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1

Summary of the learning from this review

1.1

This Serious Case Review (SCR) is in respect of a one-year-old boy who died in April 20171. Tests
completed following his death showed the presence of methadone, and traces of heroin
and cocaine. The findings of the court in relation to care proceedings on his siblings following
the death stated that the parents had failed to protect Alex from ingesting a substance which
had put him at risk of death. A police investigation ended with no further action being taken
against the parents2. An inquest is yet to be held3.

1.2

The child4, to be referred to as Alex5, and his siblings were the subjects of Child Protection
Plans (CPP) at the time of his death. Both parents were on a treatment programme due to
their long-term misuse of heroin and crack cocaine. Hair strand tests undertaken following
Alex’s death also showed the presence of cocaine and amphetamines6 in two of his siblings7.

1.3

A previous SCR was completed in Middlesbrough in May 2015 regarding a child known as
Emily.8 She was seriously harmed due to the ingestion of methadone, which was highly unlikely
to have been accidental. It was published at the conclusion of a lengthy criminal
investigation in November 2017. The MSCB recognised that further learning may be necessary,
considering similarities in the two cases.

1.4

Learning has been found in the following areas in relation to this review of Alex’s case, the
detail of which is included in the analysis section of this report:








Timely referrals about unborn babies that also consider older siblings
Engagement of drug treatment professionals in core groups
Impact on children of cumulative neglect
Specialist neglect assessments when concerns emerge
Effective core group meetings that monitor the effectiveness of the plan and consider the
child’s voice
Assessment must be robust and continuously consider the capacity of the parents to
maintain changes
Avoiding over-optimism when a parent is on a drug treatment programme

1

The review was completed in the required timescales, however there was a delay in publication due to ongoing Police investigation
and then coroners’ enquiries.
2 This was decided due to a lack of proof around the individual actions of either parent.
3

The coroner is aware of the plan to publish this report.

4

The family are white British and no learning was identified regarding practice with the family in respect of their culture or ethnicity.

5

The pseudonym Alex has been agreed by the MSCB in the hope of ensuring anonymity.

6

Amphetamines are commonly used to ‘cut’ cocaine.

7

An older child living at home refused to be tested.

8

The SCR was in respect of ‘Emily’ and her siblings ‘Jenny’ and ‘Molly’. They thought to have ingested methadone, and other drugs,
while living with their parents.
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Checking out information provided by parents with other professionals, family members,
and children
How parents who misuse substances are educated and engaged with on the danger of
giving drugs to children to pacify them

Process

2.1

The MSCB agreed that this Serious Case Review (SCR) should be undertaken using the SILP
methodology, where an independent lead reviewer engages frontline staff and their
managers in reviewing cases and focuses on why those involved acted as they did at the
time9. Agency reports were completed where agencies considered and analysed their
practice and systems, and provided learning from the case for their agency. This was followed
by a large number of practitioners, managers and agency safeguarding leads coming
together for two learning events10, which provided a valuable contribution to the review and
this report11.

2.2

It was agreed that the scope of the review would be from the time of Mother’s pregnancy
with Alex, until his death. Relevant information prior to these dates was also considered as
required, including significant and relevant agency involvement with the parents or siblings
of Alex.

2.3

Early family engagement is required as part of the SILP model of review. The family were
offered the opportunity and encouraged to meet with the lead reviewer during the course
of the review and two appointments were made to speak to them. They did not engage,
other than a brief conversation by telephone. Attempts were also made to see them prior to
publication to ensure they were aware of the conclusions of the review and the plan for
publication.
The Department for Education expects full publication of SCR overview reports, unless there
are particular serious reasons why this would not be appropriate. Working to that requirement,
some confidential historical family information and case detail will not be disclosed in this
report. It is written in the anticipation that it will be published, and contains only the information
that is relevant to the learning established during this review.

