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STAFFORDSHIRE CHILDREN’S TRUST BRIEFING JULY 2010
Contacts: Georgina Davies/Cate Crawford

01785 277116

georgina.davies@staffordshire.gov.uk
cate.crawford@staffordshire.gov.uk
The aim of this briefing is for the County Children’s Trust and standing groups to communicate progress and any key actions or decisions that the District Trust Boards (DTBs) are required to make or take note of. 

The articles contained within this publication are the responsibility of the original author; due to their nature the Staffordshire Children’s Trust Board and its partner organisations accepts no responsibility for their accuracy or content.  If you need further information about a particular article, then please contact staffordshirechildrenstrust@staffordshire.gov.uk  

Where other material/information is accessed by links to other web sites, the Staffordshire Children's Trust Board and its partner organisations do not endorse the accuracy or quality of the material contained on those websites

	Children’s Trust Issues (From the County Board  & other sources) 
Chair: County Councillor Ian Parry, Deputy Leader Staffordshire County Council, Cabinet Lead Member Children & Young People

Lead Officer: Georgina Davies, Children's Trust Manager, georgina.davies@staffordshire.gov.uk, 
01785 27 7116
Date of Next Meeting: 19.07.10

	Munro Review 

· The Government are keen to reform frontline social work practice by answering the question: ‘What helps or hinders professionals from making the best judgments and interventions they can to protect a vulnerable child?’ Ministers want to strengthen the social work profession so social workers are in a better position to make well-informed judgments, based on up-to-date evidence, in the best interests of children, free from unnecessary bureaucracy and regulation.
· Ministers want Professor Munro’s review to set out the obstacles preventing these improvements and the steps required to bring about improved social work practice. This should include considering how effectively children’s social workers and professionals in other agencies work together. 
· For further information on the Munro review and future report please visit http://www.education.gov.uk/news/news/munroreview
Vetting and Barring Consultation - Closing Date: Friday 9 July 2010 

· The Vetting and Barring Scheme (VBS) includes a category of controlled activity in relation to children or vulnerable adults, comprising posts in the further education, healthcare, and local authority sectors.  This consultation asks for views on whether the Government should propose in the medium term to reduce this category in the VBS or remove it entirely, by moving some posts into regulated activity, and removing others from regulation by the VBS.

http://www.dcsf.gov.uk/consultations/index.cfm?action=consultationDetails&consultationId=1710&external=no&menu=1 

Consultation on statutory requirements and advice, for CRB disclosures for safeguarding purposes
On workers already registered with the Independent Safeguarding Authority - Closing Date: Friday 9 July 2010 

· The existing statutory requirements and Government advice for CRB disclosures for safeguarding purposes, in relation to workers who will, in the future, be already registered with the ISA under the new Vetting and Barring Scheme (VBS).  This consultation asks for views on whether the Government should propose to amend requirements, or should amend recommendations, in some of these cases.

http://www.dcsf.gov.uk/consultations/index.cfm?action=consultationDetails&consultationId=1719&external=no&menu=1     
The Coalition Agreement and Queen’s Speech have been published detailing the intentions of the Government including policies relating to children’s services and local government in general.  
· The implementation of the proposed legislation in the Queens Speech is expected to cover the next 18 months. Six Bills have been published which are directly relevant to children’s services. These are:

· Academies Bill

· Education and Children Bill

· Health Bill

· Welfare Reform Bill 

· Police Reform and Social Responsibility Bill 

· Decentralisation and Localism Bill

·  

· The key dates are:

· Budget Review – 22nd June 2010

· The Academies Bill is expected to be approved before the summer recess (29th July 2010).  

· The Children and Education Bill is expected to be published in the September/autumn 2010.

· Comprehensive Spending Review autumn 2010. 

 

Click here for further information on the details of each Bill and the implications for the County Council and children's services. ([image: image1.png]
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The below information has been supplied to us by the Directorate Management Support Service
Directorate for Children, Young People and Families, Staffordshire County Council.
Letter from Michael Gove to Ed Balls detailing DfE savings

· A copy of the letter can be found on the following webpage: http://www.education.gov.uk/news/news/~/media/Files/lacuna/letters/MichaelGovetoEdBallsCuts.ashx 

Poverty Review 

· Frank Field, the former Labour welfare reform minister has been appointed by David Cameron to lead an independent review into poverty in Britain.

Serious Case Review – Shannon Matthews
· Social services and staff from 21 other agencies were cleared of blame over the Shannon Matthews case by an independent serious case review which nonetheless called for national action over families who "bump along", just about managing to provide adequate childcare.

· The inquiry described the fake abduction of the nine-year-old in February 2008 by her mother and another man as "unusual, unexpected and impossible to foresee", but warned that households such as the schoolgirl's, which more-or-less cope between repeated crises, are not uncommon.
A copy of the Serious Case Review reports can be viewed below:
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· Further information can be found on the following website: http://www.channel4.com/news/articles/uk/shannon+matthews+kidnap+aposunforeseeableapos/3682927
Academies Bill – for a further update please log onto the following website: http://services.parliament.uk/bills/2010-11/academieshl/documents.html
1. 14-19 e updates
· Staffordshire e updates on the 14-19 agenda can be found on the following webpage: http://education.staffordshire.gov.uk/Curriculum/ThemesandInitiatives/14to19/newszone/e-Updates/ 

1. Schools and Communities Publications

· C4EO have published the resources for the following areas on the C4EO website:

· Narrowing the gap in educational achievement and improving emotional resilience for children and young people with additional needs
· All children and young people make sustained progress and remain fully engaged through all transitions between key stages
· Strengthening family wellbeing and community cohesion through the role of schools and extended services
· Further information can be found on the C4EO website: http://www.c4eo.org.uk/themes/schools/default.aspx?themeid=6&accesstypeid=1
Health Secretary launches full public inquiry into failings at Mid-Staffordshire NHS Foundation Trust

· Further information on the review can be found on the following website: http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_116645
Abolition of the CAA

· The Audit Commission has wrote to all councils on 28 May explaining how it proposes to bring work on CAA to a conclusion, following the Government commitment in the Coalition Agreement to cut local government inspection and abolish the Comprehensive Area Assessment.  It said:
“All work on updating the area assessment and organisational assessment will cease with immediate effect. These assessments on the Oneplace website will not now be updated. We will not be reporting new red or green flags in the area assessment nor updating the text around existing flags.”



	County Trust Executive 
Chair: Sally Rowe

Lead Officer: Georgina Davies, Children's Trust Manager, georgina.davies@staffordshire.gov.uk, 
01785 27 7116
Date of Next Meeting: 20.07.10

	Progress against Strategic Objective 2 Action Plan: Re-focusing Investments on Early Intervention and Prevention 

· Following Jim Brady’s retirement Charlotte Bailey, Assistant Director for Targeted Services, Staffordshire County Council, is now the Lead on this Action Plan. 

· To enable a re-focus on investment, there is a need to know what is currently being spent and on what, therefore the key deliverable for the plan is to map and benchmark current spend.  A Financial Mapping Group now meet to take this forward.

Workforce Development
· The Workforce Development Strategy contains 6 Key Objectives included in; having been identified through a series of consultation exercises:

1. Expand the use of Artemis, the children’s workforce induction programme

2. Engage schools in the development of their key role as part of the children’s workforce

3. Devise inclusive, interagency learning and development opportunities  

4. Participate energetically in the development of integrated service delivery

5. Develop a leadership framework

6. Improve communication with a range of partners                                                                       
· Common Assessment Framework (CAF) is embedded across all 6, and the key developments across the objectives were noted at the meeting were noted, namely: there has been a good uptake of Artemis (the online common induction programme), and leadership and management courses are under development in all areas across all levels.

· The key challenges and risks were highlighted as being: engagement with schools due to their rate of change; communication with partners (i.e. the need for improved, targeted and consistent communications) and consistent/appropriate representation at the Workforce Development Strategy Group.

Integrated Service Delivery
· An ‘End of Stage’ has now been reached with Integrated Service Delivery (ISD) Project within the initial timeframe.  During this period an extensive consultation has taken place and 8 pilot Early Intervention Teams are now in place.  

· The ISD Board are now to re-focus their work, terms of reference and membership, with the acknowledgement of the need to stop some activity to enable them to move forward on developing the Model of Early Intervention.

Social Work Practice Evolve YP update 
· The concept of Social Work Practices was first outlined in the Care Matters Green Paper in October 2006.  Following this, the Government set out its intentions to legislate to create a number of Social Work Practice Pilots in the 2008 White Paper, Care Matters Time to Deliver for Children in Care.  
· The Pilots are designed to test a range of service delivery models against specific outcome measures for children and young people and the social workers and other professionals within the practices.  At the same time, the Pilots are intended to test what impact the commissioning out of these services by local authorities has in terms of the delivery of the wider range of services for children and families in these localities.

· There are 5 pilots taking place across the country, however 3 year pilot in Staffordshire was the first to be set up in November 2009 and is the closest to the original model.

· A 6 month review has now taken place and the long term outcomes are yet to be established, however the short term outcomes are already being reached.  Feedback from the young people involved in the pilot will be gathered via Consult8.


	Children's Trust Standing Groups 

	Integrated Service Development (ISD)
Chair: Sally Rowe

Lead Officer: Catherine Powell, ISD Project Manager, Catherine.powell@staffordshire.gov.uk , 01785 27 7980



	Update: 
· The programme will be considered in light of the transformational change agenda that is a priority in children’s service organisations. The Staffordshire Police Service has ‘Communities First’ which will implement neighbourhood policing teams by April 2011. Neighbourhood service development in the NHS is being planned whilst the County Council Directorate of Children Young People and Families (DCYPF) have Families First a whole system approach to realigning services within the larger Integrated Service Delivery context. The new Staffordshire Young Peoples Service (SYPS) is developing services for young people both universal and targeted to meet identified needs. Additionally the Aiming High for Disabled Children is commissioning services for children to complement statutory provision.

· Sharing information in a timely and appropriate way is essential to coordinating support for children and families as soon as needs are identified, planning services with the whole family in mind with the whilst child needs remain in the centre will be essential to promote the best outcomes  for children, young people their families and carers. The more widespread use of the Continuum of Need Framework  to support common assessment and multi-agency approaches to meeting identified needs at the appropriate level is the basis of improved support for families.

Actions/decisions to be taken by Districts: 
· Awareness of changes that may be facilitated in localities and neighbourhoods by the large scale realigning of services and organisational changes.

	Children's Trust Strategy Groups 

	Young People and Families’ Engagement Network 

Chair/Representative: Charlotte Bailey, charlotte.bailey@staffordshire.gov.uk , 01785 355 751



	Update

· The National Indicators that have been agreed by the Parenting Strategy Monitoring Group have now been grouped under the ECM 5 outcomes. They will be a standing agenda item and impact against them will now be easier to capture

·  A Think Fathers Strategic Group has been set up and we are working in partnership with the Fatherhood Institute to look at Father Inclusive Practice. We are currently piloting the Dads Test under objective 1 of the Parenting Strategy

· Training around the Parent and Carer Engagement toolkit is still happening and a plan is being considered to embed this further

· A webpage for all Parenting Practitioners called Sharing our Successes is now live on the Trust website. It can be found within the Commissioner for Parents page and is a place where practitioners can share good practice, network and pick up/share ideas that have worked

· That care pathway is in its final draft. Once all comments have come back from the task and finish group, then it will be taken to the next stage

· The district action plans are now all in their first draft so further work will take place over the coming months to embed these

· The quality standards for parents leaflet is in its final draft and has been sent to the task and finish group for comments



	Aiming High For Disabled Children
Project Manager: Tina Wigfall, Tina.wigfall@staffordshire.gov.uk, 01785 277392



	Update

· Parents of disabled children often highlight access to information as a priority area.  The Staffordshire Aiming High Team have completed a consultation with parents and carers to find out from them what types of information they wanted and how they would like to receive information. This information will be used to inform future developments.

· A Summer Aiming High Newsletter for parents and carers of disabled children will be available from the end of June 2010. The newsletter will provide an update on Aiming High services as well as information on the new range of activities funded by Aiming High and available for disabled children and young people across Staffordshire.

· Aiming High in Staffordshire have launched a grant scheme. The scheme provides a number of opportunities to apply for revenue and capital funding to develop support activities for disabled children and revenue funding to enhance childcare services for disabled children and their families.

