,297 domestic violence
offences in London. Domestic violence accounts for 29 per cent of violent crime in
London. These statistics however do not provide sufficient evidence about the nature
of the domestic abuse that is being recorded or how it is being experienced by the
children who witness it.
There is little current UK research about the different types of domestic violence
however it is probable that the American research will be representative and therefore
it is likely that the commonest form of domestic abuse will be situational couple
violence.
What are the implications for the reliability of the multi-agency child protection
system?
To effectively safeguard children, professionals working with victims and perpetrators
of domestic violence need to be aware of the differences in the nature of domestic
abuse that require a more customised approach. If children are to be protected
effectively professionals need access to a range of services able to meet the differing
needs of adults who perpetrate violence as well as supporting victims.

27

EARLY INTERVENTION IN DOMESTIC VIOLENCE AND ABUSE JONATHON GUY WITH LEON FEINSTEIN
AND ANN GRIFFITHS, Early Intervention Foundation
28
Meeting the needs of children living with domestic violence in London Research report Lorraine Radford, Ruth
Aitken, Pam Miller, Jane Ellis, Jill Roberts and Ana Firkic Refuge/NSPCC research project Funded by the City
Bridge Trust November 2011
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FINDING 5: In England, the services for victims of domestic abuse29 are
predicated on one model around ‘coercion and control’ meaning that there
is a formulaic response that fails to recognise other aspects of domestic
violence which may require a more nuanced reaction. (Management system
issues)
Current services for victims and perpetrators of domestic violence presume that
domestic abuse is homogenous and assumes a model of coercion and control
with the victim usually being a woman and the perpetrator a man. Recent
research suggests that domestic violence is heterogenous and that not all
domestic abuse has the same causes; nor does it all have the same intentions/objectives.
This has implications for services for children and families experiencing domestic
abuse as the dominant discourse around domestic abuse has resulted in there being almost no
services for couples whose violence would be best addressed through relational approaches. A
safe system needs a range of services to meet a variety of family circumstances.
This finding highlights that currently in the field of domestic violence that variety of
service provision does not exist so there is a mismatch between what is needed
and what is assessed, understood and supplied.

QUESTIONS FOR THE BOARD TO CONSIDER
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Does the board recognise this problem?



Does the Board think that professionals know about and understand
the different aspects of the nature of domestic abuse?



How can the Board develop and expand services to enable provision
to encompass all types of domestic abuse?



Are there other ways this problem can be addressed?



How can the Board enable research to take place in England about
the nature of domestic abuse?



If this is a national problem, how should the Board be raising the
issue at a national level?

The Government defines domestic abuse as: “any incident or pattern of incidents of controlling, coercive,
threatening behaviour, violence or abuse between those aged 16 or over who are, or have been, intimate partners
or family members regardless of gender or sexuality.” The behaviour captured
in this definition includes: “…a pattern of acts of assault, threats, humiliation and intimidation or other abuse that is
used to harm, punish, or frighten their victim” 8 March 2016. https://www.gov.uk/domestic-violence-and-abuse
downloaded 20-11-2016
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FINDING 6: Do children’s workforce practitioners fail to identify risks to children
when the violence is between adults, who are not living in the family and does
not involve children and therefore it is not seen as a core issue? (Professional
norms and routines in communication and collaboration in longer term work)
Introduction
Current child protection systems are well established to consider risk when children
are living in households where there is domestic violence and this is well-known as a
child protection concern. Similarly, when an adult assaults a child, regardless of the
context, this is a risk factor regarding any contact between that adult and children, and
professionals act accordingly. If an adult seriously injures another adult, however,
there are no clear systems in place for alerting professionals and assessing the risk to
children unless the adult is directly employed in work with children.
How did the issue manifest in this case?
At the end of July 2015, the Safer Communities Team (SCT) informed CSC about Z’s
assault on the neighbour. At that time, very little was known about Z and formal child
protection procedures were not initiated and information was not sought from or
shared across agencies. The absence of any action was because the assault that had
taken place had been against another adult rather than a child. Practitioners felt that
the criteria for child protection enquiries (risk of significant harm)30 had not been met
because they did not recognise the risk a violent adult may pose to others including
children. Thus, when Z was charged with an assault on a vulnerable adult the link
was not made between adult violence and the risks that a violent adult could present
to a child. Both social workers who worked with the family had concerns about the
risks to Child J being exposed to violence but this was largely in the context of the
violence between Mother and Father and not the more serious violence perpetrated by
Z. The case remained categorised as ‘child in need’ despite the very serious life
changing injuries to the neighbour and at no point did the agencies meet to share
information and jointly assess the risks. There was strong information sharing between
CSC and SCT, however this was not extended to Police and other agencies resulting
in the lack of a joint risk assessment.
How do we know it is an underlying issue and not something unique to this
case?
From individual conversations and discussions in the case group it became clear that
the rationale provided for not having escalated the concerns was that the violence had
not involved a child and was not within the family network. This does not seem to be
an isolated issue and was replicated in both Ealing and Luton when managers were
considering how to progress the assessment. Practitioners in both local authorities
agreed that the case would have resulted in more formal child protection procedures if
the assault had been against a child.
How common and widespread is this pattern?
The review team struggled to identify any research in this area and at present there is
no data about how many children are harmed by contact with adults who have
previously been violent towards other adults with whom the child does not reside. The
extensive research about domestic abuse tells us much about the risks it poses to
30

