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Neglect:

Many families where children were severely neglected were well known to children’s social care over
many years, often over generations. Family histories were complex, confusing, and often overwhelming
for practitioners. One common way of dealing with the overwhelming information and the feelings of
helplessness generated in workers by the families, was to put aside knowledge of the past and focus on
the present, adopting what we refer to as the ‘start again syndrome’. In cases where children had
already been removed because of neglect, parental history was not fully analysed to consider their
current capacity to care for this child. Instead agencies supported the mother and family to ‘start again’.
The ‘start again syndrome’ prevents practitioners and managers having a clear and systematic
understanding of a case informed by past history.

Engagement with agencies

Families tended to be ambivalent or hostile towards helping agencies, and staff were often fearful of
violent and hostile men. Although parents tended to avoid agencies, agencies also avoided or rebuffed
parents by offering a succession of workers, closing the case, losing files or key information, by re-
assessing , referring on, or through initiating and then dropping court proceedings. There was systemic
failure to engage with the parents’ fundamental problems in parenting and the child’s experience of
direct or indirect harm. These problems were exacerbated by the lack of a shared understanding of
definitions and thresholds for neglect, leading to confusion and delay of key decisions (see also Gardner
forthcoming).

Practice note:
The ‘start again syndrome’ prevents practitioners thinking and acting systematically in cases of long
standing neglect.

Physical assault in young children

Although there were some similarities to the family profiles in the ‘neglect’ cases the key difference was
the presence of ‘volatility’, which tended to erupt into violence. In addition there was often a history of
previous injury, illness or admission to Accident and Emergency for the baby or child. In these cases,
there was less contact with children’s social care, or involvement for briefer periods of time and greater
involvement with services for early needs or universal services in these cases. Domestic violence was
present in almost all these families.

Engagement with agencies

The police tended to be the agency most involved with these families, often containing domestic or
community conflict or violence. Some parents had mental health difficulties and past, but rarely current,
involvement with children’s social care. Links with probation and mental health agencies were more
frequent than links with children’s social care. Many, but not all, families were ‘difficult to engage’ with
many missed appointments. There was sometimes a lack of awareness on the part of health staff and
some branches of the police force to the link between domestic violence and the risk of harm to the child.

Practice note:

Family ‘volatility’ and a history of previous injury or admission to A&E for the child present warning
signs of abuse. Moreover, community and hospital based practitioners need a greater awareness of
the dangers of domestic violence to children’s safety.
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‘Hard to help’ older children

The theme of older adolescent children who were very difficult to help emerged powerfully. Almost all of
these ‘hard to help’ older young people (over the age of 13) had a long history of high level involvement
from children’s social care and other specialist agencies, including periods of state care. Latterly, agencies
had ‘neglected’ these young people’s needs.

Profile

Most children who had experienced extensive contact with agencies shared elements of the following
profile:

® A history of rejection and loss and usually severe maltreatment over many years.

® Parents or carers with their own history of abuse and rejection, most of whom misused substances
and had mental health difficulties.

® By adolescence most were typically harming themselves, neglecting themselves, and misusing
substances.

e It was difficult to contain these young people in school and in placement. There were numerous
placement breakdowns featuring running away. Going missing increased the risk of sexual
exploitation and risky sexual activity. The causes of running away were not properly addressed.

@ Persistent running away sometimes led to discharge home, so that at the time of the incident
which prompted the serious case review, the young person may have been receiving low level
services only.

This catalogue of risk factors reinforces the view that it is the cumulative interaction between these
difficulties that produces the most harmful effects (Rutter 1979). The reviews showed that state care did
not always support these young people fully.

Engagement with agencies

Agencies appeared to have run out of helping strategies and were sometimes reluctant to assess these
young people as mentally ill and /or with suicidal intent. Time was wasted arguing about which agency
was responsible for which service and whether thresholds were met, thereby delaying the provision of
services that the young people needed. There was a lack of coordination of services for these young
people ‘in transition’ and failures to respond in a sustained way to their extreme distress which occurred
in parallel to their very risky behaviour.

Practice note:

‘Agency neglect’ of these ‘hard to reach’ young people should be acknowledged. More creative,
more responsive services are required that address the young people’s trauma and the root causes
of their problems. Better join up with adult services is essential.
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1. Infroduction

1.1 The process of biennial analysis

Serious case reviews are carried out in England when abuse and neglect are known or suspected factors
when a child dies (or is seriously injured or harmed), and there are lessons to be learnt about inter-
agency working to protect children (HM Government 2006a). The purpose of the review is to establish
what improvements can be made to the way in which professionals and agencies work together to
safeguard children and to identify how these will be acted upon.

Recent editions of Working Together (HM Government 1999, 2006a) have documented central
government’s requirement for a two yearly overview analysis of serious case reviews in England to be
commissioned to draw out themes and trends so that lessons learnt from the cases as a whole can
inform both policy and practice.

The latest edition of Working Together, published in 2006, reflected learning from the circumstances of
the death of Victoria Climbié which highlighted the continued failings of services for children and
illustrated, chillingly, how children can remain invisible, in spite of being known to many separate
agencies. Indeed Victoria Climbié’s death prompted the widespread re-examination of the systems
intended to safeguard children’s welfare and culminated in the government’s Every Child Matters:
Change for Children Programme, backed by the legislative spine of the Children Act 2004. Chapter 8 of
Working Together to Safeguard Children (HM Government 2006a) included some changes to the process
of review for serious child abuse cases, now termed serious case reviews.

A significant change is the shift of responsibility for monitoring this process from Area Child Protection
Committees to serious case reviews becoming a function of Local Safeguarding Children Boards. In
conceptual terms there is also a broadening of the use of the term ‘safeguarding’ rather than ‘child
protection” which gives more prominence to promoting children’s welfare. The criteria for determining
when a serious case review should be undertaken are also broader and include the death of a parent
through domestic violence, the death of a child by a parent with a mental illness and, among other
circumstances, a child’s death through suicide. In terms of official notification of the review process, from
1 April 2008, notification is to the Office for Standards in Education (OFSTED) rather than to the
Commission for Social Care Inspection (CSCI).

The effectiveness of serious child abuse reviews in altering practice has been debated many times (e.g.
Dingwall 1989). In response to the Climbié Inquiry, Parton (2002), amongst others, has commented that it
is ill advised to change policy on the basis of the worst cases (child deaths) and that the old adage ‘hard
cases make bad laws’ still applies. It is generally acknowledged that many themes recur repeatedly in
reviews and Inquiries and studies of reviews. But even if the learning and change from analyses of these
worst cases is likely to be limited, there is a heavy responsibility to try to understand more about the
circumstances which might trigger these occurrences and the factors which influence the behaviour of
practitioners who are working with the children and families.

Sinclair and Bullock’s biennial analysis of serious case reviews in England, published in 2002, identified
recurring failings in elements of inter-agency working, in collecting and interpreting information, in
decision making and in aspects of relations with families. The findings from Sinclair and Bullock confirm
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that ‘child abuse is rarely related to a single cause but rather to the interplay of several factors in particular
circumstances’ (Sinclair and Bullock 2002 p26). The three domain approach of the Framework for the
Assessment of Children in Need and their Families (DH et al 2000) provides a good structure for making
sense of these interrelated factors, but early evaluations have suggested it is not always used to full
analytical effect (Horwath 2002, Cleaver and Walker 2004a). A key objective of the current analysis is to
consider how interacting risk factors present themselves in this new cohort of cases.

This biennial review considers those serious child abuse cases (serious case reviews) which were notified
to either the Commission for Social Care Inspection (CSCI) or the then Department for Education and
Skills (DfES) between the two year period of 1 April 2003 to 31 March 2005. The study was carried out
over twelve months (June 06 to May 07) by a team based in the School of Social Work and Psychosocial
Sciences at the University of East Anglia, working in conjunction with the National Society for the
Prevention of Cruelty to Children (NSPCC). The large research team included academics, researchers and
practitioners, some of whom had recent or current experience of working in health and social care and
with Area Child Protection Committees and Local Safeguarding Children Boards. The team was chosen,
in some respects, to model the different knowledge base and perspectives of multi-agency groupings
working with children and families.

A central aim of the study was to learn from the analysis of interacting risk factors present in the cases
under review and to transfer this learning to both everyday practice and to the process of serious case
reviews. It was hoped that the learning from this analysis would help to change the way that
practitioners, clinicians and decision makers think about and approach the work with children and their
families at different levels of intervention. In order to assist with this, a central steering group was
established at the (then) Department of Education and Skills comprising policy makers, researchers,
academics and practitioners who acted as a sounding board for work in progress. A local consultation
group of expert practitioners with expertise in paediatrics, mental health, substance misuse and
operational facets of Local Safeguarding Children Boards also provided useful feedback in earlier stages
of the study. Regional seminars were also conducted by the (then) Department for Education and Skills
in February and March of 2007 to disseminate early findings from this analysis (and from the study being
conducted by Wendy Rose and Julie Barnes of serious case reviews from 2001-3). The regional seminars
also presented early work from the national evaluation of the child death review teams by Dr Peter
Sidebotham and colleagues. Comments from seminar participants and presenters have helped to shape
this report and to keep it focused on practice.

1.2 Aims and objectives of the study

The overall aim of this biennial review is to use the learning from serious case reviews to improve multi-
agency practice at all levels of intervention. This can be considered on three different levels. Firstly, at the
level of universal services and early identification of needs, this includes a better understanding of risks
of harm and thresholds for early intervention; secondly at the later stages of intervention the hope is to
improve joint practice in safeguarding children. Finally where joint practice has to be examined (when
serious case reviews take place) the aim is that lessons are implemented more effectively, learning where
possible from good practice.

The study offers an examination of the total sample of available serious case reviews undertaken during
the specified two year period between 2003 and 2005, and further scrutinises a sub sample of these
reviews. The two samples are explained below:
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® The ‘full sample’: 161 cases for which minimal, notification information was available (Commission
for Social Care Inspection database of notification of Critical Child Care Incidents [2005]).

® The ‘intensive sample’: a sub-sample of 47 cases, drawn from the full sample, for whom fuller,
more detailed information was available (overview reports and chronologies).

The objectives set at the outset of the study are outlined below:

i. To provide descriptive statistics from the agreed full sample (i.e. 161 cases), illustrated by some
examples from the reviews. This is reported in Chapter 3.

ii. To scrutinise a sub sample of cases (i.e. 47) to chart thresholds of multi- agency intervention at the
levels specified in Every Child Matters (Cm 5860 2003). These findings and a discussion of other
themes which emerged are offered in Chapter 5.

iii. Building on the learning from the first two objectives, to seek a meaningful analysis by identifying
some ecological-transactional factors within the sub-sample of reviews. This model of
understanding is explained in Chapter 4 of the report.

iv. To provide practice tools for use by Local Safeguarding Children Boards and practitioners and to
identify any lessons for policy and practice, including examples of good practice. Implications for
safer practice are discussed in Chapter 6 and practice tools are discussed in Appendix 4-7.

1.3 Learning from the data collection process

A mixed methods approach was used to collect the data and carry out the study. Primarily quantitative
methods were used to describe and chart the background characteristics of the children, their families
and multi-agency practice in all 161 case reviews studied (the full sample). Qualitative methods, drawing
on fuller information from the reviews and the stories of the cases, were used to identify and analyse
themes which emerged from the intensive sample of 47 cases. More details about the data collection
process and the methodology for the study are outlined in Appendix 1.

In order to manage and make sense of the relatively large number of reviews in the study, a ‘layered
reading’ approach was adopted. This involved building information about both the full sample of 161
cases and the intensive sample of 47 cases from layers of initially minimal, and later more detailed
information as it became available. The story of each child’s death or serious injury makes very powerful
reading. As a result one feature or theme can take on a disproportionate significance. While it was
important to acknowledge the individual differences of each child or young person, it was also essential
to consider each case objectively as part of a larger whole of 161 or 47 reviews. The layered reading
approach allowed the children and their circumstances to be studied respectfully, but systematically.
Initially, minimal notification, information from each review was studied as a constituent part of the 161
cases rather than allowing particular reviews to dominate the thinking and the learning. The later stages
of the study allowed individual cases and individual children’s circumstances to be studied in more
depth. This approach also helped the research team not to be overwhelmed, emotionally, by the
material at the outset of the study.

Moving from the individual children’s circumstances, a number of learning points emerged about the
serious case review process and about researching serious case reviews.

The early data collection phase of the study (outlined in full in Appendix 1) attempted to gather
information about the full cohort of reviews for the two year period under scrutiny and this study
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presents findings from the first near full cohort of reviews for England. Some cases may have been
missed however, and inaccuracies and inconsistencies were apparent in some of the reporting, recording
and data storage of reviews. Similar points were also raised by Sinclair and Bullock (2002), Reder and
Duncan (1999) and Rose and Barnes (2008) who were unable to report on full sets of these serious child
abuse cases. Previous similar studies have examined up to approximately 50 cases per cohort only and
this is the first analysis of a large number of reviews reported over a two year period.

The opportunity to analyse data obtained at the point of notification of a near full cohort of English
serious case reviews presents new challenges in identifying patterns and trends. To make sense of
patterns and themes emerging it is helpful to make comparisons with other, similar studies of death and
serious injury or harm through abuse and Chapter 2 charts some comparisons with earlier studies.
Opportunities also present themselves to compare data from this study with findings from research into
larger populations for example of ‘near miss’ child protection cases (Bostock et al 2005) or with the
growing body of knowledge about unexpected child deaths. This latter category will include, in time,
findings from the child death review teams being established in line with guidance in Chapter 7 of
Working Together (HM Government 2006a). Although child deaths through abuse are a sub-set of all of
unexpected child deaths, it needs to be remembered that serious case reviews also include many
children who do not die but are seriously injured and harmed (one third of the cases in this study). It is
important that research as well as practice in these two separate but interlinking elements remain
connected, even though the learning from serious case reviews cannot be joined up straightforwardly
with that from the unexpected child death data.

1.4 The process of serious case reviews

Learning from Executive Summaries

Chapter 8 of Working Together (HM Government 2006a) highlights the following about executive
summaries:

® They will be made public.

@ They should include, as a minimum, information about the review process, key issues arising from
the case and the recommendations which have been made.

@ The publication of the executive summary will need to be timed in accordance with the conclusion
of any related court proceedings.

® The content needs to be suitably anonymised in order to protect the confidentiality of relevant
family members and others (para 8.33 p179).

The data collection process for the study revealed that there were two problems that compromised the
national learning that could come from the reviews’ executive summaries. The first related to the extent
to which they are available publicly or to the practitioner community, and the second to the way in
which the bulk of them were written, focusing narrowly on recommendations.

Seventeen executive summaries from the 161 reviews were available on LSCB/ACPC websites making
them fully accessible, but the availability of others was more restricted. There are clearly problems of
confidentiality for Local Safeguarding Children Boards, both for the family concerned and staff involved,
in making these reports available to the public, but since some areas are able to overcome this difficulty
the problem may not be insurmountable. If executive summaries were more readily available, as
intended, these could add pertinent information for the dissemination of learning. Easier access to



Analysing child deaths and serious injury through abuse and neglect: what can we learn? 17

summaries from other regions would also help LSCBs to look at the extent and type of serious case
reviews in their own area. A number of difficulties have transpired to limit the availability of these
summaries, for example the Pan London agreement not to make them public. The sensitivity of these
cases and the ensuing media interest is undoubtedly a barrier but this also becomes a barrier to learning
which is limited to local geographical area only.

In terms of the way in which these summaries were written, a key issue is that they need to provide
enough background information about the case and the dynamics of the abuse for the reader to be able
to interpret the recommendations and understand the lessons learned. If summaries are very bland or
focus exclusively on recommendations and procedures, the learning will be very limited. There is also a
wide variation in the way executive summaries are written; in the length, structure and detail included.
Greater consistency in the format and structure of these summaries could be helpful.

Reder and Duncan sum up the problem that arises in the reliance on bland summaries or the focus on
recommendations.

Since the majority of local agencies and Area Child Protection Committees have tended to concentrate
their attention on the final list of recommendations, the reductionist style made it less likely that the
required behaviour would be implemented successfully. (Reder and Duncan 2004a p98)

Proposed structure for executive summaries

If the following items were included in executive summaries, a greater depth of learning could
potentially be achieved:

® Anonymised name or initials of the child, and age at the time of the incident;

® The serious case review process — brief outline of the purpose and scope of the review and terms of
reference;

@ Reasons for conducting the review and what SCR criteria were met (or if the criteria were not met
the reason for conducting the review);

® Brief case summary to include details of incident, kind of maltreatment, who was believed to be
responsible for the abuse;

e Family background (including anonymised details of members of the household in which the child
was living, or otherwise relevant persons with ages if possible). Potentially identifying details need
to be restricted to the overview report;

@ Context of agencies involved and resourcing (e.g. staff absences, vacancies etc);

® Key recommendations indicating the resource implications (time/human resources, services) or
action plan;

® Key themes and lessons learnt.

Family involvement in serious case reviews

Sinclair and Bullock made the criticism that families were excluded from the serious case review process
(Sinclair and Bullock 2002). Efforts have been made to redress this and the new edition of Working
Together (HM Government 2006a) requires agencies to consider not just whether, but how family
members should be involved in serious case reviews. In the reviews studied here (from 2003-5) it was
apparent that families were sometimes involved. In 21 of the 47 cases studied (almost half) some
mention was made of the consideration of family involvement. In the remainder no reference was made
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to this at all. In a small number of cases the review panel appeared to give tentative thought to involving
family members:

The Panel did not establish any intention to involve family members in the review — a matter which
remained under consideration.

Family members’ participation was not always actively encouraged, for example the onus could be left
with the parents to contact a named person connected with the serious case review if they wished to
contribute to the review. In some cases family members were invited to participate and they chose not
to do so. In some instances their choice to decline was thought to be detrimental to the final report
‘there are areas where clarification from them could have assisted.’

In nine of the 47 cases studied in depth, however, families were involved in the serious case review
process. Family members were usually visited in their own homes, often with a supportive person
present, by the Chair of the review or the overview report writer, or by an independent social worker or
child protection coordinator, who subsequently presented their views to the review panel. Family
members who were listed as taking part included the child’s parents, a parent’s partner, grandparents,
and siblings. In a small number of cases the child (him or herself) also contributed to the review, being
visited similarly by the Chair of the review, usually with a supportive family member or other supporter
present. Advice was sometimes offered (for example by a Children’s Guardian) that it would not be in the
child’s best interests to be interviewed for the purposes of the review by an unknown person. However,
in these circumstances the child’s views could be presented, for example through the involvement of a
social worker who was already undertaking direct work with the child.

