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Executive Summary

Pen Picture

i) This review concerns the suddenexpected death otiamaged one monthboth he and his half
sibling (Logan)were also subjecto a child protection plan¢ K SA NJ Y 2 (i K S(Bldré)hasl A NB G ¢
also been subject to a child protection plan for neglect and emotional harm and had subsequently
beenmade the subject of a Special Guardianship Order in 2015.

Individual Agency Recommendations

i) The individual agencies who participated in this SeriGase Review have each identified learning
for their respective agencies through the production of their Individual Mamesyd Review reports
and the wider Serious Case Review process. Each agency has implemented recommendations for
improvement through asy 3t S I 3Sy0eé I OtdA2y LIy F3aNBSR o8
These actions will be monitored within individual agencies who will provide assurance to the GSCE
that they are producing the necessary improvements identified and demonstrating impact.
Specified questions posed in therins of Referengeattached as Appendix\Were addressed within
IndividualManagementReview repors andtaken into consideration

Overview Report submission to the LSCB

iii) This serious case review is submitted to the Local Safeguarding Childrens Board for their information
and consideration of promulgating the lessons to be learnt from the suggested enclosed findings
and recommendations.

Independent Overview Author

iv) Working Together to Safeguarding Children (2015) states #hat LSCB must appointsuitable
individuals to lead the SCR who have demonstrated that they are qualified to conduct reviews using
the approach set out in this guidaree | y Rhe le&dlrefriewdshould be independent of the LSCB
and the organisations involved in the ces@onfirm thatthese requirements are met

v) | am indebted to those individuals who supported the review procasd contributed to the
learning | wasfortunate to meet withLiamQa Y2 G KSNJ I YR Y| (S NYBEMmDANI Y RY
Special Guardians as pauf this review. | am grateful to the practitioners who attended the
practitioner learning event who provided valuable insight into the services provided and their
consideraion of what works or could be improved in working with families in similar circumstances.

vi) It is hoped that the learning from this review will strengthen services to expectant and new parents,
especially those who are additionally challenged by pers@malial and economic difficulties. The
report has been commissioned by and written for the GSCB. In reflecting the importance of
accountability to the wider publiche report will be published on the GSCE webshes such, the
details of the child and theifamily, and the individuals providing care to them, have been
anonymised in accordance with statutory guidance and best practice.

vii)The followindearning points and recommendations were made

Learning point one Recognition and response to neglect

The multiagency partnership response to neglect continues to need to be strengthened to ensure
practitioners are competent and confident in working with all aspects and types of neglect including
assessment of parenting capacity, motivation to changesarsdainability of any improvements once
services withdraw. Practitioners need to be equipped to recognise possible feigned compliance and to
address this in assessment and plans.

Recommendation 1



1 The GSCE needs to assure itself tthet planned refocus orthe GSCB Neglect Strategy,
procedures, single agency training and maliency training programme results in
demonstrable improved outcomes for children living in neglectful circumstances.

Learning point twog The importance of robust and timely prbirth assessment

This review has highlighted the importance of-pmth planning and assessment in ensuring early

understanding of possible risks as well as the level of support required by their parents as their carers to

ensuring the future safety and wddeing of the unborn child.

Recommendatior?

 The GCSE should consider how the partnership can support the improvement needed in

practice and assure itself that all aspects of-pmeh assessment and planning meet practice
expectations and demonstrating improveécision making andutcomes for babis.

Learning Point three; Recording practice and information management
Record keeping was not of sufficient content or quality to know what was happening for the family,
what risks were identified and the rationale for any decisions or actions tolp€ ® 5dzS (2 (KS
F2NBFNRQ FTNRBY LINBGA2dza R20dzyYSyida FyR YAdaiAy3d AyT
work to be undertaken and whether the desired outcomes of assessment and plans had been achieved.
It is vital that agencies scrutse themselves regarding the deficits found in record and information
management.
Recommendatior8
1 Individual agencies should ensure record keeping and information management systems within
their organisation are robust and routinely implemented and thay deficit in the information is
addressed by practitionswith appropriate management oversight.
Recommendatiord
1 Where information is missing and reliant on another practitioner or agency to provide it this
should be addressed by practitiondtsoughthe GCSE Escalation Policy (2019)
Recommendatiorb
1 TheGSEshouldassurethemselvesas tothe impact onrecording and information management
practicedrawing on theexisting recommendationsom three recent Serious Case Reviews.

Learning point fourg Escalation and resolving professional disputes
More needs to be done to promote the role of escalation in partnership working together with respect
YR Ydzidzt £ dzyRSNERGIYRAY3 2F 20KSNAQ NRBfSa | yR NF
practice. There should be a focus on restorative practice principles that foster and enhance partnership
working and a culture where respectful professional challenge is productive and welcomed.
Recommendatiort
1 The GCSE should seek assurance that theemystfindings in learning poirfour are being
addressed and consider and implement appropriate models and prebtEwing approaches to
address them.
Recommendation 7
1 The GCSE should seek assurance regarding the individual agency uptake and evitepaet of i
of its multragency training around resolving professional disputes and escalation.

Learning point fiveg Professional Over Optimism

This review found that there was evidence of professional over optimism that appears to be a feature of
generalpractice particularly when working with neglect, poor mental health and substance misuse.
Recommendatior8



1 The GCSE should seek assurance that the systemic findings in learning point five are being
addressed angractitioners are equipped to work with therim a competent and confident
manner.

Learning Point six Substance use and maternal mental health
This review found that despite the long history of maternal substance misuse and fluctuating maternal
mental health there was a lack of professional rec¢tigm and response.
Recommendatiord
9 Practitioners across agencies should be equipped to robustly assess the significance of
substance misuse and poor maternal mertahlth and its impact on parenting capability and
put in place an appropriate plan sfipport and intervention.

Learning point seveg Safer Sleeping Advice within routine practice

Safer sleeping arrangements are not routinely included in assessments and plans nor included as specific

expectations witin Child Protection Plans.

Recommendatiorl0

9 Safer sleeping advice should be given, repeated and reinforced by professioadll@gencies

both during pregnancy and infancy a@l NJrd&sianding of the expectations checked at
each meeting. Where there are concerns about -steeping in unsafe circumstance€hild
Protection Plans should include a specific requirement regarding safer sleeping arrangements.

Learning point eight; Responding to the Voice of the child and their lived experience
The voice of the children was notvalys heard or responded to and while plans made and services
provided may have benefitted them, this was not always designed into assessment or delivery plans that
were child focusseand that considered all unmet need
Recommendatioril
1 GSCB to seek assurance regarding how the lived experience and voices of children are heard and
reflected in assessments and plans and to address any gaps in practice partigittarggardto
disabled children.

Learning pointine ¢ Inconsistent applicéion of thresholds and child protection processes
This review found a lack of consistent:
1 application of thresholds, sharing information: ygossible concerns or resulting referrals from
practitioners to children social care.
9 application of childprotection thresholds and in holding strategy discussions, initiating section
47 enquiries and convening child protection conferences
I compliance with national and local safeguarding policies, procedures and guidance in relation
to referrals and risk assasents across a range of concerns for children in specific
circumstances
Recommendatiorl2
1 The GSCE to assure itself thta@ practice improvements required around thresholds and child
protection procedures and processes are made and demonstrating impactidren in similar
circumstances

viii) As part of the assurance received for review as the Overview Author and Panel were given access
to several documentsn order to consider the improvement work already identified and the
progress maden the actionsto date. In terms of the systems findings around governance and
leadership much work has already die progressed and these improvements have been
recognised through Ofsted monitoring visitghough the pace at which these improvements are
delivering consistenand good quality social work support remains an is@\gsurance regarding

3



the impact of the actions agreed to meet the findings and recommendatitade in this review
will be monitoredby the GSCE.



Chapter One Introduction
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1.1.

1.2.

1.3.

1.4.

1.5.

This Serious Case Review was commissioned by Gloucestershire Safeguarding Children Board
(GSCB) in respect bfamand his two haklsiblings Emmaand Logan It provides consideration

of the services provided tbiam his half siblingEmmaandLoganand their motherNicolefrom

December 2012 untlliamQad &1 R RSFGK AYy WdzyS Hnamp Ay Of dzZRAY
relating toNicoleand Chris(the father ofEmma.

Liamwas one month old when he sadly died suddenly and unexpectedly at home. On the
evening prior to his death he was put to bed in his coNyole During that eveningjlicolehad
smoked some cannabis. During the nigfitole awoke to feedLiamalthough shecould not
remember the details surrounding this. She awoke the following morning as usual and was lying
on the sofa, as wakiambut who was not breathing. She rang the emergency services who
attended within minutesLiamwas transferred to hospital, andedpite full resuscitation efforts

he was pronounced deceased. A Police investigation took place and was satisfied that there
were no suspicious circumstances surrounding his death. The Inquest concludédatnatid

not appear to have any signs of a medicondition and that the cause of his death was
unascertainable.

Liamlived with his motherNicole and his threeyearold halfsibling Loganfrom birth. Both

children were subject to a Child Protection Plan under the category of Nedleghnwas

subjed¢ to a Child Protection Plan as an unborn and following his .bHéhand Nicole were

placed within a mother and baby fostering place under a section 20 agreement before moving

G2 GKS YIFOSNYyIrf 3INYYyRY2(GKSNR&E K2YS TFamdld aS@S|
availableLoganmoved with his motheNicoleinto their own home Loganremained subject to

a Child Protection Plan until March 2016 and there was a further period of support as a Child in

Need in 2017.

Liamand Loganhave ahalf-siblingEmma who is subject to a Special Guardianship Order and

lives with her guardiansEmmahad been the subject of a child protection plan under the

category of Neglect and Emotional Harm within the first six months of her life due to concerns
regarding domesti¢ 6 dza S Ay KSNJ LI NByiaQ NBtFIA2yaKALE L
parent her safely and ensure her wellbeing. There were also concerns about instability in where

they were living or staying and a lack of consisten&nma2a OF NB | yR NRdzi Ay Sad

At the age of nineteen monthEmmawas left in the care of extended family members who
were temporarily approved as connected persons under a Regulation 24 Placdamemia
became a looked after child and subject to an Interim Care Order in 2BffBnaremained in

their care and became the subject of Special Guardianship Order at the age of two when she
ceased to be a looked after child. She has remained in their care ever Nicogand Logan
initially had contact wittEmma but this is said to haveeased by November 201Emmanever

met Liambut her Special Guardians have told her that she had asiiaihg.

At the time ofLian death, he and his halgibling Loganand their mother, were receiving a

range of services including the usual universal services such as health providers through to
AVOSYAaA®S FyR ALISOAIEAAG ASNDAOSA® ¢KSAS AyOf
providers, GP services, health visitipgychology service, paediatric and speech and language
services.Nicole was known to the police as a victim of domestic abuse and alleged sexual
violence and she was also investigated regarding an alleged wounding although no charges
were brought.



1.6. LiamandLoga®?d FlF 0KSN&ER @oSNB y20 1y26Yy o0& CliriktBe a SNIJA
father of Emma had contact with services but did not engage with them. He had no contact
with Emmaatfter the contact arrangements broke down 2016. He was known tdné police for
a domestic abusencident and to youth offending services for@mma assault.Chriswas
known to regularly use cannabis and was suspected to be involved in drug dealing and other
criminality.

Chapter Two Background to the review

2.1. LamRa OFaS ¢+ a O2yaARSNBR o0& GKS D{/. wk LIJAR
recommendation to the GSCB Independent Chair that the case met the statutory criteria, in
place at the time, for a Serious Case Review. In that undelLtival Safeguarding Cdien
Board Regulations 200&r the purpose®f Regulation 5(Je underRegulation 5(2)
(@) abuse or neglect of a child is known or suspected; and
(b) (i) the child has died.

2.2. The GSCB Independent Chair, Kevin Cromgtatorsed the decision to conduct a Serious Case
Review in accordance with the above regulations and statutory guidance providétbiking
Together to Safeguard Children 2015

2.3. The review has been commissioned in line with the principles for SeriousResEvs set out
in Chapter 4 of Working Together 2025d aims to contribute to learning and improvement
through consolidating good practice and identifying where practice can be improved. The
principles for Serious Case Reviews have been in includetieinsummarised Terms of
Reference attached as Appendix A.

Purpose of the review

2.4. The purpose of this SCR is in accordance Withking Together to Safeguard Children 264:5

9 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 and young people.

9 Identify clearly what those lessons are, how thvejl be acted upon and what is expected
to change as a result, and,

1 As a consequence, improve irdegency working and better safeguard and promote the
welfare of children and young people.

2.5. Serious Case Reviews are not investigations and do not seglptstion blame or determine
any culpability. This review is therefore written from a learning perspective and will make
recommendations for practice improvement. It is also written in line with expectations within
the Child Safeguarding Practice Revieané: practice Guidance (201f)at Serious Case
Reviews are designed to add reflection and learning into local safeguarding systems. The
NB LIgndsiifocte on... why do these themes keep recurring and what can be done to address
UuKSYKQ

2.6. The Serious Cadeview also considerelevant information fronparallel processes in place

but will not stray into the territory of these separate statutory processes. Where findings
indicatethat individual practice callsrpfessionalconductinto question this will bea matter

2



for individual agencies and their professional bodies to address as reqtimede have been
no such findings in this casBoblematic practicdfound withinthis review ha alreadybeen
identified aspart of wider systems issu@s acceptedpracticein generakt the time.

Practiceareas

2.7. TheTerms of Reference identifiesix pactice areador considerationand analysis It was also
identified that therewas a common thread of Prbirth Assessment running througbach
practicearea. The practice areas or episodes asefollows

Practice Area Key areas of Consideration

Use of Public Lav Realisation oNicoleQa LINB 3y | y O& Endnig i€l Spekia
Outline Guardianship Order granted 25/08/2015.

Child Protection| Effectiveness of Child Protection planning BEmnma Loganand Liam
Planning
Substance Misuse Effectiveness of the recognising, and strategy planning, rega
substance misuse.

Partnership The effectiveness of muligency working around this familycrass
the time period.

Escalation Use of Escalation and challenge of other agencies when the
protection plans were not considered effective.

Neglect The effectiveness of the recognising, and strategy planning, rega
neglect.

2.8. A chronology of the key events and professional practice was analysed within the review.
Examination of these key episodes shows the contact with agencies and practitioners and
highlighted concerns included neglect, early life trauma, poor conditions withe home as
well as a history of domestic abuse, maternal mental health issues and parental use of cannabis.
These are detailed within Chapter 3, Analysis of Key Events and Analysis of Professional
Practice.

2.9. The individual agencies involved with the imwv each produced an Individual Management
Review report or narrative summary of their involvement which considered the full terms of
reference for the review which are summarised and attached as Appendix A.

Family Members

2.10. The contribution of family members has been invaluable in appraising practice around the
services provided together with their view regarding what works well or could be done
differently in future to achieve better outcomes. The following family membersigigated in
focussed conversations with the Lead Reviewer to explore their view of the services received by
the family:

Nicole- Mother of all three children

Paula- Maternal Grandmother of all three children

Andrea- Paternal GreatAunt and Special Gudian toEmma

Stephen- Paternal Greatncle and Special GuardianEmma

Do o o I



211L.Emm& & YIFGSNYFf 3INIYRTFFIGKSNI gta Ay@AGSR G2 Oz2y

the written invitation and attempts to make contact with him by telephone were also
unsuccesful.

Practitioner Involvement

2.12. Twentyeight practitioners from the agencies listed in the Terms of Reference attended a
practitioner learning event in November 2019, many of whom had been directly involved with
Liamand his family. The event was also attended by seven Individual Management Review
Authors who presented their findings and recommendations to the group. The practitioners
then considered in groups the key practice episodes and reflected on what workedrwilt,
what were the enablers, challenges or barriers to practice and what would they take from this
to improve services for children in similar circumstances. There was much productive discussion
held with excellent practitioner involvement which waméflamental to the review process.

2.13. The main purpose of the event was to build on the findings from the chronology and to discuss
the delivery of services td.iam and his family without any hindsight bias. Participants
contributed to the learning from theaview through identifying the points at which an action
could or should have been taken and why they considered the rationale for decisions made.
Good practice was also discussed and its evidence in aspects of current practice. Appendix B
provides a summgar of the learning generated by participants. Informal feedback from this
event has been positive around the reflective learning gained while some practitioners
expressed that it had been professionally challenging for them and support was offered to them
both on and after the day.

Relevant background prior to scoping period

Period Key Information

1996 Nicolewas born early in 1996. The records show an enquiry was made to the
Protection Register two months after her birth. However, there is no informa
Ay GKS [ KAfRNByQa {20Alf /I 1 NE NB
circumstances that led tde enquiry or its outcome.

2002 When Nicolewas 6 years old, the police undertook a welfare check followin
F£fS3rGdA2y YIRS o0& KSNJ FIFOKSNJ NB3II
it was alleged smackedicoleon her legs, bottom and around héead.NicoleQ
birth father stated that he did not intend to return her from contact and f
police advised her mother accordinglywlas agreedhat social care would atten
in the first instance. Thetepfatheradmitted the smacking to the social work
and agreed to work with them. The outcome of thisnigt known from the

records
Autumn Aged13 years oldNicoledisclosed to her school that there had been an incid
2009 at home where, following her arguingith her mother, her stepfather had use

physical force to drag her out the room leaving a mark. When she had run up
to her bedroom, it was said that he ran upstairs after her and was verbally ab
to her. Her aunt and uncle then arrived, and hent downstairs. There is n
detail of what the response to this disclosure was.

Autumn Around this time, school shared concerns tiNitolehad emailed an image to
2009 boy who then sent it on to other pupils in the school. There were also cong
that NicoleKF R LJl2aaAioftée 0SSy O2SNOSR Ay
5 NBQ Ay GKS LI NJ GAUK (GKNBS 02e8:

4



Period Key Information

concludedthat it was not in the public interedb pursue the matterand advice
was given It was alsoreported that her stepfather had given her mother

ultimatum to choose between them. Further concerns were noted regar
Nicoley 2l ¢l yaGAy3a (G2 &LISYyR (4KS 6SS1S
a6SINA (22 nfadedfetena to/hi® usk BE&nnabis.

Spring201d 5 dzZNRA y3 (G KA & LIS NRA awRs ulder@i@h Jhiti\itolealh Jauary
2010 while still aged 13Nicoletook an overdose and was taken to hospital by
mother. Nicolewould not talk about why she had taken the overdodth@ugha
referral was made to CAMHS for support.

Spring 2010 Two months later whemicole had just turned 14, school shared concerns t
she had been seen drinking alcohol in toamd theywere also concerned thg
Nicolewas being encouraged by her peéngo being sexually active. At the tim
she was seeing a school counsellor and saying that she did not want conta
her father. The case wdsriefly opened andOf 2 aSR G2 [/ KAf F

April 2010.
Autumn { OK22f O2y il OiicEsPecaukdlicoldhatiBesddad that$er mothe
2010 had smacked her across the back of her head after shenbadttended school

/| KAt RNByQa {20AFLt [/ INB (221 y2 ¥Fdz
services and others were working wilicoleat the time.

Summer | WhenNicoleg & mp @&SINER 2fRXZ I NBFSNNIf
2011 there was concern thalicoleO 2 dzf Reeg'tidelf 842 @ | (i Nic#lévasi]
in a sexual relationship with a man aged. 2lcole also reported an earlie
incident where aother man had refused to let her leave his car until she
performed a sex acNicoleQa Fl 6 KSNJ alF AR KS 41 &
been told thatNicolewas having sex with older men and she had stayentraght
at the home of a man who wagithin the criminal justicesystem.

Autumn A Strategy Meeting was held due to the concerns tRatolewas vulnerable to
2011 child sexual exploitation and online grooming from older men. In late 2
NicoleQa  Odsdrénsfefred to the locality social work team because of
Gdzt YSNI oAt AGEe G2 &SEdzZ f SELJX 2 A { tisky]
sexual behavio@® ¢KS a20Alf OFNB NBO2NRA
their detail.

Spring 2012 A referral was made to Youth Support Team (YST) in January for early help
locality Children and Families TeaNicoleg | & NI T SekNgthe comipan
ofolder me® FyR gt a o06SAy3 &adzweSOGSR (2
closed by theChildren and Families team February afNicoleis now being
supported by YST.

Spring 2012 Nicoleengages with the service around sefiteem, healthy relationships, sexu
onwards health and education, employment and training (EET) but is said tolleant to
follow the sexual health advice giveNicole discloses alcohol and cannabis U
FYR A& NBFSNNBR (2 WMNifdfeRsingzlcomldo intrasS
her confidence and lower her inhibitiote meet men There is no record of th
being reported or jointly investigated with the Police. It is suggested SThat,
due to her poor relationship with hgvarentsand stepfatherNicoleQa S Y 2
ySSRa IINB y2i 6SAy3a YSiG IyR akKS Aa
Autumn Nicoleinformed her Youth Support worker that she is now in a relationship
2012 Chris

2.14. This snapshot provides a context thfe difficulties experiencedin NicoleQ &wn childhood
including relationship breakdowmoor mental health and seliarm as well aghild sexual

5



exploitation. A wealth of research has highlighted strong associations between adverse
childhood experiencesnd the likely impact onparental mental health and wellbeingnd
parenting capacity While information regardinghe work completed withYouth Support was
appropriately shared in 2013 with other professionalsworking with Nicole how it was
considered in assessments underpinnedplanned workwith the children is considered e
periodsof concernunder review

Otherrelevant mntextual information

215.Ly HAamMTYS GKS hTFadSR LyalLlSoarAzy 2F Df 2dz0SaiSNa
2F KSELI FYyR LINRPGSOGA2YS>S 4SNB 2dzRISRInspeorsdo S WA Y
found that services for children in Gloucestershire have deteriorated since the last inspection in
February 2011. This means that children who need help and protection do not always have the
right help, at the right time, to keep them s&fadb { A tjn®, he llo&ahkAithority have had an
improvement focus and have made changesheir leadership and governance as well as their
processes, procedure and practice requirements as outlined in the Ofsted monitoring visit
letters.

