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FOREWORD 

 

A Significant Case Review (SCR) is a multi-agency process which seeks to establish 

the facts and understand the circumstances in which a child has been significantly 

harmed or died, within a child protection context, in order to learn lessons for 

practice.   

 

The SCR process provides an opportunity for reflection, learning and consideration 

of systemic issues with affect practitioners in their day-to-day work with children, 

young people and families.  In doing so, it relies heavily on the willingness of 

practitioners to share their reflections of events which may have been very difficult 

for them to re-visit.   

 

The Lead Reviewer and the SCR Multi-Agency Review Team would like to thank all 

colleagues who contributed so honestly, thoughtfully and helpfully in this SCR 

process and to recognise their commitment to improving our services for children, 

young people and families in doing so.  

 

This learning summary provides a brief, anonymised account of the circumstances of 

the case and agency involvement.  It presents the process and findings, with an 

analysis overview, learning points, strengths, good practice identified and makes 

recommendations.  The learning points, recommendations and action points are 

replicated in full. 

 

Perth and Kinross Child Protection Committee (CPC), (specifically representatives 

from Perth and Kinross Council, NHS Tayside and Police Scotland) fully participated 

with the SCR and have already made a number of changes to their processes, 

practices and procedures following the incident with Child B. 
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1. BACKGROUND TO REVIEW 

 

Child B was a pre-school child in a family of four siblings; cared for by Child B’s 

mother and father.  In early 2018, a member of the public contacted Police Scotland, 

extremely concerned for Child B’s welfare due to the child’s ‘deathly’ pale 

presentation.  Police officers conducted a home welfare visit and, equally concerned 

for Child B’s welfare, ensured that medical attention was sought without delay.  

 

Child B was admitted to hospital, where Child B was found to be in a poor physical 

condition, having severe anaemia, an extensive headlice infection and teeth which 

were decayed and described as ‘stumps’.  Child B needed urgent treatment with a 

blood transfusion and further ongoing treatment with vitamins, iron and to eradicate 

the headlice infection in the weeks that followed.   

 

An Inter-Agency Referral Discussion (IRD) took place, which triggered a Social Work 

Child Protection Assessment into the circumstances of all three children living with 

the parents of Child B.  The family home was deemed to be uninhabitable for the 

children and an immediate interim safety plan was put in place, with family members 

supporting the parents to care for the children, whilst the home was made suitable 

for habitation and intensive community support was put in place.  An Initial Child 

Protection Case Conference (ICPCC) was convened which led to all three children’s 

names being added to Perth and Kinross Child Protection Register (CPR) and 

referred to the Reporter to the Children’s Hearing.  

 

It was noted at the ICPCC that the Social Work Child Protection Assessment 

undertaken showed that there had been a catalogue of concerns for the older 

children in the family between 2013 and 2018, around poor home conditions, poor 

physical presentation of the children, inconsistent and low attendance at school and 

rent arrears leading to eviction.  There had been intermittent Social Work 

involvement throughout that period, as well as several workers in named person 

service roles for the children, but this had been insufficient to prevent the health 

crisis for Child B which may have, without intervention, have been fatal for Child B. 

This led to a referral for an Initial Case Review (ICR).  

 

Following completion of the ICR process, a recommendation was made to and by 

the CPC that this case met the criteria for an SCR, which the Perth and Kinross 

Chief Officers’ Group COG) agreed with.  The CPC was asked to undertake an SCR 

and to appoint an internal Lead Reviewer.  

 

Ms Julie Baker, Improvement Officer in Perth and Kinross Council’s Services for 

Children, Young People and Families (SCYFP) was appointed as the Lead Reviewer 

on 20 December 2019, an SCR Multi-Agency Review Team was appointed and Staff 

Briefing Sessions for those multi-agency members of staff involved in this case took 

place in March 2020.  However, the progress of the SCR was severely impacted by 

the COVID-19 global pandemic, which caused significant delays in the process.  
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2. REMIT OF THE REVIEW 

 

This review has been undertaken to review the practice in this case, across all 

services and agencies involved with Child B and their family and to ascertain 

whether there was further corporate learning from the events and circumstances of 

this case, which could be taken forward, to better ensure the care and protection of 

vulnerable children and young people.  

 

This review considered the systems, culture and practices that were seen in the 

case, assessing the efficacy of single and multi-agency interventions.  The review 

sought to recognise good practice and to understand what got in the way of 

practitioners supporting Child B and their family effectively within the context of 

practitioners’ working environments, systems and culture.    