In some instances the child or family member met initially with the Chair of the review and was then
visited for a follow up meeting by an independent social worker:

The Chair of the Review Panel visited the child’s parents who both expressed a desire to take part in the
review. An independent social worker visited the mother and obtained her views which were expressed
in a report. The mother saw and agreed to the contents of this report. The father was visited by a
different independent social worker. A written report of this meeting was seen and agreed to by him.

Where parents who were part of criminal proceedings contributed to the review this could lead to the
review timescale being extended so that it did not conflict with the prosecution: ‘it would not be ethical to
invite parents to contribute to the review before their trial as evidence may be contaminated, they would be
under caution’. In some other cases when criminal prosecutions were ongoing this was seen to preclude
parental involvement, although grandparents or other family members were sometimes invited to
participate.

From the limited information available it appeared that family members were asked to contribute to the
review for the purposes of checking the accuracy of information and history and to ask their views about
services provided. These contributions were usually valued and seen to have a worthwhile place in the
review. There was limited evidence of a less useful contribution where family members were asked to
absolve professionals of blame by confirming that they could not have known about the extent of, for
example, domestic violence or substance misuse in the family:

[The parents acknowledged] that their heavy drug use was persistent and that they were not open
about this with professionals.
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Summary of learning about the serious case review process

A number of points have emerged from the study which could be used to provide both a better base line
of information for biennial reviews of these cases and a better overview of the quality of the serious case
review process.

@ If serious case reviews are to be analysed every two years, there is a need for consistently reported
minimum information to provide a better understanding of the total cohort. This could be
provided through continuing the improvements in the recording of the original notification (now
to OFSTED) of a critical incident which might lead to a serious case review. This information could
be matched to the child death data and to other information on serious harm and injury.

® Improving the quality, accessibility and comparability of reviews, or parts of reviews (for example
executive summaries) would encourage shared local and national learning.

This study has not considered the format of serious case reviews in any depth but some feedback from
the (then) Department for Education and Skills Regional seminars held in February and March 07
suggested a desire to consider ways of streamlining the process by reducing the volume of paperwork,
but increasing the learning locally.
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2. Literature review

2.1 Introduction

This brief review provides a summary of selected literature and research in three areas which link directly
to the study:

1) Thresholds of intervention in child welfare practice
2) Serious case reviews
3) Interacting factors linked to risks of harm

These themes were pursued to inform the research process and to provide a literature and research base
to elaborate the aims of the study.

The parameters of the review were as follows: in relation to thresholds, literature since 1991 was
considered to include studies examining the working of the Children Act 1989 in England and Wales, the
key legislation which informs the safeguarding of children, although emphasis was given to more recent
studies. For serious case reviews, an overview of the literature since 2000 was undertaken, as Sinclair and
Bullock’s 2002 study had provided a review of earlier literature. Literature and research pertinent to the
theme of interacting risk factors was examined, for the most part, since 2000 as a means of limiting this
potentially expansive area.

Empirical studies and peer reviewed articles were prioritised over commentaries, books, chapters and
reports. A broad overview is provided rather than a systematic analysis. The literature was identified
using electronic databases and by hand searching electronic and paper journals and following up key
references.

2.2 Professional practice - thresholds

Introduction to thresholds

The debate concerning levels of intervention and thresholds into and between services has been part of
the long standing drive to encourage prevention within child welfare services. Within the Children Act
1989 this included the promotion, development and delivery of more effective services for a broader
group of children and families (Parker in Frost 1997, Hardiker et al 1991). Hardiker’s work (1991) helped
to disseminate the idea, already apparent within health services, of a tiered model of services. Hardiker’s
model of prevention, using four levels, was later appended to the Framework for the Assessment of
Children in Need and their Families (Department of Health et al, 2000). It was adapted into a ‘pyramid’ of
levels of need in Every Child Matters (Cm 5860 2003) and as a ‘windscreen’ continuum of services in the
guidance for the Common Assessment Framework (HM Government 2006b). Mesie, Gardner and Radford
adapt Hardiker’s description of the four separate levels in their work on Public Service Agreements in
Safeguarding Children as follows:

@ Primary Prevention - taking universal action to promote conditions so that problems do not arise
and families are strengthened
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@ Secondary Prevention - focusing on individuals or families who are vulnerable, but may not yet
have problems, or with early difficulties where the risks of breakdown are low;

@ Tertiary prevention - targeting individuals or families who have more entrenched problems to
minimise their adverse effects; and

® Quaternary prevention — optimising the prospects for children where family problems have
resulted in their placement in public care (Mesie et al 2007 p20)

The impact of thresholds

The Children Act 1989 introduced new criteria for children’s social care involvement in the lives of
children and their families in both a voluntary and a compulsory basis. A continuum of involvement and
intervention from the more voluntary ‘children in need’ to the more coercive ‘children in need of
protection’ was presented in early and later studies into the workings of the Children Act 1989 as
thresholds into and through services (Department of Health 1995, 2001). The bulk of these studies found
that access to services were often limited to children deemed to be in need of protection and high
thresholds were limiting or preventing services reaching families where problems were at the early
stages (Department of Health 1995, 2001).

Later studies uncovered similar findings. The first Joint Chief Inspectors’ Report into the work of 8 Area
Child Protection Committees in England in 2002 ‘Safeguarding Children’ (Joint Chief Inspectors 2002)
found that pressures on resources in children’s social care had led to a tightening of the threshold for
services for children where there were concerns about their welfare. Many referring agencies considered
that children’s social care were not providing an adequate response to safeguarding children. The follow
up report in 2005 (Joint Chief Inspectors 2005) reiterated concerns about thresholds, ‘there remain
significant issues about how thresholds are applied by social services in their child protection and family
support work’ (p7). The 2005 study also found that agencies other than children’s social care were often
unclear about how to recognise the signs of abuse or neglect and about how to refer on concerns about
a child.

Recent policy changes and the impact on thresholds

Policy changes in recent years are likely to have an impact on thresholds. In September 2003 the
government published a detailed response to Lord Laming’s Report on the Victoria Climbié Inquiry (Cm
5730, 2003) alongside the Green Paper ‘Every Child Matters’ (Cm 5860, 2003) which proposed an overhaul
of children’s services in England supported by new legislation, the Children Act 2004. Laming’s view was
that children are best protected by preventative and supportive services in the community that are
sensitised to safeguarding children. This is exemplified by the practice guidance ‘What To Do If You're
Worried A Child Is Being Abused’ (HM Government 2006c¢) which is aimed at ‘everyone’ working with
children and families. Thus the widespread changes represented another shift towards prevention. Other
changes which will have an impact on thresholds include the appointment of a Director of Children’s
Services, presiding over education and children’s social care in each local authority, pooled budgets
within new children’s trusts arrangements, the replacement of Area Child Protection Committees with
Local Safeguarding Children Boards (LSCB) and the introduction of the Common Assessment Framework
(CAF) and Lead Professional (LP) Working.
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Working Together (HM Government 2006a) sets out the new LSCB functions which include specifying:

the action to be taken where there are concerns about a child’s safety or welfare, including thresholds
for intervention (p50) ........ clear thresholds and processes and a common understanding of them
across local partners may help to reduce the number of inappropriate referrals and to improve the
effectiveness of joint work, leading to a more efficient use of resources (p51).

Thresholds in early intervention and working with additional needs

Common Assessment Framework (CAF) and Lead Professional (LP) working provide a framework for early
intervention so that agencies can become involved with children who are considered to have ‘additional
needs.’ This avoids the problem of waiting for problems to worsen to meet the higher thresholds for
specialist services like children’s social care. The CAF is intended to shift thresholds downwards and
move the focus from dealing with the consequences of difficulties in children’s lives to preventing things
from going wrong in the first place (HM Government 2006b). The LP role is intended to avoid duplication
so that more services can be offered at a lower level. Working Together 2006 states that the CAF, where it
is undertaken, can provide the structure for a written referral to children’s social care and that, where a
common assessment has been completed on a child, this information will be used to inform the initial
assessment led by children’s social care.

Brandon et al’s study (2006a; 2006b) of the early stages of CAF/LP working found examples in practice of
thresholds of intervention going both up and down. Thresholds went up when other agencies
experienced that under these new working practices children’s social care were pitching their
intervention at an even higher level and not working with the lower levels of children in need (i.e. s17 of
the Children Act 1989) at all. Thresholds were also perceived to be going up when work previously
undertaken by children’s social care staff was being carried out by personnel from universal services as
part of the early intervention strategy to prevent problems becoming entrenched. Thresholds into
children’s social care were found to go down, however, where clearer referrals (via CAF) were presented,
making it easier for children’s social care to justify taking on work which would previously have been
rebuffed. As this evaluation was undertaken in the early stages of implementation, it will take some time
before the impact of these new working practices on thresholds and levels of intervention becomes
apparent.

The thresholds in complex needs, including the involvement of children’s social care

One of the objectives of the Quality Protects Programme launched in 1998 was ‘To ensure that referral
and assessment processes discriminate effectively between different types and levels of need and produce a
timely service response’ (Department of Health 1999 p20 in Rose, Gray and McAuley 2006 p26). New
assessment guidance was issued in 2000 launching the Framework for the Assessment of Children in Need
and their Families (Department of Health et al 2000) as statutory guidance for social workers and
colleagues in other agencies to use with all children in need, including those deemed ‘at risk of harm’
under s47 of the Children Act 1989. More discussion of assessment is to be found in Chapter 4 which
considers an ecological-transactional perspective.

Corby et al’s (2002) small scale study of parental perspectives of the Assessment Framework in one local
authority found that parents viewed the assessment process positively and felt they did receive a
speedier response than before the implementation of the Assessment Framework. The study found that
when assessments were carried out with skill and sensitivity, some parents changed their attitudes
towards social workers and towards their own strengths and difficulties as carers. Cleaver and Walker’s
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(2004b) much larger scale study evaluated the use of the Assessment Framework in 24 English local
authorities and found that there was an improvement in the quality of assessments and in interagency
collaboration over assessments. However analysis, judgement and decision making were causing
problems for practitioners who lacked confidence in these areas. The National Children’s Bureau are in
the process of producing work in this area entitled ‘Putting Analysis into Assessment’ (see Dalzell and
Sawyer 2007).

These evaluations focused on attitudes towards the assessment process rather than an evaluation of the
impact of the Assessment Framework on particular children and families in meeting their needs. Calder
(2003) expresses concern that the resources have not been provided to implement this way of working.
Reder and Duncan (2004b), in examining the Victoria Climbié Inquiry Report, suggest that improvements
to assessments will come about when practitioners adopt an assessment mindset when responding to
referrals and emphasise the need to regularly review their opinions as they gain new information.
Cooper et al (2003) go a step further and recommend considerable changes to the child welfare system
which would negate the need for thresholds altogether. These changes include relocating social workers
to multidisciplinary teams based in accessible places for families, such as schools, health centres and
community organisations. They suggest this will change families’ perception of social workers and allow
practitioners to reach out to the community and ‘increase the possibilities for trust, authority and
negotiation.’ (p90).

The threshold to child protection and children looked after, or compulsorily detained

A study of children whose names are on the child protection register in 8 local authorities (Commission
for Social Care Inspection 2006) examined the threshold criteria applied by both adult and children’s
services and found that professionals considered that high thresholds created tensions between
agencies and prevented help getting to parents when they need it. As in earlier studies from the 1990s
(Department of Health 2001), adherence to high thresholds was found to lead to services being
withdrawn too quickly, for example when a child’s name is no longer on the child protection register.
Thresholds were also thought by professionals to have an impact on the nature of assessments, with the
emphasis placed on risks of harm rather than needs. Most parents interviewed felt that the assessment of
their own needs was inadequate, that services came too late and were not always relevant.

Spratt’s study (2000; 2001) of how 200 child protection referrals in Northern Ireland were acted upon
considered whether it might be possible to treat more initial referrals as ‘child-care problem enquiries’ as
opposed to ‘child protection investigations’. He states that responding to referrals only as an
‘investigative response’ resulted in ‘families being traumatized and children’s needs left unmet’ (p597), as
cases were closed once risks had been checked and calculated, with no ongoing work. This echoed the
findings of Gibbons et al’s study of nearly 2,000 referrals in 1995.

Corby (2003) studied social work decisions made on 400 child protection/children in need cases and
noted concern about how a move to assessment first, and then to safeguarding measures after this,
could lead to some children not being adequately safeguarded. This study revealed that practitioners
were struggling to combine safeguarding children with the promotion of their welfare as required by
both the Assessment Framework and the Children Act 1989. This theme is considered further by Cleaver
and Walker’s (2004b) study of early implementation of the Assessment Framework. They discovered an
absence of in depth assessment for up to a quarter of the most needy cases studied and suggested that
this reflected an organisation-led approach to decision making dictated by the availability of resources
rather than the needs of the children.
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Child protection thresholds in emotional abuse and neglect

Identifying and working successfully with emotional harm and neglect are known to pose problems.
Operational difficulty may result from the way in which emotional abuse and neglect are described,
which for the purpose of considering child protection registration, are by their most acute manifestations
(in both the 1999 and the 2006 editions of Working Together):

emotional abuse is the persistent emotional ill-treatment of a child such as to cause severe and
persistent adverse effects on the child’s emotional development and severe neglect is associated with
major impairment of health and development (Department of Health et al 1999;

HM Government 2006a).

Because these descriptions do not include early signs and symptoms, there may be tendencies both to
delay recognition and /or to over-identify behaviour as abusive in order to reach a threshold to attract
services. Thoburn and colleague’s large-scale study of emotional harm and neglect found evidence to
support this hypothesis (Thoburn et al 2000). Nearly a quarter (23%) of 337 referrals to children’s social
care included concerns about emotional abuse and neglect. On examination this was found to mask an
over estimate of the extent of neglectful or emotionally abusive parental behaviour but was an
underestimate of the proportion of children whose emotional development was being or was likely to be
impaired if services were not provided.

Platt’s study also echoes this concern about the identification of emotional harm and neglect, finding
that investigations were more likely to be initiated where there was an observable event or injury to
respond to, and that referrals indicating neglect were less likely to be pursued (Platt 2006). Buckley also
concluded that these cases were most likely to be closed without any services being offered and
recommended an approach to assessment that focused more on children’s welfare than parental
culpability (Buckley 2000).

Because of these areas of concern, the Department of Health /Department for Children Schools and
Families Research Programme ‘Safeguarding Children’ is focusing on both emotional abuse and neglect
and in particular ‘effective interventions.’

Relevance of thresholds to the current study

This study is being carried out in the midst of the bedding in of wholesale changes to the system of
children’s services in England including the establishment of Local Safequarding Children Boards. It is
important that learning from the reviews is pertinent to the work of these Boards and helps them to be
confident in their work, not just with serious case reviews but with the whole spectrum of safeqguarding
and promoting welfare from early intervention thresholds to emergency protection. It is crucial that the
children’s workforce is helped to be more confident in recognising and responding both to early needs
and to signs of maltreatment as early as possible.

A central aim of the Government’s Change for Children Programme is that children needing help at all
levels, from early intervention to safeguarding their welfare, are not overlooked. We know from studies
of serious child abuse that most children who die from abuse or are seriously injured are not child
protection cases but children known to have additional needs (Reder and Duncan 1999, Sinclair and
Bullock 2002, Brandon et al 2002). As Lord Laming said ‘child protection cases do not always come labelled
as such’ (para 17.106 Cm 5730 2003). Increasingly, lead professionals and common assessment
framework workers will work alongside these children and their families. The national evaluation of
CAF/LP work however (Brandon et al 2006a), found that there is not always a good join up between
services for early intervention and safeguarding, so that children’s need for protection may continue to
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go unnoticed. This evaluation also found that practitioners welcomed clear structures and processes and
explanations of ‘levels of intervention’. For this reason understanding and communicating thresholds
along the safeguarding continuum from early signs of maltreatment to later indications of significant
harm is a key strand of this project.

In this study an intensive sub-sample of 47 cases was examined to chart thresholds for action and
intervention as follows:

1. A threshold for recognition (i.e. when might abuse or neglect have first been a concern).
2. A threshold for early intervention in partnership with parents.

3. A threshold for safeguarding actions.
4

. A threshold for compulsory safeguarding actions (e.g. court actions) or voluntary
placement/arrangements (i.e. s20 Children Act 1989) or safe placement of a child away from the
parent or carer.

This is reported in Chapter 5 and in Appendices 4 and 6. The threshold mapping activity draws on
learning from developmental studies of interacting risk factors to interrogate each case. The cases and
threshold patterns were then examined and grouped against common themes in the cases and key
features in the child, the parents/carers and the community/environment of the family.

2.3 Serious case reviews

Learning from serious case reviews

After more than thirty years of debate about the purposes of reviews into serious child abuse cases,
many of the same mistakes are still occurring. Munro (2005b) suggests, like Bostock et al (2005) and
Brandon et al (1999a; 2002), that serious case reviews need to focus less on who is to blame and whether
procedures have been followed and more on wider factors which could explain why these incidents are
continuing to occur after decades of new procedures and policies. Stanley and Manthorpe (2004) point
out that inquiries have led to defensive practice, a higher number of child protection referrals, greater
emphasis on audit in practice, and the recruitment of fewer social workers.

A major recurring theme emerging from serious case reviews is communication. As well as a reluctance
to share information, failings in this area have included a lack of clarity of information, problems in
interpreting information and the lack of clear agreements between workers. As Reder and Duncan (2003
p82) point out:

Since the 1970s, virtually all reviews of fatal child abuse cases in the UK report that there was evidence of
communication failures between professionals (Reder et al 1993, Falkov 1996, Brandon et al 1999,
Dale et al 2002, Sinclair and Bullock 2002, Lord Laming 2003).

The government has sought to address this by planning better IT solutions, such as the information
sharing system, ContactPoint, which can be used by all agencies. Stanley (2003) and Munro (2005a)
criticise this as a solution to the problem of inter-professional communication, and both state that
technology is only a tool, not an answer in itself. Munro (2005a) argues further that it is not sharing the
information that is the problem for practitioners, but assessing the information. The Integrated Children’s
System, about children in need, is intended to help not only with the collection, but also with the
collation and analysis of key information.
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Reder and Duncan (2003) and Brandon et al (2002) also make this point adding that assessment is not
merely about collecting information but attributing meaning to the information. Assessments tend not
to be holistic (Cleaver and Walker 2004a), but to focus on single domains of the assessment triangle
rather than an understanding of all three areas (Horwath 2002, Munro 2005a). Practitioners also tend not
to move on from an initial, often optimistic, judgement despite new information emerging (Munro 1999,
Munro 2004b, Munro 2005a, Brandon et al 2002). Further difficulties highlighted in inquiry reports have
included ineffective decision making, lack of inter-agency working and poor recording of information
(Sinclair and Bullock 2002).