2.4

3

Family Structure

3.1

The relevant family members in this review are:
Subject child

Alex

Mother of Alex

Mother

Father of Alex

Father

Older Siblings

Three older siblings are relevant to this review. They
will be referred to as Siblings A (oldest) B and C.

9

MSCB recognised the potential to learn lessons from this review regarding the way that agencies work together in Middleborough to safeguard children. The
review has therefore:
- Identified improvements in the way that agencies work together for the prevention of death, serious injury or harm to children and to consolidate good
practice.
- Clearly identified what lessons have been learned both within and between agencies and within what timescale they will be acted on and what is expected to

change as a result.9
10

The Chair of the MSCB agreed the SCR, the lead reviewer was appointed, the terms of reference were agreed, agency reports and
a chronology were requested, and two events were held to engage with staff in March and May 2018. The lead reviewer is Nicki Pettitt.
She is an experienced chair and author of SCRs and is entirely independent of MSCB and its partner agencies.

11

All agency reports are shared in advance and the perspectives and opinions of all those involved at the time are discussed and valued at the first event. The
same group then comes together again to study and debate the first draft of the overview report at the second event. Later drafts are also commented on by all

of those involved, who make an invaluable contribution to the learning and conclusions of the review11.
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3.2

Alex lived with his parents and three of his siblings until his death. A number of other siblings
and half siblings12 were not living with the family following care proceedings13 completed
some years before the birth of Alex.

3.3

The Local Authority has since taken appropriate measures to safeguard the siblings who were
living with Alex at the time of his death.

4

The background prior to the scoped period

4.1

The family is very well known to agencies in Middlesbrough, largely due to Mother’s, and then
both parent’s, drug misuse and concerns about the children related to this. The detailed
history was considered by the review and only the relevant information is summarised below.

4.2

Mother had a very difficult childhood, with child abuse evident within her family. Her first child
was born when she was living independently at age 18, closely followed by three other
children. All were removed from her care when the oldest child was aged five, due to
Mother’s lifestyle and chaotic drug use. Serious concerns also emerged about the wider
maternal family.

4.3

Little is known about Father’s childhood or history prior to his relationship with Mother, other
than his predominantly drug-related criminal offenses. Mother and Father’s relationship
started around the time that the care proceedings on her older children were being
completed. They initially had two children together, both of whom were removed from their
care. One was placed for adoption. The other, to be known as Sibling A, spent time living with
extended paternal family members and in foster care, until returning to parent’s care in 2012,
at age 11. Sibling A continues to live with parents.

4.4

The parent’s lives appear to have been stable for around five years when Mother became
pregnant again in 2011. The pre-birth assessments undertaken evidenced that both parents
had made significant changes particularly regarding their misuse of drugs, and the case was
closed to Children’s Social Care (CSC) six months after the baby’s (Sibling B) birth. Both
parents remained in drug treatment and on a methadone programme. Following the return
to the household of Sibling A, a further child (Sibling C) was born in 2013. Assessments in
respect of Sibling C were positive, as were those undertaken when considering the return of
Sibling A to his parent’s care. The family managed well, with some Early Help support at times,
and lived together as a family of five until Alex was born in April 2016.

4.5

From March 2015 there were some indicators that things may have been deteriorating within
the family. Mother’s brother, a known drug user, took a suspected overdose in the family
home in March 2015. CSC started an assessment, and while this was on-going an anonymous
referral was received to say that the oldest child living at home was not attending school, that
the parents took drugs, and that home conditions were poor. Discussions by CSC with the
drug treatment services established that the parents had recently separated but that Mother
was engaged in treatment and that her tests had not identified illegal drug use. An
assessment was undertaken that included seeing the children and it was concluded by CSC
that there no evidence the children were at risk. This was despite the family being difficult to
engage, information about Father not being sought, and no evidence that the agencies who
worked with the children were spoken to directly. It was later established that the health visitor
had concerns about missed appointments and that school had concerns about the older
child’s attendance, but they were not made aware of the anonymous referral to CSC.