· Aiming High are holding an event for professionals to provide an update on Aiming High developments, and to provide staff with an opportunity to shape services for disabled children and young people in Staffordshire in the future. 
· The event is taking place on Tuesday 6 July 2010, at Uttoxeter Race Course, 9am — 1pm.  Places are free and lunch is provided.  
Actions/decisions to be taken by Districts


-  To book places on the Aiming High events please email emma.smith@staffordshire.gov.uk    
-  The Aiming High newsletter can be downloaded from www.staffordshire.gov.uk/disabledchildren or by calling 01785 278072



	Healthy Weights Group

Chair / representative: Melanie Swanwick, melanie.swanwick@staffordshire.gov.uk , 01785 27 8740

	Update

· The group met on 16 June 2010. Melanie Swanwick stepped down as chair. It was agreed that Jo Robins would take over as chair with Jacqueline Small as vice chair.

· Amendments were made to the terms of reference. Membership from the voluntary sector will be actively sought and improved linkages with District and Borough Councils.

· A mechanism of distributing the Healthy Weight Frameworks was agreed to ensure that these will be received by all appropriate partners. The process of distribution has commenced. The frameworks will be sent out with an accompanying cover letter from the Director of Public Health at South Staffordshire PCT and Staffordshire County Council, Dr Aliko Ahmed. 

· The agreed programme of work for the group includes the development of a delivery and communications plan and a glossary of terms. A Staffordshire childhood weight management strategy will be developed by the group. Current services will be mapped in order to identify gaps and best practice. The group will identify and present evidence based practice and monitor performance against the LAA indicator for childhood obesity. A focus will be given to using data to inform service development and targeted work across the county. 

· A multi-agency countywide workshop is being planned to re-energise and promote Childhood Healthy Weight across the County. The workshop is planned for late September, details will be circulated shortly. 

Actions/decisions to be taken by Districts
· Engagement in the workshop and linkages with the Healthy Weights Group

· Colleagues to receive and review/implement Healthy Weight Frameworks locally in order to have an impact on the prevalence of healthy weight in children and families. 


	Other Partner Groups 

	Children & Young People's Participation Team
Representative: Sue Bond; sue.bond@staffordshire.gov.uk, 01785 854064

	Update

· Two primary schools in Newcastle took part in a ‘Whole School Pilot Project’ where the ‘staff from the Participation team supported the School Council’ to consult with every child in the school about their community. Over 500 children took part.

· This was run as a pilot study and will be used to demonstrate to schools how all children in the school can take part in consultations.

· A DVD of the pilot will be produced to show how this took place.

· Continued participation support for Joint Commissioning Unit with Young Carers and Substance Misuse group

· Staffordshire’s e-safety network is continuing to work hard developing an e-safety poster contest to promote e-safety across Staffordshire’s school through an interactive art exercise that every school can take part in. The group are also looking at issues effect there area and planning to deliver support to young people there parents and workers. The e-safety group of Young Carers are about to meet for the first time



	Joint Commissioning Unit - Substance Misuse Commissioning Team

Representative: Alison Perry alison.perry@staffordshire.gov.uk 01785 358613

	Update
· In preparation for the re-tendering of services post March 2011 we are currently carrying out a service review of all young people’s substance misuse services currently commissioned through the Substance Misuse Commissioning Team. This will involve a consultation with a broad range of partners/stakeholders throughout June, July and August 2010. Activities include:

· Focus groups with service users of the Parent/Carer Support Service 

· Consultation activities with young people who are current or former service users of the young people’s specialist treatment service

· Four stakeholder/partner service design events will be held across the county during July 2010
· We also plan to work with the Children & Young People's Participation Team to hold consultations through the Shadow Trust Boards.

· Consultation questionnaires will be made available to those who have an interest in the development of substance misuse provision who are not able to attend the stakeholder events

Actions/decisions to be taken by Districts
· To support the service review of substance misuse services – information regarding stakeholder events has been disseminated across the districts



	Family Information Service 
Representative: Jag.singh@staffordshire.gov.uk 01785 27 8216

	Update

· Local authorities have a duty to publish a Childcare Sufficiency Assessment and action plan every 3 years with the next publication due by March 2011. The Assessment is a comprehensive look at childcare  supply and demand for children aged up to 14 years, 18 years for children with a disability, its aim is to identify gaps in provision. The action plan will then set out the measures that will be implemented to address the issues that emerge.

· The parental consultation that will inform the Childcare Sufficiency Assessment is now underway and the survey can be completed on line or using the paper questionnaire. 

Actions/decisions to be taken by Districts
· Circulate the link to the on line questionnaire so that the views of parents in each district are captured. The link is: http://www.staffordshire.gov.uk/news/childcarecounts.htm.

· Support the completion of the paper survey by identifying events and locally based staff who can talk parents through the survey. Please pass any details onto Jag.singh@staffordshire.gov.uk


	Healthy Schools

Representative: Jan Mellor jan.mellor@staffordshire.gov.uk  01785 356423

	Update:
· 312 schools have achieved Healthy School Status and the 80 remaining schools are all working towards it. (as of 29.06.10) National Healthy School Status is the delivery vehicle of health and well being for children and young people.

· Training is ongoing to move schools onto the Healthy Schools enhancement model which will better equip schools to promote universal health improvement for all children and young people, as well as providing additional support targeted specifically to those in challenging circumstances. The enhancement model will also help embed healthier behaviours and well being outcomes into everyday activities of school life.

Actions/decisions to be taken by Districts:
Ensure that Healthy Schools

· is an agenda item at District meetings and invite a Healthy Schools Consultant to attend to update on progress.

· is involved with any health and well being work

· is aware of any work that is taking place at a local level that will have an impact on the Healthy Schools agenda.

· For further information log onto: www.education.staffordshire.gov.uk/healthyschools
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Action for Children 


 


Recommendation RAG Progress 


1 All children either on the child 


protection register or subject to a 


child protection plan should have 


a social history/background 


history and chronology in their 


file.  This should be a requirement 


of the referral and shall be 


incorporated into mandatory 


procedures in the safeguarding 


framework. 


 The Mandatory Safeguarding Framework and 


Recording Standards now include guidance on the 


requirement to ensure that children either on the 


child protection register or subject to a child 


protection plan have a social history/background 


history and chronology in their file. . Compliance 


with this requirement will be evidenced through 


regular safeguarding audit. 


2 Action for Children reviews and 


revises supervision policy and 


standards to develop a supervision 


recording and guidance tool that 


can help ensure all supervision is 


focused on safeguarding, 


outcomes, analysis and reflective 


practice. 


 The supervision policy has been revised to ensure 


all supervision is focused on safeguarding, 


outcomes, analysis and reflective practice and has 


been included in the Recording and Record 


Keeping Policy.  Compliance with the policy will 


be evidenced through regular safeguarding audit. 


3 Action for Children takes account 


of the past practice in this case in 


implementing its Outcomes 


Framework across services 


throughout the UK to promote 


practice in all cases with children 


whereby clear child centred goals 


are set, reviewed and met or 


changed. 


 This recommendation was included in 


implementing the Outcomes Framework across 


services throughout the UK.  Service plans have 


outcomes that are child centred to ensure positive 


outcomes for children.  This is measured in the 


National Safeguarding Audit, and national and 


divisions safeguarding audits and data from 


Aspire system to measure outcomes for children.  


 


 


 


 


 


 


 


 


 


 


RAG STATUS KEY 
 Action required (red) 
 Preparation underway (amber) 
 Preparation complete and action ongoing (blue) 
 Action completed (green) 







 
 


Barnardo’s 


 


Recommendation RAG Progress 


1 Barnardo‟s Missing Service to 


complete its review of policies 


and procedures around recording 


notifications of missing incidents 


on service users‟ electronic 


records, and notify these to staff, 


in order to achieve a full record of 


missing notifications. 


 This is now complete, with incidents from police 


missing persons‟ notifications list recorded on 


individual case files by administrators.  This is 


evidenced through routine audit of case files. 


2 The service policy on recording of 


referral information should be 


reviewed and reinforced with 


staff, and a revised referral form 


implemented, to ensure that 


information regarding the child‟s 


home and family circumstances 


can contribute to assessment of 


the child‟s needs and analysis of 


risk.  


 Referral proformas have been revised and are now 


being used to ensure that information regarding 


the child‟s home and family circumstances 


contribute to an assessment of the child‟s needs 


and the analysis of risk.  The need to record this 


information has been reinforced at staff meetings, 


and is evidenced through regular case file audit. 


3 Barnardo‟s Missing Service 


should undertake a review with 


key partners of its policy 


regarding sharing information on 


decisions to close cases or to take 


no further action on referrals. 


 The service case closure policy has been revised 


and a proforma has been designed and 


implemented for re-referrals of closed cases.  The 


service has also undertaken a review with partners 


on sharing information regarding decisions to 


close cases or take no further action on referrals, 


and a protocol is in place.  The closing summary 


has been amended to include details of 


information provided to referrers.   


 


 


Children and Family Court Advisory and Support Service (CAFCASS) 


 


Recommendation RAG Progress 


1 Put in place management systems 


and auditing of case files to 


provide quality assurance of all 


casework. 


 A programme of file audits has been completed 


and feedback provided to practitioners and 


managers.  A performance management 


framework has been established to assess 


practitioners through supervision held every six 


weeks.   


2 Update case recording policy.  The policy has been updated and published on 


CAFCASS intranet.  It has been signed off as read 


and understood by all staff on electronic database.  







 
 


Recommendation RAG Progress 


3 That case planning and recording 


of work training be provided to 


staff that have been identified as 


„unsatisfactory‟ in their 


performance (measured through 


audit and assessment of practice). 


 CAFCASS have undertaken an audit and 


assessment of practice through the CAFCASS 


Performance Framework.  Safeguarding training, 


incorporating recording and case planning, has 


been attended by all staff. 


 


 


Calderdale and Huddersfield NHS Foundation Trust 


 


Recommendation RAG Progress 


1 Child & Adolescent Mental 


Health Service (CAMHS) to 


review the use of the „opt in‟ letter 


following the referral of a 


child/young person to the service 


and CAMHS to evaluate the 


impact of the revised „opt in‟ 


policy. 


 The „Did Not Attend‟ policy has been reviewed 


and updated and now includes a flow chart to meet 


this requirement. 


 


 


Kirklees Council Child Protection and Review Unit 


 


Recommendation RAG Progress 


1 Guidance should be developed by 


the Child Protection and Review 


Unit identifying how parents with 


learning disabilities will be 


supported through the child 


protection conference processes. 


 Research and preliminary work is underway to 


identify the most appropriate way to present this 


information in a leaflet.  Once the content and 


approach is agreed a focus group will consider if 


the information developed is appropriate.  


Information/leaflet will then be ready for release 


in September 2010. 


 


 


Kirklees Council Early Years Service 


 


Recommendation RAG Progress 


1 Service level agreements (SLA) 


should be in place when the 


Parenting Support Service is 


providing a service with partner 


agencies. 


 A new Service Level Agreement template has 


been developed, agreed with partners and 


implemented from April 2010.   







 
 


Recommendation RAG Progress 


2 All referrals to Parenting Support 


Service to be recorded on service 


database 


 The Parenting Early Intervention Programme 


(PEIP) database has been developed and records 


family details, assessment details, planning 


outcomes, intervention and evaluation data.  The 


Database began operating on the system in 


February 2010 and will be reviewed in 6 months.  


Minimum standards for use of database have been 


established in line with Parenting Quality 


Assurance framework and will also be reviewed in 


6 months. 


3 Ensure evaluation reports are 


produced for each parenting group 


are completed, and that these 


identify any additional support 


individuals may need post 


participation. 


 Procedures are in place to quality assure parenting 


programmes and ensure evaluation reports are 


produced for each group.  Procedures have also 


been established for the completion of groups and 


to identify additional post programme support. 


4 Assessments to be carried out for 


all participants in parenting 


groups in accordance with the 


aims and objectives of the 


parenting education and/or 


support being offered. 


 The quality assurance framework for parenting 


support has been established (as above).  New 


procedures and minimum standards in Parenting 


Early Intervention Programme established to 


ensure assessment takes place to identify 


appropriate interventions. 


 


Kirklees Council Education Social Work Service 


 


Recommendation RAG Progress 


1 Undertake auditing case files 


every three months to ensure 


quality of recording and 


compliance with procedures. 


 A new pro-forma, including a checklist and 


actions required from the audit, has been 


developed to encompass all aspects of monitoring 


process.  A briefing has been held to ensure all 


staff are aware of the process, what is expected 


and how this will fit into the supervision/PRD 


process.   


2 Review the process for closing 


cases to ensure appropriate 


decision making. 


 A new policy on closing cases has been developed 


to identify how supervision has been used to 


support closure, establish very clear criteria for 


closure and explain the procedure to be followed 


and who is responsible for ratifying this decision.  


