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Response to the Serious Case Review concerning Child N 

1. Introduction: 
This document sets out the formal response of the Calderdale Safeguarding Children Partnership 
(CSCP) to the findings and learning identified through the Serious Case Review (SCR) it commissioned 
following the death of Child N. 

Note, this SCR process commenced and concluded prior to the implementation of Working Together 
2018 which replaced Local Safeguarding Children Boards with Safeguarding Children Partnerships in 
April 2019. However, transitional arrangements were applied to manage the publication of the 
report. 

This report provides key information about the SCR process and its purpose and gives an overview of 
how it was conducted and who was involved. Importantly it sets out the learning for the CSCP as the 
partnership responsible for ensuring that joint working arrangements to protect children are 
effective. It also shows how the CSCP has supported and monitored the implementation of learning 
by each of the involved agencies. 

All partners who were members of the previous Safeguarding Children Board formally accepted the 
report and endorsed the findings on 19th July 2018. The CSCP could not publish the report until 
criminal proceedings had concluded, therefore Learning Briefings and anonymous training was 
undertaken to ensure the learning was acted on as soon as it was available. 

This Response should be read in conjunction with the full Report and the Learning Briefing. These 
documents seek to demonstrate and support the transparent and objective approach all parties 
have taken to looking at and learning from the death of Child N. 

2. Serious Case Review Framework 
Working Together to Safeguard Children 2015 (WTSC, 2015) sets out the need to have frameworks in 
place to identify learning from cases in order that local and national practice to safeguard children can 
continuously improve. The purpose of a SCR was to conduct “a rigorous, objective analysis of what 
happened and why, so that important lessons can be learnt and services improved to reduce the risk 
of future harm to children” (WTSC 2015, page 72). 

3. Background to the Serious Case Review 
Despite the commitment and efforts of the practitioners working with the family, Child N was living 
with multiple risks, was displaying signs of distress and although he died from Natural Causes, we 
know some of the injuries suffered by Child N were non–accidental. This review reflects what learning 
may be applied to help partner agencies respond to vulnerable children in the future. Child N was two 
and a half years old when he died. 



2 

4. Methodology 
SCRs were commissioned by LSCBs when a child had died through abuse or neglect or seriously 
harmed and it was believed lessons could be learned from the way in which the local authority, their 
board partners or other relevant persons worked together to protect the child. The methodology 
was selected to generate the most learning from this case. 

This case was unusual in that agencies from two geographical areas were involved in the review, 
bringing with them, information about the different services available in each area and an 
understanding of the local processes and systems employed to safeguard children. The Calderdale 
LSCB decided that this review would conduct a proportionate, appropriate and participative SCR 
with the emphasis upon professional involvement, to address how agencies had worked together in 
this case, identify any learning, aggregate lessons from individual organisations and ensure that an 
improvement action plan was put in place. The SCR was designed and led by an independent 
reviewer, Clare Hyde MBE, from The Foundation for Families (a not for profit Community Interest 
Company) who developed a review model that would enable participants to consider the events and 
circumstances which led up to the tragic death of Child N. Parents were unable to contribute to the 
review due to concurrent proceedings. 

An SCR Panel was convened of senior and specialist representatives from agencies involved with the 
family in the time covered, to oversee the conduct and outcomes of the review. Relevant current 
and historical records were supplied. In addition, agencies that had significant involvement were 
required to provide an individual management review (IMR) which were completed by senior 
members of staff who had no direct involvement or responsibility for the services provided. 

Practitioners and Managers who had direct involvement with Child N and his family were able to 
share their experiences of working with them, contribute to the information provided by agency 
chronologies and IMRs i.e. understanding not just ‘what happened’ but ‘why it happened’; and to 
discussions about what improvements in policy and practice were required. 

The report was guided by terms of reference which considered key lines of enquiry. These were: 

1. Were single and multi-agency assessments and interventions child focussed, accurate and 
acted upon? Did agencies recognise and assess risk in respect of Child N? The detailing of 
each individual risk that was identified and how each was assessed. 

2. Was the parenting capacity of Child N’s Mother assessed effectively? Did agencies consider 
historical information with regards to the Mother of Child N and the affects this could have 
on her parenting of the child? 

3. What, in this case, reassured practitioners that Child N was safe and well? Were any signs of 
abuse missed by practitioners? 

