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SAFEGUARDING CONVERSATION 
 

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.  
 

November 2018 Safeguarding Conversation 
 

In November the Safeguarding Conversation focused on a family with two children, one of 
whom had sustained non-accidental injuries.  The children had been in care and subjects of a 
child protection plan, and then a child in need plan. 
 

Good practice identified in this case 
• The child in need process has worked well for the children; professional focus was always on 

the children rather than being distracted by adult needs. 
• The school is particularly alert to the needs of the parent, and provides significant, 

responsive support and feedback. 
• Safeguarding supervision sessions are held regularly for health visitors and greatly valued. 
• Staff were aware of the Resolving Professional Differences Protocol and although they had 

not used it, they knew of occasions when others had seen it used successfully. 
• Use of the Early Help Assessment following the ending of the CIN plan to assess the 

children’s needs and plan future intervention. 
• Clarity about the Lead Professional role. 
• Awareness of step-in meetings and when these would be appropriate. 
• Professionals accessing training and the lessons learnt from SSCB case reviews. 
• Use of the neglect toolkit with this family and the fact that this had proved helpful to 

professionals. 
• Awareness of the processes outlined in the pre-birth protocol. 
• Professional knowledge of overcoming abuse – training for women who have experienced 

abusive relationships with partners. 
• There is a system in place for GP and Health Visitors to meet quarterly to discuss child 

protection cases. 

Key learning points 
• It is important for practitioners to be given a good briefing 

about parents’ history and the impact this may have on their  
parenting. Genograms can be a useful tool to support this. 

• The case highlighted transition points which were 
accompanied by a change in social work team. This had a 
negative impact, compounded by staff turnover. 

• The ending of a child in need plan should be the outcome of 
collective discussion and decision making by those directly 
involved with a family, as specified in the Step Up Step Down 
guidance.  

• Practitioners should be able to check the risks posed by 
men—rather than having to rely on mothers doing this 
themselves. 

Other considerations have been followed up with individual 
agencies. 

Lunchbox learning 

Click here to open the 

SSCB Lunchbox Learning 

package which helps 

practitioners understand 

how to implement the 

pre-birth protocol.  This is 

designed to be delivered 

in half an hour and also 

refers to other issues 

identified in the Child Sam 

Serious Case Review. 

https://sscb.safeguardingsomerset.org.uk/download/3827/
https://sscb.safeguardingsomerset.org.uk/working-with-children/local-protocols-guidance/
https://sscb.safeguardingsomerset.org.uk/effectivesupport-documents/
https://sscb.safeguardingsomerset.org.uk/working-with-children/local-protocols-guidance/
http://www.proceduresonline.com/swcpp/somerset/p_prebirth_sg_unborn.html?
http://www.somersetsurvivors.org.uk/EasysiteWeb/getresource.axd?AssetID=124834&type=full&servicetype=Attachment
https://sscb.safeguardingsomerset.org.uk/download/3668/
https://sscb.safeguardingsomerset.org.uk/download/3668/
https://sscb.safeguardingsomerset.org.uk/wp-content/uploads/Child-Sam-Lunchtime-Learning.pptx
https://sscb.safeguardingsomerset.org.uk/wp-content/uploads/Child-Sam-Lunchtime-Learning.pptx