Many studies allude to the influence of wider factors. These include the impact of managerialism and the
audit culture on present day social work (Reder and Duncan 2004b, Parton 2004), the complexities of
current social work (Parton 2004), the use of coping mechanisms by practitioners in this immensely
difficult area of work such as avoiding the truth of the situation, and over-identifying with a parent
(Reder and Duncan 2004b, Rustin 2005, Cooper 2005), the practitioners’ working environment, including
workload, resources, the working atmosphere, the provision of supervision, and confidence in one’s
ability as a worker (Reder and Duncan 2004b, Rushton and Nathan 1996, Munro 2005a).

Suggestions for improvement include providing practitioners with tools to conduct better assessments
(which includes their communication with other professionals and with children and parents, and also
the need to consider the history of a case). Improvements could also be achieved if practitioners were
helped to analyse information gathered in an assessment, and were able to change their view, and to
scrutinise both their own and others’ practice (Reder and Duncan 2004b, Horwath 2002, Munro 1999,
2004b, 2005a, White and Featherstone 2005). Recommendations have also been made that practitioners
be given tools to undertake risk assessments. Tools for this are very common in the US but less popular
in the UK. Hughes and Rycus’ review article summarises findings on the US risk assessment literature and
concludes that many risk assessment protocols and tools in use do not improve either the consistency or
the accuracy of protective decisions for maltreated children (Hughes and Rycus 2007). Assessment tools
are clearly not a substitute for sound professional judgement.

A number of practice tools do exist which aim to help with the analysis element of assessment and
professional judgement, for example NCB'’s ‘Putting Analysis into Assessment’ (Dalzell and Sawyer 2007)
and Core Assessment Toolboxes (Cleaver and Walker 2004b). A model of assessment intended to analyse
interacting risk factors was devised and introduced in Warwickshire (Tuck 2004) and is being adopted
elsewhere in England. It should also be noted that Chapter 4 in the Framework for the Assessment of
Children in Need and their Families (Department of Health et al 2000) considers analysis, judgements and
decision making and refers to questionnaires and scales which are intended to help practitioners by
providing evidence on which to make these judgements.

There is some concern that used in isolation, tools could minimise scope for individual professional
judgement (Munro 2004a) and that other resources are needed such as supervision (Brandon et al 2005)
and professional skill (Munro 2004a). Jones and colleagues have similarly queried the validity of actuarial
approaches, and drawn attention to the limitations and imprecision of the evidence base for decision
making (Jones et al 2006 p281). They also endorse the need to exercise careful and systematic
professional judgement.

A recent study of serious case reviews undertaken between 1998 and 2001 was carried out by Sinclair
and Bullock and published in 2002 (Sinclair and Bullock 2002). Their overview focused on learning from
the profile of the children who died or were seriously injured. They also aimed to identify what helps and
what hinders the serious case review process in the 1999 edition of Working Together, to ascertain
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whether the revised serious case review process had led to any changes in policy or practice at a local
level and to identify from the reviews any lessons for policy and practice at a national level. Their
recommendations for future study of serious case reviews included the need for better identification of
children vulnerable to abuse, improved understanding of the process of change in public services and
the development of practice tools.

The biennial review of serious case reviews from England from 2001-3 is being undertaken by Rose and
Barnes and is due to report at the same time as this study.

Recent Changes to serious case reviews

The Children Act 2004 and its accompanying Regulations placed serious case reviews on a statutory
footing. With the demise of Area Child Protection Committees, serious case reviews became a function of
the Local Safeguarding Children Boards (LSCBs) which were to be in place by 1 April 2006. Some other
changes required in Working Together 2006 were to be implemented by 1 April 2008. These included the
introduction of a new process to review the deaths of all children and a

rapid response by a group of key professionals who come together for the purpose of enquiring into and
evaluating each unexpected death of a child’ and ‘an overview of all child deaths in the LSCB area
undertaken by a panel (HM Government 2006a p128).

This means that LSCBs will review information on all deaths, including unexpected deaths of all children
in the local authority area, not just those in contact with organisations responsible for safeguarding their
welfare. LSCBs will be required to draw conclusions on what can be learned to prevent or avoid the
deaths of all children in the future.

This change is welcomed by Bunting and Reid (2005) who commented on the multidisciplinary child
death review teams (CDRTs) in America, and were mindful of the proposals recommended in Every Child
Matters (Cm 5860, 2003) for such a system in England. They found that benefits in America from CDRTs
included improved multi-agency working and communication, more effective identification of suspicious
cases, a decrease in inadequate death certification and a broader and more in-depth understanding of
the causes of child deaths through systematic collection and analysis of data. They add that this can
promote preventative, rather than reactive, work;

The findings and risk factors identified during the review process have enabled the team to propose and
implement a wide variety of prevention initiatives such as reducing the risk of sudden infant death
syndrome (SIDS) and suffocation deaths as well as preventing deaths by suicide, drowning and abuse
and neglect. (Bunting and Reid 2005 p89)

A similar example can be found in Schnitzer and Ewigman’s (2005) study of the deaths of all children
under five years of age in Missouri, US between 1992 and 1999. A sub sample of 149 inflicted-injury
deaths by a parent or caregiver were identified during the eight year period. It was found that children
residing in households with unrelated adults were nearly 50 times more likely to die of inflicted injuries
than children living with two biological parents. Children in households with a single parent and no
other adults in residence had no increased risk of inflicted-injury death. The majority of known
perpetrators were male and most were the child’s father (34.9%) or the boyfriend of the child’s mother
(24.2%). Seventy three per cent of the injuries were inflicted by shaking or striking the child.

Schnitzer and Ewigman claim that the study has important implications for educational strategies to
prevent fatalities caused by inflicted injuries and for child care policy. They point out that educational
campaigns regarding shaken babies are wrongly aimed mostly at mothers, rather than fathers. The
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introduction of Child Death Review Panels in England could similarly contribute to understanding the
risk factors in child fatality, and add to learning about interacting risk factors.

Suggested changes to serious case reviews

It has been disputed that learning from deaths and serious injuries is the best way to inform practice
(Powell 2003). Bostock et al’s (2005) study of ‘near miss’ cases in 8 local authorities in England and Wales
proposed an alternative to serious case reviews. ‘Near misses’ are defined as incidents in child care cases
where something which could have gone wrong was prevented, or as something which did go wrong
but no serious harm was caused. Such incidents were found to be frequent, and were described by
practitioners as ‘part and parcel of the job'. They could provide an opportunity to identify weaknesses
within safeguarding systems before children are harmed. In health professions, staff are obliged to report
such ‘near miss’ incidents, and learn from latent failures within the organisations rather than focusing
purely on active failures by the staff members.

This way of learning, based on ‘root cause analysis,” involves the analysis of a child death considering not
who made the mistakes but why. It takes human error as the starting point, not the conclusion, of the
investigation and is relevant to cases of serious injury or harm as well as child death. Bostock and
colleagues recommended that LSCBs should include ‘safeguarding incidents’ (near misses) alongside
unexpected child deaths and serious injuries and also that children’s services should introduce reporting
systems for such incidents, using root cause analysis to understand why these incidents happened.
However, since root cause analysis is incident driven it is not a good methodology for considering cases
of neglect or most cases of sexual abuse. The introduction of ‘Child Death Overview Panels’ (CDOP)
could, in principle, provide an opportunity to apply root cause analysis (RCA) techniques to unexpected
child death on a larger scale.

Corby’s criticism of the lack of external scrutiny in the serious case review process has been addressed by
the requirement in the new edition of Working Together, for the overview report to be commissioned
from a person independent of the agencies /professionals involved (HM Government 2006a p174, Corby
2003). Corby is of the opinion that the findings of reviews should be more accessible and recommends a
permanent body to carry out inquiries, preferably at a regional level.

Links with the current study

Themes emerging from the current cohort of 161 cases will be contrasted with findings from previous
studies of serious case reviews. Data has been collected from the 161 cases using themes drawn
primarily from Sinclair and Bullock’s 2002 study, although additional factors prompted by this literature
review, for example from the ALSPAC study (Sidebotham et al 2003) (e.g. low birthweight, parental
attitude to child, overcrowding etc) have also been added.

Sinclair and Bullock suggest that there is limited value in looking at common factors alone. They
recommend that studies of serious case reviews need to look at improving processes for managing risk
of harm, improving identification of children vulnerable to abuse and developing practice tools.

Comparisons are made in this study of the way in which executive summaries are written. From this
comparison, it may be possible to determine what might be the most useful information to record in
these summaries.
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2.4 Interacting risk and protective factors

Working Together (HM Government 2006a) highlights the importance of considering how a combination
of different factors can impact on the risk of significant harm to a child; ‘often it is the interaction
between a number of factors which serve to increase the likelihood or level of significant harm’ (p156).

Little, Axford and Morpeth (2003) stress the need for more research in this area since: ‘social and health
research is littered with examples of single variables that correlate with childhood development
problems’ (p6). They quote Rutter’s (1979) view that it is rare for a single risk factor to be identified in
relation to a single deficiency state:

More commonly risk factors interact to produce a particular outcome at a specified stage in a child’s
development. To complicate matters further, the same combination of risks can often produce different
deficiency states in different children...the same risks may produce different manifestations at
successive stages of the child’s development and in different contexts (Rutter, 1989 p6).

Hindley at al’s recent systematic review examines the most significant individual risk factors for the
recurrence of maltreatment. These were the number of previous episodes of maltreatment, neglect as
opposed to other types of maltreatment; parental conflict and parental mental health problems. Those
factors with some suggestion of further maltreatment were parental substance misuse; ‘family stress’; a
lack of social support; families with younger children; parental history of abuse; and already being in
contact with child protection services (Hindley at al 2006 p751). This review is not a useful measure of
risk factors in the general population, but provides valuable findings about cases where child
maltreatment or neglect has already occurred.

The UK Avon longitudinal study (ALSPAC) also considered interacting risk factors for 115 out of their
cohort of 14,138 children who were named on local child protection registers prior to their 6th birthday.
Risk factors were reported in relation to the interacting characteristics of the child, the parents and socio-
economic environment (Sidebotham et al 2003, 2001 and 2002). For the child, the key markers for poor
health and developmental problems in infancy and subsequent maltreatment were low birthweight and
unintended pregnancies (Sidebotham et al 2003). They also found that mothers of children listed on the
child protection register were less likely to report positive attributes in their four week old infant. The
authors concluded that:

while child factors are significant, they are only a small part of the overall complex set of circumstances
and conditions that ultimately lead to abuse or neglect. Parental attitudes towards the child may be
more significant than the actual characteristics of the child (p337).

Maternal background factors linked to the risk of child maltreatment were: age under 20, lower
educational achievement, history of sexual abuse, use of child guidance or adolescent psychiatric
services, absence of her father during childhood, and a previous history of psychiatric iliness
(Sidebotham et al 2001). Significant factors in the fathers’ backgrounds were: age under 20, lower
educational achievement, having been in care during childhood and a history of psychiatric illness. The
commonly replicated findings from this study which link to an understanding of child maltreatment are
parental age, educational achievement and a history of psychiatric illness. Unlike other research, the
ALSPAC study did not find that a parental history of childhood abuse emerged as a strong predictor of
subsequent maltreatment: ‘the only indicator of previous abuse found to be significant, after controlling
for other variables, was a maternal history of sexual abuse’ (Sidebotham et al 2001 p1191). This study is
significant in its inclusion of fathers, although response rates were still generally low and more needs to
be known about the role of fathers in child maltreatment.
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Sidebotham et al (2002) suggest that psychodynamic models are inadequate to explain child
maltreatment, claiming that wider models incorporating other ecological domains within the socio-
economic environment are needed:

Social deprivation is an important determinant of child maltreatment, and encompasses a number of
different aspects, including financial security, housing situation and material benefits; in addition, the
job situation of the parents and the stability and richness of their social networks all have a significant
impact on risk of maltreatment. (Sidebotham et al 2002 p1243).

The US longitudinal Minnesota Study followed 180 children born into poverty over three decades.
Factors found to protect parents from repeating cycles of abuse were emotional support from an
alternative, non-abusive adult during childhood, a therapy experience of at least 6 months duration, and
an emotionally supportive and satisfying relationship with a male as an adult. The study also found that:

for some mothers, such difficulties understanding their infants and their own feelings, in combination
with stressful, unsupportive living situations, a history of abuse in their own childhoods and personality
characteristics of hostility and suspiciousness, all converged to predict abusive care. (Sroufe et al 2005).

This lack of understanding of the ‘psychological complexity’ of the infant was a major predictor of poor-
quality parenting in this study.

A US qualitative exploratory study (Ryan et al 2005) brought together 22 child protection researchers and
professionals to identify items that they believed should be included in a child welfare risk assessment.
Most factors concerned parents, with only one, behavioural issues, which linked specifically to the child.
The factors they drew up were: a history of child protection referrals, domestic violence, history of
significant trauma in the family, financial strain or unemployment, absence of social supports, parental
psychological diagnosis, substance abuse, terminal illness, acceptance of role as parent, marital/partner
discord, quality of caregiver interactions, single parent household and multiple caregivers in and out of
the home. This study did not really reveal any significantly new areas, apart from terminal illness and did
not intend to identify those factors which, when interacting, cause greater concern.

Earlier analyses of serious child abuse reviews have also identified findings in relation to interacting risk
factors. The 1993 and 1999 studies by Reder and Duncan argued for better assessments of the
relationship between accumulating risks and for the need for assessments to be theoretically informed
by an inter-actional framework. Sinclair and Bullock also noted that the three domain approach of the
Framework for the Assessment of Children in Need and their Families (Department of Health et al 1999)
should enable a more dynamic, less static account to be taken of the interaction between the
characteristics of the child, the attributes of family members and situational factors such as poverty (2002
p26). These themes are explored further in Chapter 4 in the more detailed examination of the 47 cases in
our argument for an ecological transactional perspective. This builds on the ecological approach initiated
by Bronfenbrenner (1979) and elaborated by Cicchetti and Valentino (2006), Sroufe (2005 et al) among
many others.

Interacting risk factors and neglect

A high number of serious case reviews include elements of neglect. An approach to understanding
neglect is to consider the interacting risk factors in the parent-child relationship. Glaser argues that
emotional abuse and neglect describe a relationship between the parent and the child (rather than the
event or series of repeated events occurring within the parent-child relationship), and that the
interactions of concern pervade or characterise the relationship and often result in impairment of the
child’s emotional and psychological development (2002 pp697-714). Glaser lists parental attributions in
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this context which include: emotional unavailability and unresponsiveness, negative attributions and
misattributions to the child, developmentally inappropriate or inconsistent interactions with the child
and failure to promote the child’s social adaptation. Lyons-Ruth et al (1999) also recognise that ‘out-of-
control’ parents who switch unpredictably between hostile (abusive) and helpless (neglectful) care-
giving pose a particularly serious developmental risk for their children.

The background context of a child’s experience is essential to a dynamic understanding of risks and
protective factors. Without this professionals can be distracted from maintaining a focus on the child’s
welfare. For instance Kantor and Little (2003) point out that domestic violence may or may not include
elements of neglect (‘failure to protect’), or indeed, of emotional harm. Certain aspects of poverty appear
to prolong neglect (Slack et al 2004). Emotional harm has been linked to a number of parental
behaviours including domestic violence, adult mental ill-heath and substance misuse including
alcoholism (Chaffin 1996, cited in Tomison and Tucci 1997; Glaser 2002). The advantage of this approach
is that the family’s resources as well as its challenges are reviewed and appropriate support can be
identified.

Protective parenting factors

Some disadvantaged families facing multiple adversities manage to break the cycle of disadvantage.
Their ability to adapt to challenges and to succeed in spite of difficulties and stresses earns them the
label ‘resilient’ (Morris et al [forthcoming] in Cabinet Office 2007). In relation to breaking a cycle of abuse,
the US Minnesota Study found that protective factors for children included emotional support from an
alternative, non-abusive adult during childhood, a therapy experience of at least 6 months duration, and
an emotionally supportive and satisfying relationship with a male as an adult (Sroufe at al 2005).

An ecological understanding of parenting (Quinton 2004) reminds us that parenting capacity does not
operate in a vacuum but in communal, socio-economic and domestic contexts (Jones 2001 p257). Rutter
(2000) and Jones (2001) both emphasise the essentially unknown and variable relationship between
positive factors and deficits in consideration of parenting and of children’s resilience. Successful
parenting however, tends to be associated with a combination of a warm, affectionate bond of
attachment between child and parents combined with authoritative parenting. This type of parenting
tends to be high in both control and warmth and involves setting clear boundaries at the same time as
being aware of children’s needs (Maccoby and Martin 1983 in Cabinet Office 2007 p13). The Families at
Risk Review sums up the benefits of a protective family life:

Good parenting and strong family relationships can help to build social and emotional skills which are
themselves protective factors. They allow children to create their own friendships and support networks
and to develop greater resilience in coping with negative situations. (Cabinet Office 2007 p14)

Links with the current study

The closer examination of the 47 cases mentioned above enables a more detailed examination and
analysis of interacting risk and protective factors in children who become the subject of serious case
reviews. This analysis helps to identify the constellations of factors which all practitioners need to be
aware of when working with children and their families. Because of the nature of these reviews there
may be scant evidence of protective factors.



32 Analysing child deaths and serious injury through abuse and neglect: what can we learn?

3. Findings and

descriptive statistics

3.1 Introduction

This chapter considers the characteristics of children and families who are the subjects of serious case
reviews. It also examines what is known about intervention from agencies. The results presented relate to:

® The ‘full sample’: the 161 cases for whom only minimal information was available (from CSCI child
protection database including notification of Critical Child Care Incidents, [CSCI 2005] and some
executive summaries).

® The ‘intensive sample’: a sub-sample of 47 cases, drawn from the full sample, about whom fuller,
more detailed information was available (from overview reports, chronologies, and sometimes
other information, from the serious case reviews).

Further information on sources of data used is contained in the Methodology section, in Appendix 1.
Appendix 1 also explains the way in which the statistics are analysed and presented and the high degree
of comparability between the full and the intensive sample.

In the tables that follow, the full and intensive samples are presented together. Since the information
sources for the full sample were often minimal and there were many missing values, the intensive
sample could be said to be a better reflection of what is known about the cases and the family profiles.
Seeing the two samples side by side provides an indication of what can be learnt from minimal data sets
and also highlights where gaps in the information exist. Previous studies of English serious case reviews
have not analysed child protection database notifications (CSCI 2005) (our key source of information for
the sample of 161 cases) in the belief that they were too limited to be of use. This study examines
whether they do yield important information. We have gone a step beyond previous analyses to discern
which data in the minimal dataset are robust and which are less reliable. We explain as the data are
presented whether the information appears to be consistently and reliably reported or whether there are
gaps and flaws in the recording in the minimal information sources. Notes of caution in the
interpretation of the statistical findings are given overleaf.