4. What can we learn from our response to Child N and his family and from the engagement 
with the Mother of Child N, partners and extended family in fully understanding 
vulnerability, harm, risk and effective interventions? 

5. Were the frequent changes in relationships of the Mother considered in respect to the effect 
on Child N’s behaviours? How were the risks each different partner presented to Child N 
identified and assessed? With the detail for each individual partner and Child N’s father. 
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6. Explore whether Mother and/ or Mother’s partners were able to collude or deceive 
agencies, why this was able to happen and whether there are lessons that can be learnt. 

7. Was professional practice informed by appropriate and effective supervision? 

8. Was professional practice and supervision informed by research and evidence-based 
practice? 

9. Were single and multi-agency communications and information sharing appropriate, 
accurate and acted upon? How well was information shared, understood, and responded to 
between agencies? 

10. Determine whether the National, Regional and Local policies, procedures, thresholds, and 
practice expectations of the agencies in use were followed during this period. 

11. Consider whether there are any common themes from previous serious case reviews or 
critical incident reviews and the effectiveness of agency’s actions in relation to these. 

12. Identify learning that will help partners and the LSCBs to strengthen understanding of and 
response to Child N and to all vulnerable children and young people. 

The following agencies provided an IMR: 

• Bradford Children’s Services 
• Calderdale Children & Young Peoples Service 
• Bradford District Care NHS Foundation Trust 
• Calderdale and Huddersfield NHS Foundation Trust 
• Together Housing 
• Leeds Teaching Hospital 
• Bradford Teaching Hospitals NHS Foundation Trust 
• West Yorkshire Community Rehabilitation Company 
• West Yorkshire Police 
• General Practitioners for Child N and mother 
• Child N’s Nursery 

5. Key Learning 
The format of this SCR generated areas of key learning. The main areas of practice identified for 
improvement included: 

• Information gathering and analysis - There was insufficient understanding/assessment of the 
significance of mother’s childhood history/ impact of trauma on her behaviours, choice of 
relationships, ability to parent. 

• The lack of professional curiosity about family relationships, including mother’s partners; the 
number of injuries noted; consideration of the factors that prompted disengagement with 
services. 

• Insufficient attention to understanding the ‘lived experience’ of Child N 

The report sets out the suggested response to each of the key lines of enquiry: 
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i. The extent to which single and multi-agency assessments and interventions were child 
focussed, accurate and acted upon; and whether agencies recognised and assessed risk in 
respect of Child N. 

ii. The CSCB’s and partners should consider their current single and multi-agency risk 
assessment approaches and determine whether they encourage and facilitate ‘big picture’ 
analysis of risk which would include: 

• Routinely gathering information from other agencies and other family members 

• Full parental history including parents’ childhood experiences of abuse, loss, or trauma. 

• Current family context specifically focusing on fathers / male partners with specific 
consideration of offending history. 

• Consideration of who is part of a child’s life and whether they are a protective person. 

• Routine ongoing analysis of whether risk is decreasing/ increasing/ static particularly 
paying attention to patterns / capacity and willingness to change. 

• Evidence and research including lessons from other serious case reviews 

• Routinely sharing the outcome of assessments or seeking information about the 
outcome of assessments particularly when there are multiple vulnerabilities and risks. 

iii. The LSCB’s and partners should consider what arrangements may need to be put in place 
when non-engagement with ‘early help’ services may be an indication that a child’s needs 
are not being met or that risk is increasing. 

iv. The LSCB’s and partners should ensure that for interventions carried out with families: 

• The aims of the interventions are clearly articulated and shared with the families (and 
other professionals if appropriate) 

• Timescales for the interventions and outcomes are agreed 

• Measures of effectiveness are agreed and take place within the timescales 

• The outcomes of interventions must be measured against sustained improved outcomes 
for children and young people. 

• If interventions do not achieve the agreed outcomes this must be considered as part of 
the assessment of risk/ unmet need for children and young people and whether an 
escalation of concerns is appropriate. 

• That supervision is effective and is used to review and reflect upon progress and 
outcomes. 

• Validated parenting assessments should be considered for parents with pre-existing 
vulnerabilities including their own adverse childhood experiences which can indicate 
that parenting may be compromised. 