 

The completed ICR process into the circumstances of Child B’s case was 

acknowledged to have been a very thorough piece of work, which had already 

recognised that there had been significant missed opportunities for early and 

effective intervention and joined-up multi-agency work.  

 

The Lead Reviewer and the SCR Multi-Agency Review Team were specifically 

asked to explore and establish whether there was any further corporate learning 

required in relation to the following areas: 

 

• How we identify and respond to neglect; particularly long-term chronic neglect; 

• The management and screening of single and repeat child concern reports;  

• Improving information sharing between and across agencies;  

• The consideration of intervention thresholds (when is enough enough); 
together with a consideration of the culture, day-to-day practice and ethos of 
the agencies and staff involved in this case; 

• Consolidating the key roles and responsibilities of those carrying out of the 
named person and Lead Professional functions; and 

• The identification of non-engagement / disguised compliance and escalation 
processes across and between agencies.  

 

 

3. DATA PROTECTION / GDPR AND PUBLICATION 

 

Detailed consideration has been given to the extent to which information contained 

within the Full Report can be placed into the public domain.  Any disclosure of 

personal data and special category data must comply with relevant laws such as the 

General Data Protection Regulation 2018; Article 8 of the European Convention of 

Human Rights (the right to respect for private and family life) and the law of 

confidentiality. 
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Whilst no personal names are included within the body of the Full Report, it contains 

a significant amount of personal data relating to living individuals who could be 

identified from that data and other information in the public domain.  As a result, all 

partners in the SCR have agreed that it would not be lawful to release the Full 

Report.  This learning summary has been published to include all information which 

can lawfully be placed in the public domain. 

 

 

4. SCR MULTI-AGENCY REVIEW TEAM 

 

An SCR Multi-Agency Review Team was established to provide support and a 

reference point for the Lead Reviewer.  The following services and agencies were 

represented: 

  

• Perth and Kinross Council’s Education and Children’s Services 

• NHS Tayside 

• Police Scotland 

• Perth and Kinross Council’s Housing Service 

 

Services and agencies were requested to undertake single service and agency ICR 

Reports and to submit a Chronology of Events.  A Multi-Agency Chronology was 

composed from single service and agency chronologies. 

 

 

5. PROCESS OF THE REVIEW 

 

As the ICR had been a particularly thorough piece of multi-agency work and a 

comprehensive multi-agency chronology had been compiled, it was agreed that the 

Lead Reviewer was not required to read the single  service and agency files on the 

family, but that where the Lead Reviewer requested access to additional information 

from service and agency files, this would be provided.   

 

To understand the chronicity of the neglect of the children’s needs, it was agreed 

that the time period for the review would be from 2010 to 2018; dating from the birth 

of Child B’s older sibling, through to the hospitalisation of Child B.  The Lead 

Reviewer spent a considerable time reading and reviewing the Multi-Agency 

Chronology, to fully understand the significant background to Child B’s 

hospitalisation.  This involved the Lead Reviewer requesting clarification of some 

aspects of the chronology and creating a timeline of events for the purposes of the 

Full SCR Report.   

 

The Lead Reviewer and the SCR Multi-Agency Team were keen that the family 

should be at the heart of the process from the beginning and efforts were made to 

engage with the parents through letters being sent and contact made with the 

family’s Social Worker to offer opportunities to meet with the Lead Reviewer.  
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These were not accepted.  Contact was also attempted with the oldest Sibling in the 

family who had now reached adulthood, but unfortunately, attempts to reach this 

young person were unsuccessful.  This has meant that the direct voice of the family 

is absent from this SCR, however the Lead Reviewer will ensure that they are 

updated on its outcomes.  

 

Briefings with key multi-agency staff took place in March 2020, to inform them of the 

process of Focus Groups and how the information would be used to inform the 

review.  However, the second Briefing Session coincided with the beginning of 

COVID-19 pandemic national lockdown in March 2020 and plans to meet with the 

participants in Focus Groups had to be postponed in accordance with health and 

safety guidelines.   

 

It was also recognised at this time that all practitioners involved in frontline service 

delivery were having to cope with the impact of the pandemic on their staffing 

numbers and with the transition to online working in terms of Core Groups, Case 

Conferences and Child Planning Meetings.  All members of the SCR Multi-Agency 

Review Team were of the view that it would not have been an appropriate time to 

ask workers to come and reflect on the practice with Child B, due to the intense 

demands of the lockdown period.   