A briefing has been held to ensure all staff are 


aware of the process, criteria for closure, practical 


aspects of „closing‟ cases including retention of 


files and expectations of them, particularly in 


relation to supervision. 







 
 


Recommendation RAG Progress 


3 Ensure all staff receive 


appropriate safeguarding and CAF 


training. 


 The service has undertaken an audit of all 


safeguarding/CAF training completed by every 


member of staff and drawn up a list of specific 


training everyone is expected to undertake with 


timescales for both new and existing staff.  A 


paper recording system is currently in place for 


training which is not currently recorded by 


Learning Management System (LMS), but work is 


being undertaken to link the systems. 


 


 


Kirklees Council Learning Service and Schools 


 


Recommendation RAG Progress 


1 The Learning Service should 


work with schools to ensure that 


schools use the Indices of Need to 


make timely and appropriate 


referrals. 


 A revised CAF training programme has been 


developed to increase the focus on indices of need 


and how to make appropriate referrals.  


Effectiveness is monitored by audit processes and 


evidenced through service monitoring and 


evaluation processes.  An audit of schools 


attendance at training sessions has been 


undertaken.  The Learning Service has organised a 


mandatory briefing session to inform Head 


Teachers of the implications of serious case 


reviews for schools.  School Improvement Partner 


training programme now includes inter agency 


work and referrals processes for vulnerable 


children. 


2 The Learning Service should 


work with schools to ensure that 


proactive links are made with 


other schools attended by siblings 


when there are concerns about a 


child. 


 CAF and Safeguarding training content has been 


revised to include an element on working with all 


siblings in families when assessing need and the 


requirement for schools to share information and 


work together to meet children‟s needs.  School 


Improvement Partner training programme to 


include inter agency work and referrals processes 


for vulnerable children.  Effectiveness will be 


measured through referrals from schools to other 


services evidenced in service monitoring and 


evaluation processes 







 
 


Recommendation RAG Progress 


3 The Learning Service should 


work with schools to ensure that 


when an identified vulnerable 


child moves school the receiving 


school has a designated adult 


responsible for supporting the 


child and his/her family through 


the transition period and Special 


Educational Needs records 


(Individual Education Plans, 


Reviews, assessments) are 


properly kept and transferred with 


the child. 


 The Learning Service has written a letter to 


schools to remind them of their statutory 


responsibility to transfer school records of 


vulnerable transferring children within two weeks.  


This will also be included in mandatory briefing 


session for Head Teachers and safeguarding 


training. 


4 The Learning Service should 


provide guidance to schools about 


the use of the Single Point of 


Referral process to access timely 


Behavioural, Emotional & Social 


Difficulties services. 


 Guidance about the use of the Single Point of 


Referral process to access timely Behavioural, 


Emotional & Social Difficulties services, 


including flow diagram and links to Safeguarding 


Children Board website, has been published on 


EdNET.  All Head Teachers have received a letter 


about using the Single Point of Referral.  Termly 


briefings for schools have also been established. 


5 The Learning Service should 


assist schools to use a range of 


proactive strategies to engage 


with parents via the parent 


guarantee including setting clear 


boundaries for the roles and 


responsibilities of the school and 


parents. 


 The Parent Guarantee is waiting for ratification by 


government processes.  The Home School 


Agreement has been strengthened to include 


focussed parental responsibility about the 


behaviour of their children.  Head Teachers have 


been briefed about the Behaviour Challenge and 


their responsibilities.  


6 The Learning Service should 


undertake a review of schools‟ 


adherence to government 


guidelines re exclusions practice. 


 Guidance on exclusions has been revised and the 


updated guidance published on EdNET.  An 


auditing process is also in place to monitor and 


challenge schools demonstrating non compliance, 


which is reported to Management Committee.  A 


written reminder has been provided to all schools. 


7 The Learning Service should 


work with schools to ensure that 


an outgoing head teacher 


explicitly „hands over‟ to the 


incoming head teacher by 


providing a face to face briefing 


on all child protection/child in 


need cases, storage of records and 


current internal child protection 


procedures. 


 The Head Teacher Hand Over Information pack 


has been reviewed and updated to provide clear 


direction for Head Teachers in terms of child 


protection information.  This has been shared with 


Head Teachers and published on EdNET.  This 


requirement is also included in safeguarding 


training session for new Head Teachers. 


 







 
 


 


Kirklees Council Psychology and Specialist Outreach 


 


Recommendation RAG Progress 


1 If a family or their circumstances 


change and the intended service 


cannot be provided until the 


situation changes again, monthly 


follow up checks with the family 


should be made. 


 This issue has been raised at Team Leaders‟ 


meeting and new guidance produced that includes 


a requirement to log attendance and changes in 


family circumstances.  This includes initiating a 


log and ensuring it is on file, ensuring dates for 


monthly contact are in caseworker diary, family 


circumstances are discussed at regular supervision 


meetings and a letter to parents generated on 


monthly basis.  


 


 


Kirklees Council Safeguarding and Specialist Provision 


 


Recommendation RAG Progress 


1 Social workers and their managers 


should review all cases of neglect 


that they have responsibility for to 


ensure robust decision making in 


practice. 


 All cases of children subject to a child protection 


plan for neglect for 12 months or more have been 


reviewed, with assessments updated and 


appropriate follow-up action taken.  Similarly, all 


cases where looked after children are placed at 


home with parents have been reviewed to ensure 


issues of neglect are being sufficiently considered.  


Ongoing case management will be measured 


through supervision, case file audits and looked 


after children‟s reviews. 


2 A plan should be developed to 


resolve identified problems with 


the IT system supplying 


information to social workers. 


 An updated data system is in the process of being 


rolled out across the service and will be in place 


by end of July 2010.  This will provide an 


automated chronology, improve the timelines of 


accessing historical information and all history 


will be accessible on one screen (currently held on 


multiple screens).  A training programme is in 


place and mandatory for all social workers, 


managers and administrative staff. 







 
 


Recommendation RAG Progress 


3 Safeguarding and Specialist 


Provision should ensure that staff 


understand and take account of 


individuals identified as having a 


learning disability when 


assessing, planning and delivering 


interventions. 


 A Task and Finish working group has reviewed 


processes and procedures relating to individuals 


identified as having a learning disability and a 


new template is now in place.  Clear pathways 


have been established for consultation, referral 


and assessment processes.  Training programmes 


have been reviewed and additional provision has 


been made available to ensure staff understand the 


impact of learning disabilities on parenting 


capacity and engagement with services.  Staff 


attendance at training is monitored through 


Performance Review and Development plans and 


Training Group and training contents and 


attendance is a routine feature of safeguarding 


performance meetings.  Closer and clearer 


working relationships between adults and 


children‟s services have developed. 


 


 


Kirklees Council Strategic Housing Services 


 


Recommendation RAG Progress 


1 Housing Options and Support 


Service (HOSS) should appoint a 


Safeguarding Co-ordinator to lead 


on safeguarding issues. 


 The Young People‟s Team manager has been 


identified as the appropriate officer to lead on 


safeguarding and has responsibilities identified.   


2 Develop and implement 


safeguarding policies and 


procedures specific to service 


provision, including inter-agency 


information sharing in line with 


KSCB policies and procedures. 


 The Safeguarding Officer has completed a 


safeguarding policy for the service in consultation 


with senior managers.  It has now been distributed 


to all staff and is available on the intranet. 


3 HOSS Managers should revise 


assessment forms to include a 


checklist of agencies to contact 


during the investigation of a 


homeless application. 


 The Housing Options and Support Service form 


has been revised by the Senior Officer Group to 


include this checklist and implemented.  Use will 


be reviewed annually through the Senior Housing 


Officers group meetings. 


4 Ensure staff attend a programme 


of inter-agency safeguarding 


training to enhance staff 


knowledge and skills and ensure 


awareness of changes in 


legislation, guidance and practice. 


 The Safeguarding Officer has identified service 


appropriate training and has included this 


requirement on staff induction plans and in the 


safeguarding policy.  Training needs will be 


monitored through regular one-to-one meetings 


and Performance Review and Development 


meetings. 


 


 







 
 


Kirklees Council Young People’s Service – Positive Activities for Young People (PAYP) 


 


Recommendation RAG Progress 


1 The Young People‟s Service 


should agree a protocol with other 


agencies covering information 


sharing, assessment and review 


processes and expectations about 


the level of contact with lead 


professionals and referring 


agencies. 


 The Young People‟s Service have established an 


on line referral form to ensure all fields are 


completed and set up a single point referral for 


Key stage 3 and a single point referral for Key 


stage 4 is being planned.  The service will also 


undertake a scheduled programme of partner 


briefings.  Respect, Connexions, Contact point/ 


CAF data sharing protocols are in place and a 


common data sharing protocol will be adopted 


across service areas/ programmes.  The Young 


People‟s Service will produce clear guidelines for 


referring agencies detailing assessment and review 


processes and the expected level of contact with 


lead professionals and referring agencies.  These 


will be completed in August 2010. 


2 The PAYP „Normal Operating 


Procedure Manual for Referral 


Workers‟ should  be revised to 


give  more detailed guidance 


about passing on clients and 


keeping clients informed about 


issues that could impact on the 


level of support they receive from 


the programme. 


 


 


 


The Young People‟s Service will review and 


revise the Normal Operating Procedure Manual 


for Referral Workers to produce detailed guidance 


on passing on clients and keeping them informed 


about issues that could impact on the level of 


support they receive from the programme.  The 


Case loading protocol has been developed and will 


be rolled out across the service.  This will be 


completed in August 2010. 


 


 


Kirklees Council Youth Offending Team 


 


Recommendation RAG Progress 


1 Provide guidance to lead 


professionals as to the 


requirements, responsibilities and 


authority of the role. 


 Youth Inclusion Support Panel staff have been 


trained to the CAF level appropriate to their role.  


Youth Offending Team officers are currently 


being trained to the CAF level appropriate to their 


role, and it is envisaged that training will be 


completed by December 2010. 


2 Youth Inclusion Project staff to 


have case record training 


focussing on the requirement re 


the recording of safeguarding 


concerns. 


 Organisational and Workforce Development to 


consider training needs across the Children and 


Young People Service and develop 


implementation plan.  Negotiations to deliver this 


training have commenced.  It is envisaged that this 


will be completed in August 2010. 


 


 


 


 







 
 


Kirklees Neighbourhood Housing (KNH) 


 


Recommendation RAG Progress 


1 Build upon existing good practice 


and training within KNH and 


review KNH policies, practices 


and procedures to ensure they are 


up to date and comply with the 


Kirklees Safeguarding Children 


policies. 


 A Child Protection Statement and accompanying 


guidance notes have been produced and 


implemented.  Safeguarding Coordinators are now 


in place to provide advice and support to staff, and 


their availability has been publicised through 


internal newsletters. Better working relationships 


between KNH and the Council‟s Children and 


Young People Service have been developed 


through visits to Duty and Assessment and 


discussing respective roles and boundaries at 


“Basic Awareness” training sessions.  The Young 


People‟s Support Manager‟ is also providing 


support to front line housing officers to expedite 


complex cases.  KNH has developed an easy to 


use referral form and established a secure 


monitoring spreadsheet of referrals to Children 


and Young People Service. 


2 Introduce formal training on child 


protection for front line staff. 


 A training course based on KSCB “Basic 


awareness of Child Abuse and Neglect” material 


has been adapted to suit housing professionals and 


implemented for front line staff.  Attendance on 


the course will be audited by the KNH training 


section.  The training has been adapted for larger 


groups to reflect their requirements eg estate 


caretakers and surveyors.  Priority staff who 


actively work on child protection have also been 


booked on Level 2 KSCB multi agency training. 


 


 


Leeds Hospital Trust (LHT) 


 


Recommendation RAG Progress 


1 Ensure that the Leeds Teaching 


Hospitals Trust policy and the 


Nursing and Midwifery Council 


recommendations for record 


keeping are adhered to as per 


hospital policy. 


 Record keeping now forms a core component of 


the midwifery mandatory training.  A database 


tracks all attendees.  A monthly sample of 


maternity records is audited using the record 


keeping audit tool contained within the 


Safeguarding Children Manual, and a nursing and 


midwifery records audit forms part of the LHT 


clinical audit programme. 


 


 


 


 


 







 
 


The Mid Yorkshire Hospitals NHS Trust 


 


Recommendation RAG Progress 


1 The Pathway of Care for Women 


who Default or Disengage from 


Antenatal Care should be 


reviewed to incorporate a specific 


requirement to contact the local 


authority where there are other 


children in the household, and to 


undertake a check as to whether 


the child or children are subject to 


a child protection plan. 


