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1. Introduction 

1.1. Child BE is a lively, engaging, confident toddler who is placed together with his half-sister and 
enjoys a close relationship with her. Child BE is permanently blind in one eye, and he is 
adapting to this well. He is otherwise healthy and is making good progress in his placement. It 
was as a result of the injury sustained that led to this Review.   

1.2. Unborn BE was first referred to Children’s Social Care when a referral was received from 
another local authority. The family had come to its attention when his sibling received a 
medical examination. The history had been concerning and Child BE, a non-mobile infant, 
later received injuries considered to be non-accidental in nature.  

1.3. 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.  

1.4. There was no interaction with Children’s Social Care during the pregnancy, When BE was 6 
months old he presented with an injury to his eye, said to be self-inflicted. He is permanently 
blind in that eye as a result of this injury.  Upon discharge from hospital, there was an 
anomaly noted in relation to his ribs and a repeat skeletal survey noted healing rib fractures.  
BE’s maternal grandmother asserts she was not aware of the healing fractures. 

1.5. Both parents were arrested but admissions were not made and they were released on bail.  
Upon the healing fractures coming to light they were both rearrested.   

1.6. Care proceedings were concluded in December 2017 and Child BE is being cared for under 
a Special Guardianship Order. Children’s Services have not been involved since May 2018 as 
there are no concerns regarding his care.  

2.  Process 

2.1. The serious case review was carried out applying the Significant Incident Learning Process. 
This involves agencies producing timelines and analytical reports of their involvement and 
encourages learning to be identified by the staff involved in the case and so far as possible 
aims to involve members of the families affected by the incidents.  

2.2. Staff involved and the report writers were brought together at a Learning Event to discuss the 
reports and issues and themes emerging, focusing on Key Episodes identified from the 
reports. A Recall Day followed to discuss a first draft of the Overview Report.  

2.3. The Reports provided by agencies are thorough and of a high standard.  The Learning and 
Recall Events reflected careful consideration and a determination to learn. The 
recommendations made in the reports for their agencies if implemented are calculated to 
bring about change. These recommendations are set out in Appendix B to this report.  

2.4. The Significant Incident Learning Process was led and the report was written by Ms Donna 
Ohdedar. She has the qualifications, experience, suitability and independence to undertake 
reviews required by statutory guidance.  
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2.1 Family Involvement 

2.1.1. Now that Child BE’s father has been convicted of Section 20 Assault – Grievous Bodily Harm 
and sentenced to 4 years custody, it has been possible to update this report with the views 
of Child BE’s mother and maternal grandmother. It is also noted that the delay in updating 
this report for publication was as a result of the impact of the parallel criminal proceedings.   

3. Key Episodes  

The review highlighted the following as the key episodes in BE’s case, before & during the scoping 
period: 

3.1. Pre-birth Assessment 

3.1.1 Child BE’s parents engaged appropriately with their GP and very well with midwifery during 
the pregnancy. In addition to the first home visit BE’s mother was reviewed a further 18 
times, 16 of which with BE’s father present. This positive engagement continued with the 
health visiting service, which was able to offer continuity to this family with one consistent 
health visitor from the first visit up until the end of the scoped period.  

3.1.2 An ex-partner of Child BE’s father reported to Children’s Social Care that she had 
experienced intimidation from Child BE’s parents. This included a violent altercation with 
both parents involving smashing a car window. BE’s mother was 6 months pregnant at this 
time. The police referred this to the safeguarding hub1, and Children’s Social Care had 
been alerted to it by the report of the ex-partner.  

3.1.3 The safeguarding hub was operating with low staff levels over the Christmas period and the 
issue of the risk posed by violence to the unborn Child BE was not explored in sufficient 
depth at that time. It was then not developed and did not receive sufficient priority during 
handover as the case transferred across teams. However, the pre-birth assessment did 
highlight the risk violence poses to an unborn baby and BE and his half siblings became 
subject to a Child in Need Plan. A genogram was prepared in Children’s Social Care, but 
not by other agencies. 

3.1.4 A Team Around the Child Meeting was held in January 2016 but neither the midwifery nor 
the health visiting service were invited. The health visitor was unaware of Child BE’s Child in 
Need status, although the family had been flagged as vulnerable by the midwifery service. 
The health visitor was not clear regarding Child BE’s status throughout the scoping period, 
although she did attend one Child in Need meeting for his half siblings. The health visiting 
service offered was Universal Plus 2 given that the family’s vulnerability had been flagged 
and Child BE’s siblings were subject to the Child in Need Plan. This is the third of four levels of 
service. If Child BE’s status as a Child in Need had been known, he would have received 
Partnership Plus, which is the fourth level. This would involve a health visitor attending all 
multi-agency meetings and playing a key role in multi-agency working, as well as weighing 
babies personally rather than in baby clinics. 