 

However, by late July 2020, it was acknowledged that there was a balance to be had 

between progressing with the Focus Groups virtually and the potential for staff to feel 

stressed as the time period of the SCR was extending.  Staff were consulted and it 

was agreed that the Focus Groups would take place in August 2020, with a mix of 

virtual and in person meetings taking place over that month with 15 staff members 

from across the partnership sharing their reflections on the case and their practice; 

individually and collectively.  

 

 

6. ANALYSIS OF KEY EVENTS AND LEARNING POINTS 

 

The Lead Reviewer and the SCR Multi-Agency Review Team have endeavoured to 

hold in mind that they have been able to undertake this review with the privilege of 

hindsight, time and space to reflect on events in a way that the practitioners were not 

afforded during their direct work with Child B and their family.  It was important to try 

to understand the real world and real time pressures of staff that guided their 

decisions and interactions with this family at the time of practitioners’ involvement in 

the case.  

 

The severity of the neglect Child B was subjected to and its critical impact on Child 

B’s health and wellbeing could not have been predicted.  However, given the 

extensive history of concerns around poor home conditions, poor physical condition 

of the children and failure to evidence any sustained improvements over the 5 year 

period of involvement with social work and named person services, it was 

predictable that Child B and the other two children in the family would continue to 

experience neglect which was going to become chronic and entrenched in nature.   
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In terms of analysis and learning, the Lead Reviewer and the SCR Multi-Agency 

Review Team focused on the six points defined in the Terms of Reference (see 

Section 2 above) and also identified three further points for discussion.   

 

6.1 How we identify and respond to neglect; particularly long-term chronic 

neglect. 

 

It was apparent that the Social Work and Health professionals working with the 

family struggled to identify and name the conditions they were seeing in the home 

and their observations of the children’s physical presentation as neglect.  There was 

a clear sense that the home conditions; which were repeatedly described as dirty, 

unsanitary and ill-equipped and sparse; were not viewed as childcare concerns.  

 

Similarly, there were numerous observations of the children having headlice, looking 

dirty or grubby and smelling unpleasantly, which appeared to be treated as individual 

episodes, rather than a cyclical and repeating pattern of presenting neglectful 

behaviour.  In this case, there was an absence of co-ordination and care-planning for 

the children and family, which meant that the numerous concerns were never 

collated or fully considered by the multi-agency team around the child.  

 
6.2 The management and screening of single and repeated child concern 

reports. 

 
There were five referrals to Social Work between 2013 and 2018.  The repetition of 

referrals about the children, combined with the short gaps in between periods of 

intervention from Social Work being required should have triggered a fuller 

assessment of the children’s needs and the co-ordination of a multi-agency child 

planning meeting.  

 

There were several points in this case at which a referral to the Reporter to the 

Children’s Hearing would have been an appropriate course of action, particularly 

when there was clear evidence of non-attendance at school and a lack of parental 

care, despite ongoing assurances. 

 
6.3 Improving information sharing across agencies  

 
The primary concern around information sharing in this case was around the 

absence of a formal multi-agency child plan process, to ensure that information could 

be shared between the professionals involved and Child B’s parents.   

 

When the family moved from one area of Perth and Kinross to another, it was clear 

that insufficient information was shared between the children’s schools and nursery 

provisions and this affected the decision-making of staff in the receiving school and 

nursery as they had not been made aware of the significant history.   
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6.4 The consideration of intervention thresholds (when is enough enough); 

together with a consideration of the culture, day to day practice and ethos 

of the agencies and staff involved in this case. 

 
There were significant differences in thresholds held by workers within and across 

agencies.  A significant factor in this was experience levels of those involved.  This 

ranged from inexperienced practitioners not recognising the wider impact of neglect 

to highly experienced practitioners who had become somewhat inured to poor home 

standards.  

 
The absence of the use of an assessment framework to make clear sense of the 

children’s experiences contributed to divergent thresholds as there was no objective 

formulation of concerns until 2018.   

 
A significant theme across all services and agencies in terms of culture was the 

focus on the mother of the children throughout all the different interventions, whilst 

the father and his role in assuring the care and protection of his children was at best, 

overlooked and at worst, not even considered.  The focus on the mother of Child B 

suggests institutionalised sexism across agencies and an underpinning belief that 

the mother is always the ‘main’ parent.  

 

6.5 Consolidating the key roles and responsibilities of those carrying out the 

Named Person and Lead Professional functions 

 

One of the most pressing concerns in this case was the absence of a single 

practitioner claiming or owning the Lead Professional role and fulfilling its functions.  