• In order to carry out an accurate analysis when assessing parenting capability and 
capacity to change, practitioners need to formulate a case conceptualisation, setting out 
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the various internal and external factors that influence parents’ ability to meet their 
children’s needs. 

v. Factors that should have challenged practitioner’s assessment that Child N was safe and 
well: 

• Multiple Child Protection Medicals should increase the suspicion of non-accidental injury 
or neglect. 

• Extensive or unusual bruising without adequate explanation should increase the 
suspicion of non-accidental injury or neglect. 

• Through peer review and safeguarding supervision paediatricians should be supported 
and challenged to recognise over optimism in personal practice. 

• Professional authority enables professionals to adopt a stance of professional curiosity 
and challenge from a supportive base, rather than relying on undue optimism. 

vi. How Mother’s relationships with men were considered in respect of the effect on Child N’s 
behaviours: 

• Specific consideration and information gathered of all adults who have shared care of 
children or who live in the household where there are existing or emerging concerns for 
children should be considered. 

• Where those adults are transient the impact of their influence on the family should be 
assessed with direct work taking place with children whenever possible. 

vii. Whether and how Mother and/ or Mother’s partners were able to collude and deceive 
agencies: 

• For many parents, child protection agencies are perceived as a threat, which means they 
may be reluctant to work with professionals, hide or cover up information, or appear to 
be complying. Practice and supervision must therefore reflect that there is a perceived 
disincentive for parents / families to be honest or, in some instances to ask for help. 

viii. The importance of effective safeguarding supervision, informed by research and evidence-
based practice: 

• Effective safeguarding supervision needs to balance support and challenge for the 
professional. It must include appropriate scrutiny and accountability. Above all, 
supervision must be child focused. 

• Research is continually producing new findings of key importance which should inform 
decision-making and should be an integral part of continuing professional development 
for all those who have responsibilities for safeguarding children. 

ix. How well information was shared, understood, and responded to between agencies and 
across borders: 

• When families with existing vulnerabilities and specifically where there have been recent 
child protection concerns move from one area to another there is potential for delay, 
confusion and misinformation between agencies. There may be benefit from considering 
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that, for example, the FNP cohort of mothers have specific vulnerabilities which would 
warrant a system alert when families move area. 

6. CSCP Response 
The CSCP has responded to the key learning in the following ways: 

 Amended the Multi-agency Risk Indicator Tool to identify Adverse Childhood Experiences 
(ACE’s), in order to highlight increased vulnerabilities and risk when undertaking 
assessments (Jan 2019) 

 Re-launched the Pathway and Letter for Engaging Hostile and Resistant Families to help 
practitioners to use with families who are reluctant to engage in Early Help interventions. 

 Re-launched Multi-Agency Professionals Meetings Guidance for occasions when it is not 
appropriate to include parents, carers, children and families in multi-agency meetings which 
can supplement existing good practices of engaging family members in assessment and 
planning activity. 

 Produced Safeguard Guides 9: Professional Curiosity and Challenge to identify risk without 
making assumptions or accepting account at face value. 

 Produced Safeguard Guide 10: ‘Was Not Brought’ where children and adults with care and 
support needs are not brought to appointments and therefore ‘stuck off’ – to stop 
professionals using a ‘did not attend’ approach and instead question if the child or adult at 
risk is being neglected or there is hidden abuse. 

 Amended the Multi-Agency Safeguarding Supervision Framework to include reference to 
the importance of including discussion of current research and evidence-based practice in 
reflective supervision discussions and to inform decision making (currently being updated 
again) 

 Chapter 1 in Working Together 2018 and accompanying guidance ‘Information Sharing: 
Advice for Safeguarding Practitioners’ clarifies the expectations for agencies to share 
information when there are safeguarding concerns about a child. Locally, we reflected 
updates in the Calderdale guidance: Information sharing guidance for practitioners. 

7. Individual Agency Responses to the learning from the case 
7.1. Local Authority Children’s Services 
As a direct result of learning from this case an immediate change was made to Children’s Social Care 
procedures relating to holding a strategy discussion with the Police (as a minimum) in all open cases 
where a medical is required and any subsequent medicals. In addition, the amended procedure 
incorporated a trigger to hold a formal strategy meeting with the clear expectation that the Police 
and Paediatrician attend as a minimum of 3 medicals are required within a 12-month period. More 
recently, a further action has been included where 3 referrals within 6 months now triggers an 
immediate case audit in MAST. 