Statistical findings are illustrated by researcher notes about individual children and their families, some
of which have been changed to preserve the child and family’s anonymity. These notes were derived
from the scrutiny of the minimal information sources.



Analysing child deaths and serious injury through abuse and neglect: what can we learn? 33

Some degree of caution is required in the interpretation of these results, for reasons discussed below:
1. Generalisation

These results are not necessarily representative of all serious occurrences of child injury or death.
The sample includes only those cases where local Area Child Protection Committees deemed it was
appropriate and/or necessary to hold a serious case review. This is a decision which may vary
between regions for a number of reasons.

2. Accuracy

Information sources for the full sample of 161 were minimal since they rely on what was known by
the local authority at the point of notification. For this reason information was limited, and
sometimes inaccurate or confusing. Although robust attempts were made to verify the information,
at times these ambiguities introduced an element of researcher subjectivity when coding the
material. With this in mind, the following chapter attempts to highlight carefully which data can be
more confidently interpreted.

3. Under-reporting

The gaps in the information for the reasons stated above mean there is the potential for under-
reporting of certain child and family characteristics and other relevant factors. Absence of
information does not indicate a lack of any particular feature, simply that it is not recorded.

This is also true for all of the cases studied, including the intensive sample of 47 cases.

3.2 Characteristics of the children

Age

Data for age are presented in Figures 1 and 2. In keeping with previous serious case review studies
(Reder and Duncan 1999; Sinclair and Bullock 2002; and Brandon et al 2002) we found that almost half of
the children in this study (76) were less than a year old. All but seven of these infants were under six
months of age and the very young age of some children is underlined, with 21 being less than four
weeks old:

A six week old baby was admitted into hospital with injuries consistent with shaking. It was discovered
that he also had week old fractures and bruises. The baby’s father spent a considerable amount of his
childhood in care. The baby, his mother, and sibling were not known to Social Services.

Almost half of the children in the sample were under one year of age. This has important implications
for all staff working with young babies and their families (primarily midwives and health visitors).
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Figure 1: Age at time of Incident
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A further 33 children clustered between the ages of one and five years, while a smaller grouping of 11
children were between six and ten years of age:

An 8 year old child had extensive injuries over his body and face. The child and family were known to

children’s social care and proceedings were ongoing in relation to a sibling but not this child. There was
known domestic violence in the family.

A quarter of the children (41) were aged over eleven. Although this sample contained a similar
proportion of children in the 11-15 age band to those in the Sinclair and Bullock study, unlike any other
comparable studies, our sample included a number of much older teenagers over the age of sixteen. The

Rose and Barnes study, due to report in 2008, revealed that their sample of 40 cases also included a small
number of older teenagers.
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Figure 2: Age categories
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The appearance of older adolescents in serious case reviews shows that much older children are also
dying or being harmed through maltreatment or neglect, and it reflects the increase in Area Child
Protection Committees’ willingness to notify and learn from these cases. As such it represents a greater
acknowledgement among safeguarding organisations (ACPCs and potentially LSCBs) that older children
may be beyond the reach of existing services or that their vulnerability is not recognised or taken
sufficiently seriously by the multi-agency groupings:

A young person who was the subject of bullying both at school and outside of school committed suicide.
The parents had brought concerns about their son to the attention of several agencies but the risks were
not taken seriously enough and there was no indication of working together, sharing information or
implementing any plan of action.

Reviews also raised the issue of young people between the ages of 16 and 18 years who fall between
child and adult services.

Gender

Figure 3 shows that there were slightly more boys than girls in the full sample (88 boys, 73 girls) but this
difference was less pronounced than in Sinclair and Bullock’s 2002 study. Our intensive sample
comprised 20 boys (43%) and 27 girls (53%).
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Figure 3: Gender of child

Gender

Ethnicity

Almost three quarters of the children were white/white British (74%), while 13% were black/black British,
5% Asian/Asian British, 6% of mixed ethnicity and 1% were ‘other’ ethnicities. Figure 4 shows the
different ethnicities represented. There was much fuller information about ethnicity than has been
recorded in other equivalent studies, although this was still far from a complete picture. The ‘Notification
of Serious Child Care Incident Form’ which informed the database report, includes ethnicity and ethnic
group as categories to be completed, and in 136 of the 161 cases this information was provided. It was
not however possible to tell, with accuracy, how many children were born in the UK as this information
was rarely provided and needed to be surmised from other details known. Nor, for the same reasons, was
it clear for how many families English was not their first language. Thus although there was full
information about ethnicity this was still lacking in any depth, and nothing was noted about each
family’s religion or culture.
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Figure 4: Ethnicity of child
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Table 1 details the ethnic breakdown of both the full sample and the intensive sample alongside
comparable UK figures. Whilst the intensive sample has a higher proportion of both white and Asian or
Asian British children, and a lower proportion of Black or Black British children, than the full sample, these
differences are not statistically significant. For comparison, Table 1 additionally shows the ethnic
distribution of all under-16s in the UK in 2001 (ONS 2001/2002) and the ethnic distribution of all ‘children
in need’, given for a sample week in February 2003 (Department for Education and Skills 2004).

White children are somewhat under-represented in our full sample, compared to the proportion of all
‘children in need’ in the UK who are white; and this latter proportion is similarly a lower figure than the
proportion of all under-16s who are white. Conversely, our full sample has a higher proportion of Black
and Black British children than does the population of ‘children in need’, or the total population of
under-16s.

Table 1: Ethnicity of child: comparative data

Ethnicity full sample Intensive All childen Under 16s in
n=136 sample in need UK population
n=39 (2003) (2001)

White/White British 101 (74%) 31 (80%) 80% 88%

Mixed 8 (6%) 3 (8%) 6% 3%

Black/Black British 17 (13%) 2 (5%) 7% 3%
Asian/Asian British 8 (6%) 3 (8%) 4% 6%

Other Ethnic Group 2 (1%) 3% 1%
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It should be borne in mind that the ethnic breakdown of the cases in the full sample does not necessarily
mirror the ethnic breakdown of all children who are seriously abused or neglected, but is a reflection of
those cases for which it was deemed appropriate and/or necessary to hold a serious case review. For
example, it was apparent that some areas were carrying out serious case reviews to learn more about
complex issues associated with families newly arrived in the UK. One case, for example, was said not to
have strictly met the serious case review criteria but the local Area Child Protection Committee decided
that raising the case to review status would provide important learning in relation to children arriving
through immigration with unofficial status. Similar concerns were raised in another review.

Where the child was living

The data displayed in Table 2 show that, at the time of the incident which prompted the review, almost
half of the children were (73) living at home, apparently with both parents. This was a similar proportion
to that found in the 2002 Sinclair and Bullock study. A total of 32 children appeared to be living with a
lone mother and 21 with a mother and step parent. In this sample there was no indication that the father
was the sole carer, although some children were staying with or visiting their father when they died or
were injured. Eleven children lived with relatives other than parents and a smaller number lived in large
extended households including both parents and other relatives. Some children were in foster or
residential care - more information about children living under these and other regulatory arrangements
is provided in Chapter 5.

The information about where the child was living at the time of the incident is not robust since the
minimal data set examined does not collect information in all of the categories listed in the table below.
The information presented here was amassed from various sections of the database notifications.

Table 2: Living circumstances at the time of incident

Living circumstances full sample Intensive sample
(n=157) (n=47)

With two natural parents 73 (47%) 20 (43%)

With one natural and one step-parent 21 (13%) 7 (15%)

With a lone parent — mother 32 (20%) 8 (17%)

With relatives 11 (7%) 4 (9%)

With foster carers <6 1 (2%)

Children’s residential facility 6 (4%) 3 (6%)

With parents and other relatives <6 2 (4%)

Other 6 (4%) 2 (4%)

Information recorded on the number of siblings in the full sample was generally more robust because
this was specifically requested in the notification form (see Table 3). However, it was not made clear
whether the child was living with siblings, or whether siblings were full, half or step siblings. If we
surmise family size from the available information, it seems that most children in the sample broadly
reflected current patterns in UK society with three quarters coming from small or relatively small families.
Forty one (27%) were only (or first) children, 50, (33%) had one sibling and 28 children (18%) came from
families with three children. Table 3 reveals however, that a substantial minority of 33 children (22%)
lived in large or very large families with four or more children. This is higher than the national average
where only ten per cent of children live in a family of four or more children (Bradshaw et al 2006). The
multiple stresses and adversities associated with parenting large families have been well documented
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(Bradshaw et al 2006) and poverty is the most prominent adversity faced. Since family stress is also
known to be linked with multiple births and the additional caring responsibilities they bring, we checked
the extent to which multiple births featured in this sample and discovered that a very small number (less
than 6) of young children in the sample of 161 were a twin.

Table 3: Number of Siblings

Number of siblings full sample Intensive sample
(n=152) (n=47)

0 41 (27%) 7 (15%)

1 50 (33%) 15 (32%)

2 28 (18%) 9 (19%)

3 13 (9%) 7 (15%)

4 7 (5%) 4 (9%)

5 7 (5%) 2 (4%)

>6 6 (4%) 3 (6%)

Other characteristics of the children

Aside from disability, detailed information on the notification form about the characteristics of the
individual children was often unobtainable. Therefore the results displayed in Table 5 relate only to the
intensive sub-sample of 47 cases. It also needs to be borne in mind that factors like disability or
emotional and behavioural problems might not yet have emerged for the many very young children and
babies in this sample. Disability was recorded in 8 (5%) cases whereas in Sinclair and Bullock’s 2002
study, only one child was known to have a physical disability. Chronic illness and complex health needs
were listed for smaller numbers of children. The impact of these conditions was often grave and was
arguably exacerbated by neglectful care. There are examples where parents failed to take their child to
repeated medical appointments, with consequent delayed treatment.

One case concerned a three year old child with complex health needs and disabilities who was born
premature, and had spent most of her life in hospital. The parents could not look after their child safely
and she was readmitted to hospital after a short period at home. Once returned to hospital the child
recovered from a potentially life threatening problem attributable to poor care. A further example
involved a much older adolescent with disabilities who spent most of his life with relatives where he
experienced long standing neglect.

These cases and the minimal information sources from which they are drawn, give little indication of
family circumstances, nor the interaction between the child and caregiver which may help to understand
why the care of these children was neglected or why their parents or carers acted in ways that caused
them significant harm.

Table 4: Disability

full sample Intensive sample
(n=161) (n=47)

Disability 8 (5%) 4 (9%)
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Table 5: Child’s characteristics: intensive sample (n=47)

Child’s characteristics* 1-3 years 4 years +
(n=28) (n=19)
Complex Health Needs 2 (7%) 2 (11%)
Chronic lliness 3(11%) 2 (11%)
SCBU/Neonatal Unit 8 (29%) 1 (5%)
Previous Hospital admissions 11 (39%) 6 (32%)
Emotional or Behavioural Problems n/a 16 (84%)
Involved in juvenile crime n/a 6 (32%)
Mental Health difficulties n/a 9 (47%)
Substance misuse issues n/a 9 (47%)
Non/poor school attendance n/a 13 (68%)
School exclusion n/a 8 (42%)
Involved in sexual exploitation n/a 5 (26%)
Receiving special educational support n/a 4 (21%)
Other significant child characteristics 4 (14%) 1 (5%)

*Two or more factors may be present in any one case.

A number of the children in the intensive sample had difficult beginnings to their life, with 19% recorded
as having spent time in a Special Care Baby Unit. Some of the difficulties in these circumstances are
illustrated by the following case example:

The child was born prematurely and discharged home from the Special Care Baby Unit (SCBU). The
baby’s mother had difficulties with literacy and possibly English was her second language. The health
visitor was concerned about lack of support arrangements — the child was discharged from SCBU with
no GP or address.

A high proportion of the 19 older, school aged children (i.e. aged four or over) are recorded as having a
number of difficulties which would have had an impact at home, at school and in the community. The
majority of these children (84%) were reported as having emotional or behavioural problems and 68%
had poor school attendance. A small number of children were recorded as receiving special educational
support and eight (42%) were currently, or had been excluded from school. Six young people were
recorded as being involved in juvenile crime and nine had mental health difficulties. Nine children were
reported to have problems with substance misuse and nine were also involved in sexual exploitation.
Many children were living with a combination of these difficulties as illustrated by the case example
below:

The young person was known to agencies for a considerable period of time for seriously violent
behaviour including several assaults (alleged) on different children younger than her. She spent just over
a year on the child protection register under categories of neglect and emotional abuse. Her mother
...has a chronic alcohol problem. She was out of school for 2 years and has convictions for common
assault and for criminal damage. She was missing at the time of the report.

The young woman was repeatedly absenting herself from residential care. A pattern was identified,
showing that she ran away with friends....and met with young males. Concern surrounded sexual
exploitation, abduction, false imprisonment, administration of alcohol and drugs.
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3.3 The incidents/cause of the serious case review

In this sample of serious case reviews, two-thirds (106) of the children died and a third (55) were seriously
injured as a result of the incident, or circumstances, which prompted the review (see Table 6). The two
earlier biennial reviews both revealed a higher proportion of deaths than the current study where more
children survived (Sinclair and Bullock 2002; Rose and Barnes 2008). This perhaps suggests that over
time, safeguarding bodies may be selecting more cases of serious injury to review and may be less likely
to restrict their learning to the cases where children have died. It also shows that the full serious case
review sample should not be used solely as a child homicide measure.

Table 6: Incident type

Full sample Intensive sample
(n=161) (n=47)

Death 106 (66%) 35 (75%)

Serious Injury 55 (34%) 12 (26%)

A small number of serious case reviews were carried out separately on both the child who was injured or
killed and the child who carried out the assault, addressing the learning in relation to both children.

A breakdown of incident type by age group is contained in Table 7. Once again, when interpreting these
results it should be borne in mind that they represent cases selected for serious case review rather than
occurrences of serious injury or death among children per se. Examination of this table shows that the
proportion of reviews where the child died was highest among the 1-5 year (with 79% of reviews
reporting a death) and 16+ age groups (with 93% relating to a death). In comparison, deaths accounted
for 58% of reviews for babies under 1 year of age, 55% of reviews for 6-10 year olds, and 62% of reviews
for 11-15 year old children.

Variations in the frequency of type of incident reported for different age groups appear to underlie these
patterns. It is not possible to display detailed figures for these results when broken down by age group
and incident type, as the numbers involved are often small (i.e. less than six). However, some of the more
striking patterns are outlined below.

The comparatively low proportion of deaths for babies under one year of age is partially explained by the
inclusion of a number of cases of head injuries in babies (usually referred to as ‘shaken baby syndrome’)
resulting in serious injury. In total, 17 (68%) of the 25 incidents of head injuries to babies resulted in
injury rather than death. Furthermore, a higher proportion of other non-fatal serious injuries (physical
assault) were reported for babies than for older children. In total, 14 of the 26 (54%) incidents of physical
assault for babies resulted in death, as compared to 11 of the 15 physical assaults (79%) reported for
those aged 1-5 years. Reviews relating to house fires and accidents resulting in fatality also contributed
to the higher proportion of deaths reported for the 1-5 year age group.

Fewer physical assaults tended to be reported for the older age groups, with 14 in total for all children
aged six years and over. The kind of incident reported in reviews for children aged between 6-15 years
also included non fatal sexual abuse and being missing from home, which contributed to the lower
proportion of deaths in this age bracket. Nearly all of the reviews for those over 16 years of age were
undertaken where a young person had died, most notably as a result of suicide.
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Table 7: Incident type by age group

Age group Full sample (n=161) Intensive sample (n=47)
Death Serious injury Death Serious injury

<lyr 44 (58%) 32 (42%) 16 (73%) 6 (27%)

1-5yrs 26 (79%) 7 (21%) 5 (83%) 1(17%)

6-10yrs 6 (55%) <6 4 (100%) -

11-15yrs 16 (62%) 10 (39%) 6 (60%) 4 (40%)

16+yrs 14 (93%) <6 4 (80%) 1 (20%)

Table 8: Type of injury/harm

Type of injury/harm Full sample Intensive sample
(n=161) (n=47)

Head Injury (Shaken Baby Syndrome) 25 (16%) 8 (17%)

Sudden Infant Death <6 1 (2%)

Overlying 6 (4%) 3 (6%)

Physical Assault 57 (35%) 14 (30%)

Neglect (including house fires, accidents and illness) 33 (21%) 10 (21%)

Poisoning/overdose 7 (4%) 1 (2%)

Suicide 14 (9%) 4 (9%)

Sexual abuse 6 (4%) 2 (4%)

Gone missing 6 (4%) 4 (9%)

Other <6 -

Further details relating to the type of injury or harm are displayed in Table 8. Note that these figures refer
to the primary cause of the incident, which often featured a combination of contributory factors. In many
cases the cause of death or harm was uncertain:

Cause of death is still unknown. Post mortem identified historic and recent rib fractures. Inconclusive
evidence that the child had been shaken. No concerns about care of other children and minimal
previous involvement of children’s social care.

In one case there was a suspicion of abuse because a half-sibling had been admitted to hospital some
years previously with similar facial injuries. In another case where neglect was suspected the coroner
later concluded that the baby had died as a result of an accident. In addition to the accidents were the
six ‘overlying’ cases most of which involved parents falling asleep with the baby after drinking alcohol
and waking to discover that the baby had suffocated. The information available to us showed that at
least 65 cases featured aspects of neglect (which may not have been the primary cause of the incident).

The following is a typical example of the compound problems in neglect cases:

The child died following the inhalation of smoke from a small house fire. The child had been known to
several agencies over time. Issues of drug misuse and neglect were indicated. Poor living conditions.
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The fourteen cases of suicide mostly involved older adolescents. One young person’s suicide note
indicated he was being bullied at school and in the community. There was also a history of sexual abuse
of this child by a relative many years ago.

In over half of the cases there was recorded evidence of some prior concerns or a history of abuse and
neglect. For the remaining cases it appeared that the incident was a singular event which came without
prior history or warning (again, as far as could be ascertained from limited information). It should be
noted that the findings presented in Table 9 involved researcher judgement on the over-riding nature of
the incident, based on the available information

Table 9: Nature of Incident

Nature of incident Full sample Intensive sample
(n=148) (n=47)

Singular event 58 (39%) 10 (21%)

Following history of abuse 17 (12%) 6 (13%)

Following history of neglect 20 (14%) 9 (19%)

Previous concerns, including history of self harm 53 (36%) 22 (47%)

Most of the children appeared to be the sole victim of the incident or circumstances which led to the
review (121 cases) but in 18 cases siblings were also harmed. In a small number of cases children and a
parent were victims together, for example where a father killed the children and their mother, or killed
the child and himself:

Police early indications are that father fatally stabbed his wife before leaving with the child. He
committed suicide with the child.

These family killings prompt considerable media attention and it will be important to know whether
there is an increase in their occurrence over time, as well as learning from dynamics within the individual
cases.

