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THEME 1: Effectiveness at Multi-Agency Meetings 
 

Finding  
Key information was not shared across the professional network involved with the child and family. There were 
missed opportunities to share information which would have enabled key agencies to understand the risk to Child 
BE. Discussions about risk centred around the older siblings.  
 
The centrality of communication and information sharing to effective safeguarding practice was identified in this 
case. Information was missing, not sought, or withheld, compromising the effectiveness of assessments and 
planning, Some of the agencies involved with the family were unaware of Child BE’s Child in Need status. 
 
Lesson to be learned 
This case highlighted inconsistencies in the way meetings are recorded along with inadequate assessment of risk. 
 
Do you share information with other professionals involved? Including how history and family context 
has been used in assessments? Are you prepared for multi-agency meetings?  
 
 

This short briefing summarises the findings and lessons from a Serious Case Review (SCR) of Child BE in Cumbria 
in 2016. The SCR focusses specifically on how agencies worked together and individually in 2015 to 2016 (and 
includes the pre-birth assessment).  

A  Serious Case Review takes place “where abuse of a child is known or suspected; and either - (i) the child has 
died; or (ii) the child has been seriously harmed and there is cause for concern as to the way in which the 
authority, their Board partners or other relevant persons have worked together to safeguard the child”. 

If you work with children and families in Cumbria, there may be additional specific actions and recommendations 
for your agency and your role. Please ask your manager, or contact your representative on the Cumbria Local 
Safeguarding Children Board, to find out more.   You can read the full report at www.cumbriaLSCB.com 

Child BE’s story 
When Child BE was 6 months old he presented with an injury to his eye, said to be self-inflicted. Child BE is 
permanently blind, in one eye; it was as a result of the injury sustained that led to this serious case review.  

Child BE was first referred to Children’s Social Care as an unborn. BE’s half-sister had been on a child in need plan 
due to domestic violence within the family. A linked child was alleged to have sustained injuries at the hands of 
BE’s father at the age of 5 weeks. BE’s father has a long history of mental health problems, drug misuse and 
anger management issues. A number of the adults in the family had been known to services and risk issues were 
not effectively shared among agencies. 



 

Learning from Serious Case Reviews – Child BE 
 

THEME 2: Quality of Assessments 

Finding  
Due to Child BE’s very young age the majority of the information that could be used to make an assessment of 
risk to him pertained to his family history. In this case the history was long and complex, involving children of 
other relationships. Assessments were based on self-reporting rather than making assessments on recorded 
history. 
 
Lesson to be learned  
To be effective, assessments must incorporate both information gathering and analysis of that information to 
understand risk and to formulate effective plans. On completion of a Child in Need Plan professionals must 
consider who else needs to know this information. The analysis that is used to inform assessments should also 
be shared with other professionals that are involved with the family. 
 
‘Good assessment is key to effective intervention and better outcomes for children. Without it, 

practice is likely to lack focus and a clear sense of purpose; at worst, poor assessment may result in 
a vulnerable child’s needs being overlooked or misunderstood’ Research in Practice. 

THEME 3: Lack of focus on the child 

Finding  
In this case there was a lack of focus on Child BE. Eliciting the voice of BE’s siblings was a priority.  Due to the 
complex history and needs of the parents the practitioners’ dominant focus became the parents.   
 
Lesson to be learned  
Without professional curiosity professionals fail to recognise risks and the focus shifts away from the child and 
onto the parent. 
 
Supervision can support analysis and critical thinking and ensure the primary focus on the child. Do 
you receive regular, effective supervision?  
 

THEME 4: Trigger Trio 

Finding  
Domestic abuse, substance misuse and parental mental health issues were prevalent in this serious case 
review. 
 
Lesson to be learned 
There is cumulative risk of harm to a child when different parental and environmental risk factors are present 
over periods of time 
 
Do you understand the impact of the effects of parental alcohol and substance misuse, domestic 
abuse and parental mental health on the lived experience of children? 

 
 

 

Sharing learning from serious case reviews in order to improve safeguarding practice is vital. We 
use the recommendations from case reviews to improve safeguarding of children & young people. 
 
If you would like to discuss this briefing or any of its contents then please speak to your line manager, your 
representative on the LSCB or contact the LSCB Office. Cumbria House,  117 Botchergate, Carlisle, CA1 1RD 
LSCB@cumbria.gov.uk 