12

Not all of the siblings were full siblings to Alex, however they will be referred to as siblings for the purpose of this report.

13

The older siblings were/are either in the care of family members or the local authority, or are adopted.
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5

Key Episodes

5.1

The time under detailed review has been divided into three key episodes, which are periods
of intervention thought to be significant to informing the review.
1.

Professional awareness of Mother’s
pregnancy until the ICPC held in April 2016

2.

CP planning during 2016

3.

Legal and CP planning January to April 2017

Key Episode 1: (Professional awareness of Mother’s pregnancy until the ICPC held 25.4.16)
5.2

Mother booked with her midwife when around 34 weeks pregnant with Alex, leading to a
SAFER14 referral in March 2016. Professionals had been aware of the pregnancy prior to this.
Mother had told her key worker at the drug treatment service that she was pregnant, who
then spoke to the midwife, made referral to Lifeline15, and spoke to the First Contact Team16
(FCT). At the time the FCT did not record contacts that were not followed up with a written
SAFER referral. The drug worker was under the impression that they had made CSC aware of
the pregnancy with this telephone call however, and that CSC would open the case. The
health visitor for sibling’s B and C was made aware of Mother’s pregnancy by her GP.

5.3

Being aware of the key worker’s concern about Mother’s lack of antenatal care and her
inconsistent reporting of her drug use, the midwife tried hard to contact Mother to establish
she was actually pregnant and her estimated date of delivery (EDD). This was not achieved
until Mother was 34 weeks pregnant. The midwife then completed a SAFER referral, including
a disclosure made by Mother that she had used crack cocaine three times while pregnant.

5.4

CSC undertook an assessment on the unborn baby. It was noted that Father had reported
that he had relapsed a number of times in the past year, and there were concerns about the
home conditions due to a house move. Having considered the family history and the current
concerns CSC considered that a ‘robust’ child in need plan was required. However other
professionals stressed that there was evidence of ongoing neglect of the older siblings,
parental substance misuse, poor ante-natal care, and the older children missing
appointments and school, so it was agreed that a strategy discussion and S47 investigation
be undertaken instead, which led to the decision to hold an Initial Child Protection
Conference (ICPC) in respect of unborn Alex and the other three children. This was good
practice.

5.5

Alex was born three weeks early and before the ICPC was held. He was small at birth and
there were concerns about his kidney functioning17. Concerns were identified around the time
of the birth which may have indicated that Mother was misusing drugs. For example she missed
a number of appointment with specialists, she attended 8 hours late for her planned induction
of labour, she left the ward after giving birth with no explanation, she was documented as
‘drowsy’ and ‘difficult to rouse’ with ‘slurred speech’ on occasion, and there was an instance

14

The referral route into the First Contact Team at Middlesbrough Borough Council. SAFER stands for ‘Situation, Assessment, Family,
Expected response, Recording.’
15 Lifeline (now known as CGL) worked with individuals, families and communities to prevent and reduce harm, to promote recovery,
and to challenge the inequalities linked to alcohol and drug misuse.
The Middlesbrough Borough Council (MBC) CSC access point.

16
17

Research would suggest that “babies born to mothers who use cocaine during pregnancy are often prematurely delivered, have
low birth weights and smaller head circumferences, and are shorter in length than babies born to mothers who do not use cocaine”
(National Institute on Drug Abuse, May 2016).
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where she allegedly nearly dropped the baby. Mother denied drug misuse and tests were
inconclusive18.
5.6

Alex was initially thought to be showing signs of neonatal withdrawal19 but he quickly settled
without the need for opiate replacement therapy. His health issues led to him spending a week
in hospital following his birth. Following a discharge planning meeting, where the health visitor
and school nurse stated that they felt that a foster care placement should be provided for
Alex, Mother and Alex went home with a working agreement in place, involving multi-agency
support and daily contact with Alex. Access was not always gained to the home prior to the
ICPC on 25 April 2016 however.
Key Episode 2: (CP planning during 2016)

5.7

The parents did not attend the ICPC and the decision was made that the four children would
be made the subject of a CP plan due to risk of neglect. Over the course of the next year the
situation fluctuated. There were some improvements in the children’s school attendance and
cooperation with professional appointments and meetings noted, and compliance with drug
treatment for much of the time.