 The policy has been reviewed and amendments 


incorporate a check with the local authority made 


by the Named Nurse for Safeguarding Children.  


The policy has been ratified by Head of Service 


and published. 


2 A Pathway of Care should be 


developed by the Women‟s 


Directorate within The Mid 


Yorkshire Hospitals NHS Trust 


for women who discharge 


themselves from hospital against 


medical advice. 


 The Development team have implemented a 


pathway of care for women who discharge 


themselves from hospital against medical advice.  


Briefing sessions have been held to ensure staff 


are clear about the pathway. 


3 The Mid Yorkshire Hospitals 


NHS Trust should ensure that 


induction training for doctors who 


undertake assessments in relation 


to children and young people 


incorporates specific guidance to 


ask explicit questions about Social 


Care Services‟ involvement with 


the family. 


 Training materials have been reviewed and 


additional guidance incorporated to form part of 


the induction training for all doctors.  


Implemented in April 2010. 


4 The planned review of The Mid 


Yorkshire Hospitals NHS Trust 


Access Policy in relation to the 


non-attendance of children and 


young people should specifically 


consider children who are 


recognised as particularly 


vulnerable i.e. children subject to 


a child protection plan or in the 


„looked after‟ system. 


 The Trust Access Policy has been reviewed in 


consultation with NHS Kirklees and the revised 


policy has been implemented.  Flowcharts and 


proformas have been developed to include the 


requirement to check the Patient Administration 


System for known vulnerabilities.  An audit of 


compliance was reported to the Clinical 


Performance Board on 10 March 2010, and further 


audits are ongoing.  


5 An annual audit of child 


protection cases should be 


undertaken by The Mid Yorkshire 


Hospitals NHS Trust, which 


specifically incorporates an 


assessment tool which monitors 


communication and information 


sharing in a multi-agency context 


and interagency co-operation. 


 An audit tool has been developed and cases 


identified for audit.  The audit is scheduled to be 


completed in July 2010.  The initial findings will 


be presented to Paediatric Clinical Governance 


meeting and Trust Safeguarding Committee.  The 


final report to be published with amendments 


identified from the presentation of audit findings. 







 
 


Recommendation RAG Progress 


6 Develop mechanisms to ensure 


the multiple attendances of 


children at the Accident & 


Emergency Department is seen as 


a trigger to promote further 


analysis. 


 A trigger alert has been developed for addition to 


children‟s documentation of all under 5‟s.  This 


will be audited in July 2010.  New Emergency 


Department Paediatric documentation has also 


been developed, which incorporates a trigger for 


all children.  


 


 


NHS Kirklees 


 


Recommendation RAG Progress 


1 NHS Kirklees to review the 


Quality Outcomes Framework 


(QOF) and consider how GP 


contracts can be strengthened with 


regard to their role and 


responsibilities for safeguarding 


children.  


 A Best Practice Framework for Effective 


Information Sharing between General Practice and 


Health Visitors and School Nurses has been 


developed and piloted.  The framework forms part 


of the NHS Kirklees safeguarding children policy 


and is subject to performance management.    


NHS Kirklees has worked with the Local Medical 


Council to develop and agree safeguarding 


standards with general practices across Kirklees.  


A draft Safeguarding Standard is under 


development and is expected to be completed in 


December 2010. Specific safeguarding quality 


measures have been developed and agreed for 


inclusion in the Quality Matrix Benchmarking 


Tool. 


Practice safeguarding responsibilities continue to 


be monitored in line with QOF. 


2 Health visitor and school nursing 


services specification should be 


reviewed to strengthen 


safeguarding responsibilities. 


 Health visitor and school nurse service 


specification now incorporated into the Healthy 


Child Program and an Integrated Service 


specification for the nursing contribution to the 


Healthy Child Programme now developed. 


Consultation and risk assessment currently taking 


place with provider of services including baseline 


assessment and gap analysis.  Safeguarding 


responsibilities have been strengthened and 


agreed. 


3 All professionals working with 


children should undertake training 


in relation to CAF and the lead 


professional role. 


 All professionals working with children to 


undertake CAF training.  The Training Policy has 


been updated to include CAF training and staff 


requiring training have been identified.  


Performance data will be available detailing the 


number and percentage of staff trained by relevant 


service and this will be regularly monitored. 


 







 
 


 


South West Yorkshire Partnership Foundation Trust 


 


Recommendation RAG Progress 


1 A policy review should take place 


clearly identifying what policies 


are in place, the effectiveness and 


required developments to ensure 


the effective sharing of 


information gained during an 


assessment with the Police and 


Probation Service. 


 The inter-agency Information Sharing protocol, 


Confidentiality and Data Protection policy, Multi-


Agency Public Protection Arrangements and 


Police Liaison policy have been reviewed.  


Actions are near completion, with a final meeting 


to consider actions and final amendments to 


policies‟ process to ensure all services are 


reached.  The Trust is also considering developing 


the current progress notes on the electronic record 


to record that information has been shared with 


other agencies in line with this policy.  It is 


envisaged that this work will be completed by 


October 2010. 


2 A stand alone policy should be 


completed on what action should 


be taken if service users lose 


contact with services. 


 Policies have been identified that fulfil this 


requirement, and a systematic review will be 


undertaken to ensure it meets requirements.  This 


Discharge policy will be available to provide all 


staff with guidance on what action to take in such 


circumstances when a service user loses contact 


with services.  It is envisaged that this work will 


be completed in July 2010. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







 
 


West Yorkshire Police 


 


Recommendation RAG Progress 


1 West Yorkshire Police should 


ensure that details of all children 


present and resident within the 


household are recorded and 


entered on the Police system and 


notified to Children‟s Social Care.  


If child protection concerns are 


identified, a child protection 


referral should be made to Social 


Care in line with the West 


Yorkshire Safeguarding Children 


Procedures.  


 This requirement was circulated to all Vulnerable 


Victims Units and a further Weekly 


Bulletin/Intranet entry was placed on the system in 


October 2009.  An audit has been conducted 


across West Yorkshire, dip sampling five 


incidents per Division on the same weekend. The 


audit indicates that the presence of children in a 


household is being routinely recorded even when 


those children were not present at the incident. 


2 West Yorkshire Police should 


ensure that all Police Officers and 


Police Community Support 


Officers (PCSOs) are trained in 


Every Child Matters. The Safer 


Schools Partnership Officers and 


Safeguarding Unit staff will 


receive additional specialist 


training in the Common 


Assessment Framework. 


 All response and Neighbourhood Policing Team 


officers have been trained in Every Child Matters, 


along with CAF.  The pre-CAF has also included 


the indicators of need.  On average there were 55 


people at five sessions, then a further 25 special 


constables.  


3 West Yorkshire Police should 


ensure the comprehensive 


recording of missing persons, 


particularly children, identifying 


risk and the likelihood of 


significant harm. 


 All missing persons are now recorded centrally on 


the Niche system.  The Detective Inspector of the 


Safeguarding Unit reviews each case every day 


and personally briefs the Senior Management 


Team.  Each case is risk assessed and the missing 


person co-ordinators and Neighbourhood Policing 


Team are tasked with specific action. 







 
 


Recommendation RAG Progress 


4 West Yorkshire Police to ensure 


that the interview strategy is 


reviewed to facilitate an 


appropriate and effective video 


interview with a child 


victim/witness in all serious 


criminal investigations, including 


the observations and expertise of 


partner agencies. 


 West Yorkshire Police are currently reviewing 


their interview strategy.  A review of the child 


interviews subject to judicial comment has been 


completed and the outcomes will be considered in 


the development of the strategy.  Discussions have 


been held with specialist interview trainers to 


implement.  These trainers are also responsible for 


delivering further specialised courses and within 


these courses they also have responsibility of 


addressing issues of joint working with partner 


agencies in the interviewing of children and other 


vulnerable witnesses.  A common thread 


throughout the courses is the principle of co-


operation between the Police and partner agencies, 


with the overriding caveat of recommendation 99 


from Lord Laming‟s Report of 2003.  This issue 


has and will continue to be addressed through 


legislation and continued teaching practices.   


5 West Yorkshire Police to ensure 


training needs of divisional 


personnel are addressed to ensure 


effective management of missing 


persons 


 All student Missing Persons Officers have an 


attachment with the Police Safeguarding Unit to 


familiarise them with the Missing Persons Policy.  


The inspector with force strategic responsibility 


for missing persons delivers monthly training 


sessions to the dedicated Missing Persons Officers 


and to the students on newly promoted Inspectors 


course. 


Training is given to student officers as per the 


National Policing Improvement Agency guidance.  


Police Community Support Officers also receive 


training, however they do not have primary 


responsibility for attending at Missing Persons 


reports.   


6 West Yorkshire Police should 


ensure a robust process to 


recognise and co-ordinate cases of 


persistent missing persons and 


establish an electronic referral 


process to Children‟s Social Care.  


This should include a proactive 


system for receiving feedback on 


cases where not provided by that 


agency.  


 Missing persons are recorded on the Niche system 


and monitored by the divisional Missing Persons 


Co-ordinators.  


A new Niche (computer record) occurrence is 


being created to record those missing persons who 


have been located prior to a Misper 1 form being 


completed. This is to ensure that all missing 


persons are accurately recorded on Niche. The co-


ordinators are responsible for making referrals to 


Social Care and other partners/agencies. The co-


ordinators are supported by the Divisional 


Safeguarding Units 
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1.0 Introduction 


 


 


1.1 For the duration of this Review the requirement for the Kirklees Safeguarding Children 


Board to carry out a Serious Case Review was detailed in Chapter 8 of Working Together to 


Safeguard Children: a Guide to Inter-agency Working to Safeguard and Promote the 


Welfare of Children (HM Government 2006) and in the Local Safeguarding Children Boards 


Regulations 2006. This Serious Case Review has therefore been completed in accordance 


with the 2006 version of Working Together.  


 


1.2 The purpose of the Serious Case Review as identified in Working Together is to: 


 


 Establish whether there are lessons to be learned from the case about the way in 


which local professionals and organisations work together to safeguard and 


promote the welfare of children.  


 Identify clearly what those lessons are, how will they be acted on and what is 


expected to change as a result.  


 Improve interagency working and better safeguard and promote the welfare of 


children. 


  


 


2.0 Reasons for the Serious Case Review 


 


2.1 The immediate reason for this Serious Case Review relates to the disappearance of the 


family’s third born child on 19/2/08. After intensive police investigations and extensive 


searching, she was subsequently discovered on 14/3/08 hidden under a bed at the home of a 


member of her mother’s partner’s extended family. When she was found the child was 


placed with foster carers with her mother’s agreement. Further police investigations 


identified that this child’s mother was complicit in her abduction. On 4/12/08 the mother was 


convicted of kidnapping, false imprisonment and perverting the course of justice and on 


23/1/09 she was sentenced to eight years imprisonment. 


2.2 This family had been known to Kirklees Children’s Social Care and to other health and 


social care agencies since April 1996 following the birth of the mother’s first child. Between 


1996 and 2008 numerous statutory, voluntary and health care agencies provided services for 


this family with a view to helping the mother improve her parenting skills and her lifestyle 


and ensuring arrangements to safeguard the children’s wellbeing. Schools were centrally 


involved in supporting and monitoring the children’s social and educational development 


and in inter-agency working. 


  


2.3 Following the third born child’s recovery from her abductor’s home the police 


discovered abusive images of unidentified children on her mother’s partner’s computer and 


collaboration between the police and Children’s Social Care resulted in the remaining three 


children living in the household being removed from the family home.  


 


2.4 The Chair of Kirklees Safeguarding Children Board agreed that a Serious Case Review 


was warranted in the public interest and with reference to the complex and longstanding 


involvement of numerous agencies/services with this family. In the context of professionals’ 


historical knowledge about this family, the mother’s involvement with her child’s abduction 
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suggested that lessons might be learned about professional decision making and the long-


term management of this case. 


 


3.0 The Serious Case Review Process and Terms of Reference 


 


3.1 The Serious Case Review Work-stream (a standing Panel of Kirklees Safeguarding 


Children Board) identified the terms of reference for the Review, the agencies/services from 


which individual management reviews would be required and the membership of an 


Overview Panel to conduct the Review. It further identified that the Overview Panel should 


be chaired by a person independent of this case and that the overview report should be 


written by a similarly independent person. 


 


3.2 It should be noted that the Kirklees Serious Case Review Work-stream considered which 


children of this family should be included in the Review. It concluded that two children who 


lived with their respective fathers from a young age and did not have ongoing contact with 


their mother would not be included in the Review. However, another child had similarly 


lived with his father from a young age and there was evidence of continuing contact with the 


mother. It was therefore decided to include this child in the Review.  