The overall learning from this case has been disseminated to staff teams. 

http://calderdale-safeguarding.co.uk/wp-content/uploads/2018/01/Risk-Indicator-Tool-min.pdf
https://safeguarding.calderdale.gov.uk/wp-content/uploads/2018/04/Pathway-Working-with-Resistant-Families.pdf
https://safeguarding.calderdale.gov.uk/wp-content/uploads/2020/08/multi-agency-professionals-meetings-guidance.pdf
https://safeguarding.calderdale.gov.uk/wp-content/uploads/2019/02/Safeguard-Guide-No-9-Professional-Curiosty-and-Challenge.pdf
https://safeguarding.calderdale.gov.uk/wp-content/uploads/2019/02/Safeguard-Guide-no-10-Was-Not-Brought.pdf
https://www.gov.uk/government/publications/working-together-to-safeguard-children--2
https://www.gov.uk/government/publications/safeguarding-practitioners-information-sharing-advice
https://www.gov.uk/government/publications/safeguarding-practitioners-information-sharing-advice
https://safeguarding.calderdale.gov.uk/wp-content/uploads/2020/08/information-sharing-guidance-for-practitioners.pdf
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7.2. Calderdale and Huddersfield NHS Foundation Trust 
CHFT have reviewed a number of safeguarding processes since this review commenced. With regard 
to risk assessments, we use the department of health assessment framework within the level 3 
safeguarding training. 

We have developed and implemented an under 18 child-young person / and vulnerable adult 
safeguarding proforma that is used as part of a safeguarding risk assessment. Our safeguarding 
supervision template we use when carrying out safeguarding supervision with staff is based on 
Strengthening Families model and focusses on the risk of harm and danger within the discussions. 

We have a process in place to follow up vulnerable children and young people who are not brought 
to hospital appointments, and this is also highlighted in safeguarding training. Our Paediatricians 
have been part of a West Yorkshire safeguarding peer review and have established some practice 
standards for children and young people who attend for child protection medicals. In addition, we 
have developed some child and parent leaflets for families to support the child or young person 
when they attend for a safeguarding medical examination. Our Named safeguarding doctor conducts 
an ongoing quality assurance review of child protection medical reports. The Trust safeguarding 
team liaise with a network of health safeguarding teams across the country regarding patients who 
have attended our hospital from another area. The Trust is also part of the Child Protection - 
Information Sharing project (CP-IS) which helps health and social care staff to share information 
securely to better protect society's most vulnerable children, so there is a more complete picture of 
a child’s interactions with health and social care services. 

Within the Families and Specialist Services Division governance arrangements ensure escalation 
through Paediatric and Neonatal Forums to Children’s Directorate Governance Board and Divisional 
PSQB. CHFT recognise that Children and Young People access services wider than those provided by 
the Children’s Directorate and a newly initiated Children’s Board has been set up to oversee the 
experience of children and young people in the wider organisation. 

7.3. Clinical Commissioning Group (CCG) 
A ‘Was Not Brought’ template policy for GPs has been produced by the CCG safeguarding team and 
circulated to all GP practices in Calderdale in order that sufficient consideration  is given to 
safeguarding issues prior to recording ‘did not attend’ on their electronic patient record systems. 
Along with the promotion of the ‘was not brought’ NHS video being shown at the safeguarding lead 
GP meeting. 

A joint guidance document belonging to Locala has been drafted and co-authored by CCG 
safeguarding team and Locala safeguarding team with regard to the promotion of monthly MDT 
meetings being held in GP practices, where a member of the health visiting service will act as a link 
for the GP practice and communicate relevant issues accordingly with the Locala 0-19 service. This is 
currently in the process of being ratified by the internal  processes within Locala. This is not designed 
to replace any other modes of urgent communication that may take place where safeguarding or 
child protection concerns are identified and communicated as per required need. 

The multi-agency escalation policy has been communicated out to all GP practices in Calderdale. 

7.4. Together Housing 
Together Housing has implemented a Safeguarding Learning Group (SLG), which consists of a core 
group of Senior Managers. The purpose of the SLG is to take learning from our organisation’s 
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involvement in Serious Case Reviews, both to ensure key messages are cascaded effectively across 
the workplace, alongside implementing any changes identified through the process of a Case 
Review. 