5.8

Following a positive first review conference (RCPC)20 there was a marked deterioration, with
the parents not attending the required parenting work sessions or the care-coordination work
that was required for drug treatment, missed appointments for the children (including followup with Alex’s neonatologist) reduced school and nursery attendance, information shared
that Father was seen under the influence, financial difficulties, and deteriorating home
conditions.

5.9

Issues were also raised with the parents about supervision of the children. On one occasion in
October 2016, the police were called as a child had climbed out of the window, undressed,
to get into the garden when Father was asleep during the day. Overall there was limited
cooperation from the parents with the CP plan and professionals were increasingly concerned
about the impact on the children.
Key Episode 3: (Legal and CP planning January – April 2017)

5.10 The lack of consistent progress and increasing concerns led to a recommendation from the
second RCPC21 in January 2017 that the Local Authority seek legal advice. It was also agreed
that a multi-agency chronology be compiled, a Graded Care Profile22 assessment be
undertaken, and paediatric neglect medicals23 be completed on each of the children.
5.11 At the time there were three specific instances reported of one or both of the parents
appearing to be under the influence of drugs while caring for the children. Home conditions
were so poor that Mother and the children went to stay with family members so that the house
could be made habitable.
5.12 Despite the agreement made with the family under the Public Law Outline (PLO) there were
on-going concerns about failed appointments and fluctuating home conditions. On 25 April

18

The analysis will provide further information on drug testing.

19

Neonatal abstinence syndrome (NAS) is a “serious medical condition experienced by the new-born after in utero exposure to opiate
based substances. The symptoms of neonatal abstinence syndrome can range from relatively minor behavioural problems such as
feeding, sleeping, and temperature regulation difficulties to major problems such as seizures, failure to thrive, and respiratory distress”
(BMJ 2015;350:h2102).
20 The first review conference (RCPC) is held 3 months after the ICPC
21

The second RCPC is held within 6 months of the last RCPC.

22

a tool for assessing neglect

23

These are not completed in all neglect cases, but they were thought to be appropriate in this case at this time.
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2017, four days before Alex’s death, the parents told a PLO review meeting that everything
was fine and the perception at the meeting was that the parents were making some progress,
so legal proceedings were not started and a further review was set for June 2017.
6

Analysis by Theme

6.1

From the information gained from the agency reports, from the discussions at the learning
events, and from the meetings with the family, several key themes have emerged. They
enable us to identify learning for the MSCB and its partner agencies:
Referral
Planning and neglect
Assessment
Parental drug misuse
Engagement
Learning from Emily24

Referral
6.2

In this case two issues emerged that allow learning to be identified about making referrals
to Children’s Social Care via the FCT. The first is regarding the timing of referrals to the FCT
when there are concerns about an unborn baby, and the second is in regards to families
where there are older siblings, such as in this case.

6.3

The pre-birth procedures state that referrals about unborn babies should be made by the
18th week of the pregnancy. There is no lower limit to the timeframe for referrals. This is to
ensure that there is sufficient time for a full and informed assessment which involves the
parents, and time to make plans to protect the baby if required.