3.2. Child BE’s Birth and the Child in Need Plan 

3.2.1 The first Child in Need meeting was held in early March and was followed two weeks later 
by the birth of Child BE. Neither the midwifery service nor the health visiting service was 
invited despite Unborn BE being included in the plan by the social worker. The plan was not 

                                                
1 http://www.cumbria.gov.uk/childrensservices/childrenandfamilies/intervention.asp 
2 https://www.england.nhs.uk/ourwork/qual-clin-lead/hlth-vistg-prog/ describes the four levels of service 
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shared with midwives, health visitors or the GP. Representatives from BE’s half-brother’s 
school were present and the focus was on the needs of the older siblings. Whilst it is noted 
that the change of social worker made continuity more difficult, there is an argument that 
the worker receiving the case could have exercised greater professional curiosity regarding 
the history and purpose of the plan to discover that risk to Child BE was a component part.  

3.2.2 The vulnerable family information transmitted from midwifery to health visitor did not reach 
the GP. Child BE received GP services at a different GP to the one in which antenatal care 
had been provided to his mother. This GP reports not being aware of Child BE’s Child in 
Need Status throughout the scoping period. The maternity discharge sheet recorded no 
safeguarding concerns. The sheet was completed with no knowledge of the Child in Need 
Plan and Child BE was presenting to midwives as a baby whose needs were all being met. 
The midwife had struggled to contact a social worker so had asked the mother about the 
reason for social work involvement. Child BE’s mother suggested this was due to the violent 
altercation with the ex-partner and custody issues for the siblings. Thus when weight gain 
was first noted by the health visitor for Child BE to not be as hoped there was no 
heightened reason for concerns to begin to develop.  

3.2.3 This is a key episode because it is here that information relating to history and risk seems to 
have been lost. There were missed opportunities to share information which would have 
enabled key agencies to understand risk to Child BE. 

3.3. Child in Need Review Meetings and Decision to Close the Case in Children’s Social Care  

3.3.1. It was at the second Child in Need Meeting that it was discussed that the threshold for 
Children’s Social Care intervention for Child BE and his half-sister was no longer met. 
Representatives from Child BE’s half-brother & half-sister’s schools were present with 
Children’s Social Care only. The health visitor was not present. Discussion took place 
regarding violence in previous relationships and the impact on all children, but the history 
was not considered and the social worker involved was the third to be involved with Child 
BE. The focus in Children’s Social Care appeared to be completing work for court in relation 
to older siblings. Recording in the days that followed that meeting suggests a decision was 
made to close the case once that work was completed. The case was not stepped down 
to an Early Help plan and no Team Around the Child was established at this point.   

3.3.2. By the time of the third meeting the health visiting service had received information 
regarding Child BE having been added to the Child in Need Plan following a call to the 
new social worker. When the third and fourth Child in Need meetings took place the health 
visiting service were not invited on the basis that the case was only open for completion of 
court work relating to BE’s half siblings. At the third meeting Child BE was referred to as 
‘doing well’ although he was not gaining weight as well as would have been hoped. BE’s 
mother has stated she was not informed by the health visitor that BE was not gaining 
weight. Child BE’s father was engaging with his GP and the First Step Service, although this 
was not known to services who were engaged in Child in Need Planning. The GP’s 
involvement had been disclosed to the social worker by Child BE’s father but not that of 
First Step, which provides intervention based on a Cognitive Behaviour Therapy model. Thus 
information had not been gathered from that agency nor from the GP. The case was 
closed to Children’s Social Care on 1 August. 

3.3.3. This key episode illustrates how the system did not recognise or remember the risk prevailing 
within the household.   
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3.4. Child BE Suffered Injury Leading to Strategy Meeting  

3.4.1. Child BE’s father called Children’s Social Care to report that BE’s half-brother had gone to 
live with his mother. This followed a home visit by the social worker to see the boy at his 
mother’s home the day before. Child BE’s half-brother had told the social worker that he no 
longer wanted to live with his dad. He reported that his father had been aggressive 
towards him, stating he “keeps asking me outside to sort it out and keeps saying he’ll tear 
my head off”. He made reference to him grabbing him by the “scruff of the neck when 
he’s got angry with me”. It is recorded by the social worker that Child BE’s father was 
aggressive during a telephone call to her, stating that he did not want her visiting his house 
again.  BE’s mother stated she had not been aware this happened on the same day as the 
call to report the eye injury. 

3.4.2. Child BE’s half-brother remained living with his mother and there is no record of any further 
enquiries being made in relation to these allegations. Child BE and his half-sister remained in 
the family home with his parents.  

3.4.3. On the same day as the call to Children’s Social Care, Child BE’s father called the 111 
service to report an injury to BE’s eye. The advice given was to contact the out of hours 
service if certain symptoms were present. He was seen by a doctor. 17 days later BE’s 
mother called 111 reporting BE had a rash all over and he was examined by a doctor. 
There is no recording to confirm which parent brought Child BE for this examination. A 
referral was made to Children’s Social Care based on a ‘blunt eye trauma’. A Locum 
Opthalmologist had seen Child BE and accepted parental accounts of how the injury had 
been sustained. This locum had given immediate priority to transfer to the Paediatric Eye 
Clinic, but a clinical support worker had also appreciated the need to raise the case as a 
safeguarding concern. The issue of seniority between these two professionals resulted in the 
clinical support worker not making the safeguarding referral. However, a referral was made 
to the Paediatric Eye Clinic. 