The Children Act 1989 introduced Significant Harm as the threshold that justifies compulsory intervention in family life to
ensure the safety and welfare of children.
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children of emotional and physical harm and therefore other types of violence are
likely to be similar in their effects.
Statistics provided by the Mayor's Office for Policing And Crime (MOPAC) indicate that
the number of violent offences are increasing year on year. It is significant that across
London the Metropolitan Police Service are reporting a reduction in most crimes,
however there have been significant increases in violent crimes resulting in injuries. In
the rolling year to March 2016 there was an increase of over 12,000 notifiable
offences of this kind31. It has not been possible to ascertain how many of these
assaults were perpetrated by adults who are also parents (or people in closed contact
with children) but it is reasonable to assume that at least a proportion of them would
be.
What are the implications for the reliability of the multi-agency child protection
system?
It is well established from research that children living or in close contact with violent
adults are likely to be damaged by their experiences. Adults capable of such violence
(such as was shown in this case) towards others should be considered not only as a
direct risk to children but also in the context of their parenting capacity and suitability
to care for children. It is important therefore that practitioners have a broad
understanding of the risks posed by adults who are violent and that they assess risk
based on the level, frequency, motivation and history of violence in its many forms.
Failing to recognise this and assess accordingly using formal multi agency child
protection procedures leaves children at risk.

31

The MOPAC Crime Dashboard monitors the figures for seven neighbourhood crimes in London:
burglary, criminal damage, robbery, theft from a motor vehicle, theft from a person, theft of a motor
vehicle and violence with injury. https://www.london.gov.uk/what-we-do/mayors-office-policing-andcrime-mopac/data-and-research/crime downloaded 20/11/2016
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FINDING 6: Do children’s workforce practitioners fail to identify risks to
children when the violence is between adults, who are not living in the family
and does not involve children and therefore it is not seen as a core issue?
(Professional norms and routines in communication and collaboration in longer
term work)
This review has identified that practitioners may have a limited understanding of
the risks to children posed by perpetrators of violence against adults (i.e. violence
not specifically aimed at children). This contrasts with an improving understanding
of the risks to children of experiencing domestic violence. This limitation means
they may fail to identify risks posed by adults with a propensity for violence outside
of the home when they are involved in caring for children. This problem is
exacerbated by the absence of research about the impact on children’s emotional
and physical well-being of living with violent adults outside of the domestic abuse
context.
QUESTIONS FOR THE BOARD TO CONSIDER
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Does the Board recognise this issue?



How can the Board gather information about how significant a
problem this is?



How can the Board strengthen professional understanding of this
issue?



Does the Board consider that practitioners are equipped with the
appropriate tools to be able to assess risk to children from violent
adults?