 


3.3 The focus for the Serious Case Review was identified as follows: 


 The Review will focus specifically upon the nature of the support provided by all 


agencies to the family over time, both individually and within an inter-agency 


context. 


 The Review will consider key decision-making processes, including child protection 


‘registration’, the identification, assessment and management of risk, the operation of 


inter-agency working arrangements concerning the case, and the manner in which 


any concerns with regard to the children who are subject of the review were 


managed. 


 The Review will set out a factual history of the case, from an inter-agency 


perspective.  


 It will consider the circumstances leading up to and surrounding the abduction, the 


opportunities that were taken or not taken to identify risks or protective factors in 


respect of the children's welfare and what could or should have been anticipated in 


the light of what was known to professionals at the time.  


 The Review will consider whether in the light of the information which was known 


at the relevant times, different assessments and decisions could or should have been 


made, and seek, from the perspective of hindsight, to determine if such alternatives 


would have led to different courses of action.  


 The Review will identify any lessons that can be learned from the case to improve 


interagency working and better safeguard children.  


 Where appropriate the Review will draw on research in its considerations. 


3.4 The timeframe to be covered by the Review was from December 1995 to April 2008. 
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3.5 For the duration of this Serious Case Review the Chair of Kirklees Safeguarding 


Children Board was Alison O’Sullivan, Director of Kirklees Council’s Children and Young 


People Service. The independent Chair of the Overview Panel was Bron Sanders and the 


independent author of the Overview Report and Executive Summary was Dr Carole Smith. 


3.6 The Overview Panel with responsibility for conducting the Serious Case Review 


comprised the following membership: 


 Independent Chair  


 NHS Kirklees - Assistant Director for Safeguarding Children & Vulnerable Adults 


 The Mid Yorkshire Hospitals NHS Trust - Chief Nurse 


 Calderdale & Huddersfield NHS Foundation Trust - Paediatric Consultant 


 Kirklees Council Children's Social Care - Divisional Manager, Children & Young 


People Service 


 Kirklees Council Learning Service - Principal Improvement Manager Inclusion, 


Children & Young People Service 


 Kirklees Council Localities Service - Head of Localities 


 Kirklees Council Youth Offending Service - Service Manager 


 Kirklees Council Adults & Communities Directorate - Head of Housing 


 West Yorkshire Police – Police Superintendent  


 Children and Family Court Advisory and Support Service (CAFCASS) - Service 


Manager 


 Kirklees Safeguarding Children Board - Voluntary Organisation Representative  


 Kirklees Safeguarding Children Board - Board Manager  


 


In attendance: 


 


 West Yorkshire Probation Board - Practice Manager 


 Principal Legal Officer - Kirklees Council 


 Independent author 


 


3.7 This Serious Case Review presented particular challenges to the Overview Panel which 


delayed the Review’s completion. These included numerous agencies/services which had 


been involved with the family and which submitted individual management reviews for the 


Panel’s consideration, the extended time frame for the Review (1995-2008), the need to 


make arrangements for the inclusion of some family members in the Review process and 


protracted legal proceedings concerning the protection of confidential information relating to 


adults and children in the family.  


4.0 History of professional involvement with this family 


4.1 On 8/12/08 and 2/12/09 the High Court made Orders preventing the publication of 


material and information relating to some of the individuals referred to in this report. This 


summary has been written with the intention of complying with the terms of these Orders 


and this necessarily constrains the degree of detail that Kirklees Safeguarding Children 


Board would usually have included in an Executive Summary.  


4.2 This Serious Case Review covers an extended time frame between 1995 and 2008. 


During this time the mother had seven children, three of whom lived with their fathers from 
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shortly after their births. However, one of the children cared for by their father is included in 


this Review because they had continuing contact with their mother. 


4.3 Professional concerns led to the implementation of child protection procedures with 


regard to the first born child in 1996 when he was included on the child protection register. 


At this time there was evidence of parental neglect and concern about the baby’s physical 


safety and wellbeing. Evidence of continuing neglect, the mother’s failure to comply with 


the child protection plan and the fact that the child was frequently left with adults who were 


thought to pose a risk to his wellbeing attracted intensive professional intervention. 


Subsequently, the child’s mother and her partner (not this child’s father) demonstrated their 


ability to provide safe and adequate parenting for this child. They had co-operated with 


social and health care professionals, attended parenting sessions and appeared to have a 


stable relationship. However, to ensure safeguarding arrangements for the first-born child, 


the child protection plan remained in operation with the provision of services from social 


work, home care and health visitors. The child was also regularly attending nursery at this 


time. 


4.4 The mother and her partner had a baby a few months later, during a period throughout 


which the family had demonstrated stability and acceptable parenting. Ongoing professional 


involvement indicated that the two children were receiving a good level of care and were 


developing well. The first born child continued to attend nursery. His name was therefore 


removed from the child protection register in 1998 after approximately twenty months of 


registration, although he remained subject to local authority oversight to ensure his 


wellbeing.  


4.5 The family experienced a period of disruption and falling standards of parental care 


when the mother separated from her partner in 1998. The second born child remained in his 


father’s care following the couple’s separation. However, professional concern about the 


mother’s parental care at this time largely related to low level neglect regarding hygiene 


issues, poor home conditions and inconsistent attendance for health care appointments. 


Following the birth of the mother’s third child, professionals were satisfied with the standard 


of parental care and the children’s wellbeing. 


4.6 At this time the mother was caring for her first and third born children. The mother’s 


fourth child was born and remained in his father’s care following the breakdown of the 


mother’s relationship with his father. The mother’s fifth child was born to a further partner 


and remained in her father’s care after her parents’ separation. 


4.7 Further professional concerns led to child protection interventions in 2002 when the first 


and third born children were made subject to inter-agency child protection plans and placed 


on the child protection register. An as yet unborn child (the mother’s sixth child) was 


subsequently included on the child protection register because of the risk of neglect. Reasons 


for these child protection registrations in 2002 related to the mother’s failure to ensure safe 


and adequate parenting for her children particularly with regard to protecting them from 


contact with individuals who posed a risk of physical and/or sexual abuse; providing 


adequate opportunities for her children’s social, emotional and cognitive development 


through ensuring their regular attendance at school; providing a comfortable home 


environment and prioritising  their need for a consistent  and secure parental relationship 


over her own need for relationships with a number of male partners. 
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4.8 This mother’s sixth child was born to a further partner and was included on the child 


protection register. By late 2003 implementation of the child protection plans, professional 


intervention and service provision had enabled this family to achieve a period of stability 


and adequate parental care such that the names of two children were removed from the child 


protection register. Although these children were no longer considered to be in need of 


protection, it was recognised that they were children in need under section 17 of the Children 


Act 1989 and that they would continue to require appropriate services. One child, however, 


was presenting particularly challenging and disturbed behaviour and the name of this child 


was therefore retained on the child protection register. This child’s name was removed from 


the register in 2004 following evidence of an improvement in their behaviour and wellbeing. 


The three children remained subject to child in need plans, professional monitoring and 


service provision. 


4.9 Low level neglect and the mother’s lifestyle continued to concern professionals who 


were working with this family at the time of the seventh child’s birth in 2005. Following a 


period of improved stability, one child subsequently attracted particular professional 


attention and service provision because of their escalating behavioural problems. At this time 


the children who were living with their mother were assessed as being children in need under 


section 17 of the Children Act 1989 and appropriate services were provided.  


4.10 This mother was twice assessed by psychologists in 1997 and 2004 as having a 


borderline learning disability. On the latter occasion the assessment indicated that she was 


capable of meeting her children’s basic needs with ongoing support from health and social 


care agencies. However, evidence of this mother’s own emotional vulnerability meant that 


her choice of male partners and relatively short-lived relationships with men interfered with 


her ability to concentrate on meeting her children’s needs and to prioritise them over her 


own needs. 


4.11 Following the third child’s abduction and recovery there was evidence that she had 


ingested prescription-only drugs prior to her abduction. The Overview Panel made every 


effort to identify how this had occurred since it may have been significant for understanding 


factors relating to the child’s care and wellbeing while she was living in the family home. 


However, the Panel was unable to identify any explanation regarding this matter.  


4.12 The above summary of professional intervention with this family may suggest that 


Children’s Social Care should have been more proactive in removing the children from their 


mother’s care. However, it must be recognised that periods of family disruption and 


inadequate parenting were interspersed with periods when this mother, and sometimes her 


partners, provided adequate parenting and met the children’s needs. For much of the time 


covered by this Review parental care demonstrated low level neglect relating to a failure to 


consistently attend health care appointments for the children, hygiene issues, the 


maintenance of comfortable home conditions and ensuring that the children attended school. 


The Serious Case Review identified evidence of a mutually loving relationship between this 


mother and her children, although the mother was not always able to translate this into the 


practical requirements of good parenting. 


4.13 This Serious Case Review does not provide any evidence of a consistent decline in the 


quality of parenting such that legal intervention to remove three of the four children living in 


the family home was warranted, would have met the threshold conditions of significant harm 
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under s.31 of the Children Act 1989 or would clearly have been in the best interests of the 


children. However, the Overview Panel concluded that in respect of one of the children’s 


more severe difficulties, which from 2006 included increasingly frequent episodes of going 


missing from home, Children’s Social Care should have met the mother’s request during 


2007 for local authority accommodation. This could have provided the child with some 


stability and enabled professionals to work with the child in relation to problems associated 


with their family circumstances and relationships. The Panel also questioned why Children's 


Social Care had not considered admitting this child to local authority care at an earlier stage 


in the family’s history when the child's difficulties were escalating and other services were 


having little impact on the presenting problems. Although weighing the potential benefits 


and harms of local authority care is a complex business, there is no evidence from the 


individual management reviews that Children’s Social Care considered care proceedings or 


the offer of accommodation under s. 20 of the Children Act 1989 in relation to this child as 


their safety and behaviour became increasingly problematic. This must be viewed as a 


significant omission. 


4.14 The Serious Case Review concluded that the historical and current knowledge available 


to professionals involved with this family could not have led them to anticipate the third 


child’s abduction from her home or her mother’s involvement in this. The only way to have 


avoided her abduction was through her prior removal from home under a Care Order and 


there is no evidence to suggest that this was warranted on the basis of professional 


knowledge about this case. 


5.0 Learning from this Serious Case Review 


 


5.1 Learning points have emerged throughout the analysis presented in the overview report 


and these are summarised below. 


 


5.1.2 Assessment and planning 


 


5.1.2.1 The Serious Case Review identified that work with this family sometimes proceeded 


without adequate assessment, risk analysis and planning. At these times professionals 


reacted to crises in this family without pausing to reflect on lessons that might be learned 


from the history of professional intervention and to identify future outcomes that should be 


anticipated from further service delivery. Planning thus tended to be short-term and reactive. 


There was little evidence of medium and long-term planning that should have been based on 


an in depth understanding of the mother’s parenting capacity, factors that affected her 


willingness and ability to provide adequate parental care and the impact of her parenting on 


the children’s wellbeing. Adequate assessment and understanding was similarly lacking in 


relation, where appropriate, to men who were members of the family. 


 


5.1.2.2 The Overview Panel concluded that learning from this Serious Case Review should 


emphasise the importance of completing core assessments where appropriate to ensure a full 


understanding of the three domains in the Framework for the Assessment of Children in 


Need and their Families which was published by the Department of Health in 2000 and to 


provide a sound basis for planning and decision making. Assessments should include 


attention to the social histories of parents/carers and their impact on current parenting and 


capacity for change and to the history of the case in terms of identifying recurrent themes 


and outcomes of service provision. Assessments should incorporate a risk analysis and lead 
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to the identification of intervention in relation to expected outcomes. Thorough assessment 


should inform the effective delivery of appropriate services and decision-making in 


children’s best interests. 


 


5.1.2.3 Recommendations 6.2.1.2; 6.2.1.3; 6.2.2.1; and 6.2.2.2 from the Overview Panel and 


recommendation 2 from Barnardo’s are designed to address the importance of learning in 


this context. 


 


5.1.3 Children ‘in need’ under the Children Act 1989 and the common assessment 


framework 
 


5.1.3.1 The Serious Case Review pointed to possible professional confusion about the 


interface between assessment and service provision for children in need under s. 17 of the 


Children Act 1989 and for children with ‘additional needs’ under the common assessment 


framework, and the responsibilities of different agencies in this context. This relates to a 


period between September 2005 and August 2007 when child in need meetings and planning 


were effectively discontinued following Children’s Social Care’s closure of this case and the 


absence of a social worker in the role of lead professional. Other agencies involved in child 


in need planning did not appoint an alternative lead professional and appear to have relied 


too heavily on Children’s Social Care to take responsibility for this process. 