This includes ensuring learning is cascaded effectively across all relevant teams by supporting 
learning briefing events for operational Managers, who are responsible for sharing the learning with 
their retrospective teams via team meetings and toolbox talks. 

Recommended learning which has been implemented as part of Child N SCR: 

• Ensure safeguarding is considered in all cases where we have a child living at an address 
where household members are either a victim or perpetrator of nuisance or anti-social 
behaviour. THG has raised awareness with Neighbourhood Teams, using relevant case 
studies to highlight where abuse may be present within anti-social behaviour cases. 

• A Review is taking place to strengthen joint working, communication and processes 
between Lettings, Neighbourhood Management and Anti-Social Behaviour processes. 
With a focus on improving IT systems and cross referencing of information. 

• THG continue to complete training with all staff, who come into contact with customers, 
to raise awareness and improve staff confidence in spotting signs and symptoms of 
abuse and following procedures as part of our training programme. 

• THG have updated our Safeguarding Children’s Policy and Procedures. 
• Specialist Domestic Abuse Training to be rolled out, to improve staff confidence in 

spotting the signs of domestic abuse and following procedures to ensure victims receive 
the right help. 

• THG will embed a culture of professional curiosity, by raising awareness highlighting the 
importance of being vigilant, asking the right questions to establish facts and to build a 
picture of what may be happening for the child. Sharing information with the relevant 
agencies to ensure a multi-agency approach is happening, where there are concerns 
about abuse. 

7.5. West Yorkshire Community Rehabilitation Company 
West Yorkshire Community Rehabilitation Company is fully committed to ongoing learning and 
professional development of all its staff. Our supervision, appraisal and quality assurance activities 
are core to our professional integrity, along with external inspections, audits and multi-agency 
partnerships. 

Our statutory involvement at Calderdale Safeguarding and Community Safety Partnership continues 
and the progression to CRC reintegrating with the National Probation Service will gather pace in 
2020, with 2021 as the reunification. 

Learning from our HMIP Inspection, October 2019, will help our focus for 2020. 

7.6. West Yorkshire Police 
There were two learning opportunities identified by West Yorkshire Police in the Serious Case 
Review. 

These were to ensure that all Police Officers and staff were reminded of the importance of creating a 
separate Niche Occurrence on receipt of each Child Protection referral, irrespective that other 
occurrences may exist relating to previous investigations concerning the child. 
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The Calderdale MAST/ and or Child Protection Investigators should also make sure that PNC and PND 
checks are completed on all relevant adults for the purpose of conducting Strategy Discussions and 
all safeguarding investigations. 

The learning from the Serious Case Review has been disseminated Force Wide to all Police Officer’s 
and Police Staff by way of Intranet briefings. Additional PND Training and Masterclass has been 
delivered to the safeguarding staff. 

The Force Multi Agency Safeguarding Hubs and all Child Protection Investigators are aware that PND 
checks are completed on relevant adults for the purpose of conducting Strategy Discussions and all 
safeguarding investigations to enable the timely sharing of information with Partner agencies to risk 
assess the safeguarding needs of children. 

The compliance rates regarding the completion of PND checks at the point of referral are to be 
included within the Safeguarding and Central Governance Audits. 

7.7. Children’s Centre 
North Halifax Partnership – Sure Start Children’s Centre’s have responded to the learning from this 
case by: 

i. Reviewing and changing the nursery registration form to make sure details of all carers of 
the child are included in particular birth parent details. 

ii. Supervision meetings and Safeguarding meetings to encourage professional curiosity and to 
routinely record the decision-making process, the reasons for this and any agreed actions. 

iii. Existing injury forms have been amended to evidence the decision-making process. 
iv. We are currently developing a distance travelled model to measure the effectiveness of our 

interventions and to ensure the outcomes from our assessment and work plans are met. 
v. We will disseminate the learning from the case through our Safeguarding Leads network 

who will in turn inform their staff and ensure that the changes detailed above are 
implemented and maintained. We will also consider any further changes we may need to 
make following the publication of the report. 

