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Mental Health Specialist Contribution to a Multi-Agency Safeguarding Panel
Bradford Child A Local Child Safeguarding Practice Review


Introduction of Panel Members and Their Roles
Good morning, The panel includes a chairperson, a Social worker, a health Visitor a Police Officer a Children guardian and me the mental health specialist. I will examine how Mother’s mental health, alcohol use and domestic abuse impacted her parenting capacity and her children’s safety. I maintain a focus upon both Mother and her children. Family-focused practice considers both the service user and risks to the whole family (Lagdon et al., 2021; Tuck, Wittkowski and Gregg, 2023).
Very Brief Overview of the Case and Purpose of the Meeting
The Bradford Child A review relates to the death in 2020 of a seven-year-old boy struck by a vehicle late at night when no responsible adult was caring for him at home. Child A and his sisters were exposed to neglect and unsafe conditions. The Mother presented with suicidal thoughts, alcohol misuse and domestic abuse concerns but no coordinated family response was forged by child protection agencies. The meeting can identify elements of good practice and areas for improvement in protecting children while supporting parents (Bradford District Safeguarding Children Partnership, 2023).
Key Findings of the Child Safeguarding Practice Review
The finding was that professionals did not recognise neglect in such a cumulative fashion. The responses were mainly incident-led and failed to connect attempted suicide by the Mother with her subsequent intoxication, home conditions, domestic abuse, missed appointments and the children’s disclosures. Police and ambulance service referrals were recorded as information only. Children’s Social Care did not initiate a sufficiently robust multi-agency assessment while other agencies failed to challenge this.
The professional work focused upon the Mother and her account of events; the children’s lives were overlooked. Their reports of being left alone in unsafe conditions did not result in any action being taken for protection. The only good practice elements included the thorough hospital mental health assessment and attempts of the Intensive Home Treatment Team. Yet the GP received no discharge notification, the children’s needs remained unclear and no contingency plan was established following the Mother’s disengagement from care (Bradford District Safeguarding Children Partnership, 2023).
Children, Young People and Families’ Perception of Well-being
The well-being aspect needs to be understood from several points of view. The sisters saw their brother as cheerful, energetic, caring and well-connected to the siblings. Such strengths should have informed the assessment. However, they also noted how they were left alone and in poor conditions whilst shouldering responsibilities beyond their ages. The family well-being did require safety, warmth and clean conditions and care. Recording their words without altering the existing protection plan does not equate to meaningful participation.
The Mother may have seen well-being as surviving crises whilst retaining family control. She did tell her GP that she was managing the children even though she had recently attempted suicide, struggled with anxiety effects and alcohol use towards controlling her former partner’s behaviour. Mental ill health does not automatically connote unsafe parenting practices. Such concerns need to be assessed regarding supervision, lives and support. The risks intensify where parental mental illness exists within neglect and domestic abuse (Lowthian et al., 2021).
Child A’s father and stepmother felt he was very well comfortable within their own home and how he could have lived with them. They were unaware of the professional involvement but felt themselves excluded from the assessments. This point adds to an overlooked source of stability for the child. Family-focused practice should understand the wider network and its strengths (Moltrecht et al., 2024).
The Importance of Partnership Working and Communication (Linked to the Case Study)
The 2017 crisis required engagement across emergency care, mental health, GP, police and children’s social services. Each held aspects of the risk picture but no agency had assembled a shared analytical understanding. There seemed to be an assumption that another service was managing the child’s safety. Good safeguarding practice involves practitioners sharing information and challenging inappropriate decisions (Dixon et al., 2022).
The GP was unaware of the Mother’s discharge from the home treatment team. The mental health services did not make a sufficiently explicit referral concerning the children. Professionals also failed to verify the outcome from social services or follow any escalation procedures. Current guidance makes clear that relevant, proportionate information should be shared where there is a potential risk to a child. Confidentiality should not obstruct necessary safeguarding communication (Department for Education, 2024).
The mental health specialist should ask whether the parent can perform essential functions in terms of supervision, emotional responses, maintaining the home and appointments? The Children Act 2004 and Working Together to Safeguard Children requires cooperation, joint assessments and professional challenge (Children Act 2004; Department for Education, 2026). Partnership working helps create a clear picture of cumulative harm.