 


5.1.3.2 The Overview Panel concluded that the roles and responsibilities of 


agencies/professionals involved in child in need meetings and planning should be clarified 


and explicitly identified in relation to responsibilities associated with initiating and 


managing intervention under s. 17 of the Children Act 1989 and under the common 


assessment framework. 


 


5.1.3.3 Recommendation 6.2.1.1 from the Overview Panel and recommendation 3 from 


Kirklees Council Education Social Work Service, recommendation 3 from NHS Kirklees 


and recommendation 2 from West Yorkshire Police are intended to address this issue.  


 


5.1.4 A focus on the needs of individual children 


 


5.1.4.1 One of the children in this family attracted heightened professional attention and 


concern because they were ‘acting out’ their difficulties through increasingly disturbed and 


disruptive behaviour, including going missing from home. There is evidence from the 


Serious Case Review that professionals focussed on this child’s difficulties without ensuring 


that sufficient attention was paid to the wellbeing of the other children living in this family 


whose behaviour was not such as to attract significant professional concern. 


 


5.1.4.2 Learning from this Serious Case Review requires that professionals should ensure 


they pay attention during assessment, planning and review to the experiences and individual 


needs of all the children in a family, some of whom may not express their distress or 


demonstrate unmet needs in an overt way. 


 


5.1.4.3 Recommendation 6.2.1.8 from the Overview Panel recognises the importance of 


attending to the individual needs of each child in a family.  
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5.1.5 Understanding the child’s perspective 


 


5.1.5.1 Professionals arranged numerous services for the child with behavioural problems 


including activities outside the home, help with managing their behaviour, educational 


support and peer group sessions with other young people experiencing similar difficulties. 


These services sometimes overlapped and were largely designed to produce changes in this 


child’s behaviour without a clear understanding of factors that were causing the child’s 


difficulties. Services are unlikely to be effective in cases such as this if they do not identify 


and respond to the reasons for a child’s disturbed behaviour.   


 


5.1.5.2 Evidence from the individual management reviews suggested that professionals 


largely, but with occasional exceptions, failed to engage directly with the children in this 


family with a view to exploring their perceptions and experiences. Child-focussed work must 


include an understanding of how children experience their lives and of their wishes and 


feelings. That is, it must start from an effort to understand the child’s perspective and to 


identify why, in this case, a child may present behavioural difficulties. 


 


5.1.5.3 Recommendation 6.2.1.7 from the Overview Panel seeks to address this issue.  


 


5.1.6 Children who go missing from home 


 


5.1.6.1 A lack of effective inter-agency communication and central recording by the police 


about incidents when a vulnerable child is missing from home meant that the significance of 


this problem was inadequately recognised by the police and Children’s Social Care and an 


appropriate response was therefore delayed for one of the children in this family. The 


Overview Panel was concerned that relevant partner agencies had not properly considered or 


implemented Government guidance about children missing from home which was issued by 


the Department of Health in 2002 (Children Missing from Care and from Home: a Guide to 


Good Practice). 


 


5.1.6.2 Recommendations from West Yorkshire Police are designed to ensure that this 


learning is translated into practice through implementing arrangements to centrally collate 


information about vulnerable children who go missing from home and to ensure effective 


inter-agency communication (see recommendations 3, 5 and 6). Recommendation 1 from 


Barnardo’s also addresses the issue of accurately recording and collating missing incidents 


with regard to vulnerable children.  


 


5.1.6.3 West Yorkshire Police have already implemented measures to improve recording 


systems and inter-agency communication. Details of all missing persons are now centrally 


recorded on the NICHE electronic database following an assessment of each case that 


identifies the risk of significant harm. The NICHE system has a facility to notify the 


Divisional Safeguarding Unit including the Missing Person Coordinator/Investigator of each 


missing person occurrence. Every 24 hours the Duty Inspector reviews every missing person 


investigation and updates the risk assessment accordingly. In addition, all missing from 


home investigations are reviewed at the Kirklees Police Senior Management Meetings which 


are held on a daily basis. The Divisional Missing Person Coordinator/Investigator is 


responsible for identifying vulnerable people and recognising/coordinating cases of 


persistent missing persons, including facilitating multi-agency meetings. 
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5.1.7 The role of schools 


 


5.1.7.1 Schools played a significant role for a substantial period of the timescale covered by 


this Review in terms of managing and responding to the children’s learning and social 


behaviour and working with other agencies/services.. Schools also had a potentially 


important role in collating information about the children from this family as they transferred 


between schools and presented particular learning and social difficulties. However, the 


individual management review from Kirklees Children and Young People Service: Learning 


comments that the schools’ role was undervalued by some agencies and that some schools 


did not engage in effective inter-agency communication with regard to the children’s 


difficulties. The Overview Panel identified learning issues for schools with regard to both 


understanding and responding effectively to children’s social and emotional needs, 


developing/sharing an overall picture of the family’s needs as the children transferred 


between schools and engaging in inter-agency working. 


 


5.1.7.2 Recommendations 1 to 7 from  Kirklees Council Learning Service and Schools are 


designed to achieve improvements in this context by ensuring that schools adopt a clear role 


in supporting children’s emotional wellbeing, consulting with siblings’ schools when a child 


is causing concern, providing effective support for a vulnerable child and their family when 


they are transferring between schools, promoting inter-agency communication about 


children who are exhibiting behavioural difficulties in school and employing appropriate 


exclusion arrangements for vulnerable children. 


 


5.1.8 Parental learning disability 


 


5.1.8.1 The Overview Panel noted evidence of the mother’s ‘borderline’ learning disability. 


However, there was little indication from the individual management reviews that 


professionals considered its impact on her ability to engage with services or ways of working 


most effectively with her. There appeared to be little professional understanding of the 


relationship between parental learning disability and parenting capacity. 


 


5.1.8.2 The Overview Panel was concerned that professionals should understand the 


potential impact of a learning disability on parenting capacity and should employ appropriate 


responses in their work with families. In relation to this problem Kirklees Safeguarding 


Children Board has established a working group including health services, Children’s Social 


Care and adult learning disability services to review current procedures and to produce 


guidance on collaborative working practices through consultation, referrals, joint visits and 


assessments processes.  The group is also considering how to maintain sustainable 


collaborative practice through, for example, work shadowing opportunities and induction 


arrangements.  
 
5.1.8.3 Recommendation 1 from Kirklees Child Protection and Review Unit and 


recommendation 3 from Kirklees Council Safeguarding and Specialist Provision are 


intended to ensure that professionals understand and respond appropriately to parental 


learning disabilities.   
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 5.1.9 Working with fathers and partners 


 


5.1.9.1 Information arising from the Serious Case Review suggests that the mother’s 


partners, who were also sometimes the children’s fathers, were given insufficient attention 


by professionals both in terms of their role as carers while they were living in the family 


home and as individuals who might still have an interest in the children when their 


relationship with her had ended. The Overview Panel thought professionals should be aware 


of the interests and relevance of men living in the family home and of non-resident parents, 


particularly in relation to child protection and assessment arrangements and should involve 


them in planning and decision making where appropriate. 


 


5.1.9.2 Recommendations 6.2.1.5 and 6.2.2.3 from the Overview Panel are designed to 


respond to this aspect of learning from the Serious Case Review. 


 


5.1.10 Management support, oversight and supervision 


 


5.1.10.1 The Overview Panel was aware of the crucial role that management support and 


robust supervision should play in encouraging professional reflection and challenging 


planning and decision making. Analysis in the overview report identifies periods of 


professional activity when the results of effective supervision were not evident. It is clearly 


important to ensure arrangements for regular and good quality supervision and effective 


management oversight of cases which require long-term attention and attract numerous 


referrals. 


 


5.1.10.2 Children’s Social Care in Kirklees has established a system to ensure that regular 


supervision is taking place through monthly reporting to Divisional Managers. Attention to 


the quality of supervision has been demonstrated through liaison with the Children's 


Workforce Development Council, mandatory training for first line managers and the 


contribution of a Development Officer charged with evaluating supervision quality. 


 


5.1.10.3 Recommendation 2 from Action for Children is designed to ensure appropriate 


professional supervision in this agency. 


 


5.1.10.4 With respect to management oversight, a system is in place in Children’s Social 


Care to alert Team Managers to multiple referrals with regard to the same family. 


Recommendation 1 from Kirklees Council Safeguarding and Specialist Provision places a 


responsibility on social workers and their line managers to review all cases involving 


parental neglect.  


 


5.1.11 Long-term support for families 


 


5.1.11.1 Looking back over this case it became evident to the Overview Panel that while 


numerous specialist/intensive services were provided to this mother to improve her parenting 


and personal efficacy and to one of her children, particularly, with regard to this child’s 


behavioural difficulties, these services were all designed to achieve change over a relatively 


limited period of time. Specialist services were withdrawn or scaled down when the 


children’s circumstances improved although the history of this family and assessment of the 


mother’s parenting capacity in 2004 indicated that progress was unlikely to be maintained in 


the longer term without ongoing support beyond that which could be provided by universal 







12 
 


services. Policy expectations at national and local level that professional intervention should 


produce positive and self-sustaining change in parenting capacity and children’s wellbeing 


over a limited period of time fail to acknowledge and respond to the needs of some families 


for continuing specialist help. This leaves a hiatus in service provision for families where 


parents/carers are unwilling and/or unable to maintain improvements in parenting capacity, 


where there is evidence of chronic neglect, where the children’s removal from home is not 


legally possible or considered to be in their best interests and where long-term support for 


parents/carers and children in additional to universal services will be necessary to maintain 


family stability and enable adequate parenting. 


 


5.1.11.2 While the Overview Panel thought that Kirklees Council should consider this 


learning point, it is clearly a matter involving the effective implementation of national policy 


in addition to local action. 


 


5.1.11.3 Recommendation 6.2.1.4 from the Overview Panel responds to this issue. 


 


5.1.12 Evidential interviews with vulnerable children 


 


5.1.12.1 The Overview Panel was aware that the third born child’s abduction and subsequent 


recovery was an unusual, unexpected and challenging event for the police and Children’s 


Social Care. However, issues relating to joint planning in this context, and particularly 


evidential interviews with this child, point to the necessity for learning about how best to 


manage evidential interviews with vulnerable children and to ensure the availability of 


expert psychological/psychiatric advice when it is needed. 


 


5.1.12.2 Recommendation 6.2.1.6 from the Overview Panel and recommendation 4 from 


West Yorkshire Police seek to ensure inter-agency collaboration and appropriate 


interviewing arrangements for vulnerable children where there is a possibility of criminal 


proceedings. 


 


5.1.12.3 Progress has already been made in relation to this learning point. West Yorkshire 


Police are currently reviewing their interview strategy regarding video recorded interviews 


with children who are victims and witnesses in serious criminal cases. Police evaluation of 


the abducted child’s interviews will be incorporated into this review. A joint Police and 


Children’s Social Care working group has been established to develop a multi-agency 


protocol covering arrangements for sharing case file information in serious criminal 


investigations involving children.    


 


5.1.13 Housing 


 


5.1.13.1 The provision of adequate housing is clearly important in enabling children to feel 


secure and to enjoy comfortable home conditions. Access to adequate housing was 


problematic for this family at various times over the Review period and particularly during 


July to September 2002 when the family home was vandalised and the family were subject 


to intimidation from members of the local community. 


 


5.1.13.2 Recommendations 1 to 4 from Kirklees Council Strategic Housing Services and 


recommendation 1 from Kirklees Neighbourhood Housing respond to lessons that should be 
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learned about the housing needs of families where there are vulnerable children and the 


importance of inter-agency communication with regard to safeguarding issues. 


  


5.1.14 Hospitals’ awareness of vulnerable families 


 


5.1.14.1 The Mid Yorkshire Hospitals NHS Trust was largely responsible for providing ante- 


natal care, birth services and immediate post-natal care for the children’s mother during six 


of her seven pregnancies. The individual management review from this service provides 


information about the children’s frequent presentation at the Accident and Emergency 


Department of their local hospital and a parental failure to bring some children to 


outpatient’s appointments. In hindsight it became apparent to the individual management 


review author that the mother had discharged herself from hospital against medical advice on 


numerous occasions throughout her pregnancies and that when her children had presented at 


Accident and Emergency they had sometimes left before a medical assessment could be 


completed. 