7.8. Bradford Partnership Response 
The Bradford Safeguarding Children Board (now The Bradford Partnership) have accepted all the 
recommendations of the Child N SCR and have acted against the specific area of learning and 
assurance for the Bradford District:  

1. The LSCB’s and partners should consider the extent to which their current single and multi-
agency risk assessment approaches address all the domains of the DoH (2000) assessment 
framework and consider using specific parenting assessment frameworks as appropriate. 
The District has fully adopted the Signs of Safety model for all single and multi-agency 
assessments which incorporates the Department of Health domains. Training focused on 
learning from reviews has been rolled out to staff. Subsequently further work in response to 
the Ofsted grading of the Child Services in the authority has looked at improvements in 
assessment work and supervision of cases. “Back to basics” training for Social Care staff is 
being rolled out focusing on amongst other things improvements in this area. 

2. The LSCBs should consider what arrangements may need to be put in place when non-
engagement with ‘early help’ services may be an indication that a child’s needs are not 
being met or that risk is increasing. The Bradford District has reviewed it’s Threshold 
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Document and replaced it with a more comprehensive Continuum of Need document that 
gives professionals increased guidance about signs of abuse and/or neglect as well as wider 
care needs and the levels of response to this. Bradford already has a non-engagement 
pathway and learning events as well as newsletters were utilised to re-highlight this to staff. 
The Bradford Front Door and MASH have been subject to a remodelling following the Ofsted 
inspection to improve the initial responses to contacts and referrals of concern. 

3. The LSCB should be assured that when agencies intervene with families the aims, 
expectations and desired outcomes are clearly articulated. If the outcomes are not 
achieved within the agreed timescales appropriate action should be taken. As at point one 
Bradford District has committed to the use of the SOS model. The Child Protection 
Conference systems have been remodelled and now have a new management structure 
committed to streamlining the processes and focussing on outcomes and identifiable 
progress in cases. Quality Assurance of cases has been reinforced and accountability for 
effective progress in family work and supervision of cases is clearly articulated at all levels. 
At the same time work has been undertaken to improve early interaction with the PLO 
processes where progress is not evident. 

4. The LSCBs should be assured that supervision is effective and is used to review and reflect 
upon progress and outcomes – There has been increased emphasis in the Bradford Section 
11 about assurance around effective management oversight of cases. Learning events were 
run around reflective supervision and professional challenge and the Bradford Professional 
Escalation Guidance was refreshed and re-launched. 

The action plan remains under review at The Bradford Partnership Case Review Sub-Group and 
themes contained in the review are included in Challenge Panel activity arranged though the 
Performance Management, Audit and Evaluation subgroup. In particular, quality of supervisory 
intervention is a standing item in all recent audit activities. The Learning and Improvement subgroup 
has run several training events and professional practice events on the themes within the review. 

8. How the CSCP implemented key learning 
The CSCP aligns areas of improvement to the Business Plan. This includes but is not limited to; the 
robustness of policies, procedures, local guidance, training, and the impact of these on front line 
practice. 

Guidance, tools, and protocols, as detailed in section 4 above, were produced to help practitioners, 
managers, and organisations in improving practice. 

Progress and impact are managed through the appropriate work streams, with the CSPR group 
monitoring the overarching action plan. The CSPR Group formally and regularly monitored the 
implementation of the action plan and recommendations to ensure progress was being made. 

The CSCP Quality Assurance audit programme reflects the learning from this case to test out changes 
to front line practice and line management. The CSAB/CSCP multi agency safeguarding training 
program has been amended to reflect key learning and is reported to the joint CSAB/CSCP in 
quarterly evaluations. The CSPR Group receives assurance from single agencies about their internal 
learning and recommendations. 
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8.1. Dissemination, implementation, and monitoring of impact of learning 
Across the safeguarding partnership there is a culture of continuous learning and improvement, the 
CSCP has several mechanisms to disseminate learning. These are some examples of how the learning 
from this review will be promoted and embedded in practice: 

• Training and briefings to professionals 
• Newsletters, briefing paper and learning lessons for front line practitioners 
• Quality assurance through audit 
• Performance management of indicators which outline practice improvements 
• Publication on website 
• Challenge events for front line practitioners to ensure the learning has been embedded and is 

having a positive impact (as detailed below). 