FINDING 7: Have the longstanding pressures and subsequent work undertaken
to try and resolve these in the RIAT team in Luton informed the design of the
MASH that replaces it, so that practitioners can reliably assess risk to children?
(Management systems)
Introduction
At the time this family were referred to Luton all referrals for intervention by Childrens
Social Care (CSC) were received by the Rapid, Intervention and Assessment Team
(RIAT). The function of this service was to identify whether the needs of the family
meet the threshold for services from Childrens Social Care. For a period prior to the
review period this team had experienced heavy workloads arising from a
disproportionate number of contacts, large turnovers of staff and poor management of
resources. Since then this team has been replaced by a MASH which is a multiagency group of professionals who provide the same function. The MASH was
developed after a diagnostic assessment of the problems faced in the RIAT.
How did the issue manifest in this case?
When the Ealing social worker realised that the family had moved to Luton she sent
four documents to the Referral, Intervention and Assessment Team (RIAT) in Luton to
start the process of transferring the case. The documents included two chronologies
(one from Hammersmith & Fulham and one from Ealing), the latest assessment, the
Child in Need Plan and the comprehensive record of the latest visit which provided a
good summary of the case. All the information about past and current risks were
included in the information and at the time the staff in Luton thought that it was a full
referral however with hindsight it is apparent that the risks posed by Z were not
immediately obvious. The information provided was misunderstood and Luton
practitioners considered that the immediate risks to Child J had been resolved by
Mother leaving London and removing them both from the orbit of the father. A more
thorough reading of the information would have allowed professionals to understand
that there was also a risk from Z. His whereabouts were not clear as he was bailed to
remain outside the M25, but mother had been staying with him in Hull, and had told
social workers in Ealing that she planned to carry on living with him. This was all
included in the record of the last visit but was not immediately apparent in the
assessment report. The decision by the Luton Deputy Manager was that the family
could be supported through Early Help services as in Luton they provided support for
families experiencing domestic abuse. The Deputy Manager did not perceive the
possible risk that Z presented and the explanation for this was that there was
insufficient capacity to read all the documents provided thoroughly.
How do we know it is an underlying issue and not something unique to this
case?
Members of the case group described a very pressured environment in RIAT with
limited time and resources to complete tasks. Workloads were said to be high with
high staff turnover and many organisational changes. Statistics provided to the Review
Team by Luton show that on average in the year to March 2016 caseloads in RIAT
were 10 higher than those in the rest of the service. More recently caseloads were
seen to be more in line with the rest of the service. There was also a culture of
holding on to work rather than passing it to the appropriate team or service which
increased caseloads and created work for RIAT staff that should have been allocated
elsewhere.
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Members of the Review Team confirmed that at the time senior managers in Luton
were trying to address the issue of London boroughs placing vulnerable families in
their local authority due to their more affordable housing stock. They resolved this
issue with one borough who were placing several families. Although this may have
affected individual caseloads, it did not significantly increase numbers of referrals. It
was accepted however that the notion that there were large numbers of families
moving from London to Luton was a common view amongst staff and may have led to
a perception of a service under strain. Members of the Review Team also confirmed
that a new ‘Eligibility Criteria’ document was now being used to manage demand at
the front door and that this and other strategies have been successful in bringing
caseload numbers down.
How common and widespread is this pattern?
The pressured environment described by practitioners was referenced in Luton’s latest
OFSTED inspection - Single Inspection of LA Children’s Services published in March
2016. The average size of social workers’ caseloads is falling, but remains high in the
referral and assessment team. Social workers are not yet consistently receiving highquality supervision and there are weaknesses in the level and quality of management
oversight of practice. (p3) High caseloads were also a feature in their 2012 inspection
indicating that this has been a long-standing issue in Luton.
What are the implications for the reliability of the multi-agency child protection
system?
An important aspect of the assessment of risk is an understanding and awareness of
all the information that is currently known. This is well-known and is why most areas
are developing a MASH which facilitates the sharing of information across agencies.
For this to be effective the team undertaking this work require sufficient time and
people to be able to read and understand all the information provided. Without an
effective and strong front door to safeguarding risks will not be identified and children
can be harmed.
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FINDING 7: Have the longstanding pressures and subsequent work
undertaken to try and resolve these in the RIAT team in Luton informed the
design of the MASH that replaces it, so that practitioners can reliably assess
risk to children? (Management systems)
This review has identified that the RIAT in Luton was experiencing disproportionate
number of contacts, large turnovers of staff and poor management of resources at
the time that the Child J died and that staff did not feel they had sufficient time to
read and understand all the information provided by the Ealing social worker. Sound
decision making at the ‘front door’ is critical for the overall reliability of the
safeguarding system. Without effective management of resources at the ‘front door’
any structure will be unreliable and will undermine the wider safeguarding
processes. Luton has recently introduced a MASH which should improve information
sharing across agencies however for this to be fully effective it will need to be
adequately resourced and managed.
QUESTIONS FOR THE BOARD TO CONSIDER
 What does the Board know about the governance arrangements for the
MASH?


