















Safeguarding Officer’s Reflection on Child HN’s Case 
My role in this case is the Safeguarding Officer. My central question to consider was whether Child HN was safe and whether his needs were understood, and if the professionals that were involved with him were effective in working with one another to protect him.
Child HN was a teenager with Type 1 diabetes, a serious, lifelong health condition. He was rushed to hospital with diabetic ketoacidosis, also known as DKA, which could have been life-threatening. The inquiry says this was to be treated as a “near miss” because death was a genuine possibility (HSCP, 2024). Child HN had previously also relocated with his mother and siblings from Worcestershire to a refuge in Herefordshire following domestic abuse and coercive control at home (Herefordshire Safeguarding Children Partnership, 2024). 

As the safeguarding officer, I would have liaised with this case through the multi-agency safeguarding process. So I would be reading information from children’s social care, health, education, the refuge, GP services, the diabetic team, CAMHS and other agencies. And I would want to know: Is this child safe? Are the professionals informing one another? Does this have a resolution? Is the child’s voice heard? It has relevance to Working Together to Safeguard Children which states that the safeguarding of children is a collective responsibility and agencies should collaborate to provide assistance, safeguarding and promotion of children’s welfare (Department for Education, 2023).
The key action I would take is ensure that there is an appropriate multi agency meeting. In that case, one major issue was that information didn’t follow the family across from Worcestershire to Herefordshire. The Herefordshire Children’s Social Care were unaware of the family until October 2022, despite their move being in July 2022. It resulted in delays with social care, education, health services, GP, diabetic team and CAMHS (Herefordshire Safeguarding Children Partnership, 2024). That’s important, because Working Together states that agencies need to share information early on and collaborate when children might need help — or protection (Department for Education, 2023). 

I would have also ensured Child HN’s diabetes plan formed part of his Child in Need Plan so everyone was clear about who was responsible for providing his insulin, for his appointments, for monitoring his blood sugar and what would happen if he declined treatment. This is relevant as his diabetes was more than just a medical problem; it was a child protection concern. Under the Children Act 1989, a child in need includes one who requires additional assistance to achieve or maintain a satisfactory level of health or development (Children Act, 1989). In Child HN’s situation, his health, education, emotional well-being, and family circumstances all had to be considered jointly.
I would draw this through to Working Together to Safeguard Children 2023(messages are agencies have to work together to assist, support and protect children). The problem is not solved by having each agency working in isolation. Professionals have a responsibility to share information, carry out risk assessments, listen to the child and family and respond promptly if there are concerns (Department for Education, 2023). 

In this regard, I would also take into account the possibility of medical neglect. Medical neglect is when a child is not receiving the medical attention they require, particularly if the condition is life-threatening. Failure to provide adequate health care, refusal of care or attention, or disregard for medical instructions NSPCC Learning describes medical neglect as the act of withholding necessary health care, declining care, or disregarding medical advice (NSPCC Learning 2024). I would not just fault the mother. I would be asking why the diabetes wasn’t under control rather than why it had been diagnosed. Was the mother too much to cope with? Was Child HN declining injections? Did he comprehend the dangers? Were the risks communicated clearly by professionals? Does the family require more practical help?
The review demonstrates that Child HN’s mother sought assistance on numerous occasions. She made contact with services, rang 999, and said she felt abandoned. She also felt blamed and confused because she received mixed messages from various professionals (Herefordshire Safeguarding Children Partnership, 2024). As the safeguarding officer, I would ensure that the metaphors of the parent are proper metaphors, and that the parent’s voice is truly heard and that the professionals are not able to make these judgements without having a comprehensive understanding of the situation. 

I would also talk about the voice of Child HN. The review discovered that his daily existence was not fully known. He was a loner from all the time he spent in his room playing video games, he had difficulty attending school, he may have been neurodiverse, and he struggled to come to terms with his diabetes diagnosis. He said he would “rather be dead” (Herefordshire Safeguarding Children Partnership, 2024). That should have been taken as a extremely worrying sign. Studies indicate that youth with Type 1 diabetes are at risk for emotional and mental health challenges such as anxiety, depression, and difficulties with self-management (Duinkerken, Snoek and de Wit, 2020). National Institute for Health and Care Excellence (NICE) guidance also recommends that diabetes care for children and young people is tailored to their age, level of maturity and individual needs, including how they manage their diabetes and their emotional well-being and social situation (NICE, 2015, updated 2023).
What was done well was that there was some attempt among professionals to assist. Education and support from diabetic nursing team for injections. The refuge supported the mother. Then CAMHS subsequently undertook an assessment of Child HN in the family’s home which was beneficial as it accommodated the family’s arrangements. Following admission to hospital, Children’s Social Care also became more supportive and the mother described* the latter team as ‘helpful’ (Herefordshire Safeguarding Children Partnership, 2024). 

But what was lacking was the broader picture. Agencies had not taken a holistic view of Child HN’s life or the trauma he had experienced, his culture, education requirements, mental health, risk of diabetes, or family strain. The reaction was too lethargic too was too internally divided. There was no robust common strategy, and practitioners did not adequately consider medical neglect or the obstacles preventing diabetes treatment (Herefordshire Safeguarding Children Partnership, 2024). The effect of Adverse Childhood Experiences is also relevant here since Child HN had experienced domestic abuse, family conflict, instability and serious health stress. Adverse Childhood Experiences can influence a child’s behaviour, mental health and overall future well-being (Centers for Disease Control and Prevention, 2026). So that’s a reason to not just view Child HN’s behaviour as “difficult behaviour”; it might also reflect a sign of distress.
Next time, I would do things differently. I'd make sure the transfer between local authorities takes place immediately when a family moves to a new area. I would arrange an urgent multi-agency meeting. I would see to it that the child is investigated alone and that you're speaking to him in a way that he can understand. I would listen to the mother, without blame. I’ll make the diabetes plan explicit and in writing. I would also escalate the case if I felt there was delay because diabetes mismanagement can this become life-threatening very quickly. Studies of childhood-onset Type 1 diabetes also indicate higher susceptibility to issues related to DKA admissions, non attendance and emotional distress amongst adolescents, and therefore any concerns should be recognised and addressed promptly (French et al., 2022). 
In summary, what I learnt as a Safeguarding Officer is that Child HN needed to be viewed as a child first and foremost, not a person old enough to "take care of herself" The whole package of his diabetes, trauma, education, mental health and family had to be looked at. The greatest area for improvement is more prompt, coordinated, child-centred safeguarding practice. 
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