6.4

In this case there were sufficient concerns shared by the drugs worker to justify a referral to
FCT for a pre-birth assessment, however as this was prior to the pregnancy being confirmed,
and because no written referral was received, this was not opened by the FCT. Information
shared verbally included concerns about both parents disclosing substance misuse during the
pregnancy, and it was estimated by the drugs worker that Mother was around 14 weeks
pregnant at the time she spoke to the FCT worker. As this discussion was not recorded by the
FCT, only by the drugs worker, it can’t be clear why the FCT worker did not accept the referral
and did not make it clear to the referrer that no further action would be taken at this time and
that a written SAFER referral should be made at around 18 weeks. The drugs worker was aware
that a written SAFER referral is expected, and recognises this did not happen in this case. A
referral was made to Lifeline, which was the agreed pathway for referrals where there was
parental substance misuse at the earliest opportunity to support this vulnerable cohort of
women. Mother did not engage with the service, who did not then follow up the case with
CSC or drug treatment services.

6.5

Due to the expectation that a SAFER referral is made following a dating scan and
confirmation of pregnancy, there was a delay in a referral being made to the FCT by the
midwife. This would normally happen at around 14-16 weeks, which means that a referral
from a midwife in cases of concern would be made in good time for a pre-birth assessment
to be undertaken. The reason for delaying a referral until after the 12 week scan is to confirm

24

https://www.middlesbrough.gov.uk/sites/default/files/MSCB-SCR_Jenny_Molly_Emily.pdf
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the pregnancy, as there is the chances of a miscarriage in the early weeks of a pregnancy,
and the possibility that the mother may have decided to have a termination. Making a
referral prior to an initial meeting with the mother, where concerns are discussed, could also
impact on the relationship between a mother and the midwife. While this makes sense in
the majority of cases, it does not take into consideration cases where the scan is
considerably delayed due to a pregnancy being concealed or lack of engagement by
the mother, as in this case. Despite her best efforts, Mother did not cooperate with attempts
by the midwife to see her prior to her 3rd trimester of pregnancy and this delayed the SAFER
referral. The pre-birth assessment did not start until Mother was 34 weeks pregnant. This then
delayed all the other processes that followed, including the ICPC which was not held until
after Alex was born and had been discharged from hospital.
6.6

The review has also identified issues with the identification of safeguarding concerns for the
three older siblings at the time that Mother was expecting Alex. While there was a focus on
the pregnancy and the concerns that were emerging due to Mother’s drug misuse relapses
and avoidance of the midwife, adequate consideration was not given to the older siblings
living at home with their parents. It was not until the decision was made to hold a pre-birth
ICPC in respect of Alex that it was agreed that the concerns about neglect in the home
should also lead to the older children being considered at the conference.

6.7

Issues noted by the school and health visitor had not been shared with CSC prior to the
pregnancy, because it was believed they would not reach the threshold for CSC involvement.
The school discussed the family with the education welfare officer, as Sibling B had missed 113
out of 190 sessions, who agreed to monitor the situation as Sibling B was not of statutory age
however. The school and health visitor were also in contact with each other from the time of
Mother’s pregnancy and shared information regarding missed appointments and
attendance.

6.8

An Early Help response could have been suitable and could have provided more
professional information about how the children were and what was going on in the home,
but was not undertaken. This was because there was a view that other processes were in
place, such as education welfare involvement, health DNA/Was Not Bought policies, and
the fact that those working with the children hoped that things would improve again. When
the health visitor was informed that Mother was pregnant again (by Mother’s GP on 25
January 2017) consideration of the impact on the older children of the pregnancy, and the
seeking of information regarding this was not sought from the midwife or drug misuse
services until Mother was 31 weeks pregnant (7 March 2017). When it emerged during a visit
from the health visitor to see Siblings B and C in February 2016 that Mother had not yet seen
her midwife about the pregnancy, while she encouraged Mother to attend her
appointment that week, there is no evidence of any further action. It was acknowledged
during this review that a culture has developed where professionals believe that it is the
midwife who needs to complete a SAFER referral if there is an unborn baby, even if other
professionals have a confirmation of pregnancy or a parent tells them they are pregnant
(as in this case).