There was also significant variation in how the responsibilities of the named person 

service were discharged by different professionals at different times throughout the 

period of the review.  

 

The family did not have a designated Lead Professional until January 2018 when, as 

a clear Child Protection case, the allocated Social Worker automatically fulfilled the 

duties of the role.  This was not acceptable in terms of five years of multi-agency 

involvement.  

 

It appeared that professionals in named person services paid insufficient attention to 

gathering and making sense of the information held on the family within their service 

or agency and what it meant for the care of the children.  This was particularly seen 

in relation to attendance and physical presentation issues for Child B’s older siblings, 

which were not linked and therefore treated in isolation for each child.  

 

This case pointed to a real need for agencies to embrace and embed a Whole 

Family Approach across named person services; in tandem with Services for 

Children Young People and Families and relevant partner agencies.  The needs of 

all children in a family should be addressed in a way which recognises that they form 

part of a wider whole.   
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6.6 The identification of non-engagement /disguised compliance and escalation 

processes across and between agencies 

 

There was clear evidence of, at best, non-engagement with services and at worst, 

the parents actively disguising their non-compliance with efforts to improve the care 

and wellbeing for the children.   

 

Professionals found it very hard to effectively challenge the mother due to her 

sympathetic and amenable demeanour.  The father avoided professionals by 

claiming to always be working and professionals did not make enough effort to 

engage with him.  The absence of planning and case co-ordination meant that there 

was no objective way to demonstrate that the parents were not making the required 

progress which made effectively challenging them even harder.   Professionals seem 

to become paralysed at times by the possibility of coercive control between the 

parents and feared making this worse.  This led to issues just being left, as opposed 

to explored.  

 

On several occasions, there were documented differences of views between 

professionals about the case direction for the family, which left professionals feeling 

uncomfortable with decision-making.  These were recorded in notes but were not 

escalated in a constructive way.  There appeared to be no instances of professionals 

being ‘over-ruled’ by their line managers regarding what should happen for the 

children.  The differences of opinions appeared to primarily be an inter-agency issue 

between colleagues on comparable levels.  

 

The father’s behaviour typified ‘non-engagement’ – he had no need to pretend he 

was making changes that were needed for the children, nor to be openly hostile to 

workers. It is striking that, throughout the years of involvement with the family, the 

father’s non-engagement with services was not challenged and was, in fact, 

effectively enabled by staff.  Without doubt, the professionals involved in this case 

developed a relationship with the mother and had a good sense of her strengths and 

challenges.  However, by the end of 5 years of involvement with the family, there 

was no such understanding of the father’s behaviours and personality or his role in 

the caregiving (or lack thereof) of the children.  

 

 

6.7 Rurality and Poverty 

 

Aside from several months in temporary accommodation in Perth City, Child B and 

their family lived for the rest of the time in the review period, in a rural location. It was 

recognised that the family were living in poverty throughout this period, even though 

the father worked most of the time and the mother intermittently had some paid work.  

The seasonal nature of work in rural Perth and Kinross does not sit easily with 

receiving benefits.   

 

For poorer families, rural living introduces increased costs for food and transport, 

travel costs for appointments and essentials like clothes for growing children.  For 

Child B, the cost involved for nursery provision, due to an anomalous situation 
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detailed in the Full Report, was prohibitive and Child B’s parents could not afford it.  

This meant Child B was not in a provision for the pre-school year, therefore missing 

out on important pre-school learning and, of particular concern in this case, was not 

being seen by anyone outwith the family on a regular basis.  Child B’s was a ‘hidden 

child’ due to the rurality and poverty the family lived in, which meant that Child B’s 

poor physical condition would not be observed by others.   

 

6.8 Unborn Baby Protocol and Concealed/Non-Disclosed Pregnancy  

 

In the months before Child B was born, the family were struggling with a potential 

eviction, home hygiene, poverty and with the physical presentation and attendance 

at school of the older children.  This should have led to a referral being made 

through the NHS Tayside Unborn Baby Protocol, as it was called at that time, by any 

of the professionals involved.   

 

The birth of Child B’s younger sibling from a concealed or non-disclosed pregnancy 

should have triggered an assessment of the family’s needs.  Concealed, denied or 

non-disclosed pregnancies occur for a variety of reasons, but when they happen, 

within a family or an individual about whom there are already existing concerns, they 

warrant further assessment to ensure the safety and wellbeing of the infant and to 

make sure that the infant and new parents are well-supported. 