216. ThisLyalLJSOGA2y |faz2 F2dzyR GKFIG GKS DfrequiedSa i SN&
improvemen (G2 YSSG AdGa A0l Gdzi2zNEB FdzyOliAz2ya |yR a¢
on their findings around a lack of practitioner knowledge and understanding afifeafrom
Serious Case Reviews, limited escalation of concerns and the poor professional response to
neglect.

2.17. Gloucestershire Safeguarding Children Board have been working on these recommendations
since this time and have enhanced their naliency taining programme as a result. They have
also undertaken several serious case reviews, which appraise theagalicy practice around
neglect and prebirth assessment, which have similar case characteristics or factors to this case.
These reviews have beeonsidered against the findings found within this review and identified
that these reviews have also made similar findings and have detailed action plans in progress.

2.18. In accordance with legislation and revised statutory guidance, Gloucestershire Sdfegua
Children Board was abolished and replaced by their reviskdti-agency Safeguarding
Arrangementson 15 July 2019. As part of these arrangements the three statutory safeguarding
partners Gloucestershire County Council, Gloucestershire Constabuldrglancester Clinical
Commissioning Group formed the Gloucestershire Safeguarding Children Executive (GSCE) with
the Independent Scrutineer providing an overview and objective challenge.

2.19. The GSCE is now responsible for ensuring each agency works toigetresure children are
kept safe from harm and that the welfare of all children is promoted by putting the health,
welfare and wellbeing of children and young people at the forefront of everything they do. As
part of this, they are responsible for ensugithat safeguarding policies are in place, evaluating
their effectiveness and making sure lessons learnt from Serious Case Reviews are embedded
and that all previously agreed improvement activity is concluded and demonstrates impact.

2.20. Therefore, assuranceregarding the impact or progress on actions from existing
recommendations either from Inspection or Serious Case Reviews has been sought and

! Routine enquiry about childhood adversity (REACh) across mental health, sexual health and substance misuse
services (HM Government, 2015)

6



considered by the Lead Reviewer and Serious Case Review Panel before making the
recommendations within this review.

Chapter 3- Appraisalof Practice

3.

3.1.

3.2.

4.1.

4.2.

4.3.

Narrative chronology
The following sectiors are informed byan integrated chronology of events arttle Individual
Management Revieweports of agency contacts wittiamand his family that were provided to
the Serious Case Review Panel. These documents build a picture®&ttiet Rf&Foyle@ and
lived experienceand in understandng who was involved in their care, what actions and
decisions they made and why. Theactitioner event and focussed conversations with the
family members also assisting in providingcherdzy RSNE G yRAY3I 2F GKS Tl Y]
the agency involvement and receiving services from a range of universal, targeted and specialist
servies.

The narrative chronology therefore divided into six time period&hich eachconsiderthe key
episodesaccording to the Terms d?eferenceAs highlighted abovestevant background prior

to the timeline for the reviews consideredncludingNicoleQa 2 ¢y  Qistdnfariiie 2 R
period leading up to the birth dEmmaand thesigrificant events from the time she aridbgan
were born untilliamQ&d & R RS G K I lih seBkingto be drgpbrionadetbt evedy S @
chronology entry is inaded andkey eventsare further analysed within this sectioto show
how the concernglevelopedover the six periods identified , together with tla@praisal of the
professional action takemcludingrelevantinput from the agenciespractitionersand family
membea's whoparticipatedin this review

Realisation ofNicoleQ & = LINJ 3 yhleryir€l éhildgExmin& until Special
GuardianshipOrder granted 25/08/2015.

Nicolebooked for antenatal care in early October 2012 when she was nine weeks pregnant. This
was noted to be her first pregnancy and the Community Midwife asked the routine questions
required regarding domestic abuse and her living situation. It was establishedlicolehad a

history of cannabis use and poor mental healtlicoleshared that the father of the babghris

was also 16 years old and that he was said to have ADHD and known to use cannabis. It was also
noted in the booking record that there weredal housing and money issues and that a named
Youth Support worker was involved. A referral was made by the booking midwife to the
Teenage Pregnancy Midwives and a plan made to follow the normal pathway for-tinfist
mother.

NicoleQa . 2 dzii K orKerdzbtkd2hhtNicolewasin a relatiorshipwith Chrisand seeing him
exclusivelybut also noted thathisA y T dzSy OS st@dngehdisdlvas stayingdvith him

Y2NBSX LINBR2YAYIlFGSfte |0 Codsal ANNFRFNIGEBNDRA b6 B8RMW
while staying thereNicoleQa ¢ 2 NJ S NJduCefioyi,Epi6yin®riR an@Training support

and started pregnancy support witllicoleto prepare her for the birth as well as reviewing her
accommaodation optionaNicolewas roted to be homeless and living between family members.
Tensions in the relationship withrisare recordedand that because of thisNicole was

undecided between a placement in a mother and baby unit and living@itis

Nicoledid not attend her first scheduled appointment with the Teenage Pregnancy Midwives
but attendeda routine antenatal appointment with the community midwife in late December
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4.4.

4.5.

4.6.

4.7.

4.8.

4.9.

2012. This appointment was rearranged for early January 2013 vitiecdediscussedvith the
teenage pregnancy midwife that she was currently living with her mother and four siblings (the
youngest being 9 weeks old). She also shared that she had overdosed at fourteen and
referenced her experiencef bullying at this time and her diffidutelationship with her father

and stepfather.

At her next antenatal check in FebruaNicoleadvised the community midwife she was now

staying withChrist i KA & Y hedid@rNdperty2ayid3hat she was planning to attend

Young Mothers to B her locality. However, at her next appointment with the community

midwife in MarchNicoleNB LI2 N1 a4 GKF G akKS Aa YlrAyfte adqreay3d
threatening behaviour by people towar@hrisc & KA a Y20 KSNDRa I RRNBaao

G GKS SyR 2F all NOK HamoX | NBFSNNIf gl & yz2aSs
Nicolebeing pregnant, however, there is no corresponding outcome or entry in the combined
multi-agency chronology, st one was madejt is not knownwhy, by whom or what the

concerns were. Therefore, consideration of a-pigh assessmentvhich over time couldave

supporied a fuller understanding ofthe care Emmawas likely to receiveand what support

would be requiredo ensure her needs were metas not made.

Nicoledid not attend her appointment with the teenage pregnancy midwives in April as she
advised she was unwell, nor did she attend the rearranged appointment in Fadgwing
liaisonbetween thetwo midwifesi K S | LILI2 A y i Y SAQI  oaK-AZ0 KE SYFSi yWiz2 LK |- {
back tothe teenage pregnancy midwives could be made at any time. It appears from the
combined chronology that her neattendance was not shared with other professionals.

Nicolewasnext seen for routine antenatal care byghCommunity Midwife in early May 2013

and nine days later was admitted in labour widmma Nicole was discharged back to her
Y2U0KSNDa FRRNBaada GKNBS RIFIeéa FFFUSNI 0ANIK® 2 KS\
day, it was noted thalicolewas sleeping on the sofa in the lounge, safe sleep advice was given

to Nicoleregarding not sleeping on the sofa wilmma

The grandy 2 & K SN a  LINE LIS NJiwhendicale andl BrénmadereRstaying fhere

hence them living andsleeping in the lounge Both Nicole and her mother advised the
practitioners working with them that sleeping in the lounge presented challenges to them in

terms of reduced living space and maintaining family routiiéss was not considered as an

unmet needwhich might benefit from- y 91 N¥ & | SfLJ ! aaSaayYSyid 2N
Social Care f&EmmaandNicoleas a child in needNicolewasroutinely seen by the community

midwife at home andat two-weeks old Emmawas said to be feeding well and gainiwgight.

Her care is handed ovéw the health visitorand no identifiedvulnerabilities were shared.

Soon after this visiNicoleinformedK SNJ |, { ¢ ¢ 2 NJ Snhstlylstaying @@ntset  NB W
KAa aAaidSNINa LINPLISNI& ¢KSNB Nicklé&bo shageNIbatshal | Ay &
g1 & T Ay athey édntrélliBgNkgatding his views aboEma) ® | 2  SGSNE (G KS N
not expand on this nor does it appear that this information wwhared with any professional or

explored further in terms of whether ther@ere any risks to her oEmmain no longer staying

with her mother. Nor indeed, as to whether her father heldy legitimate concerns regarding

the care and parenting being providdo Emma as tis informationcould have been shared

and explored.



4.10.

4.11.

4.12.

4.13.

4.14.

4.15.

4.16.

In early JulyNicole made a complaint to the Police regarding her father sending threatening
texts regardingChris Based onthe initial report it was determined that this was a dispute
regarding access to his grandchidhmaand advice was given tdicoleto block his calls. This
decision appears to have been made on the basis that her father did not know Whesk
was living at this time so thereag no imminent danger of harm to her.

Consideration of any potential risks tBmmaas a vulnerable babwas not evident The

opportunity to consider the situation in more detail and to identify any other relevant factors to

this episodewas missedHad her father been spoken to regardiNgcoleQd  O2 YLI | Ay i K¢
have been able to offesomeinsight intohis concerns foEmmaandthe quality and stability of

care provided toEmma It would also have been an opportunity to advise him regarding his
interactions withNicoleand to set expectations around this. No information was shared with

other practitioners regarding this episode as it was idehtified as a child protection concern.

Nicole and Chriscontinued to move from place to place wittEmma In early August 2013
concerns were noted bthe Youth Support work that Emmadid not have any cleanclothing
nor the babyequipmentnecessaryo meet her needsHowever, thisnstabilitydid not seem to
be consideredn terms ofrisk or need foEmma There was also noonsideration apparenthat
Nicole who was not yet an adult hersethay have beemxperiencing coercive contrak Chris
had locled her in a room while pregnargnd there wered I A R téhglonsarShe Welationship

Nicole took Emmato stay with Chri€2 &amily and on her return, was reportedto appear
dishevelledwhichwasvery unlike her. It wasecordedthat Nicoleg | @eetthgEmmas basic

needs and she is doing well howevEmmaand her mother need more appropriate living
conditions to provide stability so &icoleis able to ensure she is able to continue to meet all of
Emmd& & 3I NP g AHoAevey, § B RifficQlt to see how evdEmmad 4 o | & doQld S SR &
properlymet with NicoleQ & (i NJ vy & /gl Eriimaihbd WaS sotiy@tfthee months old and
entirely reliant on her parents to provide for her camed keep her safe

| KAt RNBy Qa { 2 OA I d&professiohBiOmgefing&nvangddby theSHRaltli \Aisitor
Emmawas noted tohavelost weight. Nicoleattendedthe meetingbut minimised he concerns
and stated she wouldcall the Police fi she againfelt threatened byChris The planwas for
continuedsupportfor Nicoleby Youth Support and the Health Wisifor Emma This outcome
appearedreliant on selfreporting byNicole regardingany risks in theelationship withChris
and on her assurancéllat Emmawould not be exposed to cannahis

Therefore,it would be reasonable tassumethat Emmawould likely be exposed to cannabis
and instabilityif Nicole continued to stay withChrist & KA & Thig fldo8shIeEed on
Nicole secuing a&commodationimminently and that once in her own accommodatigoiicole
would be ableto prioritise Emma&a Yy S S Redi owR &h8 Nebist bing with Chris This
demonstrateda lack of insight into the dynamics of abusorecoerciverelationshipsidentified
in otherlocalreviews

Nicoleand Emmamoved into bed and breakfast accommodatidnut then moved intoflat at a

supported housing uhin a neighbouring town. The unit housg®ung mothers aged 1625

with their babies However, within three day#icole had left the unit and returned to her

hometownto be with Chrisand her social support networléhe was returned to the unit with

Emmaby herYouth Support WorkerThis began a pattern dflicolenot attending sessions and

she was absent frormhe flat forincreasingperiods of timethroughout September and October

Emmag I & y 20 OoNRdZAKG F2NJ AYYdzyAalGAzya FyR (KSNJ



about NicoleQ ability to effectivelyparentEmmaHoweveE y 2 NBFSNNI f 41 & YIR
Social Care.

4.17. AsNicolewasnow spending nost of her timeaway from the unit aChriQ & Y 2 ibKeSSNE &
was at risk of losing hawn flat. Thsinformationwas sharedby Youth Supporwith/ KA f RNBXy Qa
Social Care together with known concernsregardingEmmabeing exposed tocannabissmoke
and possibleaggressive behaviodrom Chris Housing support workerat the unitput a plan in
placeto ensure thatNicoleunderstood what was expected of har prioritisingEmm#®a Yy SSR A
over he ownor Chri€2. &

4.18. It was agreedthat if she were missingfrom the flat that she would be contacted anter
whereaboutsascertainedeach dayWorkerstold Nicolethat, if they hadany suspicion that she
was atChri©2a K idiz&v&uld be madehere, or a police welfare checkould berequested
to ensureEmmawas notpresentthere. However,despite Nicoleregularly béng absent from
the flata Policewelfare checkvas notrequestednorNE F SNNBR (G2 [/ KAf RNBy Qa |

4.19. In early NovembeNicolereturned to the unitwith Chrisas a visitorFor the rest ofthe month
she and Emmawere absentfrom the flat. To the consternation of those working with her,
despite very strong recommendatiemo remain living at the uniin orderto access the support
available to herNicoledecided to give up her tenan@nd stay elsewherdn late November
| KA RNByQa {20AFf /FNB +fa2 NBOSAOSR ly2yeYz2dz
males were regularly visitinghriQ & Y 2 firdp&tiNa all hours and of loud and asstcial
behaviour on a regular basi€oncerns wergaised regardingemmabeing present thereA
strategy meetingvasheld, although herYouth Support workewasnot invited despite holding
key information whichwas an oversightHowever, it was agreed that the threshold for section
47 enquiries was mednd an initial assessmenvasO2 YYSY OSR o6& / KA f RNBy Qa

4.20. The social workerwho visited Nicole felt that she was meetingEmmas basic care needs
although the constant movinground,andresultinginstability, was having an impact damma
The assessmentorrectly identified how this might impact on the quality of care, support
provided and monitoring oEmmaby health professionals Concern was also notets Emma
was losing weight. The social worker observed tRatole believes she can ctnol Emmanot
being aroundChrisor his associatesvhen drugswere used,or aggressive and argocial
behaviourwas displayedThe social worker summaride. it is clear thatshe andEmmaare
vulnerable and that if as she plans, they all live together in a private rented property this does
not appear manageable or sdd@espite this recognition of vulnerabilitit, did not recognise
that Emma and Nicole were already spending considerabldime with Chris in unsafe
circumstances

4.21. In early December Nicole called the social workersaying she was staying witlChrisat his
sisteiQ Bouse It is not known wly there wasno curiosity and assessmenbf whether this was
safe environmentfor Emma The information was shared with housing and the health visitor.
Chria Y zhérknfdwil to a two bedroomed propertgnd $e confirmedChriswould be
staying there temporarily until he andicolecould find their own place to rentWhile this could
be viewed as seeking to comply with thé& 2 OA | f expechiljossidIVé separatelythere
was nofurther engagementby Chrisand his motherwith the social work assessment as pre
arranged visitsvere cancellecdndthere was no response tanannounced visits.

4.22. The social workewas therefore unabléo asses€hri€Q garenting capacitpr obtain his view of
the concernsior check whetheEmmawaspresentwith himl- i KA & oNm@tiHEGXER a
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4.23.

4.24.

4.25.

4.26.

4.27.

4.28.

4.29.

the socialworker forChri©2a  awikho Wwas glsé subject to a plaonfirmedthat, when visiting
the residence Chriscame out of his bedroom it smelt very strongly of cannalnid that Nicole
and Emmawere also in that room.

An Initial Child Protection Conference was held in early January 201&£mnthwas made
subject to a plan for neglect and emotional haffimroughoutthe next few monthghere were
significant concerns for the welfa@nd safetyof Emmawhile in the care ofNicoleand Chris
Further detail regarding the period that follows is included in the practice appraisal of child
protection planning in Section 5 belown summary there are continued concernagarding
missedhealthand other appointments parentalcannabis misusandalleged drug dealing from
Chri€) tamily home There isalleged physical violence I&§hris which Nicolelater confirmsto
Policewhen they are called agChrisis seekng to take Emmafrom her. There is als@n
allegation byNicoleof sxual violence bZhriswhich she subsequently withdws

Chriad T YAT & K 2w stagirkg 3nddd of dhi Srivith Emmawas known to be
chaotic with frequent visitors throughout the day and night and neighbours reportingsantal
behaviour There were additional concerns regardiNgole taking Emmawith her when she
was associating with street drinkeamd that Emmahad no routines andvas often out with
Nicolewhen she should be asleep in bed.

Nicolewas encouragedo move withEmmato live with her paternal aunt and uncie October
However, oncerns in relation toNicoleQa  LJ- NBEyhindintr@ased &fter this move as
further concerns were reportedegardingNicoleignoring and not meetingEmmaneeds.At the
Review conference imarly Decembera legal planning meetingl INSSR T2 NJ (42
and it is decided thaEmmawill remainsubject to a plan and remaiiving with Nicoleat her

| dzy lio@e& Chrisisto arrange contact witEmmavia the Social Worker.

The Legal Planning Meeting was held, and advice given that threshold was met to enter pre

LINE OSSRAYy3Jda olaSR 2y (KS Y2G0KSNRa adzomaidl yosS
0 K¢

local authority formally placedmmawith NicoleQ& | dzy' & | y R ddyDéderSberl (i
2014.

At the end of DecembeNicolesigns a section 20 agreement Bmmato remain in the care of
her greataunt and greatuncle until she sorts herself out. This arrangement veggilatedas a
Regulation 24, Connected Perspfscement, wich meant thatEmmabecame looked afteby
the local authority The greatiunt and greatuncle were given temporary approval as local

authority foster carers pending an assessment and a care planning decision being made for

Emma

However, despiteNicolenot having stable housing and in effect being homeless she is said to

Wisappear withChri®2 ' Yy R A G A a NIgadbdedERmad KA yi hearKiSdekyr & W

greataunt. It does not appear this dialogue is questioned by professionals giveiNitde is
known to be depressed, experiencing domestic abuse and pregnantagiin

A second preproceeding meeting is heldnd neither parent attends. As the parents are not
exercisingheir parental responsibility nor engaging in the legal process, legal advice is given to
issue care proceedingdn March 2015 the Local Authority made an application in Care
Proceedingand an Interim Care Order was maitewo weeks laterlt is not clear wi it took

three monthsfrom agreeing the threshold was m#éb issue proceedingsThere continues a
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period of assessment and support feBmmawith legal proceedingsvith the plan being for
Emm&Qa AnmBahdjreatuncle to seek Special Guardianship.

4.30. Subsequently, @ 258" August 2015, supported by the Local Authority, the court made a Special
Guardianship Order tahem. Nicole and Chrisdid not fully engage with the assessment in
proceedingshut as the placement was with famignd contact was said tde not contesteda
contact order was not thought tmecessaryThe agreed plan for contastith Emmawas for
fortnightly contactwith NicoleandLogan to be facilitated byher Special Guardians

4.31. This period identifiessome areas ofearning for practiceimprovementthat appear to be
features of practicen generalat this time. There was a significant delay securingthe multi-
agency safeguarding responsg@ring this periodand despitepractitioners having significant
concerns thee wasno formal referral to/ KA f RNB y Q duntif 1&e02013.fTherefbréy S
although information wasit K NS R ¢ A (G K { KSY meéeting was helde&I€rSra a A 2 y |
Augustthere was no prebirth referraland nojoint pre-birth assessmenvnce it was knowthat
Nicolewas pregnant.

4.32. Therewasa PreBirth Pracedure andThresholds of intervention document place at the time
however, these were not well known amnderstood,and the previous unborn policwas said
not to make the roles and responsibilities dffferent agenciesregardingassessment and
planningclear. Theapproach to prebirth assessment and planning is explored in more detail in
the practice appraisal in the following sectifor child protection planning fotoganandLiam

4.33. However,whenrealised the plan forEmmato stay at hemgreatl dzy rigidlyisought toensure
that her basicdaily livingneeds would banet and to protect her frominstabilityand trauma It
could have been strengthened by furthesnsideation of how the separation from her parents
mightimpact on heridentity andattachmentdevelopment While it made reference teontact
it was not clearhow Emmawould be supported to maintaicontact with Nicole given her
transient lifestyle The decision read states, Wlum will need to focus on meeting her own
mental health needs and those of the child before consideration could be given to mum
resuming care of the batdowever, it was silent on thplan to assess whether reunification
with Nicolewas a possibilityfj and when she was able to sustain demoraiie improvement
in her poor mental health and living circumstancesch that she could safeand effectively
care for a child The plans forpermanencyand ongoing contactould therefge have been
strengthened.

5.  Effectiveness of Child Protection planning fBmma Loganand Liam

January 2014, November2014: Child Protection Planing forEmma

5.1. In January 20140w agednineteen monthsand subject to a Child Protection PJ&mmaand
Nicole were transferred back to services their hometown. The Health Visitor undertook a
Bchedule of Growing SKISGSHlevelopmental assessmenf Emmaand identified she was
developing as expected. The Youth Support worksumed her work withNicolefocussing on
housing and EET suppoiicoleand Emmaareto live with her motheruntil she can access 18+
independent livingBetween January and March there are a several missed appointments such
as for Emma2 BEnmunisations andseveralno access visitddowever,Nicole engage with EET
supportand at the end of the month it isealisedshe has been leavifdgmmawith a friendat
the weekendso she can stay wit@hris The Core Group meets and sedésNicoleto provide
stability of care foEmma
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5.2.

5.3.

5.4.

5.5.

5.6.

5.7.