Critical Analysis of the Case Study, Relevant Policies and Professional Intervention
The strongest intervention appears to have been the initial psychiatric assessment one that explored suicidal thinking and the relevance of the family home environment. The Intensive Home Treatment Team also persisted despite attempted contacts. Such efforts show compassion and awareness of parental concerns. The intervention generally remained adult-centred. The children’s welfare was taken into account but not communicated with enough urgency to prevent protection being lost. Family-focused services require clear expectations, staff with training and experience and regular multidisciplinary forums (Tuck, Wittkowski and Gregg, 2023).
The most serious missed opportunity appears to lie after the Mother’s suicide attempt. Elements of suicidality, intoxication, domestic abuse, unsafe housing of dependent children should have been assessed cumulatively. Limited engagement should have increased concern and scrutiny rather than justifying closure of the case. Before the Mother’s disengagement from services the practitioners could have confirmed childcare and follow-up with the GP. (Bradford District Safeguarding Children Partnership, 2023).
Professional curiosity appears weak here. The practitioners did not sufficiently explore who was actually supervising the children, how the former partner impacted the household or whether the fathers or relatives could offer safe support. A diagnosis alone does neither prove nor remove parenting risks. Such assessments need to look at daily functioning, alcohol effects and domestic abuse as well as the children’s perspectives of such factors.
Statutory thresholds were inadequately applied. Section 17 of the Children Act 1989 relates to children in need whilst section 47 involves enquiries in cases of suspected significant harm. Elements like attempted suicide, intoxication, unsafe conditions, neglect and leaving children alone clearly justify both a formal multi-agency assessment and serious consideration of section 47 enquiries. The failure here was not in missing information but in failing to connect the evidence, challenge thresholds and assign accountability to all concerned (Children Act 1989; Bradford District Safeguarding Children Partnership, 2023).
The Birmingham Adult A and Child A review provides some interesting comparisons. The outcome of traumatic distress is potentially only visible as difficult behaviour whilst rigid thresholds leave children precisely in between services. Though the case studies differ, both reports make clear the importance of trauma-informed formulations of difficulties, information sharing and significant adults involvement (Birmingham Safeguarding Children Partnership, 2023).
Conclusions on Current Policy and the Roles of Multi-disciplinary Services
The current policy regime offers a stronger framework than evident within this case. The 2026 version of Working Together to Safeguard Children places emphasis on child-centred, whole-family and multi-agency responses to concerns. Mental health services need to treat the parent whilst also considering the impact upon their dependent children. The GP provides continuity, social workers see the family history and lives, police see immediate risk factors whilst schools and health practitioners reveal daily presentation of the individual. The mental health specialist should translate clinical findings into safeguarding implications until responsibility transfers to the family (Department for Education, 2026).
While there is a multi-disciplinary element to the present service, this is not necessarily the same as a truly multi-disciplinary practice. The agencies are all present but the assessment and decision-making remains fragmented. The outcomes are delayed intervention and continued neglect of children and opportunities to use wider family support.
Recommendations to Improve the Multi- and Inter-disciplinary Nature of Health and Social Care Services
Every assessment of an adult in mental health should record the presence of dependent children and the immediate nature of their care arrangements and parenting function, domestic abuse elements and support. A Think Family pathway requires safeguarding consultation in cases of serious self-harm, suicide risk or intoxication impacting an adult with caring responsibilities. Family-focused evidence indicates clear procedures, skilled staff and organisational responsibility rather than individual initiative alone (Lagdon et al., 2021).
Non-engagement should trigger a review process rather than automatic discharge from services. Before closing such an episode, confirmation of GP communication, child safety, referral outcomes and a contingency plan is essential. A named lead practitioner could oversee a complete family assessment and chronology of incidents, appointments missed and mental state changes and children’s disclosures. This would help keep such neglect visible.
Mental health professionals should attend relevant multi-agency meetings and use formal escalation procedures when safeguarding thresholds appear to be incorrectly applied. Current referral systems should provide named ownership and feedback outcomes. Audits could reveal whether “children behind the adult” procedures were followed and whether relatives were seen as strengths or risks. Professional training should encompass aspects of curiosity, confirmation bias, domestic abuse and neglect, trauma and respectful challenge.
Children should be seen separately from the parents and whose words influence decisions rather than just appearing in case records. Progress can be measured in terms of safer supervision, better homes and conditions, school attendance and engagement of parents fewer crises. Such actions do support the review’s recommendations for an updated neglect strategy, embedded assessment tools and multi-agency auditing (Bradford District Safeguarding Children Partnership, 2023). Effective mental health care must support families but never conceal the child’s lived experience. This integrated approach protects children without stigmatising parents and ensures that mental health treatment, safeguarding decisions and family support remain coordinated across all professional boundaries.
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