 

6.9 Absence of the Voice of the Child 

 

The voices of all four children in the family and their lived experiences were almost 

entirely absent from the case records until the commencement of the Child 

Protection Assessment in January 2018, despite the involvement of several services 

and agencies, including Services for Children, Young People and Families.  

 

The warmth in the interactions between the children and the mother was regularly 

observed and commented on, whilst the extent of the neglect in the children’s 

physical presentation received insufficient analysis.  There were no documented 

attempts to seek the views of the children and to explore with them their lived 

experience until January 2018.   

 

7. STRENGTHS AND GOOD PRACTICE 

 

The Lead Reviewer spoke to a range of practitioners in the Focus Groups and 

interviews and it was clear that all of those involved in this review were highly 

committed to supporting children, young people and families.  There was strong 

evidence of good and effective practice taking place at different times in this case 

and some good practice examples which are worthy of note.   
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7.1 From the Housing Association and PKC Housing Service  

  

7.1.1 The Housing Association offered a range of interventions to support the family 

with their rent arrear issues over a period of years.  This involved setting up a range 

of small payment plan options and reminders, in person and by telephone, to help 

support the parents to pay their bill.  
 

7.1.2 The appointment of a Senior Social Care Officer (SSCO) from PKC Housing 

Service to proactively work with the parents on their rent arrears was helpful.  The 

SSCO worked consistently with the family to try to support them with paperwork 

needed to receive Housing Benefit, offered budgeting support and advocated 

strongly on their behalf to improve the conditions within their new permanent 

tenancy.  The SSCO shared information with Services for Children, Young People 

and Families colleagues and Health colleagues at key points throughout the years of 

the review period.  
 

7.2 From NHS Tayside  
 

7.2.1 The Health Visitor who was allocated to the family for most of the period 

undertook regular visits with Child B and passed on concerns to Services for 

Children, Young People and Families colleagues when the Health Visitor had 

concerns for the wellbeing of the children. The Health Visitor did reach out to the 

children’s schools, nursery and Housing colleagues to both share and seek 

information.  The Health Visitor appropriately sought consent from the parents to 

share information with Services for Children, Young People and Families and with 

Child B’s nursery placement.  The Health Visitor did address concerns around the 

condition of the home with the mother on several occasions.  After the birth of Child 

B’s younger sibling, the Health Visitor travelled to Ninewells Hospital’s Neo-Natal 

Unit to see the baby and liaise with staff there.  Following the events of January 

2018, the Health Visitor undertook daily visits to follow through on Child B’s headlice 

treatments for over a week to ensure that Child B’s head was clear and the child was 

comfortable.  
 

7.2.2 Several Health Visitors with responsibility for unregistered families all 

demonstrated a commitment to ensuring the family were provided with safety advice 

during visits and to encouraging the mother to register for GP services.   
 

7.3 From Services for Children, Young People and Families  
 

7.3.1The SSCO from the local Services for Children, Young People and Families 

area fieldwork team acted appropriately, by alerting a senior member of the team to 

the concerns about the home conditions and arranging a joint visit with them the next 

day to assess the situation.   

 

7.3.2 The Social Worker from the Child Protection and Duty Team (CPDT) who 

received a referral from the Health Visitor in 2015 regarding very poor home 

conditions responded very quickly, undertook two joint visits with the Health Visitor in 

which the parents were made aware of the concerns in a clear and transparent way. 
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The Social Worker arranged for a transfer back to the local Services for Children, 

Young People and Families area fieldwork team, to ensure that support was 

available without delay.  The Social Worker also sought information appropriately 

from other services and agencies and shared the concerns about the home 

conditions with them.  

 

7.3.3 The Co-ordinator at the Social Work Out of Hours Services on the night of the 

incident provided excellent co-ordination of events – liaising with the mother, the 

police and the Paediatrician on duty in the hospital and collating a list of actions that 

would need to happen when daytime staff came on shift.  

 

7.3.4 The decision by the Social Worker to invite a Solicitor from PKC Legal Services 

to the IRD in January 2018 was a useful one and ensured that the parameters 

around legal actions were clear to all.  It is not routine to invite Solicitors to IRDS and 

this indicated that the gravity of the situation had immediately been recognised.   

 

7.3.5 The Social Worker from the CPDT who undertook the Child Protection 

Assessment in January and February 2018 ensured that they spoke with the father 

of the children to inform their assessment and that they met with Child B’s older 

sibling to complete a Wellbeing Web and seek the child’s views.  The Social Worker 

supported Child B’s sibling to attend part of the ICPCC to share their views.  

