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NSPCC Repository – February 2022

In February 2022 eight case reviews were published to the NSPCC Repository featuring a number of issues including child sexual abuse, contact, health services, sex offenders and professional curiosity

	1. Local Child Safeguarding Practice Review: overview report: Child RS

Serious and potentially life changing non-accidental injuries to a 4-month-old baby in June 2019. A police investigation and care proceedings were instigated.
Learning includes: bruising on non-mobile babies should always be treated seriously and advice immediately sought from the safeguarding lead; practitioners should guard against 'second guessing' the response of MASH to a referral of concern about a child; importance of early identification of vulnerability, assessment of risk and consideration of appropriate services; importance of gaining an understanding of who lives in a household and their role, not focussing solely on mothers but proactively engaging with fathers; information sharing alone does not safeguard children; be aware of the impact of professional desensitisation and cultural normalisation; importance of professional curiosity and respectful challenge; be aware that moving between areas, away from support systems, can increase a family's vulnerability.
Recommendations include: ensure that the learning from this review is disseminated widely and incorporated into updates, and the development of policies and procedures; ensure that the safe sleeping policy is shared with all relevant staff; ensure that guidance on bruising to non-mobile babies is widely disseminated and embedded in practice across all agencies.
Other resources Read full overview (PDF)


	

	2. Local Child Safeguarding Practice Review: Joshua

Neglect and sexual abuse of an 8-year-old boy by two associates of his mother. The abuse took place prior to and during the time he was subject to a child protection plan.
Learning includes: the need to assess and understand parental ability to protect when making decisions around supervised contact; limitations of an evidence-based response to child sexual abuse (CSA); importance of requesting and sharing police intelligence at the earliest opportunity; the need for the development of a strong and robust response to CSA that is not a purely evidence-based approach and includes the provision of appropriate tools and training; recognising when the Graded Care Profile 2 (GCP2) should be used to help identify and address neglect; understanding the purpose and effectiveness of written agreements and assessing whether they should be used within current practice; the importance of perpetrator disruption.
Recommendations include: develop an overarching multi-agency strategy for responding to CSA; develop a CSA training programme for practitioners across the multi-agency partnership; review the way in which multi-agency meetings facilitate the discussions and recording of confidential information and how that information is shared with families to facilitate an increased understanding of the risks; explore and understand rationale for not sharing information with parents and carers, and ensure that the information not shared is kept to a minimum.
Other resources Read practice review (PDF)


	

	3. Baby ‘R’: Local Child Safeguarding Practice Review

Death of a 4-week-old boy in July 2020 attributed to non-accidental head injuries.
Learning includes: the family should have continued to receive the right level of support when they were transferred to another local authority; disagreements between local authorities over the transfer and status of the family caused delays in the family receiving the appropriate level of service; housing services not being aware of the neurodiversity and safeguarding needs of the family; lack of communication between mental health services and children's services; bruises or marks observed on a non-mobile baby should have triggered a robust multi agency response.
Recommendations include: current approaches to risk assessment through child protection enquiries or child in need processes obtain and take sufficient account of family background and previous experiences such as trauma, neurodiversity, and parental mental health difficulties; strengthening education and training on the “think family” approach, as well as neurodevelopment disorders and what such difficulties mean for parents' understanding and interpretation of information and advice; raise the role of housing services in statutory child protection processes as an issue of concern with the Child Safeguarding Practice Review Panel, including how housing services share information with partners and how they assess vulnerable families who need accommodation; ensure practitioners understand the significance of bruising in infants and the need to act.
Other resources Read practice review (PDF)


	

	4. Local Child Safeguarding Practice Review: Overview Report: Mia

Death of an 8-month-old girl in July 2020 after becoming submerged in the bath whilst unsupervised by her parents. Mia was treated in hospital intensive care until her death three weeks later.
Learning focuses on: considering risks for a blended family of several households; identifying and responding to neglect; sex offenders spending time within a family home; whether COVID-19 restrictions affected the single or multi-agency response.
Recommendations focus on: emphasising the importance of documenting how a child is presenting and the interaction between the child and parent or carer to better understand the child's lived experience; the importance of understanding the lived experience of children in blended families, particularly when they are visiting or staying in different households within the blended family; situational risks such as house moves and temporary housing; the many forms coercive control can take in intimate and familial relationships; a robust process for information sharing between partner agencies when sex offenders are suspected of presenting a risk of sexual harm to children; work to support women who have been exploited by sex offenders should consider a range of scenarios in which women may become vulnerable to exploitation in the future.
Other resources Read practice review (PDF)