3.4.4. It was upon presentation at the tertiary hospital Eye Clinic that the consultant exercised 
respectful uncertainty, and considered the explanation given to be inconsistent with 
clinical findings. The Named Doctor for Child Protection was contacted and a Child 
Protection Medical was undertaken.  The findings of this medical were that old, healed rib 
fractures could not be excluded. Police and the emergency duty team were contacted.  

3.4.5. Police arrested both parents on suspicion of assault occasioning grievous bodily harm and 
they were released on bail. The emergency duty team arranged a telephone strategy 
meeting that day which included police and the Eye Clinic. The next day a second 
telephone strategy meeting took place involving the same agencies. Two days after that a 
strategy meeting was held which included Children’s Social Care, Police, health visitor and 
the Named Nurse for Child Protection. It was at the fourth and final strategy meeting held 
another 4 days later at the Eye Clinic at which the injury was confirmed as non-accidental. 
Child BE was fit for discharge and safeguarding measures were implemented.  

4. Analysis by Theme 

4.1  Quality of Assessments 

4.1.1. Due to Child BE’s very young age, the bulk of the information that could be used to make 
an assessment of risk to him pertained to his family history, particularly during the early 
stages of the scoping period. Various publications highlight the importance of 
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incorporating family history into assessments 3 Furthermore, a large number of high profile 
child abuse reviews refer to the fact that in the main, assessments and planning focus on a 
mother’s parenting capacity and place the onus of changing the situation on the mother - 
even when it is the father/partner whose behaviour has caused or contributed to the 
concerns. BE’s mother stated she discovered more from the criminal proceedings about 
her partner’s past than she had previously known. She and her mother felt that BE’s mother 
would have left him had she known. 

4.1.2. The Overview Reports published in 2013 concerning the deaths of Daniel Pelka4, Keanu 
Williams5 and Hamzah Khan6 all addressed the “invisibility” of males in the assessment and 
planning process and the importance of having the ‘whole picture’ cannot be 
underestimated. In many cases this invisibility is attributed to a father’s lack of engagement. 
By contrast, in this case Child BE’s father was largely compliant with the intervention of most 
agencies and provided information for assessments, sometimes in an unprompted way. This 
section will explore how agencies understood the history and used it to inform assessments 
of risk during the scoping period.  

4.1.3. The history was long and complex, involving children of other relationships, with relevant 
recording within Children’s Social Care dating back as far as 2003. It revealed extensive 
reports of violence and hostility between Child BE’s father and his previous partners and 
their children. This extended to inconsistent accounts regarding the manner in which an 
immobile baby had sustained a fracture to his left leg. Recording within Children’s Social 
Care suggests an Independent Domestic Violence Adviser (IDVA) had been involved and 
that the domestic violence which occurred in one relationship had been discussed at Multi 
Agency Risk Assessment Conference (MARAC) in 2013. There is reference to a request for 
checks on the Police National Database but no record of what these revealed. The first 
time police information held by Children’s Social Care was reported on was recently for 
Court. This suggests 14 domestic abuse and vulnerable child reports and police concerns 
about cannabis use. Child BE’s father reported he had used strong cannabis since he was 
15 years old which made him lose his temper. BE’s father had reported ongoing problems 
with anger management and had been diagnosed with depression, which was managed 
with medication and cognitive behavioural therapy.  

4.1.4. During BE’s mother’s antenatal care there was a reliance largely upon self-reporting rather 
than making assessments based on history. Midwives rely on self-declaration and they 
make observation based assessments focussing on demeanour and body language. In the 
case of Child BE’s mother she responded in the negative when asked about domestic 
violence. However, the maternity notes did include the incidence of violence towards BE’s 
father’s former partner. This appears to have been unnoticed by numerous midwifery and 
obstetric medical staff. Also, this incident was not reported through the trust’s safeguarding 
incident reporting system. Midwives were also alerted to the fact that BE’s father had other 
children via his self-declaration, but not of his mental health issues. It is important to note 
that changes made nationally since the scoping period have resulted in the requirement 
for a more detailed questionnaire to be completed by parents which has introduced a 

                                                
3 Analysing child deaths and serious injury through abuse and neglect: what can we learn? a biennial analysis of serious case reviews 
(DCSF Research Report RR023 (2009)),  
Reder and Duncan in Lost Innocents: A Follow-up Study of Fatal Child Abuse (Routledge. (1999)) 
4 Coventry Local Safeguarding Children Board (2013). 
5 Birmingham Safeguarding Children Board (2013). 
6 Bradford Safeguarding Children Board (2013). 
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more detailed section on mental health. Midwifery Services were not made aware when 
Unborn Child BE became subject to a Child in Need Plan, alongside his half-sister. However, 
they did flag the family as vulnerable based upon the assessment they conducted. This had 
positive, tangible impacts following the handover to the health visitor. BE’s mother has 
stated she gave a truthful answer in that there had been no domestic abuse. 

