Speaking Note:
Role: Mental Health Worker
Case: Child A Safeguarding Practice Review
Opening (First 1–2 minutes)
As a mental health worker involved in safeguarding discussions, my role is to consider how parental mental health, family circumstances and adverse childhood experiences impact children’s safety and wellbeing.
The case of Child A highlights how failures in recognising neglect and coordinating multi-agency responses can place children at significant risk.
According to the safeguarding review, Child A tragically died after being struck by a car while outside unsupervised late at night. The review identified that Child A and his siblings had experienced long-term neglect and lack of supervision within the family home.
From my perspective, this case raises important questions about:
· how professionals understood the children’s lived experiences
· how agencies shared information
· and whether safeguarding responses were sufficient to protect the children.
Safeguarding policy in the UK, particularly Working Together to Safeguard Children (2023), emphasises that protecting children requires effective collaboration between professionals and agencies.

Children’s Wellbeing and Lived Experiences (3 minutes)
One of the most important aspects of safeguarding practice is understanding children’s perception of wellbeing.
In this case, the review shows that the children lived in extremely poor conditions. The house contained large amounts of rubbish, beds were broken and basic needs such as food and electricity were sometimes unavailable.
From a child-centred perspective, these conditions clearly indicate chronic neglect.
Another concerning factor was that the eldest sibling was often responsible for caring for the younger children overnight when the mother was absent.
From a mental health perspective, placing a child in this role can create significant emotional stress and anxiety. Research shows that children who take on parental responsibilities, often described as parentification, can experience long-term psychological difficulties.
A key safeguarding issue in this case is that the children’s voices were not fully prioritised.
Although the children disclosed concerns about their home environment, professionals sometimes relied more heavily on the mother’s explanations.
This is problematic because the Children Act 1989 emphasises that the welfare and views of the child must be central to safeguarding decisions.

Adverse Childhood Experiences and Mental Health (3 minutes)
Another important issue in this case is the presence of Adverse Childhood Experiences, commonly known as ACEs.
ACEs include experiences such as neglect, parental mental illness, domestic abuse and substance misuse. Research shows that exposure to multiple ACEs significantly increases the risk of mental health problems later in life.
In this case the children were exposed to several ACEs, including:
· parental mental health difficulties
· emotional abuse
· chronic neglect
· poverty and housing instability.
One particularly significant safeguarding moment occurred in 2017 when the children’s mother attempted suicide while intoxicated and required emergency medical intervention.
From a mental health worker perspective, this incident should have triggered a multi-agency safeguarding response, because parental mental health crises can directly affect parenting capacity.
However, although several services were involved, the review concluded that there was no coordinated safeguarding assessment focusing on the children’s needs.
This suggests that professionals did not fully apply a Think Family approach, which encourages practitioners to consider the impact of adult mental health issues on children within the household.

Partnership Working and Communication (3 minutes)
Partnership working is one of the key foundations of safeguarding practice.
The Children Act 2004 introduced a duty for organisations to cooperate in safeguarding children, while national guidance emphasises the importance of information sharing between agencies.
However, the Child A review identified several failures in multi-agency communication.
For example, during the mother’s mental health crisis, multiple agencies were involved including police, ambulance services, hospital staff and mental health practitioners.
Despite this, important information about the children’s circumstances was not effectively shared between services.
In addition, when the mother disengaged from mental health services, this information was not communicated to her GP due to administrative errors.
From a safeguarding perspective, this demonstrates how fragmented communication between agencies can prevent professionals from recognising the full level of risk to children.
Another issue highlighted in the review was the lack of professional challenge.
Professionals did not escalate concerns when safeguarding thresholds may have been met. This suggests that there was a lack of professional curiosity, which is essential when working with vulnerable families.

Critical Analysis of Professional Responses (3 minutes)
When critically analysing the professional responses in this case, several issues become clear.
Firstly, professionals failed to recognise the cumulative nature of neglect.
Rather than identifying patterns of long-term harm, safeguarding assessments often focused on individual incidents.
However, chronic neglect can have severe long-term impacts on children’s physical and emotional development.
Secondly, safeguarding thresholds were not applied appropriately. Despite repeated concerns, including children being left unsupervised overnight, there was no Section 47 child protection investigation.
Section 47 of the Children Act 1989 requires local authorities to investigate when there is reasonable cause to suspect significant harm.
Thirdly, the role of extended family members was not fully considered. Child A’s father later reported that he had regular contact with his son and would have been willing to provide care if professionals had been aware of the situation.
This highlights the importance of conducting comprehensive family assessments when safeguarding concerns arise.

Recommendations for Improving Safeguarding Practice (2 minutes)
Based on the lessons from this case, several improvements could strengthen safeguarding practice.
First, professionals should adopt a stronger Think Family approach, ensuring that mental health services consider the impact of parental mental illness on children.
Second, training should improve professionals’ ability to recognise the cumulative effects of neglect.
Third, safeguarding systems should strengthen multi-agency communication and information sharing.
Fourth, professionals should be encouraged to demonstrate professional curiosity and challenge safeguarding decisions where necessary.
Finally, safeguarding assessments must prioritise the voices and lived experiences of children, ensuring their perspectives inform decision-making.

Conclusion (Final minute)
In conclusion, the Child A safeguarding review highlights significant failures in recognising neglect, responding to parental mental health difficulties and coordinating multi-agency safeguarding responses.
From my perspective as a mental health worker, this case demonstrates the importance of understanding how family circumstances, mental health and environmental factors interact to influence children’s wellbeing.
By strengthening multi-agency collaboration, improving communication and prioritising children’s voices, professionals can help prevent similar tragedies and provide better protection for vulnerable children.
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