 

7.4 From Education  

 

7.4.1 The Depute Headteacher (DHT) who referred the children to the CPDT in 2017 

responded very well when it was discovered that Child B’s sibling had not attended 

school for 2 months.  The DHT made considerable effort to establish the wellbeing 

and whereabouts of the child, to contact the mother of the child, to seek to confirm 

the information the mother provided, to discuss the situation with the Health Visitor 

for Child B and quickly determined the need for a Social Work referral.  The DHT 

also subsequently provided good follow up to this, by arranging a meeting with the 

new receiving school and passing on what was known to them about the family.  

 

7.4.2 The Support for Learning Assistant alerted the Headteacher of the concerns for 

Child B’s health immediately following seeing Child B on the day of the incident.  The 

Headteacher appropriately sought advice from the Health Visitor, who arranged a 

home visit for the next day.   

 

7.4.3 The Headteacher had previously raised concerns about Child B’s older 

sibling’s physical presentation on several occasions with the mother when issues 

arose in an appropriate and proportionate manner.  

 

7.5 From Police Scotland  

 

7.5.1 The Police Officers who responded to the call from the member of the public 

regarding Child B’s condition collated information quickly from services, visited 

promptly and ensured that they liaised with NHS24 to ensure that Child B received 

the medical care they desperately needed.  
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8. CHANGES IMPLEMENTED SINCE INITIAL CASE REVIEW (ICR) 

 

Amongst some of the key changes and improvements made since the date of 

incident and the subsequent ICR process, the following are of particular note:   

1. Publication and dissemination of the Perth and Kinross CPC Practitioner’s 

Guide: Professional Curiosity (27 August 2019).  

2. Publication and dissemination of the Perth and Kinross CPC Practitioner’s 

Guide: Resolution and Escalation Arrangements (27 August 2019).  

3. Publication and dissemination of the Tayside Multi-Agency Practitioner’s 

Guidance: Concern for Unborn Babies and Unborn Baby Referral Form (27 

August 2019).  

4. Publication and dissemination of the Tayside Practitioner’s Guide: Inter-

Agency Referral Discussions (IRDs) and IRD Template (21 July 2020). 

5. Publication and dissemination of the Tayside Good Practice Guidance for Key 

Meetings: Information for Practitioners and Children and Families (27 August 

2020). 

6. PKC Housing Services have enhanced their staff child protection / welfare 

rights / benefits knowledge awareness and understanding; particularly in 

relation to role of fathers and partners. 

7. PKC Housing Services have put in place an Early Warning Protocol with 

Housing Associations to prevent households with children being evicted 

without suitable alternative / permanent accommodation being in place. 

8. PKC Housing Services have, via the Home First approach, significantly 

strengthened the arrangements to provide permanent accommodation for 

families that present as homeless thus, avoiding the need for temporary 

accommodation.  

9. Strengthened Supervision arrangements within Services for Children, Young 

People and Families. 

10. Roll-Out of the Child Neglect: Assessment of Care Toolkit and learning 

Resource within Services for Children, Young People and Families, supported 

by staff training opportunities since 2020. 

11. Access to new Open Access E-Learning Resource “Recognising and 

Responding to Child Neglect” provided for PKC Education staff from April 

2021. 

12. PKC Schools using Child Concern Folders (CCFs) to record wellbeing and 

child protection concerns; all of which is supported by guidance, training and 

subject to regular reviews and audits. 

13. Increased staffing capacity within the Perth and Kinross Child Protection and 

Duty Team since 2019. 

14. Development and Publication of the P&K Rights Engagement Advocacy and 

Participation (REAP) Strategy has further developed the children’s rights 

approach across Perth and Kinross. 
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15. Strengthened support, guidance and training for School Child Protection 

Officers (CPOs) – particularly in relation to the management of Child Concern 

Folders (CCFs). 

16. PKC Education Service Attendance Guidelines revised in 2020. 

17. PKC Parenting Programmes delivered by Education Services encourage the 

participation of fathers and male care givers in groups such as the Incredible 

Years and Strengthening Families Programmes. 

18. Strengthened Supervision arrangements for NHS Midwifes; Health Visitors; 

Family Nurses; School Nursing and CAMHS Services since 2018. 

19. NHS Tayside key Child Protection Training Levels 1 to 3 continuously updated 

since 2018. 

20. NHS Tayside has implemented guidance and changes to the way the needs 

of Families, who are unregistered with a GP Practice, are met by the Health 

Visiting Service, to promote consistency and continuity of care.  

21. NHS Tayside Child Protection Advice Line available for all staff to seek help 

and support in relation to child protection. 