4.1.5. There were two agencies in contact with the family as a result of Child BE’s father’s ex-
partner reporting intimidating behaviour by the parents. The police officer who dealt with 
this case lacked knowledge of the system and did not consider the history or the fact that 
BE’s mother was pregnant and did not make a safeguarding referral. The information 
reached Children’s Social Care via the ex-partner and came into the safeguarding hub. 
Some analysis took place regarding BE’s father’s history of domestic abuse, with a focus on 
the risks to BE’s half-siblings. It does refer to health practitioners in the hub being concerned 
for Unborn BE, demonstrating the value of a multi-agency approach to screening referrals 
of this nature. 

4.1.6. The referral reached the District Team in a timely way and an allocation supervision 
followed immediately. The instructions to the social worker do include reading the history 
and completing a chronology, and there is reference to potential risks to the half siblings, 
but there is no reference to risk to Unborn BE. 

4.1.7. The Child and Family Assessment was the next one to be undertaken in Children’s Social 
Care. A chronology and genogram were completed. The current concerns were linked 
with historical information about domestic abuse in BE’s mother’s previous relationship. 
However, cross referencing did not take place with the ex-partner’s records to reveal the 
details of Child BE’s father’s previous relationship as the referral had only been in respect of 
the Child BE and his half-sister. There are references to violence in adult relationships but no 
exploration or challenge of these.  It is positive that the assessment highlighted risks to an 
unborn baby as well as the half siblings. However, sections for the children were mainly 
consolidated and were largely dominated by the half-brother’s experiences and the half-
sister’s contact with her father.  

4.1.8. Risk to Unborn BE comprised a brief consideration of risks in utero with no assessment of how 
these risks may present themselves at birth. What then followed was that the risk to Unborn 
BE was not prevalent within the supervision notes which followed the completion of the 
assessment. Staff felt that the low staffing levels in the Hub over the Christmas period may 
have impacted on the quality of the assessment.  The family was not seen until 8 January 
and the assessment had to be completed within timescales. The social worker merely 
flagged that the child in utero was at risk and was aware this needed further exploration. 
However, the case was due to transfer to another team and this was lost during handover. 
Child BE’s mother felt that she had had a lot of social workers and could not remember the 
sequence of them all. She felt that she had needed to repeat information to workers and 
the advice from them was different. The positive result of this assessment was that Unborn 
BE was made subject to a Child in Need Plan pre-birth alongside his half siblings. This 
assessment was not shared with other agencies, such as health visiting and midwifery 
services or the GP. 

4.1.9. The health visiting service understood Child BE was part of a vulnerable family rather than a 
Child in Need. This vulnerability was flagged by midwifery, but the health visitor did not 
contact the midwife to discuss the concerns. The health visitor was aware of the incident 
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with the ex-partner and BE’s father disclosed he was receiving support from his GP and the 
First Step Service regarding his mental health. The health visitor did not contact either 
service, which was a further missed opportunity to inform an assessment of risk. A different 
story was given by BE’s parents regarding the incident with the ex-partner. Self-reporting 
was accepted by the health visitor. The parents did disclose BE’s father had two children 
who did not live with them. A family genogram and formal risk assessment were not 
completed at this time. This was a missed opportunity to understand risk and identify missing 
information.  

4.1.10. Whilst the above suggests greater professional curiosity could have been exercised, the 
health visitor did call Children’s Social Care to request further information and this resulted 
in her being invited to a Child in Need meeting for the half-siblings. At this point Child BE 
was 12 weeks old and his weight had fallen across two centile lines, which should prompt 
referral to a paediatrician or dietician7. Child BE was weighed naked and his centile charts 
were plotted but they were not uploaded to the Electronic Patient Record and no analysis 
was made. This was due to the lack of a usable centile chart on the electronic patient 
record. BE’s mother stated she felt this should have been mentioned at the time. This review 
has since discovered against early weaning the weight loss was not considered a concern. 
This has been picked up internally. 

4.1.11. Changes of social worker and manager resulted in the assessment of risk changing as the 
case progressed. Risk to Child BE was lost, with assessments of his half siblings and the 
requirement for a court report about them receiving greater focus. This is considered in 
section 4.2 below as part of Child in Need Planning.  

4.1.12. When the parents began contacting primary care due to Child BE’s eye injury, their first 
contact was with the out of hours service. This service has limited access to history and 
responded appropriately by advising the baby be examined and this was done the next 
day. 

4.1.13. The GP was aware of the support Child BE’s father was receiving for low mood, agitation 
and disturbed sleep. Also within records was a history of cannabis misuse dating back to 
2009, and self-harm and anger management issues had been noted with drug and alcohol 
team involvement back in 2008. He is also noted to have had multiple fractures of hand 
bones. Child BE’s status as a Child in Need was not known. There are indications of historic 
Children’s Social Care involvement in relation to Child BE’s half-brother in GP records, but 
no other half siblings had been registered at the practice. There was no flag for domestic 
abuse in relation to BE’s mother or indication of Child in Need Status for her chid from 
another relationship. Thus when Child BE presented in September with an unusual 
presentation for a baby of his age, the GP was required to consider the information before 
him and make an assessment. 

4.1.14. In this case the GP considered that the parents had followed the advice given to them the 
night before. He observed the child was not distressed and concluded the injury fitted with 
the account given. He noted the child was settled and interacting well with his parent. 