In March, Nicole disengageswith servicesand moves around family and friends, and then
moves into Bd andBreakfast accommodation witkEmma Emmawas again not brought for
her immunisations. Concern is sharfedlowing core groughat Chrishas an autistic spectrum
disorderand that he camot pick up onEmma&) Yy &rfl Redmay need help with parentinas
Wuring the core grougmmawent to him several times and he ignored Qék this point here
had been no assessment of his parentidge to his lack of engagemenThe Review Q@ild
Protection Conference decides thaEmmashould remain subject to a plaas there are still
concerns aroundNicoleQ angagement and stabilityNicolereports herrelationship withChris
has ended although shresumes it shortly after.

Nicole attends an emotional wellbeing course arranged via the Family Support Worker. The

social worker encouragebNlicoledi 2 | GG Sy R (GKS / KAf RNBYisiit / Sy  NJ
difficult attending groups with people sh#pes ot know. The new Health Visitor is unable to
accesEmmaat visits and\Nicolehas still not broughEmmafor her immunisations. At the Core

Group it is shared thaEmmais still not registered at a GP surgery and they are in temporary
accommodation, as wkehs staying with maternal grandmother on the sofa at timehrisis

known to be visitindNicoleat her temporary accommodation and admits to leavisrgmawith

him.

Althoughboth parents are not cooperating with the plan there is no consideration afgall
planning meetingNicole moves into a twebedroom property in the town centre and she is
supported to access financial and tenancy suppbiitole selfrefers to a psychoeducational
emotional wellbeing coursbut only attends the first session. As she did not give details or her
GP or address on the registration form this information could not be shared with core group
members. There were several no access visits and when the Health Visitor did gainCiotess
was presenthere with his Staffordshire Bull Terrier and the house smelt strongly of cannabis.

The Youth Support worker conducts a home visit finds Nicole has leftEmmawith Chris
while she is outshopping,and Chrisis staying at the property a lot despite it bgiin
contravention of the child Protection Plan. Concewere raised at Core Group th&mma2 a
Immunisations are still outstanding ari€immais not registered at a GP surgery. Subsequently
EmmaandNicoleare registered at same GP practice.

Nicole reports to the Police thaChrishas locked her out of the house after she went out

against his wishes ardhrishas takerEmmawith him. Officers attend and recognised this as a
domestic abuse incidentChrisreturns with Emmabefore Officers arriveNimle states there

had been no violence in the relationship and tha@hris did not take drugs, but he was
controlling, and his temper frightened her. As there were no signs of a disturbance or injury to
anyone, Officers aske@hristo leave and a DASH formaw completed. However, there were

clearly identified riskséo Emmagiven thatChriswas already on bail and there were drugs and

mental health warnings attached to his Police information. Given this cumulative risk this
should have resulted inajointsttaS3& RA a4 Odzaa A2y ¢ xakiigplack A f RNBYy Q&

At the Review Child Protection Case Conference in June, despite the growing evidence of the
risks thatEmmais continuing to be exposetb, a lack of tangible progress and cooperation
there is no onsideration of a legal planning meeting. Throughout the following months the
concerns continue around drug use Gftrisand other people and regarding the general neglect

of Emma Nicolediscloses to the housing worker that an unnamed previous partnesdder
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and then retracts the disclosure, so it is not reported. She is referred to a coundditbote
then disengages with Youth Support and there is no contact. HowedNieple then also
disclosesnon-consensual sex witlChristo Health Visitoy this isappropriately sharedand
referred.

5.8. Nicole formalises the allegation of rape again€hrisand it is investigatedFollowing her
interview, it could not be establishedhether there was consenbr shewas coercedand the
evidenceavailabledid not meet the standard required tcsupporta prosecutionHowever, he
investigatingOfficer wasvery concerned abouEmma then aged 15 months, as it was evident
fromNicoleQa 26y | O02dzy i R dzEGAmARhd fo SoNtineh ayidihSwaBtekérs (0 K I {
out with herin the early hoursvhen she should be sleepinthe crime scene investigatoras
concerned abouthe messy state of the housélthough theofficer in chargeof investigatng
the rapewasnot a child protectiordetective,she recognisg Emma2 vulnerabilityand need for
multi-agency support Her concernswere sharedwith Emma3 social workerand this §
recogniseds effectivepractice.

5.9. The following day an unannouncgdint visit took place with thesocial worker to check on
Emmas welfare. On arrival there was another girl sleeping on the sofaNicolewas asleep.
Emmahad just woken up and the house was vemgssy,and it was ‘Bvident they had been up
all night watching films, eating and drinki®j@he Police records suggestet Social Worker
planned to call a strategy meeting with a vighat Emmamay be removed from the home if
her circumstancedo not improve. Howevera strategymeeting doeqot take place until three
months later with furtherdrift and delayand a lack oflecisive actiotakento safeguardemma

5.10. The secondSGE development assessmemvas undertakenwith no developmental concerns
beingidentified by the Health VisitoiNicole was referred to the Recovery Tearfor mental
health support but the Health Visitowasadvisedthat Nicoleshould instead be referred to the
Primary Mental Health ServiclMHS)by her GP.Accordingly, he GP made the referral
regardingNicoleQ §roblems with anger, irritability, anxiety and depres$dand advisedshe
had been startd on an antidepressanDespite the GP recording thBmmawas subject to a
Child Protection plan this information was not shared with the Social Worlethée was no
response fromNicoleto telephone calls or letters from theMHSshe was discharged.

5.11. Concerns of neglect and poor home conditions continue, Eithm&) a8 K| A Nbyzahe & SN SR
Health Visitorto be %hatted with dirtQ Also, that she wa%earing a dirty nappy. the house
smelt of cat excremefNicolesharal she goes out all day and then cemmhome late at night
and they both just fall asleefsheinforms the Health Visitor she has low mood and discloses a
history of selfharm and suicidal thoughts. This is discussed at core group and it is agreed that
the concerns will be addressed at the@®e S ¢ O2y FSNBYyOS Ay TFAGS S
monitoring to take place by the social worker and health visitor. There &pparentdissent or
escalation of this decision.

5.12. Nicolecontaced the Policestatingher fatherwastrying toremoveEmmaas he was concerned
about wheresheis taking herlt is identified that this was & playground with a reputation for
drug use and street drinking\dvice is given tdNicolet Y R I NBFSNNJI f YIRS {2
Care While the incident recognised th&mmawas subject to child protection, &#gaindoes not
appear there was consideration ofwhether Emmad &  LINJSuriyytkieSincident was
significantly harmfuland this is not explored with hirby any agencyor at core group The
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same month thereare reports thatNicolehas ended her relationship witGhrisand that she is
having sexual contact with other men whitemmais in her care. The Youth Support worker
visits the home and is concerned about the state of the property and reportsChesmay be
WRSIf AYy3IQ ¥ NRrefordigadaindeddezhtitta strategy meeting is requirbdt it
did not take placdor afurther three weeks later which was an unacceptable delay

5.13. Nicolecontacted the Police teaomplainabout her fathershoutingand when contacted by the
Police regarding this he raised concerns tBEmmais being neglecteddespite him looking
after Emmato giveNicolean opportunity to tidy the homgNicolehad failed to use the time to
get the house into a suitable éable condition. He advises that a result, he was not ppared
to allow Emmato return to the house. The 2 f A OS aKI NBR (KA & sSofidl 2 NY I {7
Care however,there is nocorrespondingecord ofthis ora responsdo these concernsThere
is no considaation that Emma&ad 3INF YRFFGKSNI Yl & o6S | LINRGSOG
information.

5.14. There arecontinued reports throughout September and Octolieat:
1 Nicolehas been seen with street drinkersthe presence oEmmaon three occasions
9 unknown males areegularlyin the home
1 Emmais observed abeingunkempt and dirty
9 cannabis ibeingused in the home anis visibleon visits
9 home conditions are poor.
The aboveconcerns ag discussed at core gro@hthough theactions within theplanremain
unchanged Ths outcome therefore does not recognise the continued vulnerabilitgroma
the ongoing neglechor does itconsider the cumulative risk that she is being exposed his
practiceepisodereflectsthe system félures known to be present at the time

5.15. Nicoleis seen by her G&sshe isnow pregnant withLogan Throughout OctobeNicoleis often
missing from her property witEmma sometimes for days at a timalicolethen moves to live
with her paternal Aunt at the request of the professionals involviditole tells her Youth
Worker that she still wants a relationship withris although she agrees to a referral to GDASS
for support regarding her experience of dormiesabuse.Nicole also reports she is having
ongoing problems witlChrisas he is constantly phoning and sending threatening text messages
regarding harming the father of her unborn batWhile a DASH is completeand a welfare
check made orNicole by the Police,it does not appearChrisis spoken to There isalsono
recognition or recorded response from the multragency partnership that, according to
research, domestic abuse victims are at increased risk when pregaamell as on ending a
relationship

5.16. NicoleAa i Nxal 2F S@OAOGA2Y FtYyR RSOARSa G2 @I O
house after staying for two weeks with her Auiicole books with the midwife and advises
that she previouly usedcannabis andhere wasdomestic abuse imer previous relationship.
She advises that she is with a new partahoughthey are not the father. fieir details are not
recorded nor is there professional curiosity evident regarding thigbavhether theyare cating
for Emmaor likely to involved with the unbornPositively Nicoleis referred to the Teenage
Pregnancy Midwife and a Consultant Obstetriceard information is shared with her GP and
Health Visitor foEmma

? Gloucestershire Domestic Abuse Support Services
® @afeLives'
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5.17.

5.18.

5.19.

5.20.

5.21.

5.22.

Several concerns are expressed regarding hoeolewill meetEmm#®)a ySSRa i KSNJ
house,and she agresshe will return to her! dzy i Q & Nidol2rdpar@dbshe was not keen to
returntoher! dzy G Q& = I wiasakv8yNJistingiakidSsNd did not feel enabled to parent
Emmawhile there.A referralis received fromEnvironmental Health regarding the conditions

the property whereNicole and Emmaare staying inluding being exposed taannabis use,
cultivationand dealingas well asO2 Yy OS Ny a | 0 2 dzii RtBeYSperiy’s MtergdA 2 f Sy O
with holes in doors anavallsQ/ KA f RNXB y Q aliaisg vith AtHe thealth [vislBr andire

recorded as stating they will explore an Emergency Protection Order to Kémpe at her
ldzyiQa IyR gAff O NNEPA statajy meting BihéldSn/ldateAN6v@mderda 4 Sa a Y
Nicole disengagd with Youth Support and other services at the end of the month until-mid
December.

In early December 2014, a Review Child Protection Conference was hel@nitlaremaining

subject to a Child Protection Plan. It was agreed MiableandEmmag 2 dzf R a il & |4 KS
house andChriswas to arrange contact through a social worker. There was little progress with

the plan or cooperation with it byNicole and Chrisand consideration of a legal planning

meeting was recorded. It also appears tiNitolewas warned thaEmmawould be removed

from her care if she did not comply with the platicolewas 12 weeks pregnant wittbgan

Police attended aNicoleQa ! dzy (i Q ZhrishBRdvisEed therelwanting to seEmmathat

morning he had left when asked by Policbut then returned that evening. The attending
hFFAOSNR O2YLX SGSR I 5! {1 F2NJ) spesévedaNdveRB R (1 K A
RA&3IdzA & SR O NivdaivantingThiite seéEmimd&Nicolestated to officers that she
wantedChrish y K S NJ f Al of hishabi@>® HKSS NS A Shenffeantbiy $ig F At 6 K
The officer showed insight and expressed a concern iatle may feel sorry foIChriswho

O 2 dzfis® hisomelessness as a form of emotional @us&K 2 6 SGSNE (G KS& RAR
there was a pattern of harassment fro@hrisand it was not recorded as a crime.

Two days later Police received information tiNitolehad takenEmmato stay withChrisat his
Y2U0KSNDRDa | RRNBaad 2 KSy dvégeimngshmel i 8R OKFyY LBIR &J
described.NicoleQa | G G A (1 dzRS Cavdlie HIKSK HKSoONAW] A 6SNBE 2.
she was informed she ctiirisk arrest for child neglects Nicoleagreed toreturn with Emma

to the greatl dzy (i Q &the Rd@icédid not considerthat use of their section 46 powefsof
protectionwas necessaryl he officercontactedthe Emergency Duty TeafEDTgnd, although

there was evidence d likely risk of significant harm #mmathe agreedoutcome was to send

the informationthroughli 2 / KAt RNBy Qa {20ALf [/ I NB

NicoleandEmmag SNBE NB G dzZN)y SR (G2 KSNJ ! dzy (NZélebKGffsisS | y R
that this was her last warning and if she was found in the presené&haor his mother with

Emmal 3 Ay { Knbra thah 2edtdin® re8ult in Social Services remokmgnafrom her

O Nughile this outcome ensured th&mmawas removed from the immediate risk, given the
previous history there was a distinct possibility tihatolewould takeEmmaback thereagain

Whilst recognising the circumstances potentiallypeingONA YA Y £ yS3f SOG | yR
social caremight removeEmmaif it happened againthe Officersappearednot to recognisethe
ongoing chronic neglectjkelihood of significant harm and that &trategy discussion was

* Section 46, Children Act 1989
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5.23.

5.24.

5.25.

5.26.

5.27.

5.28.

required to consider whether the threshold for section 47 enquiries or an EPOmeas
Therefore, the9 5 ¢iiza@rrect responsevas not challenged or escalateHowever, pactice
appraisal in the analysis meetitngghlighted that as Police are not part of Core Groups and
Review conferences, they arenot aware of continuing concerns nare they party to
contingency plannindor children subject to plansThis is the subject of a recommendation
within the Police IMR Report.

December 2014 March 2015 Formalplacement forEmmaand legal poceedings issued

The Core Group is held a few days later and it is recorded that an Emergency Protection Order is
not required asNicolewantsEmmai 2 NB Y I Ay  luniil sté Sdvtd Herdajf GODRS20 W
written agreement is signed b\icolethat she will leaveEmmawith her greataunt when she

goes out. Contact fo€hristo seeEmmais to be arranged with the Social Worker.

The firstLegal Planning meeting takes place and advice given that threshold is met and to enter

into preLINR O S SoR ihg Bhdis oWther 2 G KSND & &adzoaidl yoS | o6dzasS |y
0 SKI @k i3 daNERown howChriswas considered as part of this process as a person with

eqgual parental responsibility.

A Review conferencés held,Emmaremains subject tgplan as she is now lookeafter and
within Family Court proceedingst the Looked After Child Review it is agreed tBaimato
remain with her greaiunt and contact is arranged to take place for two hours per week for
eachparent As part of preproceedings parenting assessmentwill be undertaken on both
Nicoleand Chris

Decenber 2014to June 2015Pre-birth planning forLogan

Nicolewas seen by maternity services and referred to a teenage pregnancy midwife who was
advised thatNicoleg 2 dzft R Y SSR I a Y dzO Es lepalzhdicRedidgs Wede duelfod & A o f
start with respect tEmma&) @ | S NJ @ NiBddewils be &inalilekd nieet the plan f&mma

due to her low mood and depression and thdicole has since ceased her medication dioe

worries about the effect on the baby. It was agreditolewould attend the GP to discuss a
LINSAONRLIGAZ2Y F2N) FYyGARSLINBaalyda yR G2 | 3aINBS
guidance service for emotional wellbeing.

During January 201Blicole who is now four months pregnant with.oganis found to be living

with Christ i KA & antifei ieBthleiltts said tohave deteriorated. She tells her Youth
Worker she is struggling emotionally with her situati@uring thisperiod, a significant number

of appointments were not attended biicole includingantenatal care, the preroceedings
meeting and first Looked After Review f&mma When she is visited by the Community
Midwife at Chri@a Y230 KSNJ | RRNXB & averya ja§ lodk an mpiiaddR G 2
uncommunicativ@ ®

Both Nicole and Chrisare reported to be thrown out by his motherand sofa surfingvhile
stayingwith a friend. Goncernsare sharedhat Nicolemaybe involved in drug dealinghere is
liaison between the TeenagBregnancyMidwife and the social worker who is extremely
concerned adNicole has not been seen by professionals or family for several weeks. It was
agreed that ifNicoledoes not attend her anomaly scan the following day she will be reported as
a missingperson and referred to adult social care.
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5.29. Nicoledoes not attendhe scan and her mother is contacte#ho advises she is in contact with
Nicole every few days, however she will not tell her where she is staydagpite NicoleQ a
whereabous and wellbeing being unkown there is no consideration of a strategy meeting for
Loganas an unborn childas would be required by the GB procedures in place at the time.
Instead a plan is made to rearrange the anomaly scan for the following week and td repor
Nicole missing then if she does not attenblicole attends the scan and advises she is again
staying with her motherThis seems to allay the concerns ficoleand the unborn baby

5.30. Nicolerequests assistance throudter motherto leaveChrisandis collected from town byer
Youth Support worker whdinks herwith GDASS and retiin KSNJ (2 Y2 8 SNDA
discloses thatChrishad physically assaulted hdrowever this does not appear to resultany
liaison with police and the social workéar consideration of a strategy meetinfjlicolethen
leavesKk S NJ Y 2 (i K Sdhinand d€u@ndzd Previous ddress vhich isstill unknown. At the
core group meetingor Emmaconcernsare discussedegarding domesti@abuseand lack of
engagement. Social care share that a-pmeh meeting is to be held and that mother and
baby bster placement is to be proposedhis would have been an opportunity to discuts
bring Logan,as an unborn into the existing proceedirsgy There § no consideration of
commencinga formal pre-birth assessmentas would be expected for a sibling of a child in-pre
proceedings.

5.31. Nicoletells the midwife she is feeling low in mood but does not want to take medication, she is
I ROAEASR (2 NBT S NIhisugndt SiarchNidbladoed hob aitéhéher antehaialQ ®
appointments. The social worker completes a core assessment witimaqr Nicoleto enter a
mother and baby fostering placement under a section 20 agreement when the baby is born.
However, tlis decisionshould not have beenmade without a strategy discussioand legal
planning Gven the final Review Child Protection Conferenisalready planned foEmmafor
de-planning an unborn Initial Child Protection Conference should have been joined, to it
consider whether theinbornshould also be subject to a plan.

5.32. In May, amonth before Logaf &xpected date of deliverya legal planning meeting is
requested As Nicoleis said to beco-operating with a plan for a mother and baby placemitrig
suggestedhat commencing tgpre-proceedings is the most appropriate route for the expected
baby with a plan to issueproceedingsfollowing their birth. However, it would be expected
practice to bring-oganinto the existing proceedings f&mma

5.33. Nicoleattends her maternity appointments and sigmg to another emotional wellbeing course
GA Ll G KS CenkegisheRfieBdg faur sessions the last being the end of May. The maternity
unit receives a call from a concerned family friend who states they have witndésede
smoking cannabis and drinking heayiNicole denies this and says her depressisnunder
control without antidepressants. There is a legal planning meeting tvetd weeks before
Loga2 & R dzé&hd I€yhladdce given that the threshold is met and that gmeceedings is
appropriate with a plan od mother and baby placemenThis wouldhave been an opportunity
to seek hair strand testing tcheck whetheNicolereally is abstinent of all substances.

June 2015¢ March 2016 ¢ birth of Loganto end offirst Child Protection Plan

5.34. Nicole attends all antenatal appointments prior to the birtlhoganis born andNicole is
admitted to the postnatal wardHowever, the following day shie transferred to hospital via
ambulance and admitted tthe High Dependency Unit with postnatal sepsis. Tdil®wing day
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5.35.

5.36.

5.37.

5.38.

5.39.

there are concerns noted that overnighliicoleis not engaging well and demaing that Logan
be taken away as he would not settle, aNitolewas not responding tdis needs.Given tte

traumatic experience foNicolearound his birth,it is not clear ifconsiderationis given as to
whether this was due to her being unwell or was seen asan indication thatNicole is

experiencing aearlyattachment difficultythat needed support

There are no other concerns notedhile in hospital and aischarge planning meeting takes
place. Eght days after his birthNicoleand Loganare discharged from hospital to the mother
and baby foster placement under a voluntary section 20 agreement. The following day the first
pre-proceedings meeting is held rfd_oganwith agreement to continue in the residential
placement and a hair strand drug test to be commissioned by Legal servieatecisionnot to

join Loganto the care proceedings foEmmais unusual Care proceedings wouldormally be
issued in respect to baby at birth where there are already care proceedings in respect of their
sibling. AlthougtNicoleis said to be cooperating it is nasuallyadvisable to subject a family to

a dual process of care and ppeoceedings simultaneolis This meant their needs were not
considered together, nor wabhlicole assessed within the proceedings as a potential carer for
both children.

Nicole is visited inthe foster placementby the midwives until day 21 which is significantly
longer than usuband aboveexpected practicdbefore dischargdo the health visiting service.
ThroughoutJuly Nicolewas reported to be coping well with caring flonganby the Community
Midwife and that they are well supported in the environment. An Initial Child Rtae Plan is
held forLoganand he is made subject topan under the category of Neglect. The first Looked
After Statutory Review is held ftwvoganand the plan is foNicoleand Loganto remain in the
placement while a parenting assessment is undertaken inpppeeedings. The health visitor
makes a six week visit at the foster ca&@enome who reportdogancries a lot at night and that
sheneedsto wakeNicolein the night to feed_agan At the Core Group no concerns are noted
regarding this

A further preproceedings meeting is held in relation toganand the consensuss that Nicole

is doing well in the placement and therefore greoceedings are likely to end. However, the
Health Visitor note®n a visit thatNicoleis still tired at night and the foster carerisaking and
feedingLoganat night. This could be an indication of lomood and there should have been
consideration ofscreening for postnatal depressiauch aswhooky Questiors for Depression
Screening1997)

However, at the next prproceedings meeting there is agreementt to pursuethe hair strand
testing as no further issues have been reported in the previous twelve wébisis a missed
opportunity to provide absolute clarity regardingNicoleQ dubstance useand to check how
honest she was being wittvorkers. The parenting assessmeit# due shortly, and the social
workers are very positive as MdicoleQ & LINE 3 NB daganHgweveQilis NEBprishd that

the hair strand testing was not pursued given the extent of the historical substance abuse and
the fact thatEmmais not inthe care of the Mother and care proceedings had only just finalised

The Review Child Protection Conference takes placeLagdnremains subject to a plan. The
second Looked After Statutory Review takes place with the Care Pl&ficle and Loganto
leave the mother and baby placement and into their own accommodation. At a final pre
proceedings meeting there is agreement that the qpreceedings should end, owing to the
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positive progress made and a positive parenting assessniegttice appraisaidentified that

the legal team is reliant on the views expressed by the social work teams and their assessments
of risk unlesshe assessment is viewdxy thelawyer.In addition, theassessment was based on

the careprovided toLoganwhile in the fostemplacement and there habdeen no opportunity to
assess how weNlicolewill cope once cang for Loganby herselfon leaving the placement and
solely responsible for his care.

