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This issue focuses on child protection conferences and core groups.
The Serious Incident Review considers Child A, and audit findings
come from an audit into Initial Child Protection Conferences and
Core Groups.
Reports to conference are highlighted as an area for development.
Read on to see what Liz Pearson, Service Manager Safeguarding,
Care and Quality Assurance recommends:
Signs of Safety Child Protection practice relies on strong collaboration
between agencies with full participation and involvement of professionals
and family members in mapping and planning. The multi-agency report to
conference is a cornerstone of this process.
What makes a good report using the signs of safety approach?
 The report will have been shared with the family before the conference
 The report will be child focused and add to the understanding of the
child’s daily lived experience
 It will be written in plain language, using behaviourally based description
parents will understand
 The strengths and safeties identified will be clearly linked to the risks
 The contribution your agency has made and is able to make to a plan to
keep the children safe will be clearly set out
 The scaling will have been completed
There is sometimes a reluctance to complete aspects of the report – such as
the scaling, prior to conference, however this transparency is important to
support families in understanding the level of concern. For any professional
new to Child Protection, sharing the concerns with the family can feel
daunting. Experience shows that families value this openness and find
attendance at Conference less distressing when they are clear about the
concerns and are aware of the views of all the professionals working with
them. This applies to the children as well as to parents.
There is currently a Somerset pilot introducing area based CP Coordinators.
This role includes support for multi-agency partners with Child Protection
Conference participation. If your agency would be interested in your local CP
Coordinator attending a team meeting to discuss any issues relating to reports
for Conference or Conference attendance please contact Liz Pearson
lpearson@somerset.gov.uk.
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SERIOUS INCIDENT LEARNING REVIEW
6 STEP BRIEFING—CHILD A

1. The Background
Child A, a very young baby, lived with his* mother. He had been subject to a Child Protection
Plan since before his birth due to his mother, aged 17, being homeless, a regular smoker of
cannabis and being in an abusive relationship with a much older man. There had been
Children’s Social Care involvement with Mother and her siblings.
Mother engaged well with pre-birth support, giving up cannabis and tobacco, securing
housing and ending all contact with the older abusive man.
Child A was born by Caesarean section, and upon discharge from hospital Mother and Child A
stayed with a grandparent.
Mother continued to engage with professionals.

2. Safeguarding Concerns
Prior to the incident Mother and Child A were assessed as doing well. Mother’s care of A was
viewed as appropriate. Mother and Child A had stayed with a grandparent after birth, and had
just gone home to live independently, which was viewed as a positive step forward.

3. The Incident
Less than a week after moving back home, at age five weeks, Child A was taken to the hospital
emergency department. His mother had noticed his arm looked floppy and he was crying a
lot. Child A was found to have a spiral fracture to the left humerus.
Mother was not able to give an account of how the injury happened, and Child A had been in
the care of different people. The cause of the injury has not been established.

4. The Review
A learning review was held with staff involved in this case. The learning review gave an
opportunity for practitioners to reflect upon the case and consider lessons to be learnt, and
to see the conference through the eyes of other professionals.
At the learning review practitioners re-read all reports and case conference minutes,
pinpointing areas for clarification and gaps in information. There was also a re-run of the
Child Protection Conference, in which the Health Visitor proposed that a Mother and Baby
Placement was provided—a proposal which was not supported by other professionals at the
conference. During the re-run the facilitators used a ‘freeze frame’ to capture and hone in
on key moments.
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5. The Findings
There was a core group held when Child A was about 3 weeks old. The core group was
very positive about developments and the midwifery service had discharged with no
concerns. The health visitor and social worker were visiting weekly and were happy with
Mother’s care of the infant. There were no notable events leading up to the injury.
The quality and timeliness of reports to conference were inconsistent.
Core groups were cancelled as no social worker was present, and this affected the
working of the case.
Poor agency attendance at child protection conferences
Attendees of the learning review also noted a lack of the child’s voice; stating that no
one really understood the story or the child’s needs.

6. Multi-agency recommendations
All agencies should ensure that reports submitted to child protection conferences are fit
for purpose (see page 1).
The SSCB should reiterate that injury in infants under 1 year old, should be automatically
treated as suspect, regardless of whether the infant is in receipt of a child protection
plan.
Tighten up on process of reviewing child protection plans at review child protection
conferences .
Pre-birth planning should be specific about the lead coordinator of the next steps, and
be specific about discharge arrangements.
Ensure the child’s statement is read out in conference, which will help ensure the child
remains the focus of the meeting.

*Important note
This case has been anonymised. For ease of reading:
 the baby is referred to as ‘Child A’, this is a random initial.
 references to the child’s correct gender have been removed, and replaced by a gender
selected at random.
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AUDIT SUB GROUPS
The ASGs audited 8 cases; looking at the multi-agency work with children
prior to their Initial Child Protection Conference (ICPC), and also looking at the
first Core Group in each case.
The audits found that:
 Reports to conference were of a variable standard. The majority of
reports to conference did not include scaling.
 Core group membership was not consistently identified in the ICPC
minutes, leading to a lack of clarity about who the core group members
were.
 Good practice—one ICPC was very well informed as the advocate’s
statement (which gives the child’s views) was read at the beginning of the
conference; the meeting was clearly informed by the child’s wishes and
feelings and remained focused on the child.
 There was confusion about whether core group members could continue
with the meeting if the social worker failed to attend.
 The ASGs noted pieces of good practice—a Nursery sent a very clear
report to conference. Social Worker 1 was outstanding in ensuring the
child’s voice was heard. A School’s report to conference evidenced
knowing the children well, and had very good chronology. Social Worker 2
informed the conference by a very clear C&F assessment, which took the
parents’ views into account and gave good information about what it
would be like to be a 2 year old in this family. Letters have been sent to
these people thanking them for their contributions.

Things you should know
Core groups
Social workers with their managers lead core group activity (WT 2015).
However, if the social worker cannot attend a core group for any reason, it is
possible for the meeting to go ahead if this is best to maintain the safety of
the child . Another member of the core group could go through the action
plan and take the notes. Sometimes the duty social worker, another social
worker or the team leader will be able to attend the meeting.
To remind yourself about the guidance on core groups, refer to the relevant
chapter of the SWCPP procedures—available online at
www.proceduresonline.com/swcpp or click here for a direct link to the
chapter.

Contact the SSCB!
Your feedback is welcome, please send to lscb@somerset.gov.uk.
The SSCB has a circulation list to send alerts when new newsletters or
learning bulletins are published. If you do not currently receive these alerts
and would like to sign up to the list, visit our website
sscb.safeguardingsomerset.org.uk
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