 


5.1.14.2 The author of this individual management review and the Overview Panel thought 


that members of hospital staff were well placed to identify patterns in the nature of contact 


between potentially vulnerable mothers and children, and hospital services. Hospital staff 


should be more alert to the possibility of safeguarding concerns and proactive in initiating 


inter-agency communication to address safeguarding issues. 


 


5.1.14.3 Recommendations 1 to 6 identified by The Mid Yorkshire Hospitals NHS Trust are 


designed to improve systems and staff awareness in relation to effective safeguarding 


practice. 


 


5.1.15 Family planning 


 


5.1.15.1 The Overview Panel noted that health visitors had discussed family planning with 


the children’s mother on numerous occasions. However, although professionals knew that 


the mother frequently missed health and social care appointments and needed practical help 


to ensure her attendance at relevant meetings, she was expected to make her own 


arrangements to access family planning services. It was not until 2003, following the birth of 


the sixth child, that a health care professional visited the mother at home for the purpose of 


prescribing contraception. 


 


5.1.15.2 The Overview Panel was concerned that when a parent requests contraceptive 


advice and treatment every effort should be made to ensure that this service, like any other, 


is proactively provided taking into account any difficulties that a service user might have in 


accessing the service. 


 


5.1.15.3 Recommendation 6.2.3.1 from the Overview Panel responds to this learning point. 


 


5.1.16 Electronic recording systems 


 


5.1.16.1 Although not central to planning and intervention in this case, the individual 


management review from Kirklees Council Safeguarding and Specialist Provision identified 


recording issues associated with the electronic system employed by Children’s Social Care. 


This system made it difficult for successive professionals to identify sequences of events and 
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patterns in relation to the history of social work intervention with this family. The Overview 


Panel was concerned that the electronic recording system appeared to be ineffective in 


serving the needs of professionals and service users. 


 


5.1.16.2 Recommendation 2 from Kirklees Council Safeguarding and Specialist Provision is 


designed to address this issue.  


 


6.0 Recommendations in response to learning from this Serious Case Review 


 


6.1 Recommendations were made by the Overview Panel and individual management 


reviews in response to learning from the Serious Case Review. It should be noted that some 


of the recommendations arising from individual management reviews do not respond 


directly to the learning points discussed above but recognise the need for improved practice 


in individual agencies/services that were identified during the Serious Case Review. The 


recommendations arising from individual management reviews are shown in the Appendix. 


All the recommendations have been incorporated into the multi-agency action plan resulting 


from this Serious Case Review together with arrangements to ensure their implementation. 


 


6.2 Recommendations generated by the Overview Panel 


 


6.2.1 Recommendations for Kirklees Safeguarding Children Board 


 


6.2.1.1 Ensure multi-agency guidance is available which clarifies the interface between CAF 


and sections 17 and 47 of the Children Act 1989. 


 


6.2.1.2 All KSCB partners to ensure a renewed focus within their agency on the use of 


family history within assessment and planning. 


 


6.2.1.3 Ensure all Child Protection and Children in Need Plans have an identified risk 


analysis and articulate specific outcomes and timescales. 


 


6.2.1.4 Undertake a multi agency review of the identification and management of neglectful 


parenting, with a view to informing specific guidance to agencies and professionals and to 


shape training and service development.   


 


6.2.1.5 Ensure that the multi agency training provided by the KSCB emphasises attention to 


the role of fathers and partners, and methods of engaging with them when working with 


families. 


 


6.2.1.6 Develop a protocol between the statutory agencies for situations where there is a 


major investigation involving children. 


6.2.1.7 All KSCB partners to ensure that the child's wishes, feelings and experiences are 


considered and recorded as part of the assessment, planning and review process.  


6.2.1.8 KSCB partner agencies should ensure that the individual needs of all the children in a 


family are taken into account and recorded during the assessment, planning and review 


process and that this is embedded into practice.  
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6.2.2 Recommendations for Safeguarding and Specialist Provision (Children’s Social 


Care) 


 


6.2.2.1 Ensure all initial and core assessments and related decision making undertaken by 


Children’s Social Care include consideration of the history of the case. 


 


6.2.2.2 Provide a programme of training for social workers in risk analysis and the 


identification and evaluation of outcomes. 


 


6.2.2.3 Social workers should ensure that, when they are bringing cases to initial child 


protection conferences, they have given explicit consideration as to whether it is in the 


child’s best interests to involve the father who does not live with his child. 


 


6.2.3 Recommendation for NHS Kirklees 


 


6.2.3.1 Proactive guidance, advice and assistance should be given and followed up in 


relation to family planning, when families and professionals identify this as a relevant issue. 


 


7.0 Conclusion 


 


7.1 The Overview Panel concluded that the third born child’s abduction could not have been 


foreseen by professionals involved in this case on the basis of their historical and current 


knowledge about the family. However, this Serious Case Review has identified issues 


associated with professional practice and service delivery that influenced the quality of 


assessment, planning, effective service provision and inter-agency working in this case. This 


family’s history has largely been characterised by neglectful parenting interspersed with 


periods of adequate parental care. There have been episodes when inadequate parenting has 


affected the social, emotional and developmental wellbeing of the children and under these 


circumstances professionals have intervened to safeguard the children and to support family 


stability through service provision. 


 


7.2 In the context of this history there was little leeway for professionals to have pursued 


alternative interventions prior to the third child’s abduction. This is particularly so, as for the 


most part evidence from the individual management reviews indicated that the impact of 


neglectful parenting was unlikely to have met the threshold criteria for Care Orders. 


Additionally, a decision that the local authority should remove children from home is not a 


simple panacea, which will enable solutions to parenting difficulties or necessarily 


ameliorate the impact of poor parental care on children’s wellbeing and development. 


However, the Overview Panel did consider that Children’s Social Care should have agreed 


to the mother’s requests for one of her children to be accommodated by the local authority 


under s. 20 of the Children Act 1989 and that a period of local authority care for this child 


may have been beneficial. The Panel was additionally concerned that Children’s Social Care 


had not been proactive in offering local authority accommodation or considering an 


application for a Care Order in relation to this child when the child’s behaviour had become 


increasingly disturbed and shown little sign of improvement in response to service provision.  


 


7.3 This case starkly demonstrates the difficulty of responding effectively to families where 


parenting is characterised by low-level neglect, which at times escalates into inadequate 


parenting with detrimental consequences for children’s wellbeing. Within the current policy 
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and resource framework for social care and other intensive/specialist interventions, service 


provision is designed to achieve positive changes in parenting and family functioning within 


an identifiable and relatively limited period of time such that services can then be 


withdrawn. Families, as in this case, may respond well to specialist service provision but be 


unwilling and/or unable to maintain improvements over the longer term without ongoing 


support beyond that which can be provided by universal services. This, of course, raises the 


issue of how to manage and support such families over many years where legal intervention 


to remove children from home is not possible or consistent with their best interests. In the 


Overview Panel’s view this is a matter which raises issues regarding national policy 


implementation as well as local action in relation to neglectful parents whose 


willingness/ability to improve their parenting is compromised by their own family history, 


low aspirations, relative poverty and a lack of social and economic opportunities.  


 


 


Dr Carole Smith – Independent Author 


March 2010 


 


  







 
 


8.  Multi-Agency Action Plan – Recommendations generated by the Overview Panel 


 
 


 


 


 


 
 


 
 


6.2.1 Kirklees Safeguarding Children Board 


 


Recommendation RAG Progress 


6.2.1.1 Ensure multi-agency 


guidance is available which 


clarifies the interface between 


CAF and sections 17 and 47 


of the Children Act 1989. 


 Multi-agency guidance to clarify the interface 


between the Common Assessment Framework 


and Sections 17 (Child in Need) and 47 


(suffering or likely to suffer significant harm) 


has been produced and ratified by the KSCB on 


14 June 2010.  All KSCB partner agencies have 


received a copy of the new guidance and 


encouraged to distribute it widely to 


practitioners.  It is available on the KSCB 


website, and is embedded in KSCB multi-agency 


and CAF training. 


6.2.1.2 All KSCB partners to ensure 


a renewed focus within their 


agency on the use of family 


history within assessment and 


planning 


 All partner agencies have been asked to ensure 


that the social history of family members and the 


impact on parenting capacity and capacity to 


change is considered in assessment and planning 


processes, Agencies have been notified of the 


requirement to provide evidence of regular audits 


demonstrating compliance.  KSCB multi-agency 


training courses on Improving Assessment and 


Engagement; Neglect; and other relevant level 


three courses now stress the importance of 


considering family history in assessment, 


planning and review processes.  This 


requirement will also be a feature in the next 


newsletter of the KSCB, which is due to be 


published in September 2010. 


RAG STATUS KEY 


 Action required (red) 


 Preparation underway (amber) 


 Preparation complete and action ongoing (blue) 


 Action completed (green) 
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Recommendation RAG Progress 


6.2.1.3 Ensure all Child Protection 


and Children in Need Plans 


have an identified risk 


analysis and articulate 


specific outcomes and 


timescales. 


 Child Protection and Children in Need Plan 


templates and guidance have been revised to 


ensure that a risk analysis has been completed to 


inform the identification of appropriate 


interventions, and that timelines and expected 


outcomes are clearly identified.  The revised 


templates will be considered by a focus group, 


and presented to the next KSCB meeting in July 


2010.  The ratified templates will be 


disseminated widely and incorporated into 


internal agency procedures.   


6.2.1.4 Undertake a multi agency 


review of the identification 


and management of 


neglectful parenting, with a 


view to informing specific 


guidance to agencies and 


professionals and to shape 


training and service 


development 


 A multi-agency group has considered recent 


audits of work that have taken place in relation 


to neglect, including a review undertaken by 


Safeguarding and Specialist Provision, 


recommendations from the Kirklees 


Safeguarding Commission and performance 


information and  statistics relating to neglect. 


The findings from this work will be discussed 


with Kirklees agencies to establish how service 


provision needs to change to work with 


neglectful parents.  Two events have been 


organised – Designated professionals and key 


leaders within agencies on 5th October 2010 and 


front-line practitioners on 21
st
 October 2010.  


The events will be facilitated by an independent 


expert from the NSPCC. 


The outcome of these events will be presented to 


KSCB partner agencies and the Children’s Trust 


with recommendations on the areas for 


development in service provision.  Findings will 


also be embedded in multi-agency training on 


neglect. 
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Recommendation RAG Progress 


6.2.1.5 Ensure that the multi agency 


training provided by the 


KSCB emphasises attention 


to the role of fathers and 


partners, and methods of 


engaging with them when 


working with families. 


 KSCB multi-agency training, including Working 


Together to Safeguard Children and Improving 


Assessment and Engagement, have revised 


content to ensure a stronger focus on the role of 


fathers and partners as carers while living in the 


family home and as non-resident parents, and 


how to engage them in work with families, in 


assessments, and in planning and decision 


making processes. 


Case studies have been included where the 


father’s past is discussed with debate over 


whether he is a protective or a risk factor, also 


the involvement of an un-assessed man and the 


importance of knowing all individuals involved 


in a child’s life. 


A DVD has been produced for a course on 


Preparing for and Attending Child Protection 


Conferences which has a strong focus on fathers’ 


issues and impact on children’s lives.  A course 


on Making a Positive Contribution to Core 


Groups also uses a case study, with attendees 


being asked to write a child protection plan 


which has a focus on the role of the father, 


including risks posed and engaging with an 


absent father. 


6.2.1.6 Develop a protocol between 


the statutory agencies for 


situations where there is a 


major investigation involving 


children. 


 A joint agency working group has reviewed 


information sharing arrangements and produced 


a new protocol, which is supported by a user-


friendly flowchart for practitioners.  


Authorisation levels have been agreed by senior 


officers across organisations.  A programme of 


joint briefing sessions is being developed, and 


use of the protocol and implementation will be 


reviewed. 
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Recommendation RAG Progress 


6.2.1.7 All KSCB partners to ensure 


that the child’s wishes, 


feelings and experiences are 


considered and recorded as 


part of the assessment, 


planning and review process. 


 All partner agencies have been asked to ensure 


that the child’s wishes, feelings and experiences 


are considered in assessment, planning and 


review process and to provide evidence of 


regular audits demonstrating compliance.  KSCB 


multi-agency training on Improving Assessment 


and Engagement and other relevant level three 


courses, now have a stronger focus on 


considering and recording children’s feelings. 


Basic Awareness training includes the signs and 


symptoms of abuse and how this might be 


expressed through a child’s behaviour.  


Furthermore, exercises have been developed to 


consider how parental issues such as substance 


misuse may impact on the child and affect their 


daily experiences. 