What does the Board know about plans to evaluate the MASH in Luton?



Does the Board know if the resource shortfalls have been addressed in
the development of the MASH in Luton?
Is the Board satisfied that all appropriate agencies will be represented in
the MASH in Luton?
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Has the introduction of the MASH in Luton improved information
sharing between agencies?



Is the Board satisfied that the MASH has enabled professionals to
recognise and respond to all areas of risk to children in Luton?

FINDING 8: In England, there is no requirement to do an assessment when a
family with a Child in Need plan moves into the area, which increases the
possibility that decisions to cease providing social work services have no
relation to the risks to the child and needs of the family. (management system
issues)
Introduction
When families move, there are different responsibilities for social workers depending
on whether the legal framework for their involvement was because of child protection
concerns or as a ‘child in need’, a distinction that is based on the level of assessed
risk. There are no prescribed systems for case transfer across local authority
boundaries for ‘children in need’ but there is an expectation that professionals will
share information about possible needs and risks for families. There are no specified
standards for professional responsibilities to contact the family or see the child and
once the information has been passed on there is no obligation on either local
authority to keep the case open.
In contrast, when a child who is the subject of a child protection plan moves, the local
authority with key worker responsibility maintains the duty to visit the family until case
responsibility has transferred, following a face to face meeting between key agencies
working with the family. Where a family that is the subject of an incomplete section 47
child protection assessment moves, there is an expectation that case responsibility
remains with both local areas until contact has been made with the family and the
child has been seen and the risks assessed.
How did the issue manifest in this case?
Mother and Child J moved to Luton on the 12th October and when the social worker
knew she rang Luton Children Services Rapid Intervention and Assessment Team
(RIAT) to start the process of transferring the case. The social worker sent four
documents by email to the Luton RIAT on 27th October; this included two chronologies
(one from Hammersmith & Fulham and one from Ealing), the assessment that was
completed in August 2015 and the comprehensive record of the most recent social
work visit to Mother that took place on the 2nd October. The social worker was making
a clear request to Luton that they accept case responsibility for the child who had a
‘child in need’ plan. Following receipt of these documents the Luton RIAT decided that
the case did not meet their threshold for a ‘child in need’ plan and that the services
required could be provided through their Early Help Service. They made this decision
without any assessment of mother’s circumstances or support arrangements within
Luton.
How do we know it is an underlying issue and not something unique to this
case?
Practice in this case followed normal process and reflects the national systems.
Thresholds for service delivery are ostensibly similar across local authorities however
thresholds to access services reflect local resources meaning that when vulnerable
families move areas, whilst their needs remain the same, their capacity to access
services may change. Discussions with the Case Group and Review Team confirmed
that this case followed normal practice and social workers and health visitors reported
that they were aware that different thresholds affected whether families continued to
receive services.
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How common and widespread is this pattern?
Research has shown that Londoners in general move more than non-Londoners and
that there are “likely to be some parts of any borough where there is rapid mobility”.
Another study has shown that ethnic minority groups move more than white British
households, and new migrants move more than established households. There has
been a substantial increase in international migration to London within the past
decade. There is now a net increase in the overseas-born population of about 100,000
per year. However, the turnover of people moving in and out of the city (excluding
within- London moves) is – officially – approaching 250,000 per annum. Unofficial (and
uncounted) mobility will almost certainly add to this number. London has some
boroughs where population mobility is greater than 35% per annum, and where the
private rented sector is the largest tenure.
Changes in housing legislation and housing benefit arrangements have increased
population mobility within London as central London accommodation becomes less
accessible to families who are dependent on state benefits. The review team were
aware of increasing pressure on accommodation leading to families becoming more
mobile with families requiring temporary accommodation often being placed some
distance away from the borough with responsibility for re-housing. It is probable that
many of these families will include children who may require support and assistance
as children in need and where there could be child protection concerns if appropriate
support is not provided. Currently there is no data collected on numbers of families
with child in need plans who move across local authority boundaries and therefore it is
not known how many continue to receive services under ‘child in need’ plans or are
supported in other ways or do not receive any support.
What are the implications for the reliability of the multi-agency child protection
system?
Effective transfer arrangements are required between local authorities to avoid losing
sight of vulnerable children when families move. Without this it is possible that, some
children will drop below the radar and could be vulnerable to abuse. This case has
shown that, at present, arrangements for transfer of child in need cases are less
robust than for child protection cases, despite there being children in need where
concerns may still be significant.
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FINDING 8: In England, there is no requirement to do an assessment when a
family with a Child in Need plan moves into the area, which increases the
possibility that decisions to cease providing social work services have no
relation to the risks to the child and needs of the family. (management system
issues)
Current case transfer arrangements between local authorities for ‘children in need’
do not require that an assessment of the child is undertaken prior to deciding if the
plan should continue potentially leading to those children’s needs being
overlooked. Systems for managing the transfer of case responsibility are less
robust than those for children with child protection plans despite many ‘children in
need’ living in very risky situations. Many children subject to ‘child in need’ plans
have significant concerns with high levels of risk, particularly in a context of rising
thresholds across local authority services. This means that a lack of robust
handover arrangements between local authorities can present a risk to the
children involved. A safe child protection system is only as good as the reliability
with which it works across boundaries.
QUESTIONS FOR THE BOARD TO CONSIDER
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Is this a known problem?