Table 10 lists those alleged to be responsible for the incidents. In some cases, individuals admitted
responsibility for the child’s death or injury but in others it is less clear how the decision about
responsibility was determined. In the instances where this information was available, only 59% of those
alleged to be responsible were parents (a similar proportion to Sinclair and Bullock’s 2002 study, where
55% of cases listed parents as perpetrators). In a small number of cases foster carers were alleged to be
responsible. The following example also illustrates a review where a relative was alleged to be
responsible for the child’s death:

The child died from an accidental overdose. At the time of the incident, she was being looked after by a
family member with a known history of drug misuse...There was concern that the relative may have
allowed or encouraged her to take the substances and that the relative didn’t seek appropriate medical
assistance when the child was unwell.

The illustration above demonstrates that responsibility for the death or harm, including suicide, was
often very difficult to establish. While ‘self’ is recorded in 13% of cases, this reflects the nature of the
incident (suicide) rather than any attribution of blame. When a child commits suicide there are many
strands of responsibility and parental rejection and rejection by helping agencies is a feature in some of
these cases.
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Table 10: Responsibility for incident or harm

Responsibility for incident or harm * Full sample Intensive sample
(n=130) (n=42)

Mother 24 (19%) 5(12%)

Father 24 (19%) 6 (14%)

Partner 9 (7%) 4 (10%)

Sibling <6 1 (2%)

Self 17 (13%) 3 (7%)

Mother and father 25(19%) 8 (19%)

Mother and other adult <6 -

Other 26 (20%) 15 (36%)

*based on information on alleged perpetrators contained in notification records.

Those cases listing ‘mother and father’ as perpetrator are a potential over-estimate as most reviews were
conducted before any trial was concluded. Although both the child’s mother and father may have been
held responsible, it is not necessarily the case that both will be convicted, and indeed Table 11 shows
that a prosecution was not pursued in all cases.

In 19 cases there was a decision not to bring a prosecution while in 68 cases the outcome was still
uncertain with proceedings still ‘ongoing’..Although there were convictions in 24 cases with ten resulting
in custodial sentences, press coverage has revealed that a small number of these cases reported in the
media have subsequently been brought to appeal and original decisions about culpability overturned.

Table 11: Outcome of criminal proceedings

Outcome Full sample Intensive sample
(n=130) (n=44)

Prison 4 (11%) 7 (16%)

No Proceedings 9 (15%) 11 (25%)

Ongoing 8 (52%) 19 (43%)

No conviction 6 (12%) 4 (9%)

Conviction - no details 0 (8%) 2 (5%)

Other 3 (2%) 1 (2%)
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3.4 Characteristics of the carers and their environment

Little detail was available from the child protection notification records (CSCI 2005) to provide a profile of
the carers, and the records did not include a judgement about who was the child’s primary carer. These
records contain most information about parents and carers within a tick box section entitled
‘characteristics of case’ and occasionally more elaboration is offered in a free narrative section ‘case
outline’. Details were also scanty for past history and environmental features, which drew on the same
sections of the notification records.

Where information is recorded at the point the case was notified to CSCl, it is listed here, but it is
important to note that absence of information does not indicate a lack of any particular feature,
simply that it is not recorded. Even within the intensive sample it needs to be acknowledged that
detail about parental characteristics is sometimes absent from the full reviews.

Parents’ age

Information about the parents’ age at the time of the incident is only requested in the later database
reports (CSCI 2005) in relation to whether the parents were teenagers, (listed as ‘child of teenage
pregnancy’) but some reports did appear to include parents’ dates of birth. Overall, this information is
available for the ages of 61 mothers and 46 fathers. From this limited information it seemed that the bulk
of mothers and fathers were older. However, 17 mothers were below the age of 21 and these included
some very young mothers under 15 years of age. The age data available are broadly comparable to
Sinclair and Bullock’s 2002 findings, showing a similar pattern of distribution across the age bands.

Table 12: Age (at time of incident)

Age (yrs) Mother Father
full sample Intensive sample full sample Intensive sample
(n=61) (n=40) (n=46) (n=31)

<18 9 (15%) 3 (8%) <6 1 (3%)

19-20 8 (13%) 5 (13%) <6 1 (3%)

21-25 14 (23%) 9 (23%) 11 (24%) 6 (19%)

26-30 9 (15%) 5 (13%) 9 (20%) 3 (10%)

31-35 7 (12%) 5(13%) 7 (15%) 5(16%)

36-40 7 (12%) 6 (15%) <6 3 (10%)

41 + 7 (12%) 7 (18%) 12 (26%) 12 (39%)

Parenting characteristics

Information regarding the child’s experience of caregiving for the intensive sample of 47 cases is
presented in Table 13. There is evidence that domestic violence is present in two thirds of the cases
(66%), substance misuse in 57%, and mental ill health in 55% of families (The extent to which these three
parenting characteristics were found to coexist is reported in chapter 5). A total of 11% of parents/carers
were reported as having a learning disability. Other studies of reviews have indicated that learning
disability in parents often goes unrecognised (Brandon et al 2005). It is therefore possible that this
feature will have been missed in a number of other cases.
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Relatively little information on characteristics of parents/carers was available for the full sample of 161
cases and thus the likely frequency of occurrence of many of these key features was not revealed
from analysis of data for the full sample. This is illustrated by the following examples which compare
the information from the two samples:

® care history for parent/carer: documented for 5% of full sample, 30% for intensive sample;
® domestic violence: documented for 15% of full sample, 66% of intensive sample;

@ mental health problems: documented for 11% of full sample, 55% of intensive sample.

The study also highlighted some cases which shared similar features regarding parenting characteristics
yet with very different histories of intervention by agencies. The following two examples illustrate this:

Parents were known to police — domestic violence issues, alcohol, heroin and the parents moved a lot.
Health records from another county indicate evidence of significant harm to both children...Children
were previously on the child protection register in a previous county and this was only discovered when
reports were sent to provide the SCR panel with background information.

Father admitted shaking the baby...Both parents have a history of mental illness. Little known about
family, but they have had frequent house moves and changes of name.

Table 13: Child’s experience of caregiving: intensive sample

Characteristics of parents/carers Intensive sample (n=47)
Mental health problems/personality disorder 26 (55%)
Domestic violence 31 (66%)
Substance misuse 27 (57%)
Learning disability 5(11%)
Care history 14 (30%)
Childhood abuse 20 (43%)
Criminal record 25 (53%)
Violence 33 (70%)
Sex Offender 4 (9%)
Offender posing a risk to a child 3 (6%)
Previous child death 4 (9%)

An example of a parent with a known mental health problems is illustrated below.

The child (who died) and her mother were not known to children’s social care. The father was known to
mental health services, had been diagnosed with a mental illness and prescribed medication...He had
not been taking the drug for several months.

Analysis of our intensive sample reveals a higher frequency of parental mental ill health (55%) than has
been reported elsewhere, for example Falkov’s findings from 1996 show 32% parents in serious case
reviews had a psychiatric morbidity, although Reder and Duncan’s 1999 study reported 43%. It is
important not to over-inflate the risk of parental mental ill health as a contributory cause of child death,
but to understand whether or how this type of ill health in parents poses a risk to children’s healthy
development and increases the risk of maltreatment and neglect. Falkov concluded that the
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combination of depression, substance misuse and personality disorder carried a poor prognosis with
regard to severe child abuse, but that successful treatment could be a significant protective factor.

Where knowledge of past history is recorded, a history of being in care and incidents of violence and
criminality feature most often. Incidents of violence and a criminal record were more often applicable to
the child’s father or mother’s partner. One review (among many) demonstrates the gendered feature of
much of the violence and criminality and illustrates the extent of a previous history of violence and
offences against children in this case:

The child was not known to children’s social care. The mother’s partner was known to be a violent man
including acts of domestic violence. He had been in prison for assaulting a young child but had not been
made a Schedule One offender and was therefore not monitored. At the time of the child’s death he was
wanted by the police for assault... He was not named as ‘wanted’ on the Police National Computer.

Environmental characteristics

Information relating to environmental characteristics mentioned in reports for the intensive sample
revealed some positive as well as some potentially negative features (see Table 14). However, in only six
families were there indications of positive support from extended family and only one family was noted
to have positive community links. Seventeen families had a poor standard of living conditions in their
home. The most recorded environmental feature, however which has also featured in some of the case
examples already provided, was frequent house moves.

The most startling environmental feature was the number of families who were noted in reports to
have moved frequently (more than a third of the intensive sample). The need to locate and protect
children more robustly in these circumstances was exemplified in many of the cases.

The problems of tracing and tracking children at risk of harm who live in families who move frequently,
were raised in the Laming Inquiry. Recommendations in the Laming Report gave rise to the
government’s establishment of the information system, ‘ContactPoint’.

Table 14: Family environment: intensive sample

Family environment Intensive sample (n=47)
Conflict with neighbours 7 (15%)

Frequent house moves 17 (36%)

Supportive extended family 6 (13%)

Positive community links 1 (2%)

On benefits 5(11%)

Household employment 10 (21%)

Asylum seeking family <6

Poor housing 7 (15%)

Poor standard of living conditions in home 14 (30%)

3.5 Agency involvement

The broad picture of services involved with the children and their families both within the last two years
and at the time of the incident is patchy and sketchy. This is primarily because the information sources
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reflected more depth of information about high threshold cases rather than about families who were
receiving universal services or services for early needs. However it is clear that professionals from the
whole range of services, especially from health have been involved in the bulk of these cases. To capture a
sense of which professionals were involved prior to the incident and at the time of the incident itself the
sections concerning agency involvement are structured to take account of different levels of intervention.

Levels of intervention are broadly interpreted in line with Every Child Matters discussions of targeted
services within a universal context (Cm 5860 2003 p21) and the Common Assessment Framework
guidance continuum of needs and services (HM Government 2006b p7). These are as follows:

® Level 1: Universal services for all children and families;
® Level 2: Children with additional needs;

@ Level 3: Children with complex needs (including the children’ social care threshold of ‘children
in need’);

® Level 4: Services for children at high risk/looked after (including child protection registration,
children looked after, or compulsorily detained).

There were many examples of cases on the border to a higher level of service (eg between Levels 2 and 3
and Levels 3 and 4) or cases which did not reach the threshold for a higher level of service. We consider
involvement with agencies prior to the incident and then consider involvement at the time of the
incident.

Prior to Incident

Level 1: universal services for all children and families

There were a number of cases where the information indicated that the child only had contact with
health professionals:

The baby was not known to social services prior to [the injury]l. However, he attended Accident and
Emergency at 20 days old with bruising — the parental explanation was that the mother had slipped
whilst changing him.

In one case, health professionals had concerns but had not yet referred the baby (who died) to children’s
social care:

Child discharged from hospital to mother’s partner’s address. Number of ‘no access’ visits by midwifery
followed. Child has lost weight and mother was observed to be roughly handling the baby...A child in
need meeting was convened by Midwifery services to discuss concerns and agree an action plan.

Table 15 shows, from the limited information available, the range of professionals, other than children’s
social care personnel, who were involved with the family in the two years leading up to the incident.
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Table 15: Services involved with family over last two years: intensive sample (n=47)

Services involved over last two years

Health

Midwife 18 (38%)
Health Visitor 28 (60%)
GP 31 (66%)
Nurse 9 (19%)
Hospital 34 (72%)
Outpatients 7 (15%)
A & E department 28 (60%)
Special Care Baby Unit 10 (21%)
Paediatrician 18 (38%)
Speech Therapist 3 (6%)
Drugs and Alcohol Team 5(11%)
Ambulance Service 8 (17%)
CAMHS 10 (21%)
Adult mental health team 14 (30%)
Education

Education Welfare 7 (15%)
Education Psychology 6 (13%)
School Health Nurse 6 (13%)
Connexions 10 (21%)
Home Tutor 2 (4%)
Criminal justice

Police 37 (79%)
Juvenile Justice 7 (15%)
Probation 10 (21%)
Court Welfare 4 (9%)
Early Years (Sure Start, play group, childminder) 8 (17%)
Other

Family aide/support 3 (6%)
Housing 14 (30%)
Respite Care 1 (2%)
Women’s Refuge 2 (4%)
Guardian 5(11%)

Level 2: Children with additional needs

In some cases the child had been referred to children’s social care but did not meet the threshold for
intervention. In addition, in a number of cases, the parent would not accept other offers of help:

There had been a previous referral by hospital ante natal staff to children’s social care because of
concerns about mother’s ability to cope with the care of the baby because of problems with her own
health and poor housing. The social work assessment of physical care of the baby had been ‘good’ and
she seemed to be bonding well with him. There were some concerns about her apparent isolation but
she refused offers of further assistance.
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Level 3: Children with complex needs (including ‘children in need’, the children’s social care
threshold)

A total of 102 families (63%) from the full sample of 161 were previously known to children’s social care,
including during the parents’ childhood. However this information is likely to be an underestimate since
these details are not consistently recorded and the question was not directly asked in the notification
records. Thirty nine families (83%) from the intensive sample of 47 were previously known to children’s
social care over this long term time frame. Since this figure is drawn from fuller information it may be a
more accurate representation across the whole sample.

Table 16: Families known to children’s social care

Full sample Intensive sample
(n=161) (n=47)

Family previously known to CSC? 102 (63%) 39 (83%)

If known to CSC, for how long:

< 1year 22 (22%) 8 (21%)

1 year 8 (8%) 6 (15%)

2-4 years 11 (11%) 9 (23%)

5-9years 10 (10%) 7 (18%)

10 years + 10 (10%) 9 (23%)

Duration not known 41 (40%) -

Information provided about those families who were known to children’s social care, made clear
that many of the children and families were known over long periods of time. Table 16 shows that
27 families were known for three or more years and reveals that ten families were known for more
than ten years.

Level 4: Services for children at high risk/looked after (including child protection registration,
children looked after, or compulsorily detained)

Since at least 24 children were previously the subject of a care order or were previously looked after
under s20 of the Children Act 1989, they were entitled to services from the local authority until well into
their adulthood (under the Children [Leaving Care] Act 2000). These children were clearly not protected
by this new legislation. The fact that almost as many siblings were also looked after suggests that there
were entrenched problems within families.
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Police officers responding to calls where there is violence, probation officers seeing offenders and mental
health specialists working with parents or carers need to be alert to the effects of adult behaviour on
children in the household.

In many of the reviews there was an overlap of parental problems of domestic violence, substance
misuse and mental health difficulties. As in previous studies of serious case reviews, and other children’s
services cases (e.g. Cleaver et al 2007), there was little evidence of shared expertise between specialist
services like substance misuse services and domestic violence units with children’s social care. Safer
practice requires professionals from different agencies to look beyond their individual specialism and to
think more broadly to acknowledge the impact of parental behaviour on children in the household
(Brandon et al 2005; Cleaver et al 1999).

The Cabinet Office’s latest review of families at risk reinforces this view (Cabinet Office 2007) and asserts
the need for joint working to grasp the root causes of problems and develop appropriate responses
accordingly. Children’s services cannot achieve this without better join up with adult services:

Even the most effective integrated responses from children’s services will only ever ameliorate the
impacts of parent-based risk factors on a child. To reduce the actual risk factor at source, joint working
with adults’ services is required to tackle the parents’ problems. (Cabinet Office 2007 p29)

This implies that mental health, substance misuse, criminal justice services and indeed all other services
aimed at adults not children must make children as well as adults a priority in their services. This echoes
the findings of Cleaver et al 2007 who also underline the importance of passing on information about
adults to agencies working with children.

The recent use of the Common Assessment Framework and of lead professional roles, has raised
awareness of the possibility, and the desirability, of staff from any agency identifying a child’s needs for
additional services so that early help can be provided (HM Government 2006b). If staff from all agencies
grasp the dynamics of interacting risk and protective factors they are more likely to understand the
impact of different forms of parental behaviour on children and the risks of harm they might face. This
approach may also help practitioners to decide whether it is more appropriate to carry out a common
assessment or to simply report an incident, for example, of family violence (Cleaver et al 2007 p10).

Key messages:

® The families of very young children who were physically assaulted tended to have the least, or the
briefest, contact with children’s social care which puts a greater onus on universal agencies to
recognise signs of harm to children;

@ Understanding and using an interacting risk perspective will help practitioners to recognize the
possible effects and risks of harm to children from a wide range of adult behaviour. This is
important for staff carrying out common assessments or acting as lead professionals;

e Staff in specialist adult services like substance misuse services, the police and adult mental health
services must also prioritise children and work together with colleagues from children’s social care;

® Substance misuse, mental ill health and domestic violence may co-exist. Practitioners should
understand that this may increase the risk of harm to children but does not predict serious injury
or death;
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6.4 Implications for services

Universal services and early needs
Levels 1 and 2

At the lower levels of intervention, findings reinforce the need for all practitioners to have a holistic
understanding of children and families and to be aware of the way in which separate factors might
interact to cause increased stresses in the family and increased risks of harm to the child.

Guidance and training for the Common Assessment Framework and lead professional roles stress the
voluntary nature of these services and emphasise that where there are child protection concerns, child
protection procedures must be followed (HM Government 2006b). However, effective early intervention
will uncover early risks of harm, many of which will not need to be referred to children’s social care.

All staff working with children with additional needs should understand that they are working within the
safeguarding continuum and not in a separate sphere of activity. This may require a shift in the mindset
of practitioners and managers working with early needs and of government departments issuing
guidance for these staff.

There is not a clear blue line between working with additional needs and the safeguarding continuum.
This should be reflected in training and guidance so that staff can be helped to understand when it is
safe to work with early, low level concerns where parents are giving their consent, and when to follow
Local Safeguarding Children Board procedures without delay. The Secretary of State’s address at the
DCS/ DASS Annual Conference in October 2007, appeared to acknowledge that early intervention work
does involve working with risk at an early stage:

And when children are at risk, intervene early to help children and their families get back on track and
prevent problems turning into crises (Ed Balls 2007)

Some widely applicable public health and public information messages have emerged from the findings
which are borne out in other much larger studies. These messages are pertinent universally but have a
particular resonance where maltreatment occurs. There is substantial danger to babies from parental
volatility and loss of control, which in this study, seemed to be linked to physical assault and head injury
in babies. This message needs to be publicised widely and information needs to be spread, via ante-natal
classes, and through large scale public advice campaigns on television and hoardings. Simple advice
needs to given so that, for example, parents and carers know that if a baby is crying and they fear they
will lose control and harm the baby - it is best to walk away. Similarly, contact details of advice lines
need to be publicised widely.