	5. Local Child Safeguarding Practice Review: Child R

Extensive physical injuries to a 2-year-old boy in April 2020.
Learning includes: Issues around information sharing, particularly regarding arrangements for transferring community health records and the transfer of cases between local authority areas; issues around the ability and confidence of safeguarding practitioners to recognise risk and act with authority in cases involving both domestic violence and child abuse; the importance of safeguarding practitioners including relevant adult males in their assessments of risk.
Recommendations include: review policies covering the transfer and receipt of community health records to ensure the timeliness of record transfer, case closure and escalation; review procedures for the transfer of children in need cases, defining the requirement for formal handover meetings; promote training and awareness raising that reinforces the seriousness of domestic abuse in the context of children's safety; ensure that local threshold tools sufficiently describe the significance of risk associated with domestic abuse, particularly when such abuse forms a repeating pattern; improve how practitioners engage with adult males that are significant to the lives of children.
Other resources Read practice review (PDF)


	

	6. Serious Case Review: Child P (full overview report)

Injury and mental trauma suffered by a 5-year-old child in September 2018 during a knife attack including several other family members. Father pleaded guilty to attempted murder.
Learning focuses on: the potential impact of ethnic, religious and cultural influences on families; the need for a robust response to domestic abuse, including information sharing and a joined-up approach; the impact of bereavement on families; working with fathers; effective multi-agency working.
Recommendations include: use interpreters consistently when English is not the family or parents first language; the need for accurate family assessments, including the family's background, culture and beliefs; ensure that the views of the multi-agency network are considered within the body and analysis of single assessments; comprehensive training to be undertaken for frontline practitioners on domestic violence and vulnerability factors, including an understanding of what partner agencies can offer; multi-agency training on bereavement and how to support bereaved families; ensure that staff attending strategy meetings are appropriately trained in relation to Working Together to Safeguard Children 2018 and the actions that the police should take.
Other resources Read full overview (PDF)


	

	7. Serious Case Review: Toby (full overview report)
Death of a 5-week-old infant boy in January 2018. Cause of death initially assumed to be Sudden Infant Death Syndrome (SIDS), but post-mortem found rib fractures and evidence of non-accidental head injury. 
Learning includes: lack of collaborative working between health professionals resulted in poor information sharing and parents' and children's vulnerabilities not being properly understood or responded to; information sharing within health agencies tend to be ineffectual due to a lack of clarity about why information is being shared, what to do with it and whether to follow it up.
Recommendations include: develop systems and tools to enable midwives to facilitate the reporting of low level concerns such as maternal presentation; observations about father's presence, interaction with baby and professionals and their role in parenting should be routine; improve the capacity for midwives to work in a continuity of care model, especially where additional needs are known or suspected.
Other resources Read full overview (PDF)


	

	8. Serious Case Review Child L: significant non-accidental injuries to a young baby (full overview report)

Significant non-accidental injuries to a 3-years-6-months-old girl. Child L's father was convicted of grievous bodily harm and sentenced to 9 years in prison.
Learning focuses on: issues around communication and information sharing between agencies; reluctance to initiate early help assessments; the need for curious and holistic practice, and getting the whole picture by knowing the whole family; the need to engage with fathers and male carers, instead of the focus being primarily on the mother.
Makes no recommendations but includes details of actions initiated as a result of learning, including: revision of midwifery and health visitor pathways; revision of multi-agency protocol on bruising and injuries in non-mobile babies and children, including guidance for parents; a thematic review into significant physical injuries to children under 1-year-old; a pilot project focused on engaging fathers and developing models of good practice.
Other resources Read full overview (PDF)
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