6.9

Once the unborn baby was referred, if all of the children should had been opened to CSC,
an assessment into the older children, with requests for information from all agencies working
with them, would have provided information about these on-going lower level concerns. An
assessment into the impact on all the children of both parent’s relapses would have been
completed, which would have included direct engagement with the children. This did not

8
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happen until a decision was made to hold an ICPC, which it was agreed should consider all
four children.
Learning:


Any professional who is aware of a pregnancy that may include a risk to an unborn
child, should make a written referral to the FCT, in line with the MSCB procedures. It is
not just a midwife who should make this referral.



If there are concerns about an unborn baby and there are older children in the
household, timely consideration should be given to the impact of the concerns on
those children, and a SAFER referral made. If the FCT receives a referral on an unborn
child and there are older siblings living in the home, those children should also receive
a timely assessment.

Planning and neglect
6.10 In the first 11 years that Mother was a parent she had six children removed from her care due
to neglect concerns linked to her chaotic drug misuse. Father also had a history of misusing
drugs, and together with Mother they were unable to safely parent two of their children.
Neglect involves the ongoing failure to meet a child's basic needs, and features in 60% of
serious case reviews. It is the most common criteria for a child protection plan.25 It is
acknowledged that physical and emotional neglect will have an adverse and long term
negative impact on all aspects of a child’s development, health and well-being.
6.11 There are clear links between parental drug misuse and neglect. An analysis of 175 serious
case reviews from 2011-1426 found that 47% of cases featured parental substance misuse, and
the majority of these also featured neglect. The availability of a parent to consistently care
for and parent a child is likely to be negatively affected by substance misuse if it overrides
their ability to provide for their child’s basic needs. It was acknowledged both prior to and at
the ICPC following Alex’s birth that the parent’s drug relapses were having an impact on their
care of the three older children and that Alex was at risk of significant harm from neglect.
Missed appointments, financial difficulties and low school/nursery attendance around the
time of Alex’s birth were all indicators that neglect was a feature in the family. The parent’s
regular lack of attendance at key meetings to discuss the children and the plans were also
an indicator that the needs of the children were not being prioritised by the parents.
6.12 Neglect with the most serious outcomes is not confined to the youngest children, and can
occur across the age groups. Sibling A was acknowledged as being at risk of neglect, along
with his younger siblings. He was very vulnerable, despite his age. Neglect of teenagers can
often provide a dilemma for professionals. Older children often show loyalty to their parents,
and are fearful of what might await them if they are removed from the home. Having spent
time in the care of the local authority, Sibling A was adamant that he wanted to remain at
home, and the professionals working with the family were aware of this and wanted to respect
his wishes.
6.13 Despite good general assessments being undertaken, without the completion of a specific
assessment focusing on the neglect in the family and the parent’s ability to change and
maintain the changes, there was a significant gap in understanding the issues in the case. The
agency report author considering CSC involvement stated that it would have been helpful to
complete a Graded Care Profile (GCP)27 assessment as soon as the issues of neglect re-

