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SAFEGUARDING CONVERSATIONS 
 

Members of the SSCB meet regularly with practitioners to discuss one of their cases.  This offers 
a reflective opportunity to consider all aspects of practice, including what training or additional 
guidance may have helped or would be useful.  
 

June 2018 Safeguarding Conversation 
 

In June the Safeguarding Conversation focused on a family of several children.  The family was 
living in severely overcrowded housing and was experiencing domestic abuse.  In addition the 
mother was using non-prescription drugs and had mental health problems.  After the mother 
took a serious drug overdose an Initial Child Protection Conference was held and the children 
became subject of Child Protection Plans (CP Plan). 
 

As part of the plan a Family Group Conference (FGC) was held.  This was 
very successful and led to much better communication between adults 
and the use of an extended family support network.  The CP Plans were 
discontinued after 9 months. 
 

The meeting was led by two members of the Somerset Safeguarding 
Children Board and was attended by health visitors’ manager, the social 
work team manager, the CP conference chair, the PFSA from the older 
children’s school and the project leader from a local voluntary 
organisation . 
 

Good practice identified in this case 
• The children’s voices were prominent at the conferences and the FGC. 
• The CP conferences were seen as very effective, with the chair keeping the focus on the 

children at all times whilst enabling everyone to participate. 
• The inclusion of several children at the ICPC was particularly powerful and was a strong 

foundation for effective child focused, multi-agency working.  
• The use of Signs of Safety scaling was an effective way of all participants expressing their 

view of how serious they considered the issues to be. 
• There was evidence that processes such as Team around the School, One Teams and Team 

around the Child are effective in enabling engagement of a wide range of professionals in 
supporting families. 

• Supervision was used to encourage professional curiosity. 
• A shared pride was seen amongst participants: ‘it felt like a team effort’…. ’an amazing piece 

of multi-agency working.’ 
 

Key learning points 
• Discontinuities within and across agencies arising from structures (e.g. handovers between 

teams), turnover of staff, reallocation of cases, etc, can lead to repetition and ‘start again’ 
for the family as well as a loss of pace and focus.   

• The Resolving Professional Differences Protocol needs to be better promoted. 
• Consent is not always clearly understood as needing to be obtained in order to share 

information with other services in order to provide support (rather than to carry out an 
assessment).  See page 7-8 in the Effective Support guidance for more information. 

• The inclusion of housing providers in the process is very important.  Housing providers may 
be aware of issues that could indicate risk to children, but vary in their proactive sharing of 
relevant information.  

https://sscb.safeguardingsomerset.org.uk/download/3688/
https://sscb.safeguardingsomerset.org.uk/working-with-children/local-protocols-guidance/
https://sscb.safeguardingsomerset.org.uk/effectivesupport-documents/