A number of infant deaths occurred through ‘overlying’, where parents or carers smothered their babies
while sleeping. Sharing a bed with your baby is not of itself risky behaviour, and is commonplace in
many countries and cultures. However the research base demonstrates that there are substantial risks to
infants in the following circumstances: if the parent has taken drugs (prescription or illegal) or alcohol, if
the parent or carer falls asleep with the baby on a sofa or chair rather than in a bed, and if the parent is a
smoker (Blair et al 2006).

Other danger comes from water scalds. Dressler (2001) and Titus et al (2003) have demonstrated that in
relation to burns, the highest level of morbidity and mortality to infants results from scalds. However, the
damage from these burns can be reduced dramatically if water flowing from taps is held at a lower
temperature (e.g. 55 degrees Celsius). In terms of public health, there are simple messages from the
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wider research community and from this study that have particular relevance for families where other
stresses are in play.

Key messages:

e All practitioners need a holistic understanding of children and families and need training about the
way in which separate factors might interact to cause increased stresses in the family and increased
risks of harm to the child;

e Early intervention and working with early needs is part of the safeguarding continuum and not a
separate sphere of activity;

@ There is substantial danger to babies and children from parental volatility and loss of control.
Parents need strategies for managing babies and young children in particular, if they feel they are
losing control;

® To reduce the risks of ‘over-lying,” public messages should make it clear that it is safer to share a
bed with a baby than to fall asleep on a sofa or chair, but bed sharing with babies should never
happen if a parent or their partner is a smoker or has been drinking alcohol or taking drugs;

® To reduce the risk of scalds and burns water temperature at home should be kept down, especially
with young children in the household.

High level services
Levels 3 and 4:

In just over half of the reviews there was a high level of involvement and monitoring from children’s
social care or from staff in other supervised settings (for example hospital care or adult residential
establishments). Where families were known to children’s social care at the time of the incident or
circumstances which prompted the review, they tended to have been known over long periods of time
and sometimes over generations. However, only 12% of children’s names were listed on the child
protection register suggesting that for most of the children, the risk of significant harm was not
considered to be high by professionals, or that the risks were not recognised.

Thirteen children (8%) were already the subject of legal orders and a further sixteen (10%) were being
‘looked after’ indicating a high threshold of concern and surveillance for their welfare and safety. These
included the older adolescent children, many of whom were very difficult to help. All of the hard to reach
young people had experienced long term, high intensity services. However for some of the neediest
young people, services were being withdrawn or scaled down at the time of their death through suicide.
Performance indicators, requiring a reduction in the numbers of children looked after, may be making it
difficult for workers to provide services for hard to help young people who tend to spurn help.

These very vulnerable hard to help young people need more creative, more responsive, individually
tailored services that extend into their adulthood. Services should be sustained and planned on a long
term basis so that they can address root cases and not just respond (or fail to respond) to young people’s
distress. There needs to be a clear transition from children’s services to effective and responsive adult
services. Since these young people are often extremely challenging to help, excellent support is needed
for those providing their care.

Specialist adolescent support teams in the community, with good links with a range of agencies (Biehal
2005, 2006) or Multi-Dimensional Treatment Foster Care, (Chamberlain and Smith 2003) have been found
to offer good opportunities for engaging these hard to reach young people and to achieve good
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outcomes (Utting et al 2006). If carers can be given strategies for dealing with, understanding, and
anticipating young people’s difficult behaviour, they may be helped to contain them for longer and
perhaps reduce the need for young people to run away and reject those caring for them. If vulnerable
young people return home, both the young people and their parents or carers need a high level support
service not a minimal service.

The problems of struggling to achieve the threshold for intervention to protect children from harm were
widespread and increased the harm to young people leaving them isolated and without help. Arguing
about which agency is responsible for which service and whether thresholds are met must be replaced
by a shared commitment to young people and clear, well coordinated multi-agency involvement. Local
Safeguarding Children Boards have a key role to play in rectifying the long standing problems with
thresholds. Their success in relation to establishing clarity and a common understanding of thresholds
will be an important measure of their effectiveness. This issue is considered in more detail in Appendix 5.

Key messages:

e Vulnerable, hard to help young people need creative, responsive, long term services. Agencies
need a shared commitment to providing these services and there should be a clear transition from
children’s services to adult services;

@ Specialist support should be available for carers (including family) to help them cope with difficult
and rejecting behaviour of ‘hard to reach’ young people.

® Arguing over thresholds and finding ways to avoid providing services, leaves vulnerable people
cast adrift. Local Children Safeguarding Boards have a remit to consider thresholds.

6.5 Working with neglect

Many of the families where neglect featured were well known to children’s social care, mostly over very
many years. Hindley, Ramchandani and Jones’ study has revealed that the risks of recurring abuse are
higher with neglect than other types of maltreatment (Hindley et al 2007). Yet these were the cases
where practitioners appeared to be most at sea in their work and decision making was at its most
tentative. The histories of families where children experienced neglect were complex, confusing, and
often overwhelming for practitioners. Practitioners from all agencies struggled to engage properly with
children and parents in these circumstances and address the harm children were experiencing.

Neglect is notoriously difficult to work with in a clear, systematic fashion (Gardner forthcoming,
Stevenson 2007, Horwath 2007). If those who supervise practitioners support them in undertaking
systematic and rigorous work, the tendency to put aside knowledge of the past and focus on the present
could be dispelled. The ‘start again syndrome’ that we have identified prevents practitioners and
managers from having a clear understanding of a case informed by the knowledge gleaned from past
history which can be matched to present understanding.

Professionals need to consider the debilitating impact that neglectful families have on the way workers
think, feel and behave. It is important to have clear mechanisms to report and discuss concerns and to
build up a systematic picture of risks and protective factors. Where neglect is endemic, long term plans
are needed to support children and parents over an extended period. Practitioners and managers must
also be able to gauge when care from parents and networks is not adequate to meet children’s
developmental needs or ensure their safety, and to consider that children might need to be removed
from home.
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The government emphasis on prevention and early intervention can make this problematic for
practitioners and their managers. The document Reaching Out: Think Family includes statements like ‘it’s
never too late to act preventatively’ (Cabinet Office 2007 p32. While this is valid advice in respect of most
families in difficulty, it is not always so in cases of entrenched long term neglect where the hard decision
that ‘enough is enough’ may need to be made. This document’s specific example of childbirth providing
an opportunity for families to be more receptive to services could, arguably, be encouraging a ‘start
again’ mentality. This approach can be a stumbling block, preventing practitioners thinking and acting
systematically in cases of long standing neglect.

Key messages:

® The risks of recurring maltreatment are higher with neglect than other types of abuse. Practitioners
need support to prevent them becoming overwhelmed and to help them to think and act
systematically in cases of neglect and to avoid the ‘start again’ syndrome.

® The policy emphasis on early intervention and prevention can make it harder for practitioners and
managers to make difficult decisions about removing children from home in cases of severe
neglect.

6.6 Supervision and ways of working to promote better
cooperation

Effective and accessible supervision is essential if staff are to be helped to put in practice the critical
thinking required to understand cases holistically, complete analytical assessments, and operate an
ecological transactional perspective. While supervision is needed to give practitioners a sense of
direction and keep them on track, it is not adequate for it to be restricted to checking and accountability.
As a process it needs to help practitioners to think, to explain and to understand. Supervision is also
essential to help practitioners to cope with the emotional demands of work with children and their
families — and this has an impact at all levels of intervention, not just in social work. Within agencies
where supervision is not readily available, at a minimum, a structured process of consultation should
exist for child protection concerns. Without supervision or accessible professional consultation,
practitioners working with children and families with early needs may struggle to cope. Supervisors, like
practitioners, need access to regular training.

Patterns of co-operation between families and professionals were complex and affected the way that
workers behaved with families and thought about the child and the case. Practitioners need to be
mindful not only of how and whether or not the young person or family are cooperating, but why they
might be behaving in this way, at this time, with this particular professional? Psychosocial and
developmental theories can help to explain why, for example, young people including parents who have
never learnt to trust, will test workers who, in turn, need to prove their reliability and responsiveness.
Why families might be avoiding or cancelling appointments also needs to be thought through in the
context of other aspects of their lives. Practitioners should be aware of their gut feelings and reflect on
what they might mean. If a family makes you feel frightened, what is it like to be a child living in this
household? In the many cases where there was parental hostility, workers often became frozen, which
hampered their ability to think and act clearly. Robust supervision is needed to help the worker to
recognize the impact of hostility and also to guard their own safety.

Many factors influence the way that families engage with services. The way that professionals respond to
parents can promote more or less co-operation or hostility.
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The service user literature is replete with examples of families who feel they are not treated with respect,
kindness or compassion and often fail to get any service beyond assessment. Besieged workers may feel
they have nothing left to give. Being self-aware, flexible and sensitive to the factors underlying their own
and the family’s behaviour and emotions is a much better platform from which to notice potentially
damaging patterns of cooperation like disguised compliance.

Lack of parental cooperation or unwillingness to accept help raises problems for interventions below the
threshold of formal safeguarding procedures, where the state has no mandate to intervene compulsorily
and families must agree to agency involvement. If a family fails to attend appointments that are
necessary to safeguard the child’s welfare or safety, or refuses to take up a service that the child requires,
this should be taken into account as part of the assessment. As a consequence, the level of concern may
raise the case to a higher threshold. This too is a management as well as a practitioner issue. The Victoria
Climbié Report reinforced the need for senior managers to be committed to safeguarding children and
this commitment needs to extend to an organizational climate and organizational practices that value
and support children, families and workers.

Key message:

@ Supervision helps practitioners to think, to explain and to understand. It also helps them to cope
with the complex emotional demands of work with children and their families.

6.7 End note

Our argument throughout this study has been for the need for practitioners and managers to be curious,
to be sceptical; to think critically and systematically but to act compassionately. It is not helpful to be
sceptical in the absence of compassion. It is our hope that the findings presented here will go some way
towards promoting this way of thinking and will safeguard and promote the welfare of children more
effectively.
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Appendix 1:

Methodology

1. Introduction

A mixed methods approach was used to carry out the inter-linking parts of the research. A primarily
quantitative technique was employed in the collection and analysis of data from the total of 161 Case
Reviews, while a qualitative technique was undertaken for the documentary analysis of the sub sample
of 47 cases in Phases 2 and 3. Figure 7 simplifies the whole process, including the complex route by
which the sample was captured.

In order to manage the relatively large number of cases, the ‘layered reading’ method developed in the
team’s earlier studies of Welsh Serious Case Reviews (Brandon et al 1999, 2002) was adopted. This
involved building information about both the Full Sample of 161 and the Intensive Sample of 47 from
layers of initially minimal, and later more detailed information as it became available. For the total
sample of 161 cases, information was systematically collected from layers which are simplified here into
Layers 1 and 2. Layer 1 was made up of initial DfES and CSCI held information on all of the 161 cases
recorded on the CSCl database following notification of Critical Child Care Incidents (CSCI 2005), during
the period 1 April 2003 to 31 March 2005. It also included executive summaries from some of the serious
case reviews. Information was collected from these sources and analysed using a Researcher Completed
Coding Framework. The Intensive Sample of 47 cases formed Layer 2 and comprised the fuller more
detailed material about each case contained in the Overview Reports from each of the 47 Serious Case
Reviews (and chronologies where they were supplied).
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Figure 7: Access to the full sample of 161 cases and the intensive sample of 47 cases

2. Researcher Completed Coding Framework

A Coding Framework was drawn up to enable analysis of background data from the full sample (from
Layer 1, see Figure 7). The choice about which variables and categories to select were drawn from a
number of sources:

@ those used by Sinclair and Bullock (2002) in their report analysing data from English Serious Case
Reviews. This was to optimise comparability with the current study;

e from Brandon et al’s (1999, 2002) studies of Welsh Serious Case Reviews to enable comparability
with other British reviews;

e from items in the CEMACH protocol (2006) to provide a potential point of comparison with
analyses for this new data collection instrument which was being trialled for all child deaths in
England;

o from elements within the ALSPAC longitudinal study of children in Avon (Sidebotham et al 2001,
2002, 2003), which includes an examination of risk factors for children on the child protection
register;

e from learning derived from the initial reading of 25 Executive Summaries.



Analysing child deaths and serious injury through abuse and neglect: what can we learn? 117

3. Access to and selection of the full sample of 161 cases.

The process of access to the sample which is simplified in Figure 7, is explained in more detail below.

1. Access was initiated via information provided from CSCI (and passed to DfES) about 139 of the
serious case reviews reported within the two year time period 1/4/03-31/3/05. CSCI held basic data
which included the child’s name, date of birth, the originating local authority, child’s ethnicity,
incident type, date notified and the SSI region.

2. A web search was used to locate publicly available Executive Summaries from each of the relevant
local authorities (via LSCB/ACPC websites). This identified only 17 summaries which matched the
list of 139 cases. A further 8 Executive Summaries were sent by DfES resulting in a total of 25
Executive Summaries with some information which could potentially be coded.

3. Further information about 301 potential cases was derived from the information reported to CSCI
when a local authority completes the form ‘Notification of Serious Child Care Incident’ (CSCI 2005
Appendix B). “The notification process also supports the child protection process. The CSCl is responsible
for populating the database, which can be accessed by DfES for reporting and analysis purposes. It is
therefore important that local authorities and providers understand and deliver their notification duties,
but also that BRMs and other CSCI staff ensure that all necessary action is taken on receipt of such
notifications” (CSCl 2005 p2).

Information requested in these notifications includes: the local authority and notifier details, linked cases, the
type of notification, child’s name, date of birth, and gender, parents names (nb. parents’ dates of birth are
not requested in the CSCI 2005 edition but appear in some earlier completed notifications), siblings names
and ages, ethnicity, child on child protection register and category, siblings on child protection register and
category, legal status, child disabled, type of incident, date of incident/death, residence/placement at time of
incident, incident cause, media interest, name of institution (if accommodated) institution sector, outline of
case, characteristics of case, whether the case is linked to a complex abuse investigation, name(s) of alleged
abuser(s) and information about criminal proceedings and conviction (CSCI 2005 Appendix B).

4. The notifications were categorised into four different groups according to their labelling;
® ‘serious case review confirmed’ (164 cases);
@ ’‘death of a child looked after’;
® ‘serious harm’ and
® ‘serious case review possible but not confirmed’ (5 cases).

The reviews labelled ‘serious case review confirmed’ (164 cases) and ‘serious case review possible which
were later confirmed by the Executive Summary web search, (5 cases) made up the potential research
sample. Eight ‘SCR confirmed’ cases were removed, either because multiple reviews concerned siblings
in the same family or because of anomalies which cast doubt on the accuracy of their labelling as a
serious case review (for example a small number of cases concerned adults who posed a risk to children
which would have been more correctly dealt with under MAPPA arrangements). This produced a total
sample of 161 cases.

5. All available material relating to the 161 cases was read and Coding Frameworks were completed.
Researchers also compiled a written summary for each case. Data were entered into SPSS Version
14 for analysis.
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There were some initial concerns about the quality, quantity and comparability of some of the
information received in these early phases of the study. This raised some doubts, initially, about the
quality and quantity of information available for the Full Sample of 161 cases which had potential
implications for the reliability and consistency of the data to be analysed. The information compiled has,
however, proved to be useful and cross checking has ironed out many inaccuracies. Areas where more
accurate and consistent information was recorded and held included information on gender, type of
injury/death, ethnicity, where the child was living at the ‘time of incident’ and some other features. Other
potentially reliable information included whether the child’s name was listed on the child protection
register, and whether the child is /was the subject of an order.

The information available for the Full Sample of 161 cases therefore provided a useful opportunity to
analyse some data from a large number of serious case reviews in England. This is the first time a national
analysis has been undertaken of a near full cohort of serious case reviews.

4. Access to and selection of the Intensive Sample of 47 cases

1. By September 06, detailed information in the form of Overview Reports was available for only 27 of
the 40 Reviews needed to make up the Intensive Sample. To keep within timescales it was
imperative to gain access to the remainder of the Intensive Sample quickly.

2. The Commission for Social Care Inspection indicated that 30 additional reviews containing an
Overview Report could be made available quickly. A selection from these 30 cases was made
considering a spread of age, ethnicity, family factors (i.e. mental health, drug misuse) and a mix of
cases which had and had not been known to Social Services Departments at the time of the
incident. As a high number of neglect cases had been noted in the full sample, cases involving
neglect were also reflected in the intensive sample.

3. Atotal of 47 Overview Reports and some full serious case reviews were subsequently provided by
CSCl. It was originally proposed that detailed analysis be conducted on a sub-sample of 40 of these
reviews. However, in order to make best use of the additional material available to us, the sample
size was extended to encompass all 47 cases received.

A qualitative approach was undertaken for analysis of the documentary material available for the
intensive sample. The process of analysis was informed by holding regular team meetings (comprising
researchers from different professional backgrounds) to discuss emerging ideas and themes. The initial
findings and themes were further explored with local advisory group and project Steering Group.

The first stage of data analysis involved the construction of analytical chronologies. The history of each
case was reviewed by a member of the research team and written up as a brief chronology. Family
events were listed alongside services that were known to be offered to the family over time. Thus it was
possible to see the evolving pattern of support or protection and legal status over time, matched to
family incidents and relationships, life events or patterns of harm to the child. The information contained
within chronologies was colour coded according to levels of intervention and need at different points in
time. Completed chronologies were utilised in two ways:

® ‘Threshold mapping exercise’. Each case contained within the intensive sample was plotted on a
large chart (the ‘threshold map’). The plotting represented two concepts: firstly levels of
intervention at the time of incident and the degree of family cooperation with agencies at that
time. Further details about this process, along with the findings from the exercise are discussed in
Chapter 5 and Appendices 3 and 4.
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® The completed chronologies were carefully examined and used as a basis for identifying recurrent
issues within the data. A list of the themes which emerged in this way is presented in Table 23,
Chapter 5. As analysis progressed, it became evident that the cases tended to cluster naturally
under the three broad categories of ‘neglect’, ‘physical assault’ and ‘older children’. These themes
form the headings for discussion of issues in Chapter 5.

Having identified salient themes, data sources were re-examined, with a focus on identifying potential
case studies and additional illustrative material. When this process was completed, case studies were
compiled. All case studies that appear in this report are anonymous and composite, each being based on
a number of cases which shared similar features.

5. Presentation of statistics in Chapter 3

In Chapter 3, statistics are presented, in tables, for the full sample of 161 cases, and the commentary
usually relates to this sample. However, statistics from the intensive sub-sample of 47 cases are listed
alongside the 161 cases. Since the information sources for the full sample were often minimal and there
were many missing values, the intensive sample could be said to be a better reflection of what is known
about the cases and child and family profiles. Where information was either extremely limited or
unavailable for the full sample, figures are only reported for the intensive sample.

When statistical tests (?) were applied to the two samples, they showed that they were broadly
comparable. Table 24 illustrates in detail that on key demographic characteristics the sub-sample reflects
the full cohort. Although there are more girls in the intensive sub-sample than boys (in contrast to the
full sample) this is not a statistically significant difference.