4.1.15. When contact was made with the out of hours service a fortnight later, the concern of the 
doctor was that Child BE needed to be seen in a hospital environment i.e a medical 
concern rather than a safeguarding concern. The practitioner did not contact 

                                                
7 NICE 2006 
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ophthalmology but did flag on the report for the GP to make this contact. The GP 
appropriately referred Child BE for an appointment at the eye clinic the following day. At 
the learning event practitioners discussed whether a referral to Children’s Social Care 
would have been appropriate at this stage. This review concludes that greater professional 
curiosity around ‘blunt eye trauma’ and its variety of meanings may have resulted in this. 
However, it is not the role of this review to substitute judgements based on hindsight bias, 
and it is concluded the professionals involved may or may not have considered a referral 
to be appropriate at that time.   

4.1.16. The consultant opthalmologist in the eye clinic acted decisively and swiftly in concluding 
the explanation given by parents not to fit with what was seen upon examination. The 
named doctor arranged a child protection medical and police and children’s social care 
were alerted.  

4.1.17. Risk was assessed for this family using a variety of tools within different agencies. The health 
visitor used the standard health needs assessment tool and the WHOOLEY mental health 
assessment tool. 8 When vulnerability is identified, it is expected that a more in depth risk 
assessment should be undertaken9 Midwifery also use the WHOOLEY tool and flag 
appropriate cases as vulnerable. Midwives also use the DASH risk assessment tool, as is used 
by police and GPs. This is a similar tool to the Safelives tool and is victim focussed. In 
appropriate cases the specialist domestic violence midwife may complete a MARAC 
sheet.    

4.1.18. In Children’s Social Care and the Safeguarding Hub the Barnardo’s tool is used, which has 
a child focus.  There were arguments in favour of a commonality of approach in Cumbria, 
One approach might be for all agencies to use Safelives/DASH except for in cases where a 
child is present in which case Barnardo’s is favoured. This would be an option for the Board 
to consider, although the more important learning from this review suggests that inter-
agency sharing of the results did not take place  

4.2  Effectiveness of Multi-Agency Meetings 

4.2.1. Child BE was a Child in Need (CIN)10 for a 6 month period, albeit the first few weeks of the 
Child in Need plan were prior to his birth. This section aims to analyse how CIN planning 
operated for the benefit of Child BE.  

4.2.2. CIN meetings took place at monthly intervals, as is appropriate, throughout the plan. 
Health representatives were largely absent from meetings as they were not invited. In the 
case of the first meeting this was an oversight, but staff turnover and inadequate recording 
have resulted in Children’s Social Care being unable to confirm the reason for this in 
relation to the meetings that followed. Thus these agencies operated unaware of Child BE’s 
CIN status throughout the scoping period. Plans and minutes were not shared. Again this 
can only be explained with the hypothesis that the focus had been lost. 

4.2.3. Discussions about risk centred on the older children.  It is positive that schools and parents 
were present for some meetings. There is a reference in two meetings to Child BE ‘doing 

                                                
8 The Whooley questions were introduced by the National Institute for Clinical Excellence (NICE 2007) when they 
reviewed their guidelines for Antenatal and Postnatal Mental Health. They are designed to try and identify two 
symptoms that may be present in depression. 
9 SafeLives Dash risk checklist www.safelives.org.uk 
10 A ‘child in need’ is one who is unlikely to achieve or maintain, or to have the opportunity of achieving or maintaining, a reasonable 
standard of health or development without the provision for him of services/ his health or development is likely to be significantly 
impaired without the provision for him of such services ; s 17 Children Act 1989 
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well.’ It is thought that this related to the fact that his parents were meeting his immediate 
needs and he had not presented to the accident and emergency department. The 
recording of the first meeting was made in ICS case notes, an electronic system used in 
Children’s Social Care which records the information shared at the meeting. The remaining 
3 meetings were recorded in ICS, which also links in the CIN plan and progress against this. 
This was because the first meeting was a multi-agency meeting to inform the plan and the 
format does not exist for this.  

4.2.4. The social worker for Child BE changed four times during the scoping period. This seemed to 
dilute the original intention to explore risk to Child BE further on each occasion, with the 
practitioners’ dominant focus becoming further and further subsumed into the parents’ 
main area of focus i.e parental care and contact issues and recommendations for court. 
The purpose of the CIN plan had been identified as to work with the family to reduce the 
risk of further violent incidents and to assist with the issue of contact between Child BE’s 
half-sister and her father. The former aim appears to have been largely disregarded, due to 
loss of focus due to changes of social worker and manager. It seems unlikely that the first 
element of this could have been achieved in the absence of any reports or input from a 
midwife, health visitor (with an understanding that Child BE was part of the CIN plan), GP or 
of First Step who were supporting Child BE’s father for his mental health issues. Discussions 
took place querying the need for Child BE and his half-sister to be subject to the plan 
began only one month into its operation. By the time of the fourth meeting it was clear 
professionals felt that the two older siblings no longer required a CIN plan as no concerns 
were being expressed about their well being. This is despite the fact that risk to Child BE had 
never been thoroughly assessed. During supervision 2 weeks later it was intended that 
involvement with Child BE and his half-sister would end but the CIN plan would continue for 
Child BE’s half-brother. This is what happened a few weeks later.  