5.40. The Core Group continues to meet monthly and no concerns are reggeddinglogarQ & .0 NB
Nicole and Loganmove out of mother and baby foster placemeint November,two months
later than plannegdwhich is noted to béecause of need to wait for suitable housing to become
available for them to move tdHowever, a0 accommodatioravailable, heyneedto moveto
live temporarily withNicoleQ & Y 2 dgkrBelsd® to be a Looked AfterChild underSection 20
although he remains subject toGhild Protection Plan

5.41. In February2016,Nicoleattends her GP as she is pregnant and reports thathsiseeduced her
smoking andhow only drinkinga small amounbf alcohol Nicoleattends the GRn two further
occasions and is given advice about cessation of smokinglaakol.Although it is notedhat
Loganis on a plan there ismdiscussiomegading care ofLoganor the father and whether they
are in an ongoing relationshifNicole sadly suffers a miscarriagéhe following weekand is
prescribed antidepressants for low moodhis is not shared with the social worker or the core
groupas would be expectediven thatLoganis subject taa plan.

5.42. There are increasing concerns as tHealth visitor considerghe house not to be safe foa
small child.Nicoleis sleeping on sofand Loganagednine months is sleepingnia travel cd.
Belongingsare seen all over the flogrwhich is a risk asoganis mobile, alsohis mmunisatiors
are overdue.At the end of MarchNicoleattends Minor Injuries with.ogandue toa cuton his
head Loganwas reported to have fallen offthe sofa onto a concrete floor The doctor
examining himfelt the injury did not fit with the timeline andexganation provided so they
contacied the on-call paediatrician who advises to refeoganii 2 / KAt RNBy Qfor { 2 OA | f
a safeguardingnedicalassessmento take place

5.43. Loganattended a Paediatric SafeguardidgsessmentThe examiningPaediatricia® apinion
was the injury was consistent witlthe history givenbut that as a solitarynjury it would be
useful for someone to look at the floor at homeoganwas otherwise developmentally
appropriate and progressing and is thriving althoughumrelated medical condition requiring
treatment was noted.Despitethe check ofthe home not taking place ana strategymeeting
not being heldas required by th&sSCHruising and Injuries to Naviobile Childrenfollowing
a discussion withhe social workelLoganis allowed home.lt is not clear if this decision Ha
management sign off.

5.44. At the Review Child ProtectioBonference,a week later,the social worker recommersda
further period of child protection planningrhe Conference heard abotite head injury to
Loganin the week leading up to Conference and of tieed for a second medical opinigout
somewhat surprisinglyhe majority view was to step down to a Child in Need Piscussion
regardingthe head injurywasthat it had been assessed by the paediatrician as accidental and
consistent with the explanain given byNicole However,there had not been a strategy
discussion and is not clear if it was considereghether it had beercaused through a possible
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lack of supervision. There folleva period of support through a Child in Need plahich is
appraised in sectio.

January 208 ¢ September 208 ¢ secondperiod of Child Protection Planning fdrogan

545.hy bSg |, @lrefeldaiwas madldl 2 / KA R NKCRgbRthe Rolkdblolving an
incident at her homefter whichNicolewas arrestedNicolewas at home with her neywartner
and another couple whehis former partnerarrivedat Nicolés houseuninvited An altercation
was said tohavetaken place in the doorwayf her house with the variousparties providing
different accounts of who was there, what happened and howdtier womanwaswounded
Nicoledenied any participation in the offence and tladlegedvictim did not engage with the
investigationso nofurther Polce actioncould betaken.

5.46. Loganwas at home during the incidenhoweverwhen a check was made by thettending
Officers it came backthat he wasunknown despite previously being subject to a Child
Protection Plan. Wthin the custody recordwarning markers were added tdicoleQ gersonal
record for drug use andmental healthproblems. Nicole stated she had taken alcohol and
cannabis although caring foL.oganat the time, but denied being drug or alcohol dependant.
Her new partner at this time had warning markers for domestic abuse and drugs, and his own
children were subject to child protection pland/hilst Nicole may not have known all these
facts, concerns were still held that she was involved in this incident laad been drinking
alcohol and smoking cannabis while responsibleLfoga2 & @ lis M#ydwo months since
Nicoleis reported to be free of all fistancesand the Child in Need plamasended

5.47. There isunacceptabledelay in convening a strateggeeting which due to the concerns held
should have been held tin a maximum of two dayslhisproblematic practice was a known
issue at the time and has sinbeen addressed by a redesign of thlti-Agency Safeguarding
Hub (MASH)A decision is mad& convene an Initial Child Protection Case Conferarut a
plan drawn up to safeguardoganto undertake a riskassessmenand development review for
Loganas well amssessmenand plans folNicoleQ substance misuse

5.48. Loganis again not brought to a Speech and Language Therapy appointment and is discharged
from the service for noengagementAlthoughthe GSCBWasNot BroughQ  t #vés hadyet
in place this is problematicgiven thatLoganis subject to a child protectio planhe cannot
bring himself and he still has an unmet need. Tthisd missed appointmentshould have
AyaaSFER NBadzZ 6§SR Ay | NBTS NNgabdoeshdweveKdmplRNL y Q&
his overdue settling in visits and starts at nursery.

5.49. The Conferencevasheld three weeks late and as well aghe concerns regarding the incident
and substance misud@ere are ongoingconcerns regarding neglect bogaf éare, health and
developmentneeds and hebemmes subject to a Child ProtectioRlan under the category of
Neglect for the second timelheresultingplan is drawn directly from théssuesasset out at
the conferenceand includesxpectationghat Nicolewill seek support for her cannabis misyse
undertakework to explorethe impact of her behaviour andoga & S E LJ2 & toddto (2 G KA
be taken toall health appointmentswith referrals to help better understand his needs e.g.
speech and languagandLoganto live in a warm, nurturing and protective environment

5.50. Legal advicewas alsoto be sought if the plan was not progressedowever,as identified
through the practitionercontribution had the continuing and repeating picture of neglect
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been recogniseds a sign of chronic negleitstead of starting over, afjal planning meeting
held thencould have consided if the threshold for preproceedings was mednd secured the
necessary improvements

5.51. It isnot clearwhether the new partnehighlightedin the incidentwas still in the picture anadh
contact withNicoleand Loganwhich giventheir history wouldurgentlyneed to be assessett
is notknown whether here was consideration of this within th@nference Asthe plan does
not include requirements to notify the social worker of anyone spending timeha family
home so they could be Police checkddcould be assumed that this relationship known to
have ended andNicolewas focussindner effortson Logan Alternatively, it may be that itwas
not consideredwithin the conferencewhether NicoleQd NBf | A2y a KA LdgaOK2 A OS 3
into contact with unknowror unassessed peopknd thereforethis was notpart ofthe plan

5.52. By the time of theReview Conference iApril 2018 confirmation ha been receivedrom the
Policethat no further actionis being takeragainstNicoledue tothe victim failing to cooperate
with the investigatiorandNicolehad consistently maintained her innocendéee is saidio be
some progress with the plan akoganhas been taken for hiplanned operationand several
practical tasks relating to conditions in the home had bpeygressedHowever,Loganhad rot
been taken for threehealth appointments includinbis audiologyappointment.Nicolehad not
engagd with the home safety teamThe socialvork report for Loganrecommends ceasintipe
Plan, howevethe Conferencerightly decidesLoganshould remain subject to BRlan to ensure
changes are sustained

5.53. The core group continwkto meet monthlyand was well attendedy a range of professionals
Theplan has afocuson securingpractical supporto address issues with the home conditions.
Nicolewastaskedto resolveoutstanding repairs to the houstrough accessing support from
home safetyteam however, she is not homefor arranged appointmentsConcerns remain
regardingLogam 8ignificantdevelopmenal delayas hislanguage was delayednd he was
extremelyboisterous andphysicalwith visitors There are concerns about the management of
his behaviour asénis notedto jump off furniture, runat visitorsandto punch, kick and pull hair
to the extentthathei¥ RRSR (2 | f Aadl .PotsingsaffrefidédoiBngzdte LI G A Sy
repairson one occasiomue to Loganrunning off with tools anditting a workman intheir
genitals. Thisunsafe behaviour wasnot challengedor responded to byNicole The need to
arrange repairss noted atcore grouphowever,the lack of response to the behaviour bijcole
is not shared. Arrangements were put in place to asseksgarm &ocial, emotional and
communication needs

5.54. Thae continues to be concerns rais@dthin health agenciesegardingLoganpresentingwith
significant developmental delayegular injuries that could be an indication of a lack of
supervision poor home conditionsand outstandingappointments with Speech Therapy,
Occupational therapy, Audiology and Dental servietsvever,this does not appeatdiscussed
in the core groupand Nicoleis said to beengaging well with the Child Protection Plamnd the
social worker was reportinjicde Was doing well and demonstrating good enough parerding

5.55. The risk td_ogarwas judged to be low & (i K S mNXvidériceiok sighificant ha@n Lidghn
So thatin social worksupervisiontheir plan was tdgtep downQo a Child in Need Plan at the
Review Conferencim Octobea. This was despitthere beingcontinuedconcernssuchasLogan
not being brought to his initial assessmenfppointment at the complex autism servicén
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September. Nicolerang later in the day suggesting she needed a later appointment time and
sought to rearrange the appointmenitiowever, i wasnot able to be rearranget@nmediately
andtook placethree months later

September 208 ¢ January 2019: Child ProtectiorLoganand single assessment for unborn
Liam
5.56. In SeptembeNicoleadvises nursery she i@wlypregnant withLiaml y R G KS& Ay T2 NY /
Social Care in line with expected practitécoleattended apre maternity prebookingwith the
midwife where existing vulnerabilityof previous cannabis use and maternal mental health
needswereidentified, andNicoledenied any Domestic abuse. It is not clear whetN&mwlewas
seen alonewhen asked this question.Nicole did not disclose the name of thiather of the
unborn babyor whether she was in a continuing relationshipis not known whethemicole
was askedabout thisand while there isan expectation to make enquiry about domestic abuse
several times in different waythere is no similar expectation regardifathers.

557.¢ KAa NBTESOGa (KS hiNdsromeRdzs ElyaavdsShhiect i BHINR A y 3
Protection Plan in 2014 anshen newly pregnant witlhogan The findings from researcbuch
asBrandon et al (2D4) and in local Serious Case Reviewsh aD { / . &hgDiZ0/2.Q WWI Y S A C
highlight the possible risks fromnknown andunassessednen in the home Thispregnancy
suggestedthat there was potentially an unknown persdraving contact withLoganor even
undertaking cae of him. Even iLoganwere not a child with complex needsvho isalready
knownnot to cope well with any change to his routine or new people, it would appear vital that
this information wasexplored, shared andssessed.

5.58. Nicole saw her GP suffering from severe morning sickness, and she attended a routine
maternity booking appointment. She advised that although she previously used cannabis she
had stopped and abstained from alcohol on realising she was pregnant she is hpsmoking
five cigarettes per day. At her next maternity appointment, she is referred &moking
cessation clinic and theepinatal mental health forms completed due to previous depression
However, this is not shared with the Perinatal Mental Health Team, so aheot screened by
them. This aspect has resulted in a recommendation in the maternity servicel idRnidwife
madel NBFSNNI f (2 inka& WitR éxpBeyted dracticatQAweéks / | NB

5.59. At the Review Child Protection Case ConfereircéOctober itis decidedthat Loganshould
continue to be subject to a Child Protection Plas there wereconcernsregarding the
additional parenting pressure this would bring aNtoleQad | 6 Af AGe G2 YIylF3sS
Loganand the new baby At the conference there wasvidencethat Nicolewas not complying
with the planfully asLoganwasnot being broughto manyappointmentsnor hadthe home
safety check tadn place.lt may have been prudent faronsiderationto be given torequesting
a Police checkof anyonecurrently in significantcontactwith Loganor wishing to care for the
unborn baby

5.60. The single assessment for the unborn conclugded®ecembemwith a recommendation that a
PreBirth Child Protection Conference should be convetedoincide with the Review Case
Conference fot.oganwhich was said to be planned for February 2019. However, this was in fact
in April 2019 (in line with the expected interval for review conferences) and this appears to be a
simple oversightas it was a a@ group was instead planned for February 2019.
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5.61. When making their eferral the midwife said there were no concerns in relation to the
pregnancy The social workerinvolvedwith Loganand the unbornmade unannounced visits
and they did not witnesslicok to be under the influence of cannabis neeethe presence of
cannabis or apparatusd smokeit in the home Theyalso understood that the midwife had
completed an exhaled carbon monoxide detection test and the result was negatt/showed
Nicolehad not smoked in the previous 24 houksowever,there was stillongoingevidence of
neglect asLoganwas not being brought to appointmentsand had suffered repeated minor
injuries thatmayhavebe attributed to a lack of supervisi@ndfor reasonsther than cannabis
use.

5.62. The assessment appearénl focus2 y  @lés& an&nurturing relationstip | LILI NBy G 6 S
Loganand Nicole and her 6 S A gaHlert @nd resilietQin the light ofLoga?a OKI f £ Sy 3 A
behaviairs and her perceivedengagmentwith the plan While relationshipbased practice can
be highly effective in engaging pareiit€an also lead tprofessionabver optimismasseen in
other GSCB SNA 2dza / | & S Jane@WhedikolealzOldarlyldévoted thogan it
did not appear thatthere were adequate checks maderegarding how thatdevotion was
translated intomeetinghis complexand multipleneedson a daily and sustained basis

5.63. Therefore,with the additional pressureplaced onNicole by now three months pregnan,
there was noconsideration as to whethelegal planningor pre-proceedings worlshould be
commenced Practitionerscontribution to the review highlighted thaon reflectionthere wasa
focus on¥mall or minimal improvemen®hat did not necessarilymean thatLogaf?d Yy SSR &
were being met nor that therevas still unmet need and level of risk presenPractitioners
reflected that in hindsightthis may beevidenceof feigned compliance sawhileNicoleagreed
that tasks in the plan needed happen andreassured they were in progreshey were often
not concludel.

January 209 ¢ May 2019: Child Protectiofior Loganand legal planning folunborn Liam

5.64. Throughout the coming monththe practitioners continued to progreskeir identified taskgo
support and encouragslicoleto meet the requirements of the plaAlthough tere werestill
several appointments that wernot attended or rearrangetdy Nicoleat very short noticet
appears that practitioners fellicolewas engaging welHowever positivelyLogarnwas seen on
the second appointment offered biye clinical psychologist, a speech and language therapist
and a member of the Early Years Teahpost assessment mutigency meetingvas heldto
discusd_ogan whichincludedthe social workes for both Loganand unbornLiam,andit was a
good example of mukagency liaisoand information sharing.

5.65. There was information of concemnithin the assessmerdround co-sleeping sensory seeking
behavious, a lack of responsé&om Nicole when Loganwas placing himself in danger and
unreal expectations ofogan For instanceduring the assessmeihie was reported tde able to
make toastbut of having no road sensehich are not age appropriate expectationsif any 3-
yearold. The assessment showeldoganwas able to adapt his behaviour with the right
reassurance, feedback and consistency afehtified a set of needs in how be$d support
Logan It was concludedhat Loganwas presentingwith a likely attachment disorder, with
featuresof social communication ditfulties

566.LYy WIFydzZ NB wHnmd O2yOSNya ¢SNB NBNdSASNBkiRg (2 / K
cannabis and drinking alcohol during her pregnancy. In February nursery refer cotecénes
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5.67.

5.68.

5.69.

5.70.

5.71.

social workerthat while Nicole did not appear to be under the influence, she smelled of
cannabis when she collectddbgan The ore groupfor Loganis held, and the concerns were
said to be unsubstantiatedna Nicole continue to insist she had ceas all cannabis us@he
plan for Logantherefore remaired the same whether this wasbecause it was nosufficiently
challenged is not knowrHowever this would havebeen an opportunity forthe social worker
and midwife to arrangedrug testingand to refer Nicole to substance misuse servicdsr
support

Nicoledisagreed with tle diagnosisof attachment disordeas shebelieved that Logandid have
an Autistic Spectrum Disordewhich can present similarlfpespite this sheagreed to attend a
Challenging Behaviours Parenting Cowmsd engaged with practitioner§he was supported to
raiseher concernsregarding the diagnosisy Logaf social workerand Advisory TeacherThe
clinical psychologisigreedto review the diagnosiand further assessment took placelaame.
The assessmenbutcome remainedunchangedbut noted that Loganwould need a period of
intensive support around his emotioasid the ability to feel secure with the adults around him.

A strategydiscussiowas held by the MASHn late March the Policereviewernotesthe referral

is quite specificasit states thatNicoleis struggling to meet the needs abganwhich are
described asomplex, and that the arrival of a new born baby will be difficult for hemmage

as a single pareniicoleis still suspected to be smoking cannakbisd thehouse is messy and
dirty. Loganis said to present as having an attachment disorder and bmaggressiveand
unpredictable It is agreed thathe unborn should be considered at the Review Child Protection
Conference foLogan While the referral is in relation to unbornam the planfor Loganis not
being metand there is no consideration of legal plannifgr Loganas per previous agreed
contingency planning

At the bedgnningof April, the health visitor referred concerns abotlte strongsmellof cannabis

in the home Loganwas ‘$till in night clothes and wearing dirty, heavy napp@ Loganwas
observed to hitNicoleand pull her faceand shewas saichot to react. The lomeis described as
untidy anddirty with old food and wet nappies visibéd winsafe asa TV is stillent against the

wall whichLogancould accesfNicoledenied smoking cannabis, and in response to the concern
of the health visitor she claimed the smell was being blown into the house from her neighbours.

Five days latersaa result of the referrdfom the health visitoa drategy discussionis held. The

social worker reported that she had never found any evidence of cannabis misuse despite often
making planned andunannounced visits and observed a loving and positive relationship
betweenNicoleand Logan It was acknowledged that some health appointiteewere missed

or rearranged at short notice but that generalycolewas keeping on top of appointmentEhe
concerns regarding cannabis use were also discounteNiede had attended nurserywith
Loganthe same daywith no outward signs of being undehe influence and no smell of
cannabigletected on her.

The risk analysis summarises thatganis very loving towarddNicole 6 dzii  { Kladks & K S

y

consistent foresight in order to manag®garl & dzy LINS RA Ol k i feforted hét I JA 2 dzN

Mum has good engagement withe midwife and nursery, and there isbig improvement in his
behaviourthere with much less lashing owtnd Nicoleis proactivelyengagingwith them. The
health visitordebates whether there has ben any improvement ilNicoleQ garenting for over
two years This isdiscounted, andhe improvedbehaviour innurseryis suggested by the social
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worker to bean indicationof a responseto consistency and focused parerginThe difference
in professional perspective regarding pareimg capability is acknowledde although not
escalatedand the outcome is for agrentingassessment to be completed.

5.72. The plan continues and addition tonecessanpractical support to clear the garden and liaison
with the District Council to getthe necessaryhome NB LI A NBA O2 YL SGSRXZ
funded additional time foL.oganat nursery andNicoleaccepted support from a Family Support
Worker. The Review Conference fdvoganwas heldand agreed the continuation of his Child
Protection Plan uder the category of NeglecThe parenting assessment had not yet started.

I KA

5.73. There werestill professionaldifferences ofopinion regardingNicoleQ & LJ- NI gililyATyied O LIt

NBadz Ay 3 LA Sajety PlahNsBoSa deviekped fockssing on protecting unborn from
LogaRa @A 2t Sy i hav&Khddhe pldaislziaar theidischargeplanning meeting
should happerbefore Nicoleand the baby returnhome. However, there was no escalatiam
formal challengethat the Child Protection Rn in place fol.oganhad notyet securedpositive

and sustained change fdroganand the focus appeared to be on keeping the baby safe from
Logaa OKI f f Sy 3 A ydbpoitts &ohtidue & grdldare farihé kh ofiLiam

5.74. The Core Group was then held nineteen days after the Review Child Protection Conference, as

this was the first core group meeting faram it should have been held within ten working days

of his Initial Child Protection Conference adired by aeammanager in accordance with the
GSCBprocedures. However, it was not held within required timescales and was chaired by a
socialworker who was notthe allocatedsocial worker. Thisconcern isnot just aboutensuring
proceduralcompliance it is because it vitallymportant that this meeting was held promptly

and chaired appropriately dsanRa RdzS RIFIGS 41 a4 y2¢6 2yfte | 6SS]

safeguarding plan for birthnd discharge plawas not yet in place.

5.75. The core group approjately discussed the need to clear rubbish in the home, although how
practicaly this could beachieved given that the birth was dueadnly nine days is not clear. The
plan for Loganduring the birth when he wado attend nursery as well as his Speeaida
Language Therapy and Education Health and Care Rlenalgo discussed. It was agreed that
Woganwill visitNicoleduring the day at the hospital and he will be given a fatithe weekend
so that he was familiar with ias Nicolewas due to stay in hospital for two to three days
However, it does not appear that any corgéncy was discussed or agreed given the proximity
of the expected date of delivery and shoullihmbe bornsooner,andLiamwas bornbefore the
vigt could takeplace

May 2019- June 2019: Discharge Planning foam, Child Protection Planning for both siblings
5.76. Liamwas born four daysater, and Loganstayed with his maternal grandmother untilicole
was discharged witl.iamon day two andLoganalso returnedhome. A discharge planning
meeting took placeat NicoleQa  KtBeYddy after their dischargeThis was not expected
practice.