Numbers of less than 6 are not displayed for the full sample of 161 where this may potentially allow
identification of individuals (this does not apply to the sub-sample of 47 cases). Where results have been
suppressed for this purpose, this is clearly indicated in the tables as ‘<6'.

Wherever percentages are recorded they always relate to the population for whom information is
available which may vary, and is shown in each table as n =. The percentages displayed in the tables
below may not always total 100 because of rounding.

Geographical sources of reviews

Grouping the full sample of 161 serious case reviews by Commission for Social Care Inspection regions
shows that cases originated from a broad spread of English areas covering most geographical regions
(see Table 24 above). Gaining access to overview reports to build the intensive sample was easier for
some areas than others, possibly due to different regional policies about making this information
available. For example, although cases from London made up 19% of the full sample of 161 reviews, only
9% of the intensive sample of 47 were obtainable from this geographical area.
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Table 24: Sample characteristics: full sample versus intensive sample*

full sample intensive sample P Value
Age
<12 months 76 (47%) 22 (47%) 0.75 (N/S)
1-5 years 33 (20%) 6 (13%)
6-10 years 11 (7%) 4 (9%)
11-15 years 26 (16%) 10 (21%)
16+ years 15 (9%) 5(11%)
Gender
Male 88 (55%) 20 (43%) 0.14 (N/S)
Female 73 (45%) 27 (57%)
Ethnicity n=136 n=39
White/White British 101 (74%) 31 (80%) 0.64 (N/S)
Mixed 8 (6%) 3 (8%)
Black/Black British 17 (13%) 2 (5%)
Asian/Asian British 8 (6%) 3 (8%)
Other Ethnic Group 2 (1%)
Incident Type
Death 106 (66%) 35 (75%) 0.27 (N/S)
Serious Injury 55 (34%) 12 (26%)
Type of Injury/Death
Shaken Baby syndrome 25 (16%) 8 (17%) 0.90 (N/S)
Sudden Infant Death <6 1 (2%)
Overlying 6 (4%) 3 (6%)
Physical Assault 57 (35%) 14 (30%)
Neglect (including house fires,
accidents and illness) 33 (21%) 10 (21%)
Poisoning/overdose
Suicide 7 (4%) 1 (2%)
Sexual abuse 14 (9%) 4 (9%)
Gone missing 6 (4%) 2 (4%)
Other 6 (4%) 4 (9%)
<6 -
Region 0.51 (N/S)
West Midlands 21 (13%) 6 (13%)
South East 15 (9%) 4 (9%)
South West 17 (11%) 6 (13%)
East of England 15 (9%) 2 (4%)
Yorkshire and the Humber 17 (11%) 6 (13%)
North East 16 (10%) 8 (17%)
London Region 31 (19%) 4 (9%)
North West 13 (8%) 3 (6%)
East Midlands 16 (10%) 8 (17%)

* full sample n=161, intensive sample n=47 unless otherwise stated
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Appendix 2:
Overlapping

characteristics:
Venn diagrams

In this section use has been made of Venn diagrams to illustrate the overlapping nature of factors which
may have been present in the cases. A Venn diagram provides a stylised picture which simplifies the
complex nature of the individual cases, and allows an exploration of the extent to which not only are
there overlapping factors, but the frequency or prevalence with which these factors occur together.

The following analysis has been confined to the 47 intensive sample cases, for whom there is good
information, although even in these cases one cannot assume that the absence of a factor being
mentioned guarantees that that factor was not in fact present.

The Venn diagrams in this section have three symmetrical, intersecting circles, with each circle
representing a separate factor or dimension which might be present. At the centre of the diagram is a
central segment where all three factors are present; in addition there are three further segments where
each combination of two of the three factors intersect. Finally the remaining area of each circle
represents cases where only that factor is apparent. It is important to note that no causality, nor any
direction of causality, between factors being present and the existence of neglect or abuse is inferred.

In Figure 8, three aspects of parental behaviour or circumstance are considered. Cases were analysed as
to whether

d) there was a history of parental substance misuse
e) either or both parents had mental health problems or a learning disability
f) there was evidence of parental violence, including domestic violence

As was shown earlier in Table 14 (Chapter 3) violence was a factor in 33 of the 47 cases (70%), mental
health problems or a learning disability were noted in 29 cases (62%) and substance misuse in 27 cases
(57%). However in this section it is the co-existence of these factors which is of interest.

In 16 cases (34% of the 47 in the intensive sample) all three factors were noted as being present, and are
represented in the central segment of Figure 8 below.
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Figure 8: Intersection of parental characteristics: violence, mental health issues and substance

misuse

Violence

Mental
Sub.stance health
misuse .
issues
All three factors present 16 cases (34%)
Any two of the three factors present 16 cases (34%)
A single factor present 9 cases (19%)
No factors apparent 6 cases (13%)
(n=47)

There were seven cases where violence and mental health problems were both present (but with no
substance misuse reported), and a further six where substance misuse and violence were noted (but no
reported mental health issues). A further three cases had substance misuse and mental health problems
present, but no record of violence.

Far fewer cases reported only one of these three factors present on its own. There were four, three and
two cases respectively where violence, mental health problems or substance misuse were reported, but
in the absence of the other factors. Finally one should note that in six of the 47 cases (13%) none of these
factors were reported as being present.

In the second diagram, Figure 9, characteristics/circumstances of the child are considered, but only for
the subset where the child was aged 4 or above, and the inclusion of school problems was applicable.
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Figure 9: Intersection of characteristics of child (aged 4 and above):

child’s health concerns, school problems and EBD/mental health

Child’s health concerns

EBD/mental
health concerns

Issues at
school

All three factors present 7 cases (37%)
Any two of the three factors present 7 cases (37%)
A single factor present 4 cases (21%)
No factors apparent 1 case (5%)

(n=19 children aged 4 and above)

Again the central segment of seven cases, where all three circles intersect, depicts those children where
all three factors of health problems, emotional/behavioural problems and school issues were present. For
nearly as many children, six or 32%, there were both issues at school (non or poor attendance, exclusion
or the receipt of special educational support) and emotional/behavioural or mental health concerns (but
no record of concerns for the child’s physical health).

Health concerns, which included a reporting of disability, complex health needs, chronic illness, low birth
weight, prematurity, special care baby unit, or previous hospital admissions, were less likely to arise in
combination with concerns about the other two facets of the child’s life.

There were just four cases where only one of these three factors was present on its own. In three cases
emotional/behavioural problems were noted, in the absence of the other two factors, and a single case
where only school issues were noted.
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Whilst these first two diagrams have been concerned with either various aspects of the parental
circumstances, or of the child’s history, the third diagram seeks to bring together aspects of the three
domains of the ‘assessment triangle’. The extent to which there is an overlap between one key variable in
the child’s history (health), one key issue in the parental background (violence) and a ‘poor’ environment
is explored. The home environment was considered poor if either poor living conditions, poor housing,
or frequent moves were noted in the background information to the case.

As can be seen in Figure 10, just under a quarter of the cases fall in the central segment, indicating that all
three of the characteristics or circumstances were relevant to the case. Parental violence and a poor living
environment were factors in a further seven cases (but with no reported child health concerns), and the
combination of parental violence and a health problem for the child (but no record of a poor environment)
was present in a further six cases. The third combination of health concerns for the child and a poor living
environment (but with no recorded parental violence) was present in a further four cases.

In 15 cases only one of these three factors had been noted. Most frequently, in nine instances, this was

parental violence on its own, whilst in five cases only concerns over the child’s health had been noted.

A poor living environment, on its own, was only a feature of one case. In addition there were four cases
where none of these factors were mentioned as being present.
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Figure 10: Intersection of characteristics representing:

child’s health concerns, parental violence and poor environment factors

Child’s health concerns

9
(19%)

Parental Poor

violence environment
All three factors present 11 cases (23%)
Any two of the three factors present 17 cases (36%)
A single factor present 15 cases (32%)
No factors apparent 4 cases (9%)

(n=47)
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Appendix 3:
Thresholds of needs

and intervention

(adapted from Every Child Matters (Cm 5860 2003 p21 and The Common Assessment Framework for
Children and Young People: Practitioners Guide (HM Government 2006b p7)

. Level 4
~ Services for
~ children at
high risk
(inc CPR and
regulated services)

Level 1
Universal services for all children and families
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Appendix 4: Threshold
mapping exercise

(at time of incident)

Level 4
Services for children at high risk
(including child protection

registration and . - . * . % . .

regulated/restoratory services)

Level 3 * . * .

Children with complex needs
(including the Social Services * *
threshold of Childrenin Need) . .

Level 2
Children with additional needs . . . . * . . .

Level 1 *
Universal Services for all children . .
| B =

and families

1 2 3 4 5
Not co-operative Low co-operation Neutral/Some Co-operation Highly co-operative
Avoiding involvement/ co-operation persistently seeking
hostile help

Degree of parental/child cooperation —»

KEY: [ <1year [ ] 1-3years [l 4-15years [ | >16years [ Note: Deaths highlighted by an asterisk |
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Appendix 5:

Case studies

Anonymised and composite case studies are presented as training and learning tools for Local
Safeguarding Children Boards. The case studies have a number of potential uses, for example in LSCB
training particularly in relation to understanding interacting risk and protective factors. The sub headings
used in the case studies and elaborated below provide a framework for understanding families which is
compatible with and complements the Integrated Children’s System and the Common Assessment
Framework. They provide a way of organising information and evidence within the context of an
ecological framework based on clearly understood developmental and psychosocial theories including
relationships and developmental histories and processes that have shaped parents, families and children.

]
Case study template

o Key features of the case

e Child and Family background
o child’s needs/characteristics/behaviour
o mother’s/carer’s history/profile/parenting capacity
o father’s/carer’s history/profile/parenting capacity
o wider family and environment

® Professional involvement

e Analysis of interacting risk and protective factors to include:
(i) aclear case summary and synthesis of the knowledge brought together by the assessment,
(ii) a description of the problem/concern,
(iii) a description of protective factors and supports
(iv) a hypothesis about the nature, origins and cause of the need/problem/concern, and

(v) a plan of the proposed decisions and/or interventions.
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|
Case Study: Ellie (age 3)

® Neglect

Poverty and social isolation
@ Not meeting the threshold for intervention from children’s social care
e Parental alcohol misuse and depression

Theme of case and background

Ellie, aged three, and youngest of four children in the family, was seriously burned in an accident at
home. There had been a number of reports to children’s social care of all the children being seen
with bruises, being left at home unsupervised and found wandering in the street. There was a
pattern of the family being visited by children’s social care, an initial assessment being carried out,
advice given and the case being closed. Concerns about the parents’ abilities to meet the children’s
needs were judged not to meet the threshold for safeguarding intervention.

(i) Child’s needs/characteristics/behaviour

Ellie’s nursery, and her siblings’ schools, had expressed some concerns about the children’s
appearances, that they were often unkempt, and wearing inadequate or dirty clothing. Ellie and her
siblings’ school attendance records were poor.

(ii) Mother’s history/profile/parenting capacity

Ellie’s mother had spent several years in care as a child because of concerns about her own mother’s
caregiving. She returned to live with her mother in her teens and had a difficult relationship with
her. As a teenager she was known to child and adolescent mental health services for behavioural
problems at home. The relationship with Ellie’s father began at the age of 16 and he is the father of
all four children. Ellie’s mother’s parenting of the children was judged to be just about ‘good
enough’ by professionals although there were persistent concerns about adequate supervision. She
suffered with depression and panic attacks.

(iii) Father’s history/profile/parenting capacity

There was evidence of some domestic violence from Ellie’s father, with one incident being attended
to by the police. Ellie’s father was noted to have problems with alcohol misuse. In common with
many other fathers and father figures, there was little recorded information about him or his past.

(iv) Family environment

Overcrowding and unhygienic conditions were reported in the home. Ellie’s parents had little
support from their wider family and were socially isolated. Neither parent was in work and the family
had financial difficulties.

(v) Professional Involvement

The family were well known to a number of universal agencies, and the children were frequently
referred to children’s social care. Parents frequently failed to attend appointments, for example ante-
natal appointments. Although parents complied with children’s social care initial assessments, they
were reluctant to accept any support offered. Some professionals felt that children’s social care
needed to be more involved with the family, but there was little challenge of their decision making.
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(vi) Analysis of Interacting Risk Factors

This household may be a typical example of what has been called ‘depressed neglect’ where “the
run down feeling that pervades passively neglectful families can affect the spirits of those who work
with them” (Howe 2005 p135). The missing medical appointments, poor school attendance and
resigned compliance with children’s social care assessments are indicative of the pervasive apathy
common in families where there is this type of neglect.

Ellie’s mother’s own history and her current depression will mean that it is difficult for her to keep
her children ‘in mind’. Her caregiving will tend to be unresponsive so that her children’s signals of
need, distress and ultimately danger are seldom noticed. Only basic care is provided which has
prompted practitioners to report that her care is ‘just about good enough’. Whenever children or
home life make heavy emotional demands on Ellie’s mother she is likely to cope by disengaging,
becoming more hopeless and depressed, or panicky and frightened.

The part that Ellie’s father plays in providing caregiving is less well described. The extent of domestic
violence is unclear but it is well known that alcohol misuse may be a trigger for violence.
Alternatively, alcohol misuse by Ellie’s father may be a means of shutting down and shutting off
from the hopelessness at home. It is important to know more about Ellie’s father to understand
whether his behaviour contributes to the pervading helplessness and listlessness in the family, or
whether his presence also provokes fear in the children and his partner, and is thus a risk of physical
as well as emotional harm. Either way, in the presence of a drunk parent the child is likely to feel
emotionally abandoned and frightened (Howe 2005 p184).

What could have been done differently?

A thorough core assessment led by children’s social care, rather than numerous brief, initial
assessments, should have been carried out on Ellie and each of her siblings to appraise the
developmental progress and the ongoing concerns about the individual children. The assessments
would have produced a better understanding of family functioning and dynamics if they had
incorporated knowledge of the parents’ own childhood experiences and the children’s and the
parents’ own perspectives.

Professionals needed to consider the debilitating impact that neglectful families like this have on how
they think, feel and behave. This understanding might have clarified why professionals did not
challenge decisions, or have the energy to keep challenging decisions.

Since many factors present in this family will be typical of a large number of families on the caseload
of a health visitor or other ‘early years’ professionals it is important to have clear mechanisms to
report and discuss concerns and to build up a clear picture of risks and protective factors. With families
like this clear plans are needed to support children and parents over a long term period. It is also
important to be able to gauge when the care is not adequate to meet children’s developmental
needs or ensure their safety, and to consider that children might need to be removed.
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]
Case Study: Carly (age 9 weeks)
® Head injury in babies
@ Universal services only
® Domestic violence
@ History and current presence of parental volatility
e Demanding baby
Theme of case and background

Carly suffered a head injury (thought to be a shaking injury) when she was 9 weeks old. At the time
of the injury the family had not been receiving any services beyond universal health services. Carly
lived with her mother (aged 19), and her father (aged 20) in rented accommodation. During her
pregnancy, Carly’s mother presented four times to Accident and Emergency, twice reporting
assaults to her abdomen.

(i) Child’s needs/characteristics/behaviour

Carly was born at term with a normal delivery. In her early weeks she fed well, gained weight and
responded well although she was also reported to have colic and to cry persistently at times. There
were two recorded attendances at Accident and Emergency by the time she was 4 weeks old, one
for a viral infection and the other with a rash.

(ii) Mother’s history/profile/parenting capacity

Carly’s mother was known to children’s social care and child and adolescent mental health services
when younger. She had Special Educational Needs and left school early and was reported to be ‘self
contained and withdrawn’ at school and aggressive at home. Police were regularly called to the
family home during Carly’s mother’s adolescence to respond to reports of violence among family
members. She moved frequently between family members during her childhood and adolescence.

(iii) Father’s history/profile/parenting capacity

Carly’s father had a history of mental health problems, and behavioural problems throughout
childhood. He had taken a number of overdoses and was reported to have poor anger management
and poor self control. There was domestic violence in his household when he was younger and his
mother had long term depression.

The health visitor noticed that both parents’ emotional reaction to Carly was immature and
exaggerated in comparison to other young parents.

(iv) Family environment

The family suffered harassment by neighbours. There were financial difficulties in the household and
police had been called to an incident of violence between parents. The parents did not feel
supported by extended family
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(v) Professional involvement/ engagement.

Both parents had high levels of contact with a range of health professionals, including the health
visitor, the GP, NHS Direct out of hours service and attendances at Accident and Emergency in the
early weeks of Carly’s life. Although parents sought help actively, pre-arranged appointments, for
example with the health visitor, were often missed or cancelled. No health professionals were aware
of the high level of contact with different branches of the service, nor of the pattern of contact (for
example the repeat attendances at A & E).

(vi) Analysis of interacting risk factors.

There were many interacting risk factors in this case namely: high levels of domestic violence in
pregnancy including blows to the mother’s abdomen, mental health problems, frequent moves, lack
of family support, financial worries and poor anger control for both parents. The combination of
these issues signal that stress levels in these young parents were high and the capacity to deal with
the demands of a new baby would be likely to be compromised. ‘Persistent crying’ and colic
provided markers that this baby was at a high risk of injury from these parents whose emotional
reaction to their baby had been noted as ‘immature’ and in whom a distressed baby would prompt
high levels of anxiety, distress and agitation (Howe 2005 p71).

In volatile parents with this sort of profile the safest ways for children to behave are to be
emotionally self contained and independent thereby making low demands on their caregivers. In
this sense babies are always at risk of provoking a stress response since they cannot fend for
themselves and need to seek care and make demands on their carers in order to survive. ‘Easy’
undemanding babies may cause less distress and agitation in carers but premature, unwell,
frequently upset and fractious babies will cause high arousal in parents which may then trigger
violence.

What could have been done differently?

Information sharing. There was a need for information to be shared within and across health services
in the ante and post natal period so that the risks to the baby could have been properly considered.
Given the parents’ frequent moves this information needed to be widely accessible.

A holistic assessment. A holistic assessment during the ante-natal period could have incorporated an
understanding of the parents’ history and the expertise of key professionals who knew the parents
to consider the impact of parental history, mental illness and domestic violence on their parenting
capacity.

Taking account of the parents’ responses. When the baby was born the early responses of the parents
were a significant clue to their coping capacity. Had the parents’ pattern of seeking help been
logged, their mounting panic at times of stress would have been evident.
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|
Case Study: lan (age 16)

® Long term neglect

Rejection and serious abuse
@ ’'Hard to help’ young person
@ Suicide

Theme of case and background

lan was one of four half siblings and was ‘on and off’ the child protection register from the age of
four because of neglect, physical and suspected sexual abuse. He was ‘in and out of care’ from the
age of thirteen. Whilst in care he regularly ran away, met older men and was suspected of being
involved in sexual exploitation. At the age of fifteen he was discharged home from residential care
because of persistent running away. He was living at home and getting very little support at the
time of his death through suicide.