25

Action for Children 2013

26

Sidebotham et al, 2016

27

The Graded Care Profile forms part of the MSCB response to neglect , detailed in the multiagency MSCB Neglect Strategy 2015
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emerged in 2016. The second RCPC in January 2017 recommended that a GCP assessment
was completed and neglect medicals be undertaken on all of the children, however a
change of social worker and high caseloads meant they did not happen prior to Alex’s death.
Information gained from the assessment and medicals would have given an indication of the
impact on the children of their care.
6.14 The case was complex because the care of the children was on occasion thought to be
‘good enough’, and the professionals involved believed the children were loved and could
see that the parents wanted to care for them. A lot of support was provided to ensure the
practical care of the children remained acceptable. For example the health visitor provided
the children with toothbrushes and toothpaste, made applications for white good from
charities, and CSC provided money for nappies and food vouchers.
6.15 Practice in neglect cases can focus on individual episodes or issues of concern, rather than
patterns of parenting and the impact on children of care that dips just above and then below
‘good enough’ on a regular basis. There is a risk that professionals wait for a serious incident
in order to have evidence that the children are suffering significant harm on a given day,
rather than the impact of chronic and long term neglect. Professionals need to take a step
back and consider the child’s lived experience over time. The cumulative nature of neglect
was not adequately considered in this case, including when the PLO meetings were being
held.
6.16 The view was that the parents appeared to be able to manage much of the time. However
it is now acknowledged that they often avoided professional contact and that there was no
real understanding of the daily lived experience of either the children or adults in the family.
There was a risk that the care being given to the children was damaging both on a daily basis
(due to lack of information about what was happening in the home) and cumulatively28. Even
without Alex ingesting the drugs which led to his death, he was likely to be suffering significant
harm due to neglect, along with his siblings who lived with him.
6.17 It is crucial that CP planning for children at risk of or suffering from neglect is focused and
timely to avoid drift. CP plans need to be SMART29 and specific to each child. They should be
reviewed regularly and core group members should be aware of what is expected and their
role in the plan. There is a need for the core group to challenge each other as well as the
family to ensure that progress is made and sustained, and to ensure that the needs of the
children are at the centre of the work being undertaken. The professionals involved worked
hard and a lot of consideration was given to the case. They were committed to the family
and wanted the parents to succeed. The five years of what appears to be successful drug
treatment and parenting was rightly applauded, but could have led those involved to
discount evidence that the parent’s relapses were having a negative impact on the children.
6.18 The parents often missed appointments and were not always home when visits were planned,
however they were always receptive to what professionals had to say when they were seen,
particularly Father. This led to a belief that they were ultimately cooperative and compliant.
Both parents showed they had insight into their children’s needs when speaking to
professionals, although they often fell short of meeting the needs without a lot of support from
professionals. The school gave food vouchers and support with school uniform, S17 30 money
was provided for essentials, and Christmas presents were provided. Debt was an on-going
28 The terms ‘cumulative risk’ and ‘cumulative harm’ were first identified by Bromfield and Higgins in Australia in 200528 who defined
cumulative harm as ‘the effects of patterns of circumstances and events in a child’s life which diminish their sense of safety, stability and
wellbeing. Cumulative harm is the existence of compounded experiences of multiple episodes of abuse or layers of neglect.’
29 SMART stands for Specific, Measurable, Achievable, Realistic and Timely.
30

S17 Children Act 1989 provides a small budget to support families in order to prevent children coming into care for financial reasons.
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concern, and professionals believed that clothes and some of the children’s belongings had
been sold. The parents refused debt-counselling and Mother did not claim benefits, such as
her maternity grant, in time to receive the money.
6.19

There was good information sharing at core groups and most of the professionals involved
were aware of the history and the concerns about on-going drug use. When neglect is a
concern there is a need for a robust child protection plan with an active core group, which
does more than share updates and monitors the children. The development of an outcome
focused written plan to monitor progress was not evident in this case. There were issues with
the recording of the core group decisions and with the updating of a written plan following
core group meetings. This was because the task largely fell on the social worker, as stated in
the procedures, who had capacity issues at the time. The expectation that full minutes were
compiled and then circulated was unrealistic, so minutes were not circulated from core
groups meetings. Other professionals therefore had to rely on their own notes of the meeting.

6.20

The issue for the children was not whether progress could be made, but whether it could be
maintained by the parents. The written child protection plan needed to be owned and
understood by all involved. Plans need to have timescales for improvements, and a
contingency plan if the improvements are not made or not sustained. Plans are the outline for
the multi-agency response to the concerns and needed to be reviewed at all the core groups
and to be shared with the parents both verbally and in writing. Core group meetings should
also invite members to challenge each other with regards to the progress of the plan.