5.77. The practitionerscontinued to monitor through routine visitshow well Nicolewould or could
parent both childrentogether. The Core Groups held atthe family home two weeks after
LianRa dNkcolsis Kegorted to bedoing wellcoping with both childremnd bondingwvell with
Liam While sfer sleeping advicavasgiven toNicoleby midwives during the pregnanay was
not discussed athe meeting.During the meeting.oganwas observed to be throwing items
that were hitting Nicole and hit Liamon the head Nicole was reported to haveesponded
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appropriately to this, remindingim2 ¥ W{ AYR KddKRE QA Y YROI AN E O02dzi Q 2
an appropriateamountof time. Thefollowing day on the advice of theealth visitorNicoletook
Liamto the GP andvasreassued that Liamwas unharmed.

5.78. As a result of thigvent, the health visitorescalated her concerns under Stage 1 of the GSCB
Escalation Protocol and asked farstrategy meeting to be convened. Thisequest was
discussedby the Children Social Care Teawhanagerwith the PRolice Decision Makemwho
decided that the threshold for sigificant harm was not met as Nicole had responded
appropriately Instead aprofessionalaneeting to share concernwas convened the following
week. Hbwever, while a social work visit takes place wilticole that morningto agree the
schedule for the parenting assessmethie social worker had to attend court on another matter
andthe professiona meeting does not take plac&éhefollowing day thesocial workemakes
contacts by ematdvisingagencief thisandrearranges therofessionalsneetingfor 7" June
2019 Thehealth visitorunaware of thisused the Escalation Procedure to highlight her concerns
for Liamand Loganandto seekthe support required to keep them safe

5.79. The social worker visited the familye following weekand foundthat Liamwasasleep on the
sofaand Logarwasasleep in his bed upstairfhe social worker fand Nicoleli 2 vergtired, a
tAGGE S fohBavikSwsByskeuiNicolesaid thatLoganwas staying awake a lot at
night, and she had started to sleep withamon the sofa as it was easier to feed him and
stopped herfrom falling asleep. The social worker adviddidolethat this was not a good idea.
Thischallengeto Nicoleregardingthe unsafesleepingarrangementwvasa good first stepa step
further may have been taliscuss the concern witthe health visitorto agree ajoint plan d
support for Nicoleto ensue she complied withsafe sleeping advice and techniquasd the
consequencesincluding possible legal planniiighe failed to do so

5.80. The plannedreconvenedprofessionalsmeeting did not take placeasthe news ofLiant) dad
deathmeant thata child deathmulti-agency response meeting asttategymeetingtook place
instead/ KAf RNBYy Qa {20Alft [/ I NB i@placdaiaSgementkie4-F I YA &
hour daily supportfor Nicoleand Logarwithin the family home.

5.81. Appraisal of child protection planning shows thatganwas placed on a Child Protection plan
twice, firstly between July 2015 and March 2016. Then there were two perioldsgainhaving
support as a child in need due to further concerns being reported. The first period being from
March 2016 to August 2016 theagain from May 2017 to October 2017. The second plan began
in February 2018 and continuing beyond the end of this review period in June Ridi®wvas
joined into this planning in April 201 effect concerns regardirthe neglect ofLogaf dealth
needs, the physicalliving environment experience ofemotional neglectand risks due to
exposure tocannabisuse and other lifestyle changes were cyclical across this, tivita small
improvements that were not sustained

5.82. While there was much commendable effort and individimgiut by practitioners into the child
protection planningand processethis did not always result ihoga?d Yy SSR&a 060SAy3 Y
improvement in his lived experiencH.is notable that across these periods of time there was
little evidenceof a robustmulti-agency recognitionassessmenand response tdogaa f A SR
experience of chronic negledhat secureda consistent and sustained improvement in the
circumstancesn whichLoganwas livingWhile Loga2d OA NDdzyaidl yO0Sa 6SNB N
AYLINEGOSR F2NJ aK2NIi LISNA2Ra 2F 0GAYS IyR (GKSNB
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regarding his basis care there were many examples whegaf2d Yy SSRa 6SNB y20 o
terms of his care, health, development and lived experience.

5.83. hild protection planning in this period can be seerhtvehad some limitationsThis is further
referenced in Section 6 regardirtpe effectiveness of recognising, and strategy planriorg
neglect Prebirth planningwas of particular concern durirgl three of NicoleQ gregnancies as
pre-birth assessment should have takg@tace butdid not Thisis identified as problematic
practiceas ita feature ofmulti-agencypracticein generallocally as identified in other GSCB
Serious Case Reviews aaudits In addition, strategy discussions were not always held when
then shouldhavebeen. There were several incidents where thevere not heldin a timely way
that was commensurate with the concerns identifiethis is another feature of problematic
multi-agencypracticefor child protection planning that needs to be robustly addressed.

6. Effectiveness of the recogtion and strategy planningegarding substance misuse.

6.1. Throughout the period of this review there were episodes of serious concern vitieotewas
involved with smoking cannabis and alcohol taking to excess. There was an apparent
minimisation of the effects dflicoleQa O y yhaddon all of dzd &ildren and the risks they
were exposed to both in terms of the impact dficoleQa LI NBy GAy 3 OF LI OAadl e
unknown malesNicoleassociated with throughout the period under revielvis not clear how
much consideration was gmn by agencieso the factthat she possessed Chss B drugisthe
possession of cannabis is illegal and can carry significant penffiresed

6.2. Therefore,many opportunities to assess and respondficoleQa &ddza il AYySR OlF yyl o
been missed.The nost recentbeing during her pregnancy withhiam where her denial of
cannabis use was taken at face value and despite some reghanitsg her pregnancthat it had
been smelt both on her and in the honaad the child protection plan having a gdalachieve
abstinence Social workers were also reassured as they did not see evidence of any cannabis use
despite making regular planned and unannounced visits.

6.3. During her pregnancy withiam the midwife tested her for evidence of smoking, and the
reading confirmed that shéad notsmoked in the previous 24 hours. Midwives tdsgicoleQ &
responses to questions about substance misuse including alcohol at face value and did not
appear to probedrther. Therefore, disclosures that she had used cannabis but had stopped in
pregnancy did not lead to a referral for substance misuse services or a referral to the Substance
Misuse Midwife.

6.4. At this time referrals were routinely made to the Substance sesMidwife where women
disclose a current history of substance misuse, HNidole had not disclosed any substance
misuse and no referral was made. The alcohol screening tdditoleQa 022 1 Ay 3 LINR T2 N
pregnant withLiamwas not fully completed whichmeant that a clear picture of how much she
was drinking was not obtained and an appropriate referral was not made.

6.5. With all three pregnancies there were concerns thitolewas smoking cannabis and drinking
alcohol. Later in the pregnancy wittbganthere was information shared from an anonymous
phone call thatNicolewas drinking and smoking cannahiicolealso admitted to a problem
with heavy drinking, but no referral was made to support services. There were also concerns
reported in the pregnancy wi Liamthat Nicolewas smoking cannabis. The adverse impact of
substance misuse in pregnancy is well evidenced and using drugs and alcohol can lead to
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multiple health and social problems for both mother and chiltheevidence ofdverse effects
and theimpact of these orNicoleQ parenting capabilityshouldhave been sufficient tprompt
NEFSNNIfa G2 / KAftRNByQa {20AFt [/ FNB FyR &adzadl

6.6. In February 2017 wheNicolesaid that she was suffering from depression and anxiety and was
selfmedicating with cannabis this would have been an ideal opportunity to take proactive
action to support her mental health and abstinendée Initial @Qild Protection Conferencein
Februay 2018 considerdNicoleQd KA a G 2 NBE 2 F hortlifgsyle anl @mpdat égndza S | y
Logan However Nicolemaintained that she was abstinent from cannabis, and the focus of the
planningturned away from her lifestyle and misuse of cannabis towapdsviding practical
supportandensuring she was supported to pardraganreffectively.

6.7. Thereforg over time NicoleQa O Yy y I 6 A afullydadidsessed! ir theycBild protection
planning for the children. Opportunities to do so presented themselves botbugh care
proceedings forEmmaand preproceedings forLoganin 2015 and would have provided a
greater focus if these proceedindad been joined and subsequently when child protection
planshadnot been adhered to.

6.8. However, hisalsoneeds to be seen in the context blicoleQ Back ofhonestyover time with
practitioners regarding her cannabis use, the support she said was receiving for her mental
health and that it was improving. Hapractitioners used their professional curiositand
challengeit would have provided further opportunity to seek assessment or testing of aspects
of parental health and wellbeing that are known to have a detrimental impact on parenting
capability and to make referrals to specialist support services inwitte the GSCB Parental
Substance Misuse and The Impact On Children and Young People (2@i5¢ould also have
made compliance with these assessments, testing and service provisionraegotiable aspect
of the child protection plans, together with dear timescale for achieving abstinence and
defined consequences of failure to comply.

6.9. Information sharedthroughout the period under reviewshows a consistent picture of
suspected cannabis use stretching over several years to recent times, supporting the view this
was a longstanding substance misuse problem. Whileeolehas since been honest about her
use of cannabis, which has since been shawhave reduced, the continued goal is abstinence.
There are still many unknowns around this, such as the financial implications, whether the
cannabis use occurred directly in the home, hblcole obtained the cannabis and who this
potentially brought the hildren into contact with and indeed whether other substance or
alcohol use were also a factor in the chronic neglect experienced by the children.

6.10. This practice appraisal is suppea by information fromthe focussed conversation held with
Nicolewho shaed that this was an aspect of the current plan that she knew had to be complied
with. We spoke about hegoal in achievingabstinerce now, she advised that it had to be
I OKASOSR 20 KS N¥eyaré&l chakcd NiRosimglcdre lbbgan® 2. NiRole also
helpfully shared that while she had beeweviously beertold to reduce her cannabis use, she
had not sought or taken up support previously to achieve this. However, shesh®dshe
would have been unlikely to access substance misuse servicediénbt recognise it as a
problem as she smoked it outside the honw that it affected her parenting capability.
Practitioner clarity regarding expectations and consequences therefore apptarbe

5.,
Hidden Harm
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment data/file/120620/hitidem-full. pdf
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6.1.

6.2.

6.3.

6.4.

6.5.

fundamental inachieving this andlemonstrates thattompliance canbe enhanced by regular
testing to confirm abstinence

The effectiveness of mukagency working around this family across the time period.

December 2012, August D15: Pre-birth up to Special Guardianship Order

Throughout te first key practiceepisodebetween 2012 and 20Lit appears that practitioners
were successfullycarrying out their individual tasks and meeting their individual agency role.
However,while there isevidenceof information sharing and consideration of the need for a
effective multi-agency response to safeguard and promote the welfar&mwmimathis did not
appear to translate tdimely andauthoritative practice to protect herAs highlighted iNSPCC,
All BabiesCount 2011 this needed to be seen in the context of the inherent vulnerability of
infants andthe overallimplications toEmmafor her health, development, wellbeing and safety.

The periodmmediatelyprior to/ KA f R NB y Q Gemfifigdholvédwith Erdfollowing

a Strategy Meeting in November 208presens an unacceptable delay to safeguardiBgnma
from risks that had beenlearlyapparent formany months. The information that precipitated
the drategy discussiomeld similar concerns to those present when the professionals meeting
was held in August. There were many examples of concerns rampiogeupimewhere, dven
Emm&Da &2dzy3 | 3S | thefeRshodldzhayeShedn cestefral anél a immediate
strategy discussion held in line with statutory guidaheed local procedurat the time

Opportunities were lost during this whole periodunder review to take decisive and
authoritative action to protecEmma Management oversight and supervision, althoughnidu

to be held regularly during this period across agenditesrefore dbesnot appear sufficient to

support the authoritative practice requireih case like thesewhere there is significant drift

and delay This finding is reflective of problemapeactice found within previous Serious Case
wWS@ASsAa YR 6A0GKAY GKS hTadSR A ysomiSchldransang NI LI2 |
left in unsafe situations for too lo&khis was the situation fd&Emmaduring this period.

WhenEmmadid become tle subject of a&hild Protection Plan for neglect and emotional harm
the child protection process did not seem sufficiently focussed on the risknimaas although
much practicalsupport was offered tdNicolethroughout 2014 this did not appear to resutt i
sustained changes foEmma Practitioners appeared ovesptimistic regardingNicole and
Chria LI NIEnyiniaasyafhoughfthere were many missed appointmentsear indicators
of neglectand concerns about their engagemeshe appeared to be developings expected
However, had they considered the wider picture and her lived experidheg may have
revised theiropinionof the care she was receiving.

When these concerns grew and intensified this was not considered or recdgrssevidence of

risk of significant harm. ResultingElBmmacontinuing to experience neglectful parenting where

her needs were not always met, and she lived with daily instability in a tumultuous and unsafe

home environment with a high level of parentarmabis misuse and exposure to violence and
ONAYAYFtAGE@D 9@SYy | F3GSNJ KSNJ LIENBayds stdhexpaBed | (A 2 v .
to high risk arouncChri©Qd f AFSaGet S | yR 2 pattneréti@akapgdearatza S | y F
part of NicoleQ & af the fin%e.

6Working Together to Safeguard Children (2013)
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7.6. Insufficient regard was paid tine relevance ofNicoleandChri©2 & S E LISuNdgy ShyldBodd
as well as their current unstable housing, mental health needs, substance misuse and domestic
abuse within their relationshignd how they were impactng on their parenting capacity
Despite this there was no legal panning meeting to review the threshold fepqaeeedings
throughout this eighteermonth period of concern which represented considerable delay for
Emma

7.7. It is also of concern thaih this period and beyond there was very little evidence thatn
assessment and plannirthat Nicoleor Chriswere considered as children themselvé&cole
was 16 years and 8 months afhris16 years and 4 months old when it was first known that
shewas pregnant withEmma It was clear at this time that botNicole and Chrishad unmet
needs and were themselves exposed to riskaind substance misuse, crimality and violence

7.8. Given thatNicoleand Chriswere still children and there was clear unmet need and unassessed
risks these should have been explored so that a ragléncy plan of intervention and support
could be put in place to support their transition to adulthoddicole was wellsupported by
youth support regarding her future aspirations, preparing for parenthood and her
accommodation options but there was no holistic malgiency assessment of her own
experience of being parented, exposure to adverse childhood experiences arnichpact of
this on her physical and mental health or her ability to parent her own cFiidre is stillittle
of substance known regarding her childhood.

7.9. 9milarly, while there is reference to securi@hriQd Sy I IASYSyGsx GKSNB 41 a
plan in place to identify or address his own needs and the risks to him and others around his
cannabis use, criminality, lifestyle and housing instakdlitgg whether there was any prospect he
could effectively parentEmma This was less than expected piiee and itwould bereasonable
to assume that this was a systemic issue reflective of the problematic practice found by Ofsted in
2017Z.TKSANJ NBLR2 NIl KAIKEAIKEGSR GKI (thezghalfyoSsertidesS A NI LIN
to children and familiebas now deteriorated significanfly I y R ¥ asdegsfents KdecisionW
making and planning for children are poor and frequently athdused ®

7.10. However it should also be noted that there wame evidence of good practice during this

period. There was a wide range of agencies and pitambers providingmulti-agencysupport to

Emmaand Nicoleacrossa range of needghese includecchildren centresearly help,domestic

abuse family supportGP practices, health visiting, housBupport maternity servicesas well as

the Police and social carewho respondedto concernsseveral times ding this period

Information was shared and plans were made to seek to Keepnafrom harm In particular

when it was decided thaEmmaneeded to stayn the careof her greataunt, there wasdecisive

action to secure this.Her Special Guardiansonfirmed that in their viewthat the focus of

everyone at this time was clearly to do what wa€Emma)d o6 Sa i Ay ( SwhwlB @wasa NI K
best for the adults around her.

7.11. Thesupport provided by the¥outh SupporfTeam,in particularsupported good inter-agency
working andoutcomes forNicole over time They weretenacious in engging servicesand
supporting Nicole both in terms of preparing her for adulthood baiso parenthood They
worked with other serviceto provide a point of stabilityn NicoleQ & 2 i KHadiiEs 1keand
daKS KAIKEAIKGSR RdzZNAYy3I KSNJ F20dza a S Rnd Aegselfd S N& I
againd yR (2 KI @S FYoAGA2ya 7T .25NéalsoSphkedf tieRposikieNI OK A f
impact the wider professional group hadand the Freedom Programmdérad helped her
understand and address th#omesticabuseand endher relationship withChris Further the
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7.12.

7.13.

7.14.

7.15.

7.16.

7.17.

TargetedFamily Support providedwas noted asa goodsource of supporfor Nicoleand she
advised this was because th&new whe to justlistenz R juBgg @ritl they helpedfind
answers to problem®

Appraisal ofthe effectiveness of muhlagency practice within thethree periods of Child
Protection Planning ipredominately considered within analysigluded inthe sections above
andrelevant learning addressdtiere.

March 2016¢ December 2017Child in Needsupport

Loganbecame a Child in Need followihgs removal from a Child Protection Plan in Ma2€ii.6.
During this period there are several indicators tiNitoleis suffering low mood andloganis
not taken for planned medical appointmentsicoleexpresses concerngat Loganis starting to
head butt and she is concerned about the reducing professional support.

Contact was stopped bEmmadd { LJSOAIl f Ddzr NRAIl y& | Nicolei KSe &
struggled to manage looking after both children at once and to provide the level of supervision
required for both children during contadilicolewasreported to be upset when she is referred

to asWimmy mumm® R dzNR y 3 O2 y {doe® fotthink/itRs bélikvedithatiskeShas

changed since handing over careEwhmato her Aunt. The Friends and Family Assessment and
Support Team andllicoleQd |, 2 dzi K { dzLILI2 NI 62 N] SNJ KSwhich 2 YSF
wasnot alwaysattended,or whichNicolearrives late to There are continued concerns from the

health visitor regardindNicoleQa LISNIOS A @SR caphbility an® sElneglecNdsighg A y 3

this time.

At the end of October 2016, anonymous concerns were reported via the NSPCC online form
alleging that Nicole was misusing cannabis and alcohol, that she had been drunk and
unconscious in front of ogan that she throws balls and at toysbdga®?d KSIF R | YR RNI
around by his arms. It was alleged that she was taking and dealing drugs. It was claimed that
Loganhad no sleeping routine and he was awake Zégam most nightsNicolewas reportedly

drinking alcohol to give herself the courage toehenen she was connecting with online and at

her home. These concerns, although not substantiated, were a repeat of those known when
Emmawas a baby.

The Social worker who had been working witltole previously, visitedNicoleto discuss the
anonymous eferral. She reported observing a very positive relationship betws&mole and

Loganand discussed the allegations madiicolerefuted all allegations and said she believed

her recent partner had made malicious allegations. The social worker accHjpigieQad RSy A | f
of the allegations and decided the concerns were unsubstantiated. However, it does not appear
GKFEG GKAA LINRPG21SR KSNJ WLINPFS&aaAazylf Oda2NR2aid
made the report and whether they coincided with thecemt period of support whemicole

was said not to be in a relationship. No further action was taken although it is not evident
whether this decision was formally signed off by a manager.

In February 201MiicoleQd FI 6§ KSNJ OF f SR d had visittdheriahonke&md I R R N.
was unable to raise her aridbganthen aged 19 months was with her in the address. Eventually

when the Police arrived, she opened the door and stated that she had fallen asleep in the living

room anddid not hear the bangingLoganwas confined to the room by a child gate and could

not access the rest of the houssicolewas described as tearful and said that she had smoked
cannabis outside to help get her to sleep. The house smelt of cannabis and there was a power
socket offthe wall in the living room which posed a dangeiLtmgan The house was described
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7.18.

7.19.

7.20.

7.21.

7.22.

7.23.

Fda YSaae I yR RA NI Bogaowdkidesgribdll asichedhlafdiwell cared fof Bug Q @
the environment raised concerns. Advice was given by the attending offigarding seeking a

Dt FLILRAYGYSYGd FyR | NB T S NNJ f G2 ¢dzZNYyAy3 t 2A
incident.

In March 2017, the single assessment was allocated to a student social worker and undertaken
under the supervision of the Deputy Teawanager. This was surprising given the level of
concern and previous history of child protection concettiewever,as stated above this should
have resulted in a Child Protection Conference being convenediscussand agreethe
concerns in a mukageny forum. It was suggested that the reason for thigas therewere a

high number of children on Child Protection Plans and there was an organisational push to
refocus working with families through Child in Need plamstead It was also noted irthe

Ofsted inspectin that there was a culture where professional challenge was stifled¥hdre

more work is required to create a culture of interagency chall@nge

The student social worker visited, aNicolewas observed to be attentive tooganand showed
him affection. The house was said to be tidy, &ndjars bedroom was a bit messy but of no
concern. Whilst the social worker had no concerns in relation to the basic camgaf) they
positively identified concerns regarding the lack of siins and limited social engagement and
that this could potentially impact his intellectual development through lack of wider world
experiencesOn several visitBlicoleand Logarnwere observed to be in their pyjamas, and there
was concern that social intactions, such as playing at the park, were infrequent.

The health visitor was contacted by the student social worker regarding the single assessment
that was being undertaken as together with concerns regardiigplés cannabis usd,ogan

was presenting with behaviours that are challenging and speech delay. This would have been an
ideal opportunity for a period of joint working that included a health needs assessment and
assessment of her cannabis use with a plan and appropriate reféoralgpport her to become
abstinent.

The following mortt, there istelephone liaison between the student social worker and Health
Visitor regardindNicoley 2 & Sy 3F 3Ay 3 A 0K |/ KuassighNdnf eviendez OA | f
that Logars health needs & not being met Rractice appraisal suggests this should have

led toaHealth Needs Assessment and an escalation of professional concern about the drift and
delay by social care in acting on the evidence available to them andaigest astrategy
discussion.