(i) Child’s needs/characteristics/behaviour

lan’s behaviour at school and at home was described as ‘unruly’, and from the age of thirteen,
‘threatening and violent’ including the use of weapons, which prompted numerous exclusions from
school. lan started to run away from home at the age of ten and by the beginning of adolescence he
started to harm himself seriously, misuse substances (drugs and alcohol) and to talk of suicide. He
had convictions for assault following fights with friends, although he was unable to keep friends for
long. He moved into foster care at age 13, ran away repeatedly and experienced numerous
placement breakdowns with intermittent return home (which was never successful). Recent
placements had included therapeutic residential care and a period in a secure unit.

(ii) Mother’s history/profile/parenting

lan’s mother experienced depression and low self esteem and was subject to domestic violence over
many years from different partners including lan’s father. There had been serious concerns since
lan’s birth about his mother’s parenting ability. Her own history was one of severe abuse and
neglect.

(iii) Father’s history/profile/parenting

When lan was five years old his father died from a drug overdose. lan had a number of step father
figures, the most recent of whom was a heavy drinker, with convictions for physical assault.

(iv) Family environment
Domestic violence was a recurrent feature of lan’s home life.
(v) Professional involvement.

lan’s name was listed on the child protection register intermittently from the age of 5-9 (neglect and
physical injury). At 13 lan was first accommodated and later made the subject of a care order. From
the age of eleven he was known to Child and Adolescent Mental Health Services and from age 14 to
the youth offending service. lan was assessed as ‘not mentally ill with no real suicidal intent’
numerous times.
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(vi) Analysis of interacting risk factors

As he matured and entered adolescence the effects of many years of neglect and abuse at home
became apparent in lan’s behaviour. His responses typified those of young people with similar
experiences where feelings switch between hostility and aggression, and fear and helplessness. The
need to feel in aggressive control is a characteristic response to the kind of care-giving that lan
experienced over many years. In addition, his early adverse experiences are likely to have increased
his sensitivity to stress leaving him vulnerable to stress related psychiatric disorders, self harm and
suicidal ideation (Howe 2005 p163). Discharging lan home to his mother’s care catapulted him into
danger as he was reminded that he was unwanted and bad and he would not have been able to
cope with the feelings this evoked. His mother was also helpless to contain his powerful and self
destructive urges.

What could have been done differently?

Help the carers. lan will have transferred his unsuccessful coping strategies from home to his
placements. As such he will have sabotaged attempts to contain him and offer safe and trusting
relationships. Good quality support and training for his carers may have helped them to understand
the complexities of his behaviour and how helpless and angry he made them feel. If they could have
been given strategies for dealing with and anticipating his behaviour they may have been helped to
stick with him for longer and perhaps reduce lan’s need to run away. Such help could be available
within, for example, Multi-Dimensional Treatment Foster Care (Chamberlain and Smith 2003). This
treatment model is currently being piloted in England and evaluated by York University).

Provide high level support to young people who return home. Although it may be the worst place for
them, many young people in transition, like lan, feel compelled to go back home and will push for it
relentlessly. Once back home he and his mother needed a high level intensive support not a low
level service.
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]
Case Study: Andrew (age 12)
® Professional challenge
e Child disability
® Neglect
® Working with powerful families

Theme of case and background

A serious case review was undertaken after Andrew was accommodated at the age of 12 in a
severely neglected state. He was disabled, though professionals differed in their opinion of his
diagnosis. Several agencies assessed that Andrew needed to be cared for outside of the home but
there was a year’s delay in this happening. The insistence of a senior health professional finally led to
the admittance of Andrew into foster care.

(i)  Child’s needs/characteristics/behaviour

Andrew was born premature and he was referred to the local Child Development Centre because his
early development was slow. Andrew’s parents failed to attend these appointments and he was not
offered any early help. His behaviour caused difficulties for his parents at home, and problems arose
at school during his early years in education. Andrew was always fully dependent on his parents or
others for all his self-care needs and his appearance was described by professionals as grubby and
unkempt His parents explained that this was because he wouldn’t cooperate with them (or anyone
else). His parents chose to educate him at home, from the age of eight and Andrew became socially
isolated as he rarely left home and had limited outside contact. Andrew did not have a clear
diagnosis for his condition, which was the subject of much dispute among professionals.

(ii) Mother’s/carer’s history/profile/parenting capacity

Little is known about Andrew’s mother’s childhood. She had post natal depression after Andrew was
born and in the early years spoke of some difficulties in caring for her son.

(iii) Father’s history/profile/parenting capacity
Little is known about Andrew’s father’s past.
(iv) Family environment

Andrew'’s parents were both articulate, well qualified professionals who owned their own home.
Andrew’s mother gave up work to look after her son and his father ran his own business from home.
The house was clean and tidy, with the exception of Andrew’s bedroom which was described as very
untidy and unhygienic.
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(v) Professional involvement.

A large number of professionals were in contact with the family during the course of Andrew’s life
and at various points concerns were raised about his care. However, his parents always opposed
these concerns and refused to allow child protection procedures to be followed. Professionals found
it difficult to challenge parents’ and other professionals’ decisions and insist that child protection
procedures be initiated. Significant professional focus was placed on treating Andrew’s behaviour,
with little focus or assessment on the daily care he received.

(vi) Analysis of interacting risk factors.

Andrew'’s parents’ articulate manner and social competence enabled them to exert power and
control over their son and outside professionals without challenge. Andrew as the least powerful
person in the family is denied a voice doubly (first as a child and secondly as a child with a disability).
Without being aware of these dynamics, professionals cannot cut through the control.

What could have been done differently?

Not treating a child differently because of their disability. Andrew was allowed to live in conditions
which for any other child would have been considered degrading and unsuitable. His disability was
held responsible for his state of welfare and the care he was receiving. He needed to be treated as a
child first, with his special needs coming second.

Challenging parental power. Working in partnership is important but the child’s needs must not be
lost or overshadowed by the parents’ power and authority. Parents’ social status should not
influence professionals’ behaviour.

The need for a lead professional. A lead professional could have avoided the considerable delay and
lack of unity in providing services for Andrew, particularly regarding his educational needs. Without
parental consent for a child protection route the lead professional would have needed to make a
clear child protection referral. They could also have noted the absence of a core assessment and
similarly set this in motion.

The need for professionals to have the confidence to challenge each other’s opinions. The presence of a
large number of professionals made it more difficult to speak out against the others than if fewer
had been involved. Each professional has the individual responsibility to challenge others with
appropriate assessment material and to keep the child central in the progress of the case.

The need for training about recognising neglect. There was clear evidence of neglect in this case yet
agencies failed to follow these pointers consistently or effectively. The model of neglect used was
based on defining the concern in relation to parental action or omission rather than viewing neglect
as a set of needs for care and protection regardless of the efforts of those caring for the child
concerned.
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Appendix 6:
Constructing and using

chronologies In practice

The key purpose of conducting serious case reviews, and in particular the two yearly analyses of these
cases, is to learn from the reviews and to disseminate the learning nationally. The application of some of
the tools which emerged from the research process is discussed here in the hope that the tools may also
prove helpful to individual Local Safeguarding Children Boards (LSCBs) and to practitioner teams or to
individual practitioners. The tools were derived from research techniques used to make sense of and
analyse the cases individually and as larger groupings of reviews. These tools may have applications for
practice in two senses: firstly in relation to conducting serious case reviews, and secondly in relation to
everyday multi-agency work with children and their families. The aim of these practice tools is to
encourage practitioners and managers to think more critically in these two contexts.

Describing analytical chronologies and threshold mapping

The themes presented and analysed in Chapters 5 and 6 were compiled after brief analytical
chronologies were written for the child who was the subject of each of the 47 reviews in the intensive
sample. The brief chronologies (normally no longer than four pages) were studied and each case was
‘mapped’ to identify thresholds of services offered both over many years, and at the time of the incident.
Both the method of chronology writing and the threshold mapping which followed it lend themselves to
a variety of uses as practice tools.

The history of each case was reviewed by a member of the research team and written up as a brief
analytical chronology. Chronologies were written in three columns namely: family events, timescale, and
professional involvement (see page 165). Family and life events (which aided the understanding of the
child’s likely care) were listed alongside services that were known to be offered to the family. Thus it was
possible to see the evolving pattern of support or protection and legal status over time, matched to
family incidents and relationships, life events or patterns of harm to the child. Reder and Duncan’s
‘double chronology’ was adapted as a guide (1999 p13) to interrogate each review. The template used
for the chronology is shown on page154.

The template includes a social history and key features of each case, taking account of the domains and
dimensions in the ‘assessment triangle’ from the Framework for the Assessment of Children in Need and
their Families (DH et al 2000). The process of synthesising the extensive information and selecting key
features and events for the abbreviated chronology was informed by the ecological transactional
perspective explained in Chapter 4. The abbreviated chronology helped to achieve a more rounded,
holistic, understanding of each case. The learning from this exercise could be transferred to practice in
the attempt to go beyond description to achieve an analysis of complex cases.
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Brief summary of family history:

Family environment:

Child’s history, profile, characteristics and behaviour:

Characteristics of professional involvement:

CHRONOLOGY TEMPLATE

Mother’s (or carer’s) history, profile, parenting capacity:

Father’s (or carer’s) history, profile, parenting capacity:

(Inc. parents
childhood and
birth of siblings)

Family events and environmental | Timescale Professional activity /involvement/
issues (including family strengths) engagement with family

Early family

history

Pregnancy
of subject
child

Birth of
child

Child’s first
year

Age 2-5 yrs

Age 5-9 yrs

Age 10-15 yrs

Age 16+ yrs

Analysis of interacting risk factors:
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Colour coding the chronology

When the brief chronologies were completed they were colour coded to identify different levels or tiers
of agency action or intervention over time. The tiers of intervention considered were in line with the
levels of need and intervention adapted from the ‘pyramid’ of levels of need from Every Child Matters (Cm
5860, 2003 p21) and the ‘windscreen’ of levels of need from the guidance accompanying the Common
Assessment Framework (Department for Educations and Skills 2006, p7) This is represented in Appendix
3: Thresholds of Needs and Intervention. Chronologies were colour coded in ‘Word’ in the following way:

[ m was used to indicate periods when services had been offered for children deemed to
be at high risk (including Child Protection Registration and regulated services,
including care orders etc) (Level 4)

° - was used to mark times when services had been offered for children assessed to have
complex needs (i.e. to meet the ‘child in need’ threshold for children’s social care)
(Level 3)

e Yyellow was usedto show when services were offered for children’s additional needs (Level 2)
° m was used to mark times where only universal services were offered (Level 1).

Once the ‘colour coding’ was completed the service history of the family became apparent at a glance so
that it was possible to tell whether there were long periods with high levels of services for the family for
known risks to a child, or alternatively, whether there were times when no known concerns were
apparent. If information was available for the parents’ childhood it was possible to gauge historic agency
activity in the same way. Colour coding chronologies in this way is not time consuming and may help to
reveal patterns of service delivery in relation to particular family events or difficulties in cases which have
been known to agencies over long periods of time.

Lessons learnt from constructing chronologies

Serious Case Reviews

e Software packages are available which help to assemble a multi-agency chronology by entering
events and sequencing and updating them, for example ‘Chronolater’ (Berrick 2007).

This package may be useful for LCSBs constructing chronologies for the purposes of serious case reviews.
Although software packages may make chronology writing an administrator’s task it could be argued
that the knowledge of skilled professionals is needed to make the choices about which information will
be most pertinent for a theoretically driven analysis.

Brief Chronology writing in everyday practice with individual cases

® In day to day practice, more nuanced information than dates and facts is needed to really
understand a child within the context of their family.

Abbreviated chronologies are useful in everyday practice as part of the analytical task. In order to
construct this brief document, it is best to have more detailed information, including a full chronology,
from which to draw. The very full information requested in the chronology in the Integrated Children’s
System should help to provide this. Once detailed information is available, key features and events of
both the child and family’s life and also of multi or single agency intervention can be selected.
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The research team were working with chronologies compiled from summary reports, rather than with
extensive case files. It needs to be noted that some practitioners undertaking this exercise may have a
greater volume of information to deal with. Even with the more limited information available for the
current study, the difficulties faced in deciding what information to include and exclude were apparent.
It became clear that certain features provide particularly helpful clues for developing a chronology
informed by developmental and psychosocial theories. To this end, some pointers towards constructing
a developmentally sensitive chronology, which can provide a basis for understanding interacting risk
factors are presented below. The headings from the Chronology template should be used and the
additional points considered:

e Information about children’s early years is important.

The brief information about children should include not only the timing of the birth of each child but
also a summary of the attitude and behaviour of parents during the ante-natal period, including any
indication of domestic violence or other ‘risky’ parental behaviour. In addition any information about
whether the baby was born premature or needed any special early care is pertinent as is the way the
parents and baby responded in the early stages. Strengths should of course be noted including the
availability of positive family support.

e Critical and life incidents should be included for example significant illnesses or patterns of minor
illness, and accidents including any patterns of attendance at A&E.

® House moves should be noted as should significant changes in family circumstances and care-
giving such as a parent leaving or new partners appearing.

These items are requested in the Integrated Children’s System chronology (DH 2003,
www.ecm.gov.uk/ics) particularly on page 18 titled ‘significant events and changes’. ‘Significant health
events’ are requested on page 7.

@ Features of professional activity over time should include key events, for example a referral or
services provided by children’s social care, child’s name placed on child protection register,
placement history

These items are listed on the ICS chronology page 3, 4 and 16. Additional areas to include are child’s
performance and school changes including school exclusion (see ICS chronology pages 8- 13); patterns
of police responses to domestic violence incidents; but also short summaries of professional help offered
and assessments made at that time and the quality.

With cases where there has been long term involvement it may be helpful for a practitioner to separate
their analysis into periods of time. Some of the serious case review reports did this, summarising the
situation for the child and family along with the impact of professional intervention at different time
points.

The threshold map

The research tool, the ‘threshold map’, discussed in Chapter 6, combines levels of need and intervention
with degrees of cooperation or engagement with the family. It would appear to lend itself to a number
of uses that could help to clarify understanding and interpretation of thresholds and illustrate the nature
of engagement with families.
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Once analytical chronologies had been constructed for all 47 cases, and colour coded, each review was
plotted on one large chart. The plotting represented two concepts; firstly levels of intervention during
one snapshot of time (the time of the incident) and secondly the degree of family cooperation with
agencies at the same time. The findings from this exercise are discussed in Chapter 6 and a more detailed
threshold map is presented in Appendix 2, while a simplified version is listed over the page.

e Levels of intervention: The vertical axis of figure x, shows levels of intervention, with levels
1-4 represented along the left hand, vertical axis.

@ ‘Less’ and ‘More’ cooperation: The horizontal axis represents degrees of cooperation between
families and agencies.

Threshold mapping exercise - at time of incident

Level 4

Services for children at high risk
(including child protection
registration and
regulated/restoratory services)

Level 3

Children with complex needs
(including the Social Services
threshold of Childrenin Need)

Level 2
Children with additional needs

Level 1
Universal Services for all children
and families

1 2 3 4 5
Not co-operative eg. L ow co-operation Neutral/Some co- Co-operative Highly co-
Avoiding operation operative/persistently
involvement/hostile seeking help

Degree of parental/child cooperation »
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Uses for ‘Thresholds’ in LSCBs

Chapter 3 of Working Together to Safeguard Children (HM 2006) clarifies the role, objectives and functions
of the Local Safeguarding Children Boards. Their role extends across the whole safeguarding continuum
to include:

e identification and prevention of maltreatment or impairment of health and development,
® proactive work with vulnerable groups and
® responsive work to protect children already suffering or at risk of suffering harm.

There is particular mention of the Boards’ remit to consider thresholds. The flow chart of objectives and
functions on page 75 of Working Together to Safeguard Children (HM 2006) includes developing policies
and procedures for safeguarding and promoting the welfare of children and “actions where there are
concerns, including thresholds” ( p75). The emphasis is on clarity of thresholds and common
understandings to ensure appropriate referral (p78). However, as we have demonstrated here and in
previous chapters, a number of serious case reviews uncovered not only confusion and misunderstanding
of thresholds, but also a preoccupation with the thresholds for services rather than a primary concern with
the child or children at the centre of the discussion. It will be a key test of the effectiveness of Local
Safeguarding Children Boards to rectify the long standing problems with thresholds.

Threshold map

The threshold map exercise could be used in the following ways:

e for LSCBs as part of the audit of serious case reviews to consider the role of thresholds and/or
levels of engagement and cooperation in the reviews under consideration over a particular time
period.

@ as part of a LSCB training exercise, bringing together practitioners from different sectors to find
out how thresholds are being interpreted between or within agencies (e.g. between children’s
social care and adult social care or different health sectors). Practitioners could plot and discuss
their ‘borderline’ cases or ‘neglect’ cases. Discussions could be facilitated to consider how shared
responsibility between agencies for supporting and protecting children in these circumstances can
be improved. The LSCB could decide to follow up some ‘borderline’ or ‘neglect’ cases over a period
of time to consider the pattern of services the children receive and to track evidence of risk and
protective factors.

@ in practitioner teams’ individual supervision, where the worker and supervisor could plot
individual cases or a whole workload of children’s cases. The discussion with the supervisor could
focus on the level of cooperation with families and how workers can be supported to understand
the dynamics behind the engagement with individual family members.

® in group supervision, plotting the caseload of the team (could be single or multi-agency) to
understand more about thresholds or family engagement or types of cases, featuring for example
older children, or neglect etc. Discussion could consider how practice and decision making could
be improved in the cases in question.

e to understand thresholds over time in complex cases. This could be used as a supervision tool
or for individual practitioners to make sense of a difficult case. It would work best in conjunction
with the use of an analytical chronology
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Appendix 7:
A model of suicide

prevention

The cases of suicide and the extent of self harm and suicidal ideation in many of the reviews concerning
young people have been a significant feature of this study. Suicide needs to be considered as a risk for
young people in transition, particularly those with a history of maltreatment. However suicide is also a
risk for young people who have not had extensive involvement with children’s social care or other
specialist services. A small number of these reviews echoed findings from other studies which
hypothesised that some suicides might be linked to experiences of being bullied, or being a bully in
school. The following model of suicide prevention in children and young people is being tested by the
NSPCC and includes this wide range of experiences. It could be used by schools and Local Safeguarding

Children Boards. It is reproduced here with the kind permission of Dr Fiona Colquhoun and the NSPCC
(Colgquhoun 2007).
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Figure 11: A model of suicide prevention in children and young people
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