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Case study Title: 

Source: https://learning.nspcc.org.uk/case-reviews/national-case-review-repository 

· Microsoft Teams Link with the recording of group’s discussion
  https://uowtsd-my.sharepoint.com/:v:/g/personal/2308808_student_uwtsd_ac_uk/EfwVPbGoMUFNgi-zo9WphBUBIrMCpEddSfHCcS-ualg6EQ



· Overview of the case study
This Serious Case Review focuses on a child who was repeatedly exposed to harm, including chronic neglect, domestic violence, and a breakdown in emotional support from caregivers. Multiple agencies—social services, schools, healthcare professionals—had contact with the family, yet no single agency assumed full responsibility for safeguarding the child. Over time, risks increased, while interventions remained fragmented and inconsistent. The lack of professional curiosity, poor information sharing, and a failure to escalate concerns meant that the child remained in an unsafe environment, ultimately leading to tragic consequences. The review also reflects wider systemic issues, such as high caseloads, desensitisation to risk, and the assumption that someone else would act.



· Children, Young People and Families’ perception of well-being. 
· In this case, the child’s perception of well-being was severely distorted by ongoing trauma. From the child’s point of view, experiences of fear, confusion, and instability were normalised. The family appeared to present well superficially, which may have led professionals to underestimate the severity of the situation. Parents described themselves as “coping,” even though there were clear signs of mental health struggles, financial stress, and emotional unavailability. This disconnection between perceived and actual well-being demonstrates the importance of listening to the child’s voice, observing non-verbal cues, and using child-centred assessment tools. According to Trevithick (2012), understanding how children and families perceive their own situation is vital in making accurate assessments and tailoring support interventions.


· Factors leading to adverse childhood experiences in the case study
· Several risk factors contributed to the child’s Adverse Childhood Experiences (ACEs), which research has shown can lead to long-term harm:
· • Domestic violence: The child was regularly exposed to loud arguments, physical aggression, and controlling behaviour between caregivers.
· • Emotional and physical neglect: Basic needs such as food, hygiene, and supervision were not consistently met.
· • Parental substance misuse and mental health issues: These contributed to erratic parenting and emotional instability.
· • Socioeconomic hardship: The family faced housing instability and poverty, which limited access to support services and created additional stress.
· • Lack of a consistent, trusted adult: Although different professionals were involved, the child lacked a stable relationship with any one adult, which research identifies as a key protective factor (Fleet et al., 1998).
· 
· These factors created a cumulative risk that should have triggered a coordinated safeguarding response, but instead were addressed in isolation.



· The importance of partnership working and communication and linking these to the case study.


The case clearly demonstrates the dangers of weak inter-agency collaboration. Different services had partial knowledge of the child’s situation, but information was not effectively shared. One school report noted changes in behaviour, while a health visitor flagged concerns about hygiene, yet there was no formal meeting to bring these observations together. Without a coordinated response, the pattern of risk went unnoticed.

Working in partnership involves more than just passing information between agencies—it requires shared responsibility, mutual trust, and consistent communication. According to Working Together to Safeguard Children (2018), professionals must work as a team around the child, ensuring regular communication, joint assessments, and a clear understanding of each agency’s role. In this case, the absence of joint strategy meetings and poor use of early help assessments led to fragmentation and delay.






· Critical analysis of the case study and the information which has been provided including relevant policies and professional intervention which may be outlined in order to measure and enhance the health and well-being of children, young 
people and families. 

While the policy framework is strong on paper, its application in practice often fails. In this case, agencies were following their own internal procedures without aligning them with national guidance. Risk assessments were superficial and not regularly updated. Professionals were overly reliant on parental self-reporting and failed to use observational evidence to challenge assumptions.

The Munro Review (2011) highlights that performance-driven cultures can lead to a “tick-box” approach rather than a reflective, analytical one. This was evident in the case, where assessment forms were completed without true engagement. Additionally, the Victoria Climb Inquiry (Laming, 2003) had already highlighted the need for professional curiosity, yet the same failures persisted in this review.
           

· Draw conclusions on current policy and the roles of multi-disciplinary services within the case study and the impact of their responses on the children, young people, and families. 

Although national safeguarding policies provide a comprehensive framework, their effectiveness depends on local implementation, leadership, and training. In this case, no lead professional was identified to coordinate services, resulting in role confusion and inconsistent monitoring. Health and education professionals lacked clarity about when and how to escalate concerns. Social workers were overburdened and did not conduct home visits with sufficient frequency or depth.

The response to the child’s needs was reactive, only becoming urgent when crises occurred, rather than being guided by early intervention. This reflects systemic gaps in safeguarding culture. Multi-disciplinary services have the potential to be highly effective, but only when supported by strong leadership, joint training, and clear accountability.

· Provide recommendations to improve the multi and inter-disciplinary nature of health and social care services. 

	1.	Establish a lead professional system for each child at risk, ensuring one person is responsible for coordinating care across services.
	2.	Introduce mandatory joint training for all professionals involved in safeguarding, focusing on communication, escalation, and trauma-informed practice.
	3.	Develop shared digital platforms where schools, health workers, and social care can access and contribute to a single case file.
	4.	Embed regular multi-agency meetings (e.g. Team Around the Child) as standard practice when multiple services are involved.
	5.	Promote reflective supervision across all disciplines to support critical thinking and avoid desensitisation to risk.
	6.	Enhance family engagement strategies, ensuring the voice of the child is central to planning and decisions.
	7.	Address workforce challenges such as high caseloads and staff turnover, which directly impact continuity and quality of care.
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