During the assessment wheMicoleis seen by the social worker, she advised she had been
diagnosed with both anxiety and depression. When asked about medication she said that she
did not take the medication prescribed by the doctor as she did not like to take tablets, due to a
previous oerdose.Nicolewas reported to be upset that she was not in contact viithmaand

was unsure why this was being refused and this was affecting her emotional state. It is not
known whether information was given tdicoleabout seeking legal advice or furtheupport

from FFAST regarding-establishing contact for herself ahaganwith Emma

Nicolehad not seen the doctor about her depression since May 2016, and she had missed three
further appointmentsbookedwith him from January 2016nwards There was no lateral check

of this by the social workewith the GP surgery, nor was information shared or referred by
them, possibly as they were with different GHsoganwas also not brought to three
appointments to discuss a referral for a known neadicondition that required treatment.
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7.24.

7.25.

7.26.

7.27.

7.28.

7.29.

Loganwas known to have been subject toGhild Protection Rn and a Child in Need the
LINE@A2dza &8SINXY !'d GKS GAYSE GKS LINI OGAO0OSQa LR
and missed appointments at the préce safeguarding meetingsoganwas therefore discussed

at two practice safeguarding meeting duritfys period Athough at this time there were no

notes made of the discussion and no actions fromsthmeetings documented. It igherefore

not clear hav and if this information was shared with the assessing social worker.

Nicole stated she was smoking cannabis every day to help with her mental health. It was
reported that during social work visits that the house smelt of cannaficole assured the

student social worker that she had reduced her use and that she did not smoke drogad

The student social worker recognised that the presence of the smell of cannabis in the house
contradictedNicoleQ & I & & dzNJ y Q8gdf & KodirkyMdirei emahasiséd tWicoleand

that she had to stop smoking cannabis completely. Helpfully as part of the assedsinalst

glra Fa1SR (2 INNIy3IS | R20G2NDa FLIRAYIGYSYd
medication.

Over the next fewmonths, there was a pattern dflicolenot bringingLoganto planned health
appointments, including the rescheduled urology appointment and missing some appointments

for herself. Concerns regardingggaf?d 06 SKI @A 2dzNJ YR NBLR2 Ndglh 2F K.
play continue as on a home visit by the health visitor, he is observed to have a bruise between

his eyes and over the bridge of his nose. This is sdiidnfeto have been caused by him falling

on to a toy while playing as well as a scratch to lgsfiem when out walking.

The Health Visitor askdicoleto take Loganto see the GP tomorrow and she attends with him
three days later. The GP accepts the explanation given and discountacoiental injury.
Loganwas also not brought for his Speechddranguage appointment and there appears to be

a lack of professional curiosity as to WRicole having stated she is concerned abduatgaf a
hearing and delayed speech, does not bring him to these important appointments and to see
the Urologist.

Despit the growing picture of neglect, the social work assessment concludedNtbale can

meet Logars basic needs. The Community Nursery Nurse (CNN)hagigsand Nicoleat home

and discussed thdtogars speech difficulties may be affecting his abildycommunicate and

GKA&a A& 0SAy3a LINBaSyiadSR la OKIFttSyaay3a oSKI @)
Nicolein how to managethis. Nicoleadvises she is reluctant to takeganout because of his

behaviour. AlthougiNicoleis not at home for the ext appointment, when contacted states she

is happy with the CNN supporting her witbgars tantrums and sleep routines.

However, the following week despite all evidence to the contriligpledeclines the support as

Wil has now improved withogar© A child in need meeting is held, and concerns shared that
Nicole had not registeredLogan for nursery, nor taken him to Speech and Language
appointments and had declined further CNN support. It is reported iebleis on medication

for depression andnxiety and to aid sleep. However, there is no check that she has seen the
GP, as there are no appointments recorded in the GP record, this would have enabled
practitioners to challengé@licoleon this.

In May 2017t was alsoageed the Family Support Wker would follow up seeking contact
with Emmaunder the child in need support arrangemeniowever, this work does not appear
to have progressedisthe arrangementproposedwere not feltby the Special Guardiats be
AY 9YYIl Qa olfXrne 2003/ & fB8rtid peticil &f mudtgency involvement foEmma
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7.30.

7.31.

7.32.

7.33.

7.34.

began in terms of supporting her transition to reception classsettool At the meeting
concerns were discussed thBimmamay have an attachment disordedis a result he school
arrangedan Educational Psychologist appointmelitdoes not appeathat any linkagewas
YI RS 0S¢ S@esentisrvandlagawho is presenting very similarly t&mma when
the same age.

The health visitor continues to attempt to visit regularly in July 2017 without gaining access. At
the end of July 2017, they gain access to the home and discusfNieittethe need to attend
urology, audiology and speech and language appointmeiisole agrees to bring.oganto

these appointments. However, in August there are further appointments wheganis not
brought, orNicole does not attend for herself. At the end of Augukgganattends his first
speech and language appointment and is saidawee expressive and receptive language delay.

In October2017, Loganwas referred by the health visitor into the social and communication
pathway following the outcome of the Ages and Stages Questionnaire (ASQ) development
assessment, which highlighted significant social and communication developmental delay.
There is no Bgagement fromNicole with the Speech and Language appointments, a crucial
element of the social and communication pathway. This combined with no access visits for the
health visitor and Community Nursery Nurse support visits together with missed audiology
IR AYyGYSyia akKz2dzZ R KIFI@S GNARAIISNBR Fy Saolftlri
further example of unacceptable drift and delay fargan

¢ KNRdzZAK2dzi GKA& LISNAR2R (KSNBE andheBvortdiiNizbld NJ GA & .
and Loganwas undertaken mainly by a Family Support Worker. This focussed on practical
support to set up home, supporting nursery arrangements Emrgan attending health
appointments, liaison with other agencies. It was reported tNétole had engaged il with

this work. At the end of October, the Child in Need support is ceased|egahis said to be

receiving speech and language therapy and attending nursery and medical appointments. In

fact, Loganis not attending his settling in appointments atreary and there are missed health

F LI AYGYSy i adclek a A aNBE S a2 F al & Rowdvdeothisilis bs@dSon Y A & dza
NicoleQa -NBRSIEIFNI Ay 3 NI G KSNJ GKFEy Fyeée (SadAay3a F2NI AL
Centre will continue to wvide support andloga2?a 2y 32Ay 3 YySSRa oAttt o
nursery and health visitor.

Even without the benefit of hindsighthis decisionappearsoverly optimisticbased onthe
circumstance®f Logaf2a f A 3SR S E.LAS WilleSgh@ Sspdcts of thd pras had been
achieved, such as registeriigpganat nursery and attending one out dhe eight planned

health appointments there is no evidenbew or if it will be sustainedNicoleQad | 6 AG Ay Sy OS
cannabis andher improving mental health is setéported. Nicole had shared how her
depression and anxiety affected her sleep and mood but there had been no assessment of its
impact on her parenting capacity and the neglecLofjan

There was no evidence thdticolewas seeking support for her mental health or that it was
improving as any progress was selported. AdditionallyNicolerecently raised fresh concerns
regarding Logan exhibiting traits of autism. These would have presented considerable
challenges for heas his sole carer andould havelikely been exhausting to manage, even if
she were not already suffering from low mooddowever,this finding is not to criticise the
individual practice within this key practice episode burecognition that there were issues of
failing to recognisehronic neglect and thensidious nature of long teriow level neglects
significantly harmfulcrosamulti-agency practicén general
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7.35. Of particular note during this periodis February2017, when Nicolewas found to be asleep
while caring fol,oganand could not be roused by her father when he visited home Despite
the risks toLoganin these circumstances given her confirmation of cannabis and poor mental
healththere was no strategdiscussion heldnstead it was agreed by the team manager that a
single assessment would be undertaken. The outcome of their referral was not shared with the
Police,nor was this soughtind although they do not case hold, it is an expectation that
referrers seekhe outcome of the referral if it is not providgl2 G KSY o6& OKAf RNBYC
Given the concerns were @earindication of ongoing parental negleand poor supervision
had a strategy meeting taken plaedth the benefit of all agency informatigthe threshold for
section 47 enquiriegvaslikely to have been met anaiff an Initial Child Protection Conference
to be held.

January 201& December 2018Concerns re multagency response
7.36. In January 208, The Health Vigor raised concerns thatogaf?a RS @St 2 LIfeBeyiat I  y S S
being met by Nicoleandthat he was present during a violent incident between her and a third
party. Loganhad also not been taken to medical appointments. The Health Visitor contacted the
social worker to ask abouwt strategy discussion date on two occasions and was advised that a
strategy meeting wuld be called soon. However, this does not happen and thierao
escalation of this by the Health Visitor to their manager or other action taitehis point this
is likely due to the lack of an escalation paliepwever,a strategy discussion took place in
February 2018.

7.37. In January 2018upport was provideto Emmafor provision ofTheraplaythrough the Adoption
Support FundDespiteevidence ofongoing requests by the Special Guandidor information
and support withlife story work forEmmathere isno evidenceof any work beingundertaken
with Emmaor of a life story book being prepared for h&vhile it is not known if this is an issue
for practicein generalit is aconcernin thiscase especially aEmmano longer has contact with
her mother andsiblingwho are also part of hdmistory, identiy and understand of self.

7.38. In April 2018 Emma&) & & piar@idns were referred tdhe Children and Young Peoples
Service, 2gether for a parenting programmeand this was diverted to the fostering changes
programme due to theEmmaddbeing subject toSpecial Guardianshipn September 2018, a
referral was made by a consultant paediatrician f&mmato consider a diagnosis ofuism
Sectrum Disorder. Emmahad not previously been referred for assessment through the pre
school pathway. The referral notdatiat on assessments conducted so fBmmahad scored
equally high for both attachment disorder and A&EIInmawas experiencing complex social and
emotional difficulties, challenging episodes of behaviour, problems attending school and sleep
difficulties.

7.39. In ptember2018 FFASTaisedwith the Guardiangegarding setting ufetterbox contactwith
Emmamaternal grandfatherand they declined a request fromim to reopen face to face
contact as they felt his would impaBimmabeing settled Hewas informed of his right to seek
Legal Advice abowgeekingcourt awarded contactHowever, i is alsoincredibly disappointing
that contactfor Loganto maintain asiblingrelationship withEmmaendedin 2016 This was
despite attempts to mediate it by FFAST and Youth Supperé has been no contact between
the siblingssince.

7.40. The recordsindicate that Nicole was givenadvice about how to seek ontact with Emma
through the courtsbut not given any support to do stt. seemsworrying that dthough Nicole
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still had parental responsibility foEmma it appeas she was notaware of thisuntil very
recently and thereforefelt prohibited from attempting to renewing contact with Emmafor
herself orLogan While it is well understood that Special Guardians haver riding parental
responsibilityfor all aspects of caring for the child and for taking the decisions to do with their
upbringing the local authority should haveeen more proactivein presening the basic link
between the child and their birth familyand supporting a positive renewal of contasith
Emmaif at allpossible

7.41. Emmawas seen for assessment the CYPS clinical psychologistNovemberandthe outcome
of the initial assessment suggestedhmdXifficulties were most likely due to early trauma and
not ASD Further assessment was scheduledings specific Atistic Sectrum Disorder
assessment tools (ADO$h application wasalso made inDecember 20180 the Adoption
Support Fundfor Dyadic Developmental Psychotherffp be providedfor Emmaand her
Guardians.

7.42. The clinical psychologists met wiBmmdaXsuardians the following week to discuss the findings
of the assessment. The clinical opinion was tEmma&) LINBaSydl GA2y ¢l & O3
significant early trauma and not withutistic SoectrumDisorder. TheGuardiansagreedwith the
assessment outcomenad a plan to continue with the pathway already in place for Dyadic
Developmental Psychotherapynformation wasshared appropriately with ST whowere
supporting applications foEmmathrough the Adoption Support Fund and with the school
regarding theoutcome of the assessmentTtere wasevidence of good mukagencyliaisonin
this episode.

7.43. In effect during this period there were maigdividual practitioners working dedicatedly on
their aspects of the plan to seek the best outcomeslfoganand re®lve practical concerns
suchasi KS NBLJI ANB NBIljdZANBR gA0GKAY GKS K2YS | yR (
the garden. Theseutcomeswere said to have taken a considerable amount of time and effort
to facilitate. There was also a strong commitment from the partners in attend meetings as core
groups and conferencaghichwere said to quorate and well attended. Strategy meetings when
held, were often delayed andid not always have theight practitionerspresentasthey were
often not invited, but those who were prioritised their attendance and contribution to
discussions.

7.44. While there wassomeinformation sharingutside of these procgsesthere was not sufficient
correlation of key episodeswithin individual agencie®r as a multagency groupand each
episode appeared to be dealt witim isolaion. The multiagency response could have been
strengthened had the information beetriangulated and supported by aobust and full
chronology which could haveresulted in professionally curious conversatipmsulti-agency
assessmentand referrals to Children Social Care as appropridieere appeared to be
insufficient recognitionthat? F NAy 3 F2NJ I OKAfR AGK I RRAGAZ2Y L §
levels and escalate other problems (Baker et al., 2608)that dildren with disabilities and
health care needs, and younger children are all more likely than others to experieisecaaiol
neglecQ

! Special guardianship guidance, Statutory guidance for local authorities on the Special Guardianship Regulations 2005 (as
amended by the Speci@uardianship (Amendment) Regulations 2016), Departroéiiducation (January 2017)

8 Dyadic Developmental Psychotherapy is an attachment thbased therapy that was developed by Daniel Hughes. It was
designed as an intervention for children who have suffered Developmental Trauma
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7.45. During the period of most recent child protection planning from February 2018 onwards when
Logan and latterly Liam were subject to a child protection plan the core groups were held
regularly andwell attendedby a core of involved professionals suchsasial worker, health
visitor andLoga2 & Y dehiRalBay@includedNicole There was also involvement from the
Advisory Teaching Serviead more latterly the midwife and social worker folam However,
there was poor involvement ahe 2getherChildrenand YoungPS 2 LJ{S®vieedue to lack of
invitation to core groups and conferences due to an oversightil the case was escalatday
them. As thér diagnostic assessment was important to understdrmpja?da 06 SK I @A 2 dzNJ
needs, and as there had been professional disagreement, it would have been Hetgfutm
to havehad more involvement and input into discussions and risk analysis in the core groups
and conference.

7.46. It was also considered at the analygivent that although health visiting records show that
both Emma and Logan were assessed througlschedule of Growing SkillksSG with
developmental delay by health visiting, it is not clear what interventions were being offered to
the children by agenes or whether these concerns were being discussed within the multi
agency arena. This lack of information sharing could possibly have added to the drift and delay
in the management of support to the family.

7.47. For instance, in April 2018 at the Review Clldtection Conference the social worker for
Loganrecommended ceasing the Plan despite it only beinglace for two months and the
core group having met twice. This appeared overly optimistic and, at the next Review
Conference held in October 2018 similar issues were raised and concerns held. In addition, it is
not clear what improvements wemmade as therewere still concerns regarding the conditions
in the home, home safety checks had not been cooperated with and there were missed medical
appointments. The mukagency view was thahe plan should continug and the conference
outcomewasfor the Plan is ta@ontinue to ensure changeghen madeare sustained. This is an
example of effective mukagency partnership working

8.  Use of Escalation and challenge of other agencies when the child protection plans
were not considered effective.

8.1. As highlighted in the practice appraisah previous sectionghere were severabccasions
identified during theperiod under reviewwhere escalation oprofessionalchallenge could or
should have been usedhen child protection plans were consideredt to be effective and
health professionals &re concerned about drift or delayHowever, the firstrecorded useof
professional challengender theGSCB Escalation of Professional Concerns Guidance 2&19)
in February 201¢he same month as its launch

8.2. It was recorded thathe clinical psychologisvho had undertaken the autism assessment of
Logancontacted the social worker regardirgis. The social workewas reported todisagree
about the concerns raiselly the clinical psychologisegardingthe emational neglect olLogan
and thee was anobvious difference of opinion regardingicoleQd LJ NBy G Ays3 OI LI
demonstratedgood professional curiosityrespectful uncertaintyand challenge The clinical
psychologist concerned that the evidence of lee was not being recognised, escalated her
concerns to her manager whoas said to have then progressed the conceriStage 2 of the
protocol and theyspoke tod 2 OA I arddedl SNDRa Y

8.3. The guidnee is clear tat Ay NB a2t gAy 3 LINE TS A ahbudyirclide Re\ & LJdzi S
reasons why the practice is unsafe for children, specifically what they would like to change for
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0KS OKAfR YR K2g AG A a.ltK hofdest Whethef this Wassed@s 2y
the basis of their conversaticendthe outcome agreed was to invigerepresentative from the

2¢ether teamto attend core group and the review conference in April 20@¢hich previously

had not happened due to an oversight.

8.4. However, this did notesolve their disparate professional opinion regardingyvthe practice
was felt to be unsafe fotoganor that he wasbelieved to beat risk or likelihood of significant
harm. Thistherefore should havéeen escalatedo Stage 3. In addition, dganwassubject to
a Child Protection Plan, the escalation should have been notified to the Independent Reviewing
Officer in accordance with the protocdt.is likely thatasitA @ y 23 NBO2NRSR Ay i
Social Careaserecordsthat it was not considered asformal escalatiorunder the protocol

8.5. In May 2019there wasescalation by the health visitaegardingher concerns aboutiant) a
physical safetydue to Logan hitting him on the head in the corgroup and then the
profess2 y I £ Q& cyrSedeédAty discuss the difference in professional opinbming
postponed However despite arexpectation that alsuchescalations are resolved five days
this was not resolvedThese diparate opinios had been evidensince January 2018 but had
not begun to be formalised unarly 2019in the prebirth period priorto Liama o6 A NIi K ®

8.6. While the escalation was irelation to the physical safety dfiamaround Logandue to his
unpredictable and aggressive behaviour wiaiuld have been more useful would have been
escalationin relation to concerns regarding chronic negleitt relation to further concerns
regardingNicoleQd O2 y Ay dzA y3 YA & dza SNi@® a0 2yl 62AyaT2 AKS
health needsand her pareting capabilityin manadgng Loga2a O2 YLX SE | yR OK
behaviourswhile also caring fotiamas a lone parent withoutamily networks close byThe
escalationis reported to have also beearcommending consideration of a specialist educational
placement forLoganwhich irstead should have been addreskthrough the Education, Health
and Care Plan.

8.7. The Nursery was a member of the Core Group and contributed to the Review Child Protection
Caference from April 2018 onwards. One of the factors discussed at the practitioner event was
the effectiveness of the core group plan and that it was not always updated or reflect
known or emergent needs.Within practice appraisal it wasoted that on reflection staff
believed that there was insufficient progrebeing made in progressing the child protection
LX Fy® ¢ KS@ sams things weiel béing digcGssed over and again and they could not
see the impact of the plan drogarg Staff at thenursery believed that the focus of the plan
was not onLogaf) &ider needs but the physical environment he was living in, for example, the
home conditions. However, this was not escalated at the tieeause of dack ofawareness of
the GSCHscalatiorProtocoland continued cultureof lowinter-agencychallenge

9. The effectiveness of the recognising, and strategy planning, regarding neglect.

9.1. As highlighted by the analysis in the sections above the recognition, strategy planning and
response toaspects oheglect wasvariable and at timepoor across the periods under review
Thishas previouslybeen identified as problematic practi@d asystemc issueby the GCSE
safeguarding partnerand relevant agenciet® be an issue of concern and priorityr practice
improvement
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9.2.

9.3.

9.4.

9.5.

9.6.

It is clear in the sectionsovering practice appraisalf the period fromthe realisation of
pregnancy toEmmabecoming subject to a Special Guardianship Ondekugust 2015 thathe
professional recognition and response to neglect was less than expected praotcthis is
commented onin this section In addition, as the key practice episodes demonstrate these
almost a mirror imageicture of chronic butow-levelneglect thatpervades this case.

While this reviewdoes notset outto further examine or make judgements regarditiis, as a
context the Inspection of services for children in need of help @nodection, children looked

after and care leavers and Review of the effectiveness of the Local Safeguarding ®lildren
Ofsted published in June 201@NRA G A OA ASR G KS / KA ftddgleytandthe{ 2 OA | f

partnership understanding of neglect.

In particular, Ofstedfound i K IPlans dte often overly optimistic about the capacity of parents

to change or their ability to protect their children, particularly for those children who experience

domestic abuse, parental substance misuse or the cumtl®@ S A Y LJ- Omhisfigding iy’ S 3t SO

consistent with practice appraisal amdhalysis in the earlier sectionSince the inspection, as

part of the partnership improvement plan, there has been a focus on ensuring a more

consistent identification of negtt andprovidingmore effective help at an earlier stage.

Therefore,the practice appraisal in thisectionhasfocussed ormore recent practice irthis
casearound neglect and thiss explored and analysed belowThroughout the period from
LogafR & A& 20150 the very end of the review period in June 201i®is knownthat
practitioners did not always agree regarditige level of physical or emotional neglect he was
exposed to.Thissection seeks to consider and appraise vpngctitioners observed fluctuating
conditions withn the home andwhy different opinionswere heldregarding wiether it was
acceptable or safe foLoganto be there Thereis also consideration of thdisparate views

regarding whetheNicolewas meetingoga®?a SY2GA 2yl f ySSRa |yR AT

was able toensue that hisemotional needs aswell as higphysical and developmental needs
were met.