4.2.5. Four home visits were undertaken by social workers involving the children. Whilst BE’s mother 
has suggested Child BE was with her at meetings, this was not the same as home visit 
contact. In only one of these was Child BE seen. Seven other visits took place with adults 
involved with the children. In the absence of reporting from health agencies regarding 
Child BE’s welfare it is hard to see how an assessment could have been made in respect of 
risk to him.  

4.2.6. Multi-agency meetings also took place post-injury in the form of strategy meetings. The 
emergency duty team did not hold a telephone strategy meeting with police on the day it 
was notified of the injury as they had been told there was not a police officer with sufficient 
seniority available. The strategy meeting held over the telephone the next day did 
appropriately include the hospital, but recording of discussion of risks to Child BE and the 
other children of these two adults was inadequate. There was no recording of whether 
legal advice was needed to safeguard the children. Importantly, there was no clear record 
of the joint planning and oversight of the actions needed from agencies by the emergency 
duty team. Each agency appeared to be working in isolation. This lack of recording creates 
a confusing picture of events. It is pleasing to note that two further meetings took place, 
one locally and one at the eye clinic, at which a great deal of positive multi-agency 
working to safeguard the children is evident. 
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4.3   Support Systems  

 It is important to consider the way in which some of the systems designed to support 
practitioners operated in Child BE’s case. 

4.3 (i)  Transitions 

4.3.1. There were two agencies in particular for whom the number of changes of practitioner was 
significant during the scoping period. In Children’s Social Care there were four changes of 
social worker and three changes in manager providing management oversight during the 
scoping period. Thus the quality of handover was key at each stage in order to maintain 
any sense of the case and how it needed to be progressed. Also key was the sequence of 
transitions between social workers and those between managers. Due to unprecendent 
circumstances, a number of managers were required to dip in and out of cases to provide 
cover, alongside using agency managers. The local teams had reorganised to form an 
assessment team for referrals which handed the case over to a support team for 
interventions. There is evidence of a good handover when the social worker who 
completed the Child and Family Assessment attended a multi-agency meeting with the 
social worker who was due to take over from the district team. 

4.3.2. The reality of how the transition affects the case, however, is illustrated by listening to 
workers who were involved at the time. Social worker 1 had worked the case over the 
Christmas period and felt she had given less priority to a certain element of the assessment 
as a result of time constraints, she knew and expected that this area (risk to Child BE) would 
need further exploration going forward. Social worker 2 did not pursue this and took an 
early view that Child BE no longer met the threshold for a Child in Need plan. This can only 
be explained by considering that by the time of the second CIN meeting the social worker 
involved was the third in 3 months and the situation regarding management oversight 
exacerbated the organisational loss of memory further.  

4.3.3. Handovers were less clearly evidenced as effective after that first occasion, with the 
second handover from an agency worker leaving at short notice not taking place. This did 
impact on multi-agency working. Invitations to multi-agency meetings omitted key 
agencies, such as midwifery, health visiting service and GP. A call from midwifery to social 
worker regarding Child BE included information sharing regarding the referral but no 
mention of Child BE’s CIN status. Confusion regarding which children were subject to the 
CIN plan led to phone calls from the health visitor initially going unreturned, or being invited 
to a CIN meeting for Child BE’s half-brother ie with practitioners representing both agencies 
misunderstanding the purpose of health visitor attendance at the meeting. When the 
safeguarding midwife spoke to the fourth social worker in May, it was at this point that 
clarity was received that Child BE was indeed CIN. However, clearly some confusion still 
prevailed in that the social worker explained she had not missed any CIN meetings.  It is 
thought the rationale for not informing the health visitor of the third CIN meeting was that 
the case only remained open for the purpose of court work for the older siblings. 

4.3.4. Changes of midwife also featured in this case, and Child BE’s mother saw four midwives 
during the period of her care. It is inevitable in large organisations that sick leave and 
maternity leave can impact negatively, as they did here. The midwifery service has 
reflected with hindsight as to whether if Child BE’s mother had benefitted from the 
consistency of one community midwife who had asked many times whether she would 
have disclosed domestic abuse.  Whilst it has been stated by Child BE’s mother that it 
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would not, it is a useful consideration for systemic learning. Change of GP affected the 
information known to the surgery itself in that the GP did not have links with midwifery and 
health visiting services. Thus the vulnerable family information was not known to the surgery. 
It is noted that midwives now have weekly meetings in surgeries which should improve this. 
The change also affected agencies accessing GP information. The surgery which later 
became the surgery for all the family held the important history regarding Child BE’s father’s 
engagement around mental health issues. When Child BE’s mother first saw a midwife at 
her booking appointment this was not the case. Midwives do not share information with 
GPs when a new mother books in and in any event would not be permitted to ask 
questions/gather information from GPs under patient confidentiality guidelines.  