22. NHS Tayside have updated their Guidance for children / young people not 

brought to meetings (2019). 

23. Police Scotland Domestic Abuse Matters Programme (2019) includes blended 

learning approaches of domestic abuse / coercive controlling behaviours 

mandatory for all Police Officers. 

24. SCRA Domestic Abuse Training, which includes a Module on Coercive 

Control mandatory for all SCRA Children’s Reporters.  

25. Perth and Kinross Poverty Project – Social Needs Screening Working Group 

established March 2021 to develop a poverty screening model / toolkit 

(making the connections with addressing neglect and enhancing wellbeing).      

 

ICR Learning – Next Steps 

The following has been agreed as the ongoing / continuous improvement work, 
which will be taken forward, on a multi-agency basis, as part of the CPC 
Improvement Plan 2021 – 2023: 

1. Continue to raise awareness and understanding of: 

o Neglect;  

o Inter-Agency Referral Discussions (IRDs); 

o Concern for Unborn Babies; 

o Chronologies; 

o Professional Curiosity;  

o Hostile / Non Engagement / Disguised Compliance and Coercive Control 
in a Domestic Abuse Setting;  

o Concealed / Non-Disclosed Pregnancies; and 
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o Resolution and Escalation.  

2. Support the reinvigoration of the Getting it right for every child approach in Perth 
and Kinross, including: 

o Principles and Values; 

o National Practice Model;  

o Role of the named person; 

o Role of the Lead Professional; 

o Information Sharing; and 

o Child / Young Person’s Plan.  

3. Develop multi-agency practice guidance on the whole family / whole system 
approach, which proactively includes the participation and involvement of 
Fathers; Partners and Significant Others in a child / young person’s assessment, 
planning and decision-making processes.  

4. Continue to promote the participation and involvement of children, young people 
and families in assessment, planning and decision-making processes, including 
the: 

o Practitioner Guidance for Participation in Key Meetings; 

o Mind of My Own App; and  

o Advocacy Support Arrangements. 

(All of the above by way of continuing to raise multi-agency practitioner awareness 
and understanding; by refreshing existing practice guidance; by developing 
additional practice guidance; all supported, where necessary, by existing online 
training modules; by multi-agency learning and development opportunities, by peer 
support and by measuring the extent, reach and impact of this on frontline day-to-
day culture and practice). 
 
9. RECOMMENDATIONS 

 

For the Partnership:  

1. Professionals who are working in the community with families, including 

Police Officers, Health Visitors, School Health Nurses, school and nursery 

staff, Social Workers and social care workers should have access to 

training on neglect which suits their needs and ensures they are confident 

in seeking assistance for children and young people who may be 

experiencing neglect.  

(Outcome – professionals recognise the indicators that suggest children and young 

people are experiencing neglect and know where to seek help for them)  

2. Professionals who are involved in delivering named person service 

functions, Social Workers and Social Care staff are provided with training 

on the Professional Curiosity Guidance.  
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(Outcome – professionals are reassured that it is both appropriate and necessary for 

them to be curious about the lived experience of children and young people in order 

to safeguard them effectively)  

For Services for Children and Young People and Families: 

3. Services for Children, Young People and Families should review the 

practice guidance for screening of child concern reports, allocation and 

transfer of cases, closure summaries and ensure it is in line with the 

learning points identified. 

(Outcome – children and young people referred to Services for Children and Young 

People receive appropriate assessment and are allocated to a suitable member of 

Social Work staff. Recordings of case closures are consistent and reduce the 

potential for ‘Start Again Syndrome’) 

For Education:   

4. Headteachers should ensure that they have the most up to date guidance 

and templates for the completion of Child Concern Folders and Pupil 

Progress Records and that they and their staff are following Perth and 

Kinross’ Education and Children’s Services Attendance Recording, 

Management Guidance and Operational Procedures (2016). 

(Outcome – accurate records are maintained for children and young people and 

these are timeously transferred when moves occur.  Children and young people who 

are not attending school as they should be are quickly identified and their 

whereabouts established.  Children and young people receive a consistent response 

which meets their needs and supports their attendance)   

For the Partnership:  

5. Social Workers, Health Visitors, School Health Nurses, Family Nurse 

Partnership Nurses, social care staff and school and nursery staff should 

receive training on the importance of involving fathers and other adults 

who are in a parental role for the child in their work.    