The DVD for Preparing for and Attending Child 


Protection Conferences training ensures that 


participants consider the child’s views as part of 


the conference. 


6.2.1.8 KSCB partner agencies 


should ensure that the 


individual needs of all the 


children in a family are taken 


into account and recorded 


during the assessment, 


planning and review process 


and that this is embedded into 


practice. 


 All partner agencies have been asked to ensure 


that the individual needs of all children in the 


family/household are considered in assessment, 


planning and review processes; and will be 


required to demonstrate compliance with this 


requirement as part of the KSCB annual Section 


11 audit.  KSCB multi-agency training on 


Improving Assessment and Engagement, and 


other relevant level three courses have been 


revised to ensure that the individual needs of all 


children in the family/household are considered 


in assessment, planning and review. 
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6.2.2 Kirklees Safeguarding and Specialist Provision (Children’s Social Care) 


 


Recommendation RAG Progress 


6.2.1.1 Ensure all initial and core 


assessments and related 


decision making undertaken 


by Children’s Social Care 


include consideration of the 


history of the case. 


 All managers have received written notification 


to remind staff that the chronology section of 


initial and core assessments must be considered 


to identify recurrent or emerging themes and the 


success of previous interventions, and this must 


inform the assessment and decision making 


process.  All trainers have been advised to 


reinforce the need to consider the history of the 


case in making assessments.  Current 


documentation has been reviewed to ensure all 


reports presented to the child protection 


conference and review process, external 


placement panel and fostering and adoption 


panels will include a detailed history of the case.  


This will be monitored through regular audit. 


6.2.2.2 Provide a programme of 


training for social workers in 


risk analysis and the 


identification and evaluation 


of outcomes. 


 A specialist training programme in risk analysis 


and the identification and evaluation of 


outcomes has been devised and implemented.  


Furthermore, training on risk analysis and 


evaluation of outcomes has also been 


incorporated into other training courses (for 


example, Section 47 Inquiry training). 


6.2.2.3 Social workers should ensure 


that, when they are bringing 


cases to initial child 


protection conferences, they 


have given explicit 


consideration as to whether it 


is in the child’s best interests 


to involve the father who 


does not live with his child. 


 Training in relation to Preparation for and 


Attendance at Child Protection Conferences has 


been revised to include consideration as to 


whether it is in the child’s best interests to 


involve the father who does not live with his 


child.  The template for social workers’ reports 


to initial child protection conferences has also 


been reviewed and revised to reflect this 


requirement. 
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6.2.3 NHS Kirklees 


 


Recommendation RAG Progress 


6.2.3


.1 


Proactive guidance, advice and 


assistance should be given and 


followed up in relation to family 


planning, when families and 


professionals identify this as a 


relevant issue. 


 Professional guidelines are being reviewed to 


ensure that when a parent requests contraceptive 


advice, every effort is made to ensure that this 


service, like any other, is proactively provided 


taking into account any difficulties that a service 


user might have in accessing services.  It is 


envisaged that this work will be completed by 


July 2010. 
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Action for Children 


1. All children either on the child protection register or subject to a child protection plan 


should have a social history/background history and chronology in their file.  This should be 


a requirement of the referral and shall be incorporated into mandatory procedures in the 


safeguarding framework. 


  


2. Action for Children reviews and revises supervision policy and standards to develop a 


supervision recording and guidance tool that can help ensure all supervision is focused on 


safeguarding, outcomes, analysis and reflective practice. 


 


3. Action for Children takes account of the past practice in this case in implementing its 


Outcomes Framework across services throughout the UK to promote practice in all cases 


with children whereby clear child centred goals are set, reviewed and met or changed. 


  


Barnardo’s 


 


1. Barnardo’s Missing Service to complete its review of policies and procedures around 


recording notifications of missing incidents on service users’ electronic records, and notify 


these to staff, in order to achieve a full record of missing notifications. 


  


2. The service policy on recording of referral information should be reviewed and reinforced 


with staff, and a revised referral form implemented, to ensure that information regarding the 


child’s home and family circumstances can contribute to assessment of the child’s needs and 


analysis of risk. 


 


3. Barnardo’s Missing Service should undertake a review with key partners of its policy 


regarding sharing information on decisions to close cases or to take no further action on 


referrals. 


   


Children and Family Court Advisory and Support Service (CAFCASS) 


 


1. Put in place management systems and auditing of case files to provide quality assurance of 


all casework. 


 


2. Update case recording policy. 


  


3. That case planning and recording of work training be provided to staff that have been 


identified as ‘unsatisfactory’ in their performance (measured through audit and assessment of 


practice).   


 


Calderdale and Huddersfield NHS Foundation Trust 


 


1. Child & Adolescent Mental Health Service (CAMHS) to review the use of the ‘opt in’ 


letter following the referral of a child/young person to the service and CAMHS to evaluate 


the impact of the revised ‘opt in’ policy. 
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Kirklees Child Protection and Review Unit 


 


1. Guidance should be developed by the CPRU identifying how parents with learning 


disabilities will be supported through the child protection conference processes. 


 


Kirklees Council Early Years Service 


 


1. Service level agreements (SLA) should be in place when the Parenting Support Service is 


providing a service with partner agencies. 


2. All referrals to Parenting Support Service to be recorded on service database. 


3. Ensure evaluation reports are produced for each parenting group completed, and that these 


identify any additional support individuals may need post participation. 


4. Assessments to be carried out for all participants in parenting groups in accordance with 


the aims and objectives of the parenting education and/or support being offered.  


Kirklees Council Education Social Work Service 


1. Undertake auditing case files every three months to ensure quality of recording and 


compliance with procedures.   


2. Review the process for closing cases to ensure appropriate decision making. 


3. Ensure all staff receive appropriate safeguarding and Common Assessment Framework 


training. 


Kirklees Council Learning Service and Schools 


1. The Learning Service should work with schools to ensure that schools use the Indices of 


Need to make timely and appropriate referrals. 


 


2. The Learning Service should work with schools to ensure that proactive links are made 


with other schools attended by siblings when there are concerns about a child. 


3. The Learning Service should work with schools to ensure that when an identified 


vulnerable child moves school the receiving school has a designated adult responsible for 


supporting the child and his/her family through the transition period and Special Educational 


Needs (SEN) records (Individual Education Plans, reviews, assessments) are properly kept 


and transferred with the child. 


4. The Learning Service should provide guidance to schools about the use of the Single Point 


of Referral process to access timely Behavioural, Emotional & Social Difficulties (BESD) 


services. 


5. The Learning Service should assist schools to use a range of proactive strategies to engage 


with parents via the parent guarantee including setting clear boundaries for the roles and 


responsibilities of the school and parents. 


6. The Learning Service should undertake a review of schools’ adherence to government 


guidelines re exclusions practice. 
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7. The Learning Service should work with schools to ensure that an outgoing head teacher 


explicitly ‘hands over’ to the incoming head teacher by providing a face to face briefing re 


child protection/child in need cases, storage of records and current internal child protection 


procedures. 


Kirklees Council Psychology and Specialist Outreach 


1. If a family or their circumstances change and the intended service cannot be provided until 


the situation changes again, monthly follow up checks with the family should be made. 


Kirklees Council Safeguarding and Specialist Provision (Children’s Social Care) 


1. Social workers and their managers should review all cases of neglect that they have 


responsibility for to ensure robust decision making in practice. 


2. A plan should be developed to resolve identified problems with the IT system supplying 


information to social workers. 


3. Safeguarding and Specialist Provision should ensure that staff understand and take account 


of individuals identified as having a learning disability when assessing, planning and 


delivering interventions. 


Kirklees Council Strategic Housing Services 


1. Housing Options and Support Service (HOSS) should appoint a Safeguarding Co-ordinator 


to lead on safeguarding issues.  


2. Develop and implement safeguarding policies and procedures specific to service provision, 


including inter-agency information sharing in line with KSCB policies and procedures. 


3. HOSS Managers should revise assessment forms to include a checklist of agencies to 


contact during the investigation of a homeless application.  


4. Ensure staff attend a programme of inter-agency safeguarding training to enhance staff 


knowledge and skills and ensure awareness of changes in legislation, guidance and practice. 


Kirklees Council Young People’s Service (YPS) – Positive Activities for Young People 


Team (PAYP) 


1. YPS should agree a protocol with other agencies covering information sharing, assessment 


and review processes and expectations about the level of contact with lead professionals and 


referring agencies. 


2. The PAYP ‘Normal Operating Procedure Manual for Referral Workers’ should  be revised 


to give  more detailed guidance about passing on clients and keeping clients informed about 


issues that could impact on the level of support  they receive from the programme. 


Kirklees Council Youth Offending Team 


1. Provide guidance to lead professionals as to the requirements, responsibilities and authority 


of the role. 


2. Youth Inclusion Project staff to have case record training focussing on the requirement re 


the recording of safeguarding concerns. 
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Kirklees Neighbourhood Housing 


1. Build upon existing good practice and training within KNH and review KNH policies, 


practices and procedures to ensure they are up to date and comply with the Kirklees 


Safeguarding Children policies. 


2. Introduce formal training on child protection for front line staff. 


Leeds Teaching Hospitals NHS Trust 


1. Ensure that the Leeds Teaching Hospitals Trust policy and the Nursing and Midwifery 


Council recommendations for record keeping are adhered to as per hospital policy. 


The Mid Yorkshire Hospitals NHS Trust 


1. The Pathway of Care for Women who Default or Disengage from Antenatal Care should 


be reviewed to incorporate a specific requirement to contact the local authority where there 


are other children in the household, and to undertake a check as to whether the child or 


children are subject to a child protection plan. 


 


2. A Pathway of Care should be developed by the Women’s Directorate within The Mid 


Yorkshire Hospitals NHS Trust for women who discharge themselves from hospital against 


medical advice.  


3. The Mid Yorkshire Hospitals NHS Trust should ensure that induction training for doctors 


who undertake assessments in relation to children and young people incorporates specific 


guidance to ask explicit questions about Social Care Services’ involvement with the family.  


 


4. The planned review of The Mid Yorkshire Hospitals NHS Trust Access Policy in relation 


to the non-attendance of children and young people should specifically consider children who 


are recognised as particularly vulnerable i.e. children subject to a child protection plan or in 


the ‘looked after’ system.  


 


5. An annual audit of child protection cases should be undertaken by The Mid Yorkshire 


Hospitals NHS Trust, which specifically incorporates an assessment tool which monitors 


communication and information sharing in a multi-agency context and interagency co-


operation. 


6. Develop mechanisms to ensure that the multiple attendance of children at the Accident & 


Emergency Department is seen as a trigger to promote further analysis. 
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NHS Kirklees 


1. NHS Kirklees to review the Quality Outcomes Framework (QOF) and consider how GP 


contracts can be strengthened with regard to their role and responsibilities for safeguarding 


children.  


   


2. Health visitor and school nursing services specification should be reviewed to strengthen 


safeguarding responsibilities.    


3. All professionals working with children should undertake training in relation to Common 


Assessment Framework and the lead professional role. 


South West Yorkshire Partnership Foundation Trust (formerly South West Yorkshire 


Mental Health Trust) 


1. A policy review should take place clearly identifying what policies are in place, the 


effectiveness and required developments to ensure the effective sharing of information gained 


during an assessment with the Police and Probation Service.  


2. A stand alone policy should be completed on what action should be taken if service users 


lose contact with services. 


West Yorkshire Police 


1. West Yorkshire Police should ensure that details of all children present and resident within 


the household are recorded and entered on the Police system and notified to Children’s Social 


Care.  If child protection concerns are identified, a child protection referral should be made to 


Social Care in line with the West Yorkshire Safeguarding Children Procedures.  


  


2. West Yorkshire Police should ensure that all Police Officers and Police Community 


Support Officers (PCSOs) are trained in Every Child Matters. The Safer Schools Partnership 


Officers and Safeguarding Unit staff will receive additional specialist training in the Common 


Assessment Framework. 


    


3. West Yorkshire Police should ensure the comprehensive recording of missing persons, 


particularly children, identifying risk and the likelihood of significant harm.    


4. West Yorkshire Police to ensure that the interview strategy is reviewed to facilitate an 


appropriate and effective video interview with a child victim/witness in all serious criminal 


investigations, including the observations and expertise of partner agencies. 


 


5. West Yorkshire Police to ensure training needs of divisional personnel are addressed to 


ensure effective management of missing persons.    


6. West Yorkshire Police should ensure a robust process to recognise and co-ordinate cases of 


persistent missing persons and establish an electronic referral process to Children’s Social 


Care.  This should include a proactive system for receiving feedback on cases where not 


provided by that agency.  


  


 