4.3 (ii)  Management Oversight 

4.3.5. Earlier statutory guidance emphasized the need for effective support and supervision11 for 
all agencies.  This was required to include scrutinising and evaluating the work carried out, 
assessing the strengths and weaknesses of the practitioner and providing coaching 
development and pastoral support.  

4.3.6. In Children’s Social Care the wider instability in staffing which resulted in changes of social 
worker also led to changes in manager, with management oversight slipping below 
required standards. Only three supervision sessions took place during the 14 month scoping 
period. Whilst it cannot be said with certainty, a more regular and consistent input in terms 
of management oversight may have led to some challenge over the early decision that 
the two younger siblings no longer met the threshold for CIN, when risks to Child BE had not 
been fully assessed. There had been no parenting assessment, and the work that had been 
undertaken with parents was superficial and lacking in challenge. 

4.3.7. The home visit conducted by social workers the day before Child BE presented with his 
injured eye involved his half-brother alleging verbal threats of physical violence and being 
grabbed by the scruff of the neck by Child BE’s father. This did not lead to consultation with 
a manager and consideration of a strategy discussion. BE and his half-sister remained in the 
household with no further assessment being undertaken. It is unlikely this missed opportunity 
could have arisen with consistent management oversight.  

4.3.8. Lack of time for the GP to reflect on this case has also been flagged as an issue for this 
review. In the context of a very busy clinic the GP struggled to follow the routes available to 
reflect on this case. Health visitors and midwives have access to safeguarding supervision, 
but this was not taken up in Child BE’s case as the risk was not considered to be sufficiently 
high.  The eye clinic has reflected that the named doctor role and safeguarding team 
worked well in this case once the injury was identified as non-accidental. However, this 
review does consider that use of named practitioners and/or the safeguarding team may 
have helped a little earlier in the chronology when staff at the emergency clinic examined 
Child BE following the referral from the out of hours GP. The clinical support worker 
disagreed with the locum associated specialist who examined the baby, considering that a 
safeguarding alert should be considered. These situations arise regularly and the 
safeguarding system exists to support those involved. Profile raising work has now been 
undertaken to ensure the ophthalmology team have an improved understanding of how 
the team can support these situations in future. 

                                                
11 Working Together to Safeguard Children DSCF (2010) paras 4.58 to 4.55  
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4.3 (iii) Recording 

4.3.9. An assumption is often made that joint records exist between midwives and health visitors. 
Whilst introduction of an electronic patient record would assist access between services, 
this does not currently exist. Information was shared from midwife to health visitor but this 
was in writing and on one occasion only.   

4.3.10. The plotting and analysis of centile charts by the health visitor was not robust and was 
hindered by the lack of a usable centile chart on the electronic patient record. 
Understanding whether Child BE’s weight gain had been adequate remained a challenge 
within this review as the parent held record was with police at the time of the learning 
event. This served to illustrate the barriers any deficiencies in these systems can present.  

4.3.11. The midwifery service has reflected upon key information regarding violence to a former 
partner held in the maternity notes going largely unnoticed. This is attributed to the fact 
that community midwives did not review hospital notes during the scoping period. There is 
now a requirement for this to be done 20 weeks before the baby is born. 

4.3.12. The GP practice holds no record of which parent brought the child in for examination of 
the eye following advice of the out of hours service. It would be normal practice to record 
this information, but the GP reflected this can be missed in the context of a busy clinic. The 
single agency recommendation to introduce a system to assist with this is welcomed.  

4.4  Voice of the Child 

4.4.1. There is little doubt that eliciting the voice of Child BE’s half-siblings was prioritised, with time 
and attention clearly spent on incorporating this. Whilst social workers did record 
observations about Child BE when they saw him with his half siblings, this did not happen 
regularly enough to form an accurate picture. Nevertheless, when they did see him good 
interaction was observed with parents, sparkly eyes, smiling and laughing and information 
about excretions were recorded. There is no indication that there was anything negative to 
observe regarding Child BE until he was seen to be experiencing difficulty with his eye and 
then was very upset much later in the chronology. However, an assessment of parenting 
may have given a better picture of his experience of being parented.  

4.4.2. Engagement with Child BE’s half-brother received the greatest prevalence. Direct work 
with him was well planned, away from the family home but this did miss an opportunity to 
understand the lived experience of all children within the family. When half siblings did 
make disclosure, their voices were not always acted upon.   

4.4.3. The GP recorded positive interaction between Child BE and his parents when he first 
examined his eye injury. He used this and the presentation of the child, who displayed no 
signs of distress, to make a clinical assessment that day. 

4.5  Previous Serious Case Reviews 

4.5.1. Reviews undertaken for the LSCB in the past have derived similar learning points to those 
arising in this case. The learning in the Child L review (June 2016) included assessments of 
variable quality not informing planning, not adequately considering all of the adults in the 
home and not appropriately shared with the multi-agency team. Also assessments did not 
include information gathered from other agencies and take account of the historic 
context.     
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4.5.2. The Board has undertaken several strands of work in response to the learning it derived, 
including reminders, training, newsletters, audits, a review of assessment procedures and 
the protocol for requesting information about family members.  