Practitioner response to signs of cumulative negledtthe children
As highlighted in previous sectishoganwas subject to a Child Protection Plan for neglect
firstly from birth toMarch2016andhe wasthen supported as a Child in Need from March 2017
to October 207 and then from February 2018 onwards agasobject to a Child Protection
Plan. Across these periods of time it appears that concerns were heldy a range of
professionalsncluding

il evidence of neglect aroundonditions in the homesuch as rubbishold food left out,

dirty nappies, messy home conditions agldctric sockets not secured jptace

f reported lack of appropriate or consistent resporied.ogaf & O K |-, iggrEsgivg bry” 3

overlyboisterous behaviour

1 Loganwasnot consistently being brought for his health appointmestsd attendance
was very sporadic despite stated parental comser

1  Nicolenot alwaysattendingplannedhealthappointmentsfor herself

i  Practitioners could not always gain accessptamned or unannouncedisits

1 Nicolewasat times not at home when planned visits, e.g. home safety chedien
made

1  Lack of toys and sodiactivities provided td.ogan

1  Poor daily living routines e.goganand Nicolestill in their nightweaandLoga2a y | LJLJe

not changedvhen visits were made.
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9.7. The issue of neglect was frequently raised at the GP Practice monthly safeguarding meetings
whichwere attended by the GPs, Practice Nurses, Health Visitors and Midvdeegl workers
are invited to these meetings but do not attend as they discuss nhelpatients.Loganand
Nicolewere discussed at meetindeequently, includingshortly after registering in April 2016,
four times in 2017, ten times in 2018 and three times in the first part of 2019. Actions from
each of these meetings along with decisis about who was to progress the actiongre
recorded for example discussing the concern abboga2a ( S& G A Odzf  NJ 6 NHzA & A v :
Group Meeting The fact that they were discussed so frequently wag G S R sign ®f héiv
concerned all the prosionals wer@ However, this did not result in BB FSNNF £ (G2 / KA
Social Carat any point which could bring intquestion theusefulness and purpose of these
meetings

9.8. Also, it does not appear that theconcernsfrom heath professionalsregarding neglectful
parenting wereviewedin the same way @ / KA f R NS yrbouglt hit® professiohalyNS
curious conversationsThe difference in professional opinion wawmt alwaysraisedat core
groups, escalatechor formalised atChild Protetion Conferences. There is further comment on
this inthe sectionaboveregarding escalation.

9.9. In addition, there were other aspects that were indicative of neglect that were alvtays
recognised or shared with theractitioners working with the family. For instancéamps were in
place forLoganto start nursery in early January 2018 howewver,couldstart until three weeks
later as, althoughNicolehad secured a place earlier in theear, she hadnot arrangedLoganQ a
settling insessionsTheseshould have been completdaly December 2017.

9.10. The reason for this delay should have been explored Witolel YR & KF NBR gAGK /
Social Car¢o inform the social worker assessmemt progress This would havellowed for
consideration of whether additional suppartay be requiredo ensureNicolebroughtLoganto
the settling sessions and commence nursenyd considered as part of the assessment of
neglect

9.11.Logang & RSAONAOGSR o6& fuied AayiR F& addidhat hdRedrtSPE | a W
with his toys in the nursery and his key worker had a good relationship with him. There are no
reports of Logansustaining any injury to himself at Nursemjowever,their records indicate
that there were a sigficant number of occasions whamganattended Nursery with marks and
bruising. These weralways recordedn their notesbut not always reporteddespite Logan
being subject to a Child Protection Plaorwere they captured on a body map ghat when
marks or bruises were seen they could be triangulated against those previously noted. The
nursery dly cataloguednany marksand bruises over aevermonth period as follows

Date Event Outcome
September | Loganpresentedd 6 A (1 K [ | MiBches@f® b2 0 NBLRNISR G2
2018 thigh scabbing caught leg on broken plastic Caredy2 SELX Iyl GAfj

OK I Aldod ®NHzA & S NI LIPodEINIAR as to how this occurred
y2asS 0SGs6SSy SeSoNRga

October Staff noticed several bruises on the hips, tops ¢ Duty social worker contacted and
2018 ankles, thighs, knees, lower back and arms. asked them to asKicole They then
bdzNBRSNE O2y il OGS RLogaNzY & A R (i khdppy with@hes
was staying with maternal grandparents at the | explanatio? LINE A RS R ®
weekend and his-gearold aunt had been very | consideration of a strategy

rough with himwhelJt | @ Ay 3 | Yy R | discussion.
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Date Event Outcome

November | LoganLIJNB & Sy i IBuR gréeh andirowin The record was signed iicole

2018 marks on the shins, back, knees and arms. He| staff member and manager. Not
0SSy (2 ylya t20Ga 27T |reportedto/ KAf RNByY Q.a

December | LoganLINB & Swithh SHRuis@ithe seof The record was signed iicole

2018 50p..which is blue and yellow in colour and raig staff member and manager. Not
on the left knee mum said he threw himself on | reportedto/ KA f RNB y Q.4
GKS Gl ofS¢

December | Staff at the Nursery noticed blue mark and Two days lateNicolehad not taken

2018 swellingoniogad 3ISy Al f | NH Loganto GP and insisted she make
R S a O Nak theSsiRe ofth 10 pence piece and ¢ an appointment. Following Health
NBR 0 NMzA a S . MgthedriahJS NJ (| Visitor irtervention Loganwas seen
contacted and she informed the member of sta] on the Paediatric Assessment Unit
that she was unsure how it had happened. Stal andsaid not to having bruisingnd
advisedmother to takeLoganto the GP and discharged. The records indicate th
attempted to contact the social worker multiple| a social worker informed the Health
times that afternoon. A stiategy discussion was| = A & A (i 8heJs tokwotried@bou
not held. the injury as she knows the fantiiy¢

December | Staff found several red, scabbed one pence pi¢ Nicoletold them thatLoganrhad

2018 sized scratches on the backlafga? & £ S T | fallen several times on the day
G§KNBES Ay OKSa A ybluéishy 3 | before while she was moving
ONXzA aS&a 2y KAa 1ySS.X |furniture and rubbish. The allocate
¢ KSNB ¢ SdaiRer Wiruis&shidsHs right | social worker was contacted but
knee, one blueh bruise on his left knee which | there was no answer. They then
presented as raised and swollen, two bruises g contacted the Duty social worker
his left thigh area and one darker bruise on his| and were told that the allocated
f STG £S3 6KAOK gt a .GKaz20Alff godhhisSuplin thel
There were six very thin scratches on the back| Y 2 NJ/ ATiedeisdno record of the
and top of left legThe memler of staff outcome of this.
contacted the senior manager amdcoleto
discuss the injuries.

January During a nappy change, staff member noticed | The member of staff contacted the

2019 redness and soreness in two places in the geni allocated and Duty social worker.
area as he flinched and whimpered when wipin The Duty social worker called back
him during the nappy change. Staff telephoned and infomed them that she had als
Nicoleand she said that she had not noticed it. | advisedNicoleto make an
The staff member comicted the Area Manager | appointment with her GP. However
for advice because it was a safeguarding conc¢ under procedure there should have
Staff advisedNicoled 2 Y I { S I R2 { been a strategy discussioNicole
appointment which she did. told staff that the doctor had told

her it was nappy rash.

January Staff noticed that.ogarhad two small bruises | Nicoleinformed the member of staff

2019 inside of his knee; these were blue in colour an that she had provided treatment at
the size of a five pence piece. He had another | home. Staff made the decision that
bruise slightly lower down on his calve and thig this incident did not require her to
was slightly bigger in size and brown in colour.| contact CHi RNBy Q& {20
Explanation provided biicolewas thatLogan record of the incident was signed b
had tried to jump off a chaifjicolewent to grab | Nicole the member of staff and the
him, and he bumped his leg on the chair. manager.

January Staff at the Nursery noticed a blue mark on Staff and the manageat the Nursery

2019 Logaa f 26SNJ 6l O1 T 1 KS I were satisfied with this explanation

and a graze on his chedtlicoleinformed staff

FYR RAR y2a 02y
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Date

Event

Outcome

that Logarwas jumping around and jumped
towardsNicole she caught him; however, she
was not ready for him. He also bumped his ba
leg.NicoleS E LJt | A yL8ganfeli dala éup a

Care. They recorded the incident
which was signed biicole member
of staff and manager.

GKAf &l 2dzYLIAYy3a | yR AY,
February | A member of staff noticed friction burns which | This incident was not reported to
2019 were the sie of a 20 pence coindmga?da K|/ KAf RNy Qa {2 OAl
The member of staff was satisfied with the was signed by the manager and
explanation given bilicole that Loganrubbed Nicole.
his head on the carpet.
March A member of staff found bruises dtogaf2 & £ | There is no record of making conta
2019 and arms; these were large and dark brownin | g A 1 K W/ KAf RNBYy Q4
colour. There were large bruises bogaf a
knees and lower legs. In addition, there were
faint bruises oLoga2a | Na I y R
side.
March A member of staff discovered thabgarhad a There is no record of making conta
2019 large swollen bruise on bottom of his right shin| with/ KA f RNBy Qa { 2 (
and a smaller bruise and a scab on both of his| record was signed by the manager
ankles. He was brought into the nursery by andNicole
Nicolewho told staff thatLoganfell over whilst
he was walking.
April 2019 | Nursery found_oganhad various brown bruises | When askedNicoleinformed the

on both knees and shingwo brown bruises on
the right thigh; One brown bruise of the front of
left thigh; One blue bree on the side of left
thigh; Scratches on left knee; Brown bruise on
back; Two small bruises on right arm; Scab on

right elbow

member of staff that he had
AO0N) GOKSR KA Y®&t
2 ¥, @an@that he also pinchdamself
and this resulted in the bruising.
There is no record of making conta
GAUK |/ KAf RNBY Q&

9.12. Had this chronology been sharedth core groupat each meeting, it would have helped to
build a picture of the pattern, frequency and nature of the injuried.¢éganand to understand

9.13.

9.14.

it in the context of his needs and the care provided to him. It would have also provided
important contextualinformation to the medic asssingLoganon the Paediatric Assessment
Unit. This is especially relevant #se NICE Guidance, Whea suspect child maltreatment
OHNnndpE dzLJRF GS Wdz Neglecncmrdbé corckpiuilitell @skalpbcess KvolvingW
accumulating risk to the ckildue to afailure to provide or omission rather than actual incidents
of abuse. It is a persistent failure S S (G KS OKAf RQa 2NJ &2dz/ 3
y2i 0SS 6Af Fdf Q

LIS N&

However further consideration of these injuries as a possible pattefneglect did not happen.
Norwere somepractitionersawarethat neglect does nohave to be showmno be wilfulfor it to
constitue risk or likelihoodof significant harmThe practitioner contribution highlighted that
contributory factors were a lack ohwareness or understandingof the GSCBstrategy,
procedures and toolkit for neglect.

As highlighted in theummarynotes from the practitionerslearning eventin their groupwork
discussionshe practitionerswere insightfuland highlyreflectiveregardingwhy there had been
a lack ofrecognition of marks and bruises as possible indicators of ne@lketr discussions are
reflective ofNICE guidanoshichNES O 2 3 y Aiticénde difffcuit in deiding what is agleate
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9.15.

9.16.

supervision at different ages and stages of cognitive development of the child or young person
YR GKSNBF2NB (KS D5D FROAAS (GKS KSIfGKOFNB LI
3 dzA R | BfaotiidRers expressed that they did nand were not sufficiently aware of this

aspect ofneglect. The GSCBNeglect Strategyproceduresand associated Neglect Toolkihd

the GSCE current trainimipes have guidance on thaspectof neglect

Practitioners were also not sufficiently alert to how feign@dNJ LJ- NI A | fis O2 Y LI ’
characterised by features that may include deflecting or controlling conversations, for instance
GStfAYy3a 62N] SNE 4. Rheie wérkrBady egamplas ofighthrougt®lit M

entire period under review and opsradic compliancé yooperating just enough so as not to

raise suspiciorf@nd then not attending, cancelling or rescheduling appointmehtéscanalso

include active avoidance of home visits, sashbeing out when workers call and then asking to
rescheduleAll of which can be inditors of a pattern of negleaind were evidenin this case.

What also needs to be acknowledgexthat while proceduresand practicetoolkits are useful,

they cannot replace critical thinking and professiopaiigement althoughthey can assist in
providing objectivity in benchmarking the care received as welll as O K He&ltR @il

developmental progressTherefore, further work is required to ensure staff the

partnership are competent in understanding and working with neglect.

Chapter 4- Findings and lessons learnt with suggested recommendations for
the consideration ofGSE

10.1.

10.2.

10.3.
1

= =4 -4 -8 A

This chapter outlines the findings and suggested recommendations identified from the analysis
of the key events and professional practice. They are produced for the consideration of the
GSCE to reflectn and implement any learning from this Serious Cas@edv. The involvement

of practitioners and their managers has been fundamental from the outset of the review, as has
the support of the local Serious Case Review Panel. The learning points set out for consideration
by the GCSE reflect the collaborationdamsight providedthrough their engagement and
support

The discussion of the key findings has been arranged arfivmdentral and connected themes

that seek to inform learning and improvement across the system. Reference is made to the
literature, induding other local reviews, inspection findings where relevant and to recent
developments in improving the response to child neglect-grth assessment and parental
substance misuséhereare alsofindings regarding children with a disabildynd those subject

to legal orders that are incorporated beloin delivering these findings considerationsizeen

given to providing partnerwith a summary analysis that does not repeat information already
being shared in other recent local reviews or as pathefwider workstreams.

The themes identified in this review relate to:
Understanding and respalingto neglect
Working with feigned angartial compliance
Prebirth assessment andischargeplanning
Safer sleepingrrangements
Voice of thechildandlived experiencgparticularlythose with a disability
Thresholds for intervention and child Protection processes and procedures
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10.4. Whileall the fndingslisted arerelevantin this casethe dentification and response toeglect is
central to thelearning within this reviewThewide-rangingneglect experienced bgmmaand
its impact on her within the context of egrlife trauma is well documentedit was also
identified that both ongoingemotional and physical neglect also featured withomga2a O NB
and that practitioners in agencies held disparate views regarding the level of physical and
emotional neglectof Logan andthat Liamonce born,would likely to be subjectto the same
level ofcareandhave the samdived experience

Understandirg and responding toneglect

10.5. While/ KAt RNBy Qa {2O0Al f [/ I NBawdre/oRthe2epestbdipatteiNiofO i A G A 2
neglect,they werenot all aware ofall the marks bruisingand minor injuriesthat were observed
for Logan Therefore, when incidents were reported in isolation their consideration and
response was based on it being an isolated episode rather than a cumulative chronology over
time detailing the number, frequency, type and explanation of these injuries. lalgasoted,
that on several occasiorisSicolewas asked to takéoganto the GP, this is not accepted best
practice. Therlore g KSy > YI N] aX oONdzA &aSa |yR Aya2dz2NASa 4SN
the GSCRrocedures must be followed and a strateggalission held to discuss the significance
of these injuriesThis is known to be an issugpractice in general and has been highlighted in
severallocal Serious Case Reviesugh adPhilligandayet to bepublishedGSCEBCR

10.6. Whilst children ofLogaf2 & | Zstage lofgleRelopment usually have some marks or bruising
due to play or falls the number of injuries sustained appears to be unusual. This warranted
further investigation including strategy discussions and medical assessments. However, this did
not happen as the information was not shared in a timely or systematic way. Therefore, many
incidents were noted and remained solely boga2?a Yy dzNB SNE NBO2NR® ¢ KA a
many national Serious Case Reviews and expected practice in tlaigositis clearly laid out in
statutory guidanceStatutory guidance highlights a barrier to recognising abuse and neglect a
@ssumptions that indicators of possible abuse such as behaviour, mood and injury relate to the
OKAf RQa RAal 0 &xpléaratieOasdivaildctvelni probldahlic radide in this case.

10.7. Practitioners, therefore, did not apply professional curiosity to consider how the explanations
for the injuries fitted with what was already known bbgaf2a LINBaSy dl GAz2y |
setting and when cared for by others. Or considering whetheganhad been observed to
inflict injury to himself through pinching and scratching himself on previous occasions. Further,
givenLoga & 02 Y LX S Eo6 2yASASIRSANERIdyARheiBriitie Grkutnsizdd@s of him
suffering marks, bruises and scratches so frequently indicated a possible lack of care or
supervision and an indication of neglect. It therefore appears that consideration of the observed
injuries was in terms of whether they fitted éhexplanation rather than as a pattern of neglect.
¢tKSe& @gSNB | f a2 khwihgihedaMBR | /&R 1 KSR MilsePandIaring2 T W
relatonshiR® ¢ KA A& YSIyd GKS&@ RAaAO02dzy SR NBLISIFG YA
neglect, which indiates problematic practice that requires improvement.

10.8. In assessing parenting capacity amelglect and whether any improvements were significant or
sustainableover time there weremany episodes wher@assessments andecisionswere made
based onreported improvements but where these improvemertiad notbeen tested over
time in less supporteaircumstances. Fanstance,while Loganand Nicolewere in amother
and baby foster placement where the foster carer was said todvang forLoganat night. Also
in the later part of 2018 onwards whemargeted Family Suppowere involvedthere was

o Keeping Children Safe Hducation (2018} updated September 2019
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significantlyimproved compliance fronNicole however she was receiving intensive support to
address many practical aspects of the conditions with the homethadhallenges how she
would or couldsustain this when support was reduced or removed if the underlying issues such
as cannabis misuse and poor mental health were not addressed.

10.9. What was also strikingithin the practiceappraisalis that when working toidentify and assess
negkect manypractitioners held gpresumptionthat they were looking fosigns ofwilful neglect
rather than needing toassessthe impact on children ofthe neglectful they are receiving
Neglectwhether wilful or due to other parental factorsis significantly harmfuparticularlyin
pregnancyand infant and early yearsdevelopment.It has beenknown for many yearsto
potentially have an adversémpact on brain developmentHowever, it is a systemic issue
already notedin general practice anthis needs further exploratiomround how practitioners
are supported to work with children whmaveexperiened or likely to experiencaeglect.

Learning point one Recognition and response to neglect

Themulti-agencypartnership response to neglemintinues taneedto bestrengtheredto ensure
practitioners are competent and confident in workingith all aspectsand types oheglectincluding
assessment gfarenting capacitymotivation to change and sustainabiliof anyimprovementonce
services withdrawPractitioners need to be equipped to recogniessible feigned compliance and to
address thisn assessment and plans

RecommendationlL

1 The GSCE needs to assure itself thia¢ plannedrefocus onthe GSCB Neglect Strategy,
procedures, single agency training and maljency training programme results in
demonstrable improved outcomes for children living in neglectful circumstances.

Pre-birth assessment and planning

10.10There was n@re-birth assessmentindertakenwhenNicolewas pregnant wittEmmaor Logan
Therefore, had a robust p#eirth assessment been completed prior tieeir birth that included
consideration and assessment blicoleQad KA & G2NE (KA & g2dzZned KI @S
decision making regarding the possible level of risk and support required.

10.11 Practitioners knew thaiNicolewas pregnant in September 2018, and the core group meeting
held in early October would have been the ideal opportunity to consider the implicsitfor
Logad OF NB FyR G2 YI | SirthasdessrientiiA? highiighRe® ByiClaldeSet | LIN
I £ o Hfa refertalis nmHde at this point, the pbirth assessment should begin as quickly as
possibleQln Decembera management decisionas madehat Liam asunborn babywould be
dealt with as a Child in Neegrior to a pre-birth assessmenibeingundertakenand then being
joined to the Review Child Protection ConferericeLoganin February2019 However,a pre-
birth assessmentdid not take place, and this was not subject to effective management
oversight

10.121t is recognised that pregnancy and childbirth can offer a unique window of opportunity for
change and there is a wealth of evidence to show that parental difficulties may have a
significant impact in pregnancy and on the longgnm health of the childLushey et al., 208).
The lack ofa pre-birth assessmentvas poor practice aswhere the threshold is met for an
2y3A2Ay3 NBES TF2N / Kikh AsdeBsyienti sholl$ bddund@eBaken. The t NB
LINE OS R dzNB & is Kekydnkpbrtardl &at this®assement involves relevant mukigency
LINEFSaaAzyl fa RA NBhBiwasenot shdllenged By the pracBtdriers Byolied
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with Nicoleand Loganand might haveprovided theopportunity to develop acollaborative and
cohesive plan fohim.

10.13The approach of joining Bre-Birth conferenceto ad A 0 f Reyled @anference ia provision
within the GSCB 1e-birth procedures The plan tojoin the Prebirth conference to the Review
conferencewassaid to bemade sothe conference took place kiye 24 weeks.However,the
Reviewconferencewas not scheduleduntil April 2019 which was only four weeks fromantQ a
due date. The conferencewas not convenedonce this wasrealisedand this should have
K I LILISag S8 asHpossible but no later tharvisek 28 of the pregnan@ftiis not clear why
this did not happen in this casgher than it beingan error.

10.14Had the Pe-birth conferencetaken place within timescaleg would have giverthe multi-

agency group a betteopportunity to explore and assess the impactNitoleQ&a & 2 OA | € KA a

use of cannabis and any mental health needs which had been issues in her previous
pregnancies. It also would haygven moreopportunity to consider howNicole would cope

with a new kaby given the challenges already faced givega2 & O 2 Y LJX S planyitatS R &
additional support might be required. This would have ensured there was a written
safeguarding plan in place that was shared and placed on file of all involved practitieners a
required by the procedures.

10.15The delay in holding the meeting was clearly outside of agreed procedure and pretatol
should have beeghallengedand escalatedlt would have provided thepportunity for a legal
planning meetingand whether there wasa need to considesupervised caresuchasa mother
and babyplacementas wasin placewith Logan With no prebirth assessment in pladé was
not apparent what had changed to suggest that carelLiaimwould be different giverthe
history of neglectfulparenting known poor mental health andchisuse ofcannabis perinatally.
Reder and Duncan, 1998ighlight that even where such concerns are historical, it is widely
understoodWi K+ & GKSNB Aad tA]1SfAK22R 2 and KB shaldJa S
have been considered

10.16Liam and Nicole were discharged homdrom hospital before a discharge planning meeting
could take placeBoth the Child Protection Plan and tli&oucestershire Unborn Baby Protocol
GSNBE Of SINJ GKIFIG GKS RAAOKFNHBS LI | yyaklgast24ySSi
hours prior to discharge to allow for appropriate arrangements to be made to support or
A1 FS3dzr NR (KS OKAThiRwag $did & deldyeshuse Jb WaEhank Doliday
weekend andNicolewas determined to go homéiowever, there was a clear expectation in the
child protectionplanthat given the concerns around consistent parenting following the birth of
both Emmaand Logan the discharge planning meetingas to take place beforgoing home,
this was made clear to them.