Does the Board consider that the safeguarding procedures in London
and Luton provide sufficient structure for transfer arrangements
within and outside of London?



Does the Board consider that data should be collected on children
who move out of the area with child in need plans?



Should there be a change to national policy regarding transfer of case
responsibility?

Appendix 1 – Methodology
1.

2

3

4

This SCR has used the SCIE Learning Together model for case reviews. This is a
‘systems’ approach which provides a theory and method for understanding why good
and poor practice occur, to identify effective supports and solutions that go beyond a
single case. Initially used as a method for conducting accident investigations in
other high risk areas of work, such as aviation, it was taken up in Health agencies,
and from 2006, was developed for use in case reviews of multi-agency safeguarding
and CP work (Munro, 2005; Fish et al, 2009). National guidance in the 2013 revision
of Working Together to Safeguard Children (2013) now requires all SCRs to adopt a
systems methodology.
The model is distinctive in its approach to understanding professional practice in
context; it does this by identifying the factors in the system that influence the nature
and quality of work with families. Solutions then focus on redesigning the system to
minimise adverse contributory factors, and to make it easier for professionals to
practice safely and effectively.
Learning Together is a multi-agency model, which enables the safeguarding work of
all agencies to be reviewed and analysed in a partnership context. Thus, many of the
findings relate to multi-agency working. However, some systems findings can and
do emerge which relate to an individual agency. Where this is the case, the finding
makes that explicit.
The basic principles – the ‘methodological heart’ – of the Learning Together model
are described in summary form below:
a.
Avoid hindsight bias – understand what it was like for workers and
managers who were working with the family at the time (the ‘view from the
tunnel’). What was influencing and guiding their work?
b.
Provide adequate explanations – appraise and explain decisions, actions,
in-actions in professional handling of the case. See performance as the result
of interactions between the context and what the individual brings to it
c.
Move from individual instance to the general significance – provide a
‘window on the system’ that illuminates what bolsters and what hinders the
reliability of the multi-agency CP system.
d.
Produce findings and questions for the Board to consider. Pre-set
recommendations may be suitable for problems for which the solutions are
known, but are less helpful for puzzles that present more difficult conundrums.
e.
Analytical rigour: use of qualitative research techniques to underpin rigour
and reliability.

Typology of underlying patterns
To identify the findings, the Review Team has used the SCIE typology of underlying
patterns of interaction in the way that local child protection systems are functioning.
Do they support good quality work or make it less likely that individual professionals
and their agencies can work together effectively? They are presented in six broad
categories of underlying issues:
1. Multi-agency working in response to incidents and crises
2. Multi-agency working in longer term work
3. Human reasoning: cognitive and emotional biases
4. Family – Professional interaction
5. Tools
6. Management systems
Each finding is listed under the appropriate category, although some could potentially
fit under more than one category.

Anatomy of a finding
For each finding, the report is structured to present a clear account of: -
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How the issue manifests itself in the particular case?
In what way it is an underlying issue – not a quirk of the particular individuals
involved this time and in the particular constellation of the case?
What information is there about how widespread a problem this is perceived
to be locally, or data about its prevalence nationally?
How the issue is usefully framed for the LSCB to consider relative to their aims
and responsibilities, the risk and reliability of multi-agency systems. Illustrated
below.