4.5.3. In the case of Child O (August 2016) the case moved between service areas, just as Child 
BE’s case moved between teams and workers. The learning was that this resulted in a loss 
of focus on Child O as a child in need and a child at risk. There are parallels with the loss of 
focus on risk to Child BE. The action taken by the Board in response to this learning point 
was to refresh and relaunch Early Help Strategy and thresholds. This re-launch was taking 
place as the current review was taking place, so it is hoped the benefits will begin to be 
realised. A case study from Child O’s review was used to demonstrate the issues of working 
across geographical and service boundaries. It was included in training materials for 
safeguarding and early help training in November 2016 

5. Good Practice 

5.1. There was practice within several agencies which made a difference in this case and there 
is equal learning to be derived from these as from shortcomings in practice. The vulnerable 
family notification from midwifery to health visiting service had a positive impact on the 
case and the way services were delivered. The consistency of health visitor was important 
in securing and retaining engagement of Child BE’s parents and maternal grandmother. 
Within direct work and during CIN planning meetings it is evident that the half siblings and in 
particular, the half-brother was given a voice.  

5.2. When agencies were required to work together to transfer information in response to Child 
BE presenting with eye injury, there was further good practice. Ambulance crew effected 
and effective, timely clinician assessment and the transfer of detail between this agency, 
the out of hours service and the GP was effective. 

5.3. There was timely information sharing from the Eye Clinic and Children’s Social Care to the 
GP once injury was confirmed to be non-accidental, liaising that same day for information 
about the family and making placement arrangements, with the GP providing thorough 
information to assist with planning and assessment.  

6. Improvements Already Implemented 

6.1. The developments since the scoping period that are of most relevance to this review have 
been mentioned within this report. These are the development of more detailed questions 
for the first contact with health visitors regarding parental mental health, health visitors 
proactively sending vulnerable family information to GPs and weekly meetings with 
midwives in GP surgeries. A great deal of single agency learning has been brought forward 
regarding transition between midwife and health visitor, centile charts and genograms, 
which is welcomed by this review. 

6.2. The ophthalmology emergency eye clinics now use the non-mobile baby screening tool for 
direct admissions that have been sent from the community. Improvements have also been 
made to arrangements for safeguarding training and safeguarding supervision, which is 
pleasing to note. 

7. Conclusions and Lessons Learned 

7.1. There is little doubt that the approach taken at the start of the assessment process for Child 
BE set the blueprint for planning & interventions that followed. This was largely due to the 
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issue of risk to him receiving less prevalence during the Child and Family Assessment, 
exacerbated by changes of social worker thereafter with no professional recognising this 
risk. The major impact was that planning progressed without the involvement of health 
organisations involved in his care. Early assessments also failed to cross reference Child BE’s 
father’s previous relationships and the fact that Child In Need planning progressed without 
contact with the GP meant that his ongoing need for support for mental health issues did 
not form part of that plan. 

7.2. Multi-agency meetings were taking place but the purpose of the plan and follow up of key 
actions were being missed. This was partly due to inconsistencies in the way the meetings 
were recorded, but mostly due to inadequacy of assessments of risk. Changes in staff and 
supervisors and insufficient access to supervision led to the risk to Child BE being lost, with 
prevalence given to issues presenting for his half siblings. Social workers undertaking home 
visits only saw Child BE on one occasion and a true picture of what life was like in the family 
home was never obtained, and parenting was never assessed. Whilst parents were 
cooperating with the plan there was not the degree of challenge present from 
professionals that would have been present if such an assessment had been undertaken. If 
use had been made of the history and the voice of Child BE’s half-brother had been 
listened to and acted upon, it is possible an escalation may have taken place earlier. 
Professionals were deflected from exercising curiosity by the need to prepare reports for 
court and to deal with parents’ agenda, which was custody issues for the older siblings. 

7.3. Professionals have reflected that greater curiosity and assessment may have altered  
planning and practice, but also the way in which information was shared. Lack of 
information sharing with the health visitor and the GP had a knock on effect in their 
practice and interaction with the family. For example, the GP may have referred Child BE 
upon his first presentation with an eye injury had he been aware of the plan. The result was 
that Child in Need planning failed to have any tangible, positive impact for Child BE 
throughout the scoping period of this review. 

8. Recommendations 

Recommendation 1 

The LSCB should seek assurance regarding processes to support Child in Need planning.  This 
should include invitations, the sharing of plans and minutes and recording systems and the sharing 
of assessments between agencies.  

Recommendation 2 

The LSCB takes into account in its learning from this case the key points from this case as directly 
related to Child L and Child N in taking account of: 

 The link between parents and their previous relationships for all children of the 
household in assessments. 

 The use of genograms (as highlighted in the Signs of Safety methodology as endorsed 
by the LSCB). 

Recommendation 3 

The LSCB should make arrangements to disseminate key messages from this review as widely as 
possible, including: 
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 Managers considering the impact of holiday periods and absence on services and on-
going pieces of work. 

 Curiosity/challenge of parental accounts. 

 Allowing parents’ agenda to deflect from safeguarding aims. 

 Seeking the support of safeguarding leads when resolving professional disagreement. 

 Practitioners should follow LSCB guidance in relation to injuries to non-mobile infants. 

 

 

 