9. Progress Review and Challenge 
The CSCP undertakes Progress Reviews after SCRs or CSPRs have concluded. The intention is to 
ascertain whether learning has been disseminated, acted upon, and embedded across the multi-
agency partnership. Reviewing each case highlights any good practice and additional areas for 
improvement. Reviews are expensive, and contributions in terms of staff time is considerable, 
therefore it is critical to evaluate how effective learning processes have been and whether indeed 
anything has changed or improved as a result of undertaking one. 

Professionals taking part either had direct case management of the children involved in these cases 
or had participated in the SCR following the incidents. In rare cases, practitioners attended who 
were not involved – this was because the original participant was no longer in the same post. All 
participants were sent a copy of the Progress Review questions beforehand. Questions are directly 
from the SCR recommendations. 

Even though the SCR had not yet been published due to criminal proceedings, the CSCP had still 
disseminated learning through direct feedback to those involved in the SCRs, face to face training 
sessions to the wider workforce, written briefings which highlighted the learning and through actors 
who played out one SCR to a multi-agency audience. 

9.1. Findings and Good Practice 
It was obvious that a great deal of work has been undertaken by agencies to act on and embed the 
learning. Practitioners were passionate, well informed and knew what the learning was and how it 
had impacted on their and other organisations practice. The interviewers (senior leaders from the 
three statutory partner agencies) were very much assured with the actions taken and how well 
changes were embedded following the SCR recommendations. 

Good practice was noted around the use of Systemic Practice, ‘working with hostile and resistant 
families’ guidance and the ‘Was Not Brought’ Safeguard Guide when working with families through 
Early Help. Together Housing highlighted excellent practice and provided evidence of how guidance 
and tools produced in Calderdale were shared with the wider geographical areas covered by the 
housing provider. 

Good practice around supervision was seen to be good, but terms like ‘reflection’, ‘debrief’ and ‘case 
management’ were interchangeable. Safeguarding Champions were described by agencies as critical, 

http://www.calderdale-scb.org.uk/professionals/learning-and-development/
http://www.calderdale-scb.org.uk/professionals/serious-case-reviews/
http://www.calderdale-scb.org.uk/
https://safeguarding.calderdale.gov.uk/wp-content/uploads/2018/04/Pathway-Working-with-Resistant-Families.pdf
https://safeguarding.calderdale.gov.uk/wp-content/uploads/2018/04/Pathway-Working-with-Resistant-Families.pdf
https://safeguarding.calderdale.gov.uk/wp-content/uploads/2019/02/Safeguard-Guide-no-10-Was-Not-Brought.pdf
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especially for high turnovers and large numbers of staff who don’t have ‘safeguarding’ as their main 
role. 

The Child Protection Medical process has changed significantly following this review. Both CHFT and 
Children’s Social Care were able to talk about and demonstrate the changes made to this process. 
Additionally, one agency spoke about the Professional Curiosity and Challenge Safeguard Guide 
being helpful and increasing staff confidence to ask difficult questions. 

9.2. Area for improvement were identified as follows: 
Families moving across borders: Even though a portal used by health organisations for missing 
people seems to be producing some good results, notifications of children moving into or being 
placed in the area are still not always received by Calderdale agencies. 

Hidden Males Safeguard Guide had been disseminated and used in practice. Good examples of 
positive outcomes were given including from the GP practice, who reminded interviewers they were 
in an ideal position to know who is in families, they get informal information and have knowledge of 
extended family networks as a result of being a universal service. Although practitioners described 
getting better at asking details about partners and ‘significant others’, they also said it still needs to 
improve. Some software systems need altering as they will only identify one partner, and not a 
history of partners, and it was thought the use of genograms in risk assessments would help to 
record this key area of family dynamics. 

10. Next Steps 
Following this Progress Review; the CSCP has commended the good practice which has been evident 
in this review. There will be continued efforts to further raise awareness of Adverse Childhood 
Experiences and Trauma Informed Practice through the Learning and Improvement and 
Communication & Engagement workstream, especially through Safeguarding Weeks. In addition 
agencies will continue to work on improving the recording of, and professional curiosity of males and 
significant others in child focussed risk assessments. 

https://safeguarding.calderdale.gov.uk/wp-content/uploads/2019/02/Safeguard-Guide-No-9-Professional-Curiosty-and-Challenge.pdf
https://safeguarding.calderdale.gov.uk/wp-content/uploads/2019/12/Safeguard-Guide-No-11-Hidden-Men.pdf
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