Structure of the Review
There were three main groups who worked together to complete the review: The review team comprises senior managers from the agencies involved in the case,
who have had no direct part in the conduct of the case. Led by two independent lead
reviewers, they act as a panel working together throughout the review, gathering and
analysing data, and reaching conclusions about general patterns and findings. They
are also a source of data about the services they represent: their strategic policies,
procedures, standards, and the organisational context relating to particular issues or
circumstances such as resource constraints and changes in structure. The review
team members also have responsibility for supporting and enabling members of their
agency to take part in the case review.

Ealing

Triborough

Luton

London

Review Team Members
Fiona Johnson, SCIE Independent Lead reviewer
Jane Doherty, SCIE Independent Lead reviewer
Safer Communities, Ealing
Childrens Services, Ealing
Named Nurse, Community Health (LNWH NHS Trust),
Housing, Hammersmith and Fulham
Children’s Services, Hammersmith and Fulham
Imperial College Hospital
Designated Nurse Safeguarding Children, NHS Luton CCG
Children Services. Luton
Luton LSCB
MPS Review Group

The Case Group are the professionals who were directly involved with the family.
The Learning Together model offers a high level of inclusion and collaboration with
these workers/managers, who are asked to describe their ‘view from the tunnel’ –
about their work with the family at the time and what was affecting this. In this case
review, the Review Team carried out individual conversations with 17 case group
professionals, and up to 19 professionals were invited to attend the case group
meetings which discussed the practice in this case and agreed the findings.
The Governance Panel
This was a complex serious case review as it involved three Local Safeguarding
Children Boards, three different children’s social care departments, two GP practices
and two health visiting services, two family nurse partnership services as well as a
hospital and the police. A multi-agency, cross-area Serious Case Review Panel was
established to oversee the review process. The aim of this group was to ensure that
all agencies were fully involved in the process and that any difficulties could be
resolved speedily. The Governance Group additionally provided a multi-area quality
assurance function; supporting the progress and completion of the SCR.
Review process
A Learning Together case review reflects the fact that this is an iterative process of
information-gathering, analysis, checking and re-checking, to ensure that the
accumulating evidence and interpretation of data are correct and reasonable. The
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review team form the ‘engine’ of the process, working in collaboration with case group
members who are involved singly in conversations, and then in multi-agency ‘Followon’ meetings. The Governance Panel has oversight of the final report.
The sequence of events in this review is shown below:
Date

Event

18.5.2016

Introductory meeting for the Review Team at this meeting the
Governance group was identified as required and formed

24.6.2106

Introductory meeting for the Case Group – to explain the
Learning Together model/method, and the case review
process which they will be part of.

28.6.2016
29.6.2016
30.6.2016
01.7.2106

Three days’ conversations with members of the Case Group

12.7.2016

First Review Team analysis meeting

10-8-2016

Second Review Team analysis meeting

13.9.2016

First Follow-on meeting (Review Team and Case Group)
In this meeting, the group works together on
 identifying Key Practice Episodes (KPEs) in the case
which affected how the case was handled and/or the
outcome of the case
 appraising the practice in these KPEs
 considering what was affecting the work/workers at the
time (the ‘view from the tunnel’)

20.9.2016

Third Review Team analysis meeting

20.10.2016

Fourth Review Team analysis meeting

3.11.2016

Second Follow-on meeting (Review Team and Case Group)

(individual sessions of about 1.5 hours with each member of the
Case Group; normally conducted by two members of the Review
Team)

At this meeting, the group were provided with a draft report
which sets out the emerging underlying patterns and findings,
and were asked to consider whether these are specific to this
individual case or pertain more widely and form a pattern.
11.11.2016

Fifth Review Team meeting – to consider the draft final report

25.11.2016

SCR Sub-Group meeting – to consider the draft final report
Governance Panel – first meeting to consider the draft final report

3.3.2017
28.4.2017
TBC
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Governance Panel and Review Team – joint meeting to consider
final report
LSCB meeting – to consider the draft final report
Final report, fit for publication, to be submitted to
Department for Education (DfE)