10.171t was noted within the maternity information that it is not unusual for children subject to a
Plan to be discharged and the meeting to then take place. It was said that the guidaiaedn
G GKS GAYS gl a y2id Of SIN®P | 26SOSNE  (WhSe LINE
birth has taken place out of hours or at the weekend, then the Emergency Duty Team (EDT) will
NBLINBASY (G [/ KA Risksyheraford spoticd dspedbf-wkiBh@he partrership
should assure themselves

10.18It would appear from records and discussion at the practitioner event that there was an
optimism regardingNicoleQa | 6 A f A (i Ban®( 21 loBithelS Whse and nurturing
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relationshiffvas described betweeNicoleand Loganand a view held thaNicolehad worked

in partnership with the Core Group which provided them with reassurance regarding this. It was
also suggested thathe lack of effective challenge may have been influenced byfdlst that
LiamandNicolehad already been discharged home. Any challenge to the current arrangements
and may therefore have been perceived as difficult.

10.191t isapparent from the practice appraisal and analysis that following the birth of Batmaand
Logarthere were concerns regardindicoleQ @re of them and her ability to parent them safely
on her own.As highlighted byCalder (R03)the prebirth assessment is a muligency task led
08 / KAftRNByQa {20Alf / | Mdch ®hguld @dpt us Imove Kdmiai 2 y
reactive, crisided response to a more considered, proactive, and needs led reSiigatere-
birth assessments been undertaké#rwould have govided opportunities for early intervention
around the care and parenting likely b® provided toLiambased both on previous history of
parenting babies and testing out what would make a difference in order to pratiechfrom
harm.

[SN

10.20The review highlighted thatosne practitionersand agencies areot yet conversant with the
suite of documents that form the Gloucestershire {Bieth procedures and the requirements
within these protocols. Given that this issue has appeared in several other recent Serious Case
Reviews this would appear to be a systemic isthat should be addressed byndividual
agencies and scrutinised blye GCSBartnership. Consideration therefore needs to be given
within individualagencies as to how well the local gogth procedures and unborn protocols
are known, accessed and thented on and the GCSE needs to assure themselves that the
necessary improvements are made and demonstrate impact.

10.21The GSCE has already implemented a partnership group to oversee the progress and
implementation of practice improvement work for pi®rth assssment and planning. Its role is
to provide challenge and to support good practice in respect of all aspects -tintinevork in
Gloucestershire. Relevant themes are shared with the GSCE for the wider partnership to agree
how these can be improved upon.

Learning point two¢ The importance of robust and timely prbirth assessment

This review has highlighted the importance of-pim¢h planning and assessment in ensuring early
understanding of possible risks well aghe level ofsupport required by their parents their carers

to ensuring the future safety and w4gléing of the unborn child.

Recommendatior?
i The GCSE should consider how the partnership can support the improvement needed in
practiceand assure itself that all aspects of pb&th assessment and planning meet practice
expectations and demonstrating improveécision making andutcomes for babies.

Recordng practiceand information management

10.22There was evidence found of pooecordingLINI OG A OS Ay OKAf RNByQa azcC
AYVF2NXYIEGAZ2Y 61 & WO2LIASR T2NBIFNRQ FTNRBY LINBJA 2 dz
protection plans and supervision records that meant that they didrafiectan accurate record
of the currentcircumstances of the case and therefore did not support robust risk assessment
and analysis. Thiaspect was highlighted by practitioners and family members laasl also
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0SSy I FTAYRAY3I Ay NBOSyl D{/Gndif SotlerSzEhatisl 43S wS
yet to be published

10.23Concernswere alsofound within all the component parts of this reviethat referral outcomes
and minutes of meetinggincludingstrategy meetings, child protection conferences and core
groupsg were not presenton theagencyrecord Often this was because thayere not produced
08 OKAfRNBYyQa a20Alft OFNB I a (akKdSvhenBhayuga A of S
providedto agencieghis was oftensignificantlyafter the event had taken placdt was found
that agencies, despite not having these documdntich are vitato ensure completenesand
continuity of informatior), and in supporting informeddecision makingdid not routinely
challenge or escalate this

10.24Theimportance of chronologies idzy RSNB G YRAY 3 LI GGSNYya FyR (NBy
well described in the Gloucestershire Neglect Toolkit. @bgence of chronologiesr lack of
their use was identified in this case andas also been identified in several previoBSCB
SeriousCase Reviewd he findings aroundhe poor recording and information management
were also found within three very recent GSCB Serious Case Reviewstaddsa general
practice issuand addressed througbngoing action plans which are being monitored@@SE

10.25It was also found that the GP practice had not linEgdma) & NI O NiNdRG s thel eike
unawareEmmawasher daughter, despitéNicoleattending thesameGPpracticeand discussing
her mental health in terms of not having access to her daughter. It was suggeited the
IMR analysis meetintpat the relationshipmay have been known to the previous GPs tian
not identified in the notesHowever,this could not be established as ti@Psare now retired
The GP IMR therefore makessinge agencyrecommendationto address thisissue within
future practice

Learning Pointhree ¢ Recording practice and information manament

Record keeping was not of sufficient content or quality to know what was happening for the family,

what risks were identified and the rationale for any decisions or actionstobe kdgé 2 G KS WO
forwardQfrom previousdocumentsand missingnformation records werenot always clearegarding

the work to beundertaken andwhether the desired outcomes of assessment and plans had been
achieved.lt is vital that agencies scrutinise themselves regarding the deficits found in record and
information management.

Recommendatior8
1 Individual agencies should ensure record keeping and information management systems within
their organisation are robusind routinely implementeénd that any deficit in the information
is addressetby practitionerwith appropriate management oversight
Recommendatiord
1 Where information is missing and reliant on another practitioner or agency to provide it this
should be addresselly practitionerghrough the GCSE Escalation Policy (2019)
Recommendatiorb
1 TheGSEshouldassurethemselvesas tothe impact onrecording aul information management
practicedrawing on theexisting recommendationsom three recent Serious Case Reviews.
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Resolving professional disputes and escalation

10.26Practice appraisal confirmed findings already knaomithin three recent Serious Case Reviews
and with the Ofsted Inspectiomegardingthe lack of a culture of respectful professional
challenge.

10.27Within the single agency IMRs reference was mtme there was insufficient escalation and
challengeby K S+ f G K LINPFSaaAz2ylfa SAGKSNI Ay GRSAN 24\
instance, oncerns were noted about not being able to make contact when the allocated social
worker was not available. Howevestaff could have contacted the duty sociabviker, Team
Manager, or Emergency Duty Team in these instances and staff participating in the review did
y2i SELXIAY K2g (KSé& F2ff26SR (KNRddzAK GKS NBL
The GSCHescalation Protocol supports professionally @ausi conversations and appropriate
respectful challengi thesesituations.

1028¢ KAa NBOASYG KlIa F2dzyR GKFIG G4KSNB NBYlIAya az2vys
that was referenced in the Ofsted Inspection report June 20hére appears to besome
evidence of escalating concerns regarding disagreements with decisions made at the front door
or within child protection processdswever, this is still underdevelopeHBffective professional
challenge and resolvingrofessional disputetherefore continues to bean area ofproblematic
multi-agency practice that needs to be addressed and problem solved.

50



Learning pointfour ¢ Escalation andesolving professionatlisputes

More needs to be done to promote the role of escalation in partnevatikingtogether withrespect
YR YdzidzZl f dzy RSNEGFYRAY3a 2F 20KSNEQ NRBftSa FyR
practice.There shouldbe afocus on restorative practice principles that foster and enhance partnership
working and a culire where respectful professional challengprsductive andvelcome.

Recommendatiorb
1 The GCSE should seek assurance thatsytstemicfindings in learning poinfour are being
addressed and considand implement appropriate models amqmtoblem-solvingapproaches to
address them.
Recommendation 7

1 The GCSE should seek assurance regarding the individual agency uptake and evidence of impact

of its multragency training arountesolving professional disputes aadcalation.

ProfessionalOver Optimism and professional cupsity

10.29Practitionersthroughout the case historyasv Nicole as likeable andapproachableand easily
able to engage with statvhen she wasmotivated to do soGiven her history of poor mental
health andcontinued cannabis usdt is commendablethat workers were able to establish a
relationshipbased interventiorwith her andthey allwanted her to do wellHowever, itcan be
suggested that this resulted in an overly optimistic view of her alality motivationto change
and to prioritise the needs dmma LoganandLiam

10.30As a result of this eny of the aspects of catle children receivedhat form a pattern oflow-
level, insidious neglectvere over time seen as parem and lifestylechoices thatparents are
free to make, and practitioners did not want to seem judgemental Nicole This finding is
reflective of Brandon et al. (2014ywho describé that parenting approaches accepted by
practitioners reflect fears about being considered judgemental when working with families who
are vulnerable, poor, socially excluded or who have made certahstlife choices. This can
causendue professional optimisand an acceptance of less than adequate parenting practice

NE

GKFG NB&adzZ 6a Ay | FLFEAEdzZNE (2 3INF ALl GKS OKAfR

neglectQrhiswas described within the practitioner contribution assulting in'gtarting ovef)

eachA YS NI GKSNJ (KFy €22 hridyoBsistenty it S0 Wy 3ER8 8 OK Oi

needs

10.31Fuller consideration should have been given to understaniicgleQ & § NHzS LI NBy G Ay 3

and her willingness to engage with practitioners in assessments and the plans in place in a
meaningful way. There wass lack of professional curiosity within many key practice episodes
with little exploration of her motivatiorto change especially given that sheid not hold the

same concerns as professionals nor recognise her lifestyle or parenting behaviours over time as
problematic. It was assessed thHdicolewas complying with plans when she was willing or able

but there was little evidence of engagement in interventions over time that were aimed at
achieving change in her cannabis and alcohol useirapdovethe level of care and protection
afforded toEmma LoganandLiamover time.

Learning point fiveg ProfessionalOver Optimism

This review found thahere was evidence of professional over optimikat appears to be a feature
of general practic@articularlywhen working with neglecipoor mental health andubstance misuse.
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RecommendatiorB
The GCSE should seek assurance that the systemic findings in learniniyvpe@ire being addressed
andpractitioners are equipped to work with them in a competent and confident manner.

Working with Substance Misusand Maternal Mental Health

10.32There is evidence of considerable drift and delay in achieving the milestormghrChild in
Need plas and Child Protection Plarand a lack of recognition thatoga®?da KSI £ K |y
development needs are not being met and thidicoleQa 26y YSydlt KSIFf GK
declining. WhileNicoleagreesat many points over time¢hat she will progress necessary tasks
there is no evidence that this is happening. There appeab®tw consideration as to whether
this is evidence of feigned owpliance or an indication that her parenting capacity has
diminished due to her declining mental health and contidded S 2 ¥ Ol yW3 MG (i2Q o«

10.33The concerns regardingicolenot managing her mental health through prescription medication
and prderring to selfmedicate with cannabis were well described in tsecial work
assessmenin June 20Z. AsNicolewas not recognising that her cannabis use may both affect
Loganand impact on her parenting capacity, this was of concern. Although there was
consideration of support through early help support it was decided a child in need plan would
be more appropriate due tiNicoleQ & LING @ehgagizdenty Bhig was to providefather
period of assessed needs and assurance that there would be no further negative impact on
Logars welfare.However,this assessment and referral gubstance misuse services did not
take placeand further concerns arogroughout 2017 to 2019.

10.34Theaefore, it appeas that not enoughconsideration was given to holicoleQa Y Sy 4 | € KSI
combined with her cannabis use was likely to impact on her parenting capacity and whether the
threshold for likelihood of significant harm was met. Had a strategy discussion been held this
would have been an opportunity to triangulate tiiformation held.

10.35Whilst pregnant withLiamdespite the long history of cannabis misueed fluctuating mental
health there was no referral to the substance misusgdwife or substance misuse service
Nicoleinsisted that she was no longer using cannabis, and this was taken at face value, and was
not identified as an ongoing risk that needed to be addressed in the Child ProtectiorPRian.
of the reason for this was thate social worker understood that ¢hmidwife had undertaken
an exhaledcarbon monoxide detection testuring NicoleQ a  LINE 3 ylliayi&hé thedest(i K
result was that of a nosmoker.When some professionals visited the family home, including
unannouncedvisits, therewas said to beno evidence of cannabis use, and there were no
reports ofNicoleappearing to be under the influence cénnabis.

10.36However, it is now known thatlicolewas not honest with professionals and whilst concerns
were raisedon severabccasionsn 2019 for ingance, of Nicolesmelling of cannabis when she
arrived at Nursery to colledtogan and of the home smelling of cannabis during a visit by the
health visitor Hadthe professionals working witNicolerobustly challenged heregardingher
dishonesy aboutthe extent of her continuing use of cannalticould have been a focus of the
Child Protection Plan for the childreAn expectationshould have beerthat Nicole would
engage with substance misuse serviaesd achieve abstinencés alone parentof apre-school
child with complex needs anchring foran infant, her cannabisuse would be highly likely to
undermine hemparentingcapabilityandability to provide good enough parentin@pportunities
for hair strand testing in legal proceedingsfor urine testing in pregnancy were also missed.
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10.37Nicolewassaid to be exposeterselfduring childhood to substance misuse. Whether there was
consideration of how thishapedher viewregardingusing cannabis while caring for children
and how it might affect her parenting capability was not explorédthoughNicolehad been
using cannabis for many years stel not have viewed it as a possible addictibot asa
recreational habit tahelp herrelaxand sleepwhich mayhelp explain her reluctance tgease
using it or to seek support to do so.

Learning Poinsix ¢ Substance use and maternal mental health
This review found that despite theng history ofmaternal substance misuse afidctuating maternal
mental healththere was a lack of professional recognitand response

Recommendatiord
9 Practitioners across agencies should be equipped to robustly assess the significance of
substance misuse and poor maternal mental andnitpact on parenting capability and put in
place an appropriate plan of support and intervention.

Provision ofSafer Sleping Advice

10.38Safer sleepin@dviceis routinely providedby midwives and other health professionals at key

points within pregnancy andeonatally. Thisdocumentationwas givento Nicolein all three
pregnandges and this is clear within maternity and health visiting records. Howeveengthe
history ofcannabis use ankinown coesleepingwith all three childrenasinfants, it is not clear
from the recordswhether theincreased risks dbudden Infant Death Syndrormassociated with
thiswere discusseth core groupThe discharge planning meeting identified ways to keigypn
safefrom Logars behavioursvhile in the home.Liamwas to be placed in the Moses basket
travel cot to ensure he stayed safe when not being directly cuddled Miitble However, this
plandid not address the issugf NicoleQ Ristory ofco-sleepingand the plan should haveetan
expectationof total abstinerce when co-sleepingwith the babyat any time

10.39During the focussed conversatiomith the lead reviewemicolereflected thatthere was less
emphasis orsafer sleeping arrangementgth each pregnancgnd itwas notdiscussed in core
group. In terms of the advice giveto Nicole shedid not recallwhether the advice given
highlighted the increased risksf co-sleepingif under the influence osubstancesTherefore,
where a child is subject to a child protection pkamd there are concerns regarding-skeeping
it would be helpfuthattheadviceA & G F Af 2NBR (G2 (GKS anMwritéh@ss & LJ
an expectation in the plan

10.40The National Child Safeguardiiyactice ReviewPanelin October 2019commissioned a
nationalreview to look at sudden unexpected death imfancyin families where the children
are considered at risk of harrhis report from this review is due in M2919. It would appear
sensiblethat the GCSE considers the findimggl recommendatiorirom the national review to
explore whether there is any learning relevant to the locabare

Although there is commetereon safer sleepingrrangementst should be restated that the cause of
death forLiamwasrecorded asinascertained

Learning pointseveng Safer Sleepin@dvicewithin routine practice
Safer sleepingraangements are not routinely includ@dassessments and plans riecludedas
specificexpectations witin Child Protection Plans
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Recommendatiorl0
9 Safer sleeping advice should be given, repeated and reinforced by professioallagencies
both during pregnancy anthfancy and carerfunderstandingof the expectationson them
checked akeachmeeting Where there are concerns abowto-sleeping in unsafeircumstances
Child Protection Planshould include a specific requirementegarding safer sleeping
arrangements.

Voice of the Child and Lived Experience

10.41There were added complexities in hearihggan and Emma2 &oices due to their social
communication difficultiesHowever, there were opportunities to hedneir voice throughout
the period under reviewand understandheir lived experience through observations thieir
environment their interactions with others and howhey behaved in certain situationand
with other carers There were also indicators tiieir voice within their pysical presentation,
agerelated developmenandtheir socialcommunication needs.

10.42There were examples of where this was done walth as by mseryand those working with
Emmaand Loganthrough the social communication pathwaho recognised thathey needed
further support in order to communication effectively and to be abkexpressthemselves
without using sensorgeeking behavioursr demonstratingsigns ofaggressionEmm#® a @2 A OS
was heard through school and an EHCP was applied for to meet her multiple needs which
included social communication issuesmmadad f A 3SR SELISNASYyOS 461 & 7
permanence for her but was not alys carried through once the Special Guardianship Order
was grantedLoga?a @2 A0S 6l a KSFENR Ay (GKS FRRAGAZ2YI
in the play and stay sessiohe attended at a special schodhis resulted in the children having
Educaion Care and Health Plans WiyPlansXhat were updated andg&nhanced to meet thee
needs.

10.43.However,there were also examples where too much emphasés placed orselfreporting
from Nicole rather than a wider assessment 8 R & A §he dhid&enatcardirgto 2 T
their age and stage of developmemuring the focussed conversatiovith the Lead Reviewer
there was discussioabout services being providetthat were described agespite care for
Nicole rather than as of benefit to Loganor Liam in providing a consistent and settled
environment. This accordswith a view thatsupport providedat timesappeared to focusnore
on identifying and addressinghe views and needsof the parent rather than tbse of the
children.There vas not enougtemphasis a understandinfEmmaandLoga2d t A 3SR S E LIS N
as disabled children.

10.44The reasons for this were explored within the IMR analysis meeting and discussed at the

practitioner event, where it was also noted that some practitioners may have oattiited
with Nicolel Yy R K I R Ibeing Buyfutiid 20F2 oW NR & fedir®) od pigy e Ko hat
a A (i dzITie B@Ryafelalso considerethow the multiagency partnership responded Logan
and Emmaas children with a disabilityVhilst additional servicesvere providedto them, there
were also services that could not be accessed duentut havingthe ¥orrectdiagnosis For
example, provision of respite care forLogan which was discussedvith Nicole by his social
worker, was not provided becauseLoganwas not recognised as@isabled Childalthough he
was diagnosedvith an attachment disorderHowever, given that therevas unmet need it
would have been beneficial for these services to have been prowvioketkr section 17(1)
Childen Act 1989

55






Learning pointeight ¢ Responding to thé/oice of the child andheir lived experience

The voice of the children was not always heard or responded to and while plans made and services

provided may have benefitted therthis was not always designed in&ssessment odelivery plans
that were child focusseand that considered all unmet need

Recommendatiorll

1 GSCB tseek assurance regarding how the lived experience and voices of children are heard

and reflected inassessments and plarsd to address any gaps in practice particulasligh
regard to disabled children.

Understanding Thresholdd evels of Interventiorand Child Protection Processes

1045¢ KS (GKNBaK2f R R20dzYSy iz (y2éy duplddtef Has bedna

revised to reflect changes to policy and the local delivery structdt agenciesand
practitionersinvolved in thisreview had some working knowledge and understandingthed

WD{-# KS [ S@Sta 27F Ly i &ewiBayiiisiagcgsesohRi2 GQICE Sigbsite. | Y R

10.46Practitionersin all agencies wersaid to beaware of child protection thresholdsiowever there

were several key practice episodes within this review whenecerns were not referred via the
Multi-agency Bferral Form when they could and should have he&isqg they were several key
practice episodes where the escalation protoa@s notused as the practitioners were unsure
whether the level of need and risk met the threshold for child protectidgencies reported
that they could benefit from improved understanding abotlte Levels of Intervention
document and application of thresholds

10.47There was alsceference made within the revietw somethresholds for services within health

agencies beingifficult to navigate and trying tcaccess servicahat had diagnosis dependent
thresholds An exampldeingwas thatdespiteLogam2 gresenting needs being high terms of
behaviour managemerdnd social communicatiohe could not accessertainservices because
KS RAR y2i KIFI@®S GKS WO2NNBOG.Q RAIFIy2ara 27

10.48There are several exampl@s this reviewwhere the thresholdfor child protection processes

were not correctly appliedor not correctly followed at times As highlightedwithin practice
appraisalthere werekey practice episodeahere strategy discussions were not hedthough
there was reasonable cause to suspect ttha child is suffering or is likely to suffeignificant
harm. ¢ KSaS a2YSGiAYSa NBadZ 6SR Ay OKAf RNByQa
without discussion with the referring agencyaher involved agencies.

10.491t was identified that this was pdyt becausewhere cases are alreadypen and a referral is

received it is dealt with by the locality team rather than the MASHerealsoappeaed to be a
lack of understandinghat, as per Working Togethet028, H strategy discussion can take place
following a referral or at any other time, including during #ssessment process and when new
information is received on an already open €3eere weretherefore several occasionshere

a strategy discussion or section £nquiries should have taken plateit did not Thisis a
known issue being addressed by thEASHpartners througha system overvieimprovement
plan.

10.50There areexamples of drategy discussios not taking place within the practice appraisaiich

contributed to missed opportunitieso take authoritative safeguarding action over time
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