(Outcome – children and young people benefit from both parents or carers being 

actively involved in their care and the importance of both parents/carers is 

recognised and valued) 

For the named person services: 

6. Professionals involved in delivering named person services receive 

training on how to convene and undertake a Child or Young Person’s Plan 

Meeting.  

7. Professionals involved in delivering named person services must take a 

whole family approach when the child or young person they are working 

with is experiencing difficulties in their health, attendance or care they are 

receiving.  They must link with other named person services for the child or 

young person’s brothers and sisters to ensure that the family is considered 

holistically.   A lead professional must be identified.  
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(Outcome – children and young people benefit from Child or Young Person’s Plan 

Meetings which are well-run, consider the needs of their family holistically and know 

who their lead professional is) 

For Services for Children, Young People and Families:  

8. Services for Children, Young People and Families should update practice 

guidance on Child and Young Person’s Plan Meetings so that a meeting 

must be held within 12 weeks of allocation to an area Social Work fieldwork 

team.  A lead professional must be identified to ensure that the tasks of the 

plan are driven forward. 

(Outcome – children and young people benefit from a clear plan being put in place 

for them and know who their lead professional is) 

For Services for Children, Young People and Families: 

9. When a family who is open to Services for Children, Young People and 

Families moves from one area to another, the originating team must 

continue to support and monitor the family until a handover is undertaken 

with the receiving team.  Where a family are in temporary accommodation 

within the authority, the originating team should continue to work with 

them until they are in their permanent accommodation to avoid multiple 

changes of worker and ensure continuity for the family.  

(Outcome – children, young people and families who move home within Perth and 

Kinross benefit from continuity of worker involvement and a planned transition of 

support)  

For the Partnership: 

10. Housing Officers and support workers, Social Workers, Social Care staff, 

Health Visitors, School Health Nurses and Family Nurse Partnership Nurses 

should receive training on how to recognise the indicators of disguised 

compliance and strategies to encourage parents and carers to address 

concerns identified for their children.   

(Outcome – children and young people’s needs are kept central to work with families 

and concerns are escalated when it is apparent that progress is not being made) 

11. Police Officers, Social Work and Social Care staff, Housing staff and those 

fulfilling a named person service function receive training on coercive 

control in order to recognise and respond appropriately.  

(Outcome – staff members are able to recognise the indicators of coercive control in 

relationships and better able to provide a safe and constructive response)  

12. All staff who are engaged in working with children, young people and 

families within the partnership should be made aware of the Perth and 

Kinross CPC Practitioner’s Guide: Resolution and Escalation Arrangements 

and their responsibility to escalate concerns when they are in disagreement 

with a colleague from within their own agency or outwith their agency 

regarding decisions for a child, young person and family.   
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(Outcome – disagreements regarding the plan for a child, young person or family are 

openly and constructively discussed and recorded, when concerns cannot be 

resolved, they are escalated quickly for resolution. This should strengthen 

safeguarding arrangements for children, young people and families) 

13. Senior Officers across the partnership; informed by the outcomes of the 

Poverty Working Group, need to consider how services can better support 

families facing the compound disadvantages of poverty and rurality. 

(Outcome – families experiencing adversity through poverty and rurality benefit from 

services working together to buffer the disadvantage caused)  

14. Staff from across the partnership, including Police Officers, Housing 

Officers, Social Workers and Social Care staff, those who deliver named 

person service functions, need to have an awareness of the Tayside Multi-

Agency Practitioner’s Guidance: Concern for Unborn Babies and know how 

to seek support for expectant parents.    

(Outcome – unborn babies and expectant parents receive the support that they need 

to thrive)   

For Services for Children, Young People and Families and NHS Tayside:   

15. Joint guidance should be developed to reflect the risks and pressures that 

concealed or non-disclosed pregnancy may bring to the infant and family 

so that staff are aware of the indicators that additional monitoring or 

support is required to ensure the infant’s safety and wellbeing.  

(Outcome – safeguarding arrangements for infants born from non-disclosed or 

concealed pregnancies are strengthened) 

For NHS Tayside, Services for Children, Young People and Families and 

Education:  

16. When Children and Young People’s Plan Meetings are held, seeking the 

views of the child and young person must become routine practice.  Where 

a child or young person’s views have not been sought for the meeting, 

doing so should be set as a discrete task.  Where the child or young person 

does not wish to share their views with workers, they should be offered 

other ways of doing so, such as through Mind of My Own App, Children’s 

Rights Officer or Independent Advocacy.  

(Outcome – the views of children and young people are given the priority they 
deserve within the child and young person’s plan process) 
 
 

 

 

 

 