Scope and terms of reference
Taking a systems approach encourages reviewers to begin with an open enquiry
rather than a pre-determined set of questions from terms of reference, such as in a
traditional SCR. This enables the data to lead to the key issues to be explored.
Sources of data
1. Data from practitioners
Conversations, as described above, with members of the Case Group; these were
recorded and discussed by the whole Review Team.
Members of the Case Group have also helpfully responded to follow-up queries and
requests from the Lead Reviewers and the Review Team for clarification or further
information, where this has been needed.
2. View from the Tunnel and Contributory Factors
The data from the conversations with the Case Group translates into their ‘view from
the tunnel’ which enabled us as reviewers to capture the optimum learning from the
case. Case Group members are also an invaluable source of information about the
why questions – an exploration of the Contributory Factors which were affecting their
practice and decisions at the time.
3. Participation
The Lead Reviewers and the Review Team are grateful for the willingness of the
professionals to reflect on their own work, and to engage so openly and thoughtfully in
this SCR. Everyone has contributed very fully in the process. Individual practitioners
all have participated responsively in conversations, which have recalled their role in
this story, and in group discussions which have at times been very difficult and
challenging. All this has given the Review Team a deeper and richer understanding of
what happened with this family and within the safeguarding network, and has allowed
us to capture the learning which is presented in this report.
4. Data from family, friends and community
As in traditional SCRs, the Learning Together model aims to include the views and
perspectives of family members as a valuable element in understanding the case and
the work of agencies.
5. Data from documentation
The Lead Reviewers and members of the Review Team reviewed the following
documentation:
Children’s Services records
Midwifery notes
Hospital records
Police records
SCT records
Community Health Records/GP records
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Appendix 2 Glossary
CAIT

Child Abuse Investigation Team/Unit[1][2] is a unit within a
police force in the United Kingdom, responsible for
investigating offences relating to minors.

CSC

Children’s Social Care

Core assessment

‘An in-depth assessment which addresses the central or
most important aspects of the needs of a child and the
capacity of his or her parents or caregivers to respond
appropriately to these needs within the wider family and
community context’. (Framework for the Assessment of
Children in Need and their Families DH 2000

FNP

The Family Nurse Partnership is an intensive, structured,
home visiting programme, which is offered to first time
parents under the age of 20. A specially trained family nurse
visits the mother regularly from early pregnancy until the
baby is 2 years old and builds a close, supportive
relationship with the family

ICPC

Initial Child Protection Conference

LSCB

Local Safeguarding Children Board

MASH

Multi-agency safeguarding hub. The Ealing MASH is a new
model for managing and responding to referrals received by
Ealing Children’s Integrated Response Service (ECIRS). The
MASH is a multi-agency team of professionals who work
together to share information within a secure environment to
support better decision-making on cases.

MERLIN

Merlin is a database run by the Metropolitan Police that
stores information on children who have become known to
the police for any reason. When the police notify the local
authority about a child the form used for the notification is
known as a Merlin.

RIAT

Rapid Intervention and Assessment Team – the front door
for Luton Children’s Social Care now replaced by a MASH.

s.47 enquiry/Section 47
enquiry /child protection
enquiry

s.47 enquiry refers to section 47 of the Children Act 1989
which gives local authorities the duty to ‘make, or cause to
be made, such enquiries as they consider necessary to
enable them to decide whether they should take any action
to safeguard or promote the child’s welfare’ when they have
reasonable cause to suspect that a child who lives, or is
found, in their area is suffering, or is likely to suffer,
significant harm

SCR

Serious case review

Single Assessment

Single Assessment process is the assessment process used
in children’s social care which replaced initial and core
assessments
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Strategy meeting /
discussion

A strategy discussion is held when there is reasonable cause
to suspect that a child has suffered or is likely to suffer
significant harm. This may be following a referral and initial
assessment or at any time during an assessment where a
child is receiving support services if concerns about
significant harm to the child emerge.
The purpose of the strategy discussion is to enable the
Children’s Services’ department, Police and other relevant
agencies (e.g. health services, schools) to share information,
make decisions about initiating or continuing enquiries under
s. 47 of the Children Act 1989, what inquiries will be made
and by whom, whether there is a need for action to
immediately safeguard the child, and what information about
the strategy discussion will be provided to the family.
Decisions will be made regarding the provision of any
medical treatment, how to handle inquiries in the light of any
criminal investigation and whether other children affected are
in need or at risk.

TM

Team manager
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