6.21 Those working with parents need to be involved in the child protection planning processes,
including attending key meetings such as core groups. As was agreed practice at the time,
the specialist GP/drug treatment service working with the parents were one-step removed
from the CP planning process, contributing information to conferences via CGL31 or by
providing information to the social workers prior to meetings. As a result, the detailed Child
Protection Plans do not appear to have been stored in the parents’ records on the agency
clinical system, and the core group and CP conference chair did not have the opportunity to
discuss the parent’s drug treatment in detail in meetings about the children.
6.22 Plans for children who are suffering or at risk of neglect should include a shared understanding
of the child’s lived experience, in order to monitor progress in this area. Assessments require a
focus on the day-to-day experiences of the child, and the impact of this, as shown below. The
child’s voice should be part of the discussion at core group meetings.
Learning:
 Effective work with families where neglect is an issue requires a broad awareness that the
impact of neglect is cumulative and will be damaging to children. This should also be
clearly explained to parents.


The use of a specialist neglect assessment, like the Graded Care Profile, should be
undertaken after neglect concerns emerge, and certainly after a child is made the
subject of a child protection plan in this category.



In order for core group meetings to be effective and plans to be updated and shared in
a timely way, the meeting should be based around reviewing the plan and making
required changes during the meeting. The updated plan should then be circulated to all
involved, including parents and professionals unable to attend, such as the GPs for both
adults and children.

31

Change Grow Live is a treatment and care service for drug users in Middlesbrough. Including evidence based psychosocial
interventions
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Every meeting of the core group should reflect on the child’s current lived experience,
and the impact on the child of any information shared or concerns identified.



Professionals working with parents on drug treatment programmes should be active
members of core groups for relevant children.

Assessment
6.23 During Mother’s pregnancy with Alex concerns began to emerge that indicated that drug
misuse was once more impacting on the parent’s ability to care for the children in a consistent
way. CSC undertook the assessments required to progress the case of the unborn baby
through the required processes, such as a single assessment following referral, and for the
initial and subsequent review conferences. The single assessment was completed pre-birth
and triggered a SCODA32 risk assessment.
6.24 Following the referral to CSC and the single assessment, an Initial Multi-Disciplinary Planning
Meeting was held to consider the case of unborn Alex (not the siblings) as is expected in the
pre-birth procedures. The meeting plans the pre-birth assessment and should be held during
the 19th or 20th week of pregnancy, and then be reviewed by 28 weeks gestation. In this case
the timescales were impacted on by Mother’s late booking, and the multi-agency meeting
was not held until 10 days before Alex was born (although it is acknowledged that he was
born early). The parents were invited but did not attend the meeting, and the professionals
working with the older children (such as the school, nursery and health visitor) were not
involved as these children were not yet open to or being considered by CSC. The health visitor
was due to take on the care of Alex 10 days after his birth, so this was a significant omission.
A record of the meeting was not formally taken and circulated. The procedures33, while being
clear that CSC should convene the meeting, do not stipulate the expectations regarding the
record of the meeting, and don’t state that professionals for any older children should be
involved.
6.25 The decision by CSC following the meeting was that a robust child in need plan would be
appropriate in this case. Concerns about this from other professionals, particularly the midwife
and the parent’s GP, were escalated through the relevant trusts safeguarding leads, leading
to agreement to a strategy meeting and then the decision to hold an ICPC. This was not held
until after Alex’s birth, as the referral had been late, and he was born early. It was good
practice that the escalation was made and that CSC reconsidered their position.
6.26 The agency report authors stated that the quality of assessments were good, however there
was a tendency, when considering what was happening at the time, for an optimistic view
of the care of the children and of the parent’s relationship. This was likely because much of
the evidence used was self-reported by the parents. The SCODA risk assessment questions
which were completed as part of the pre-birth assessment relied heavily on self-report from
Mother. Key information was missed, such as Father’s misuse of heroin and crack cocaine
between December 2015 – April 2016. The assessment lacked sufficient liaison with drug
treatment services and did not include a thorough understanding of the drug behaviours of
the parents.
6.27 Mother saw her GP during the period being reviewed about possible depression, however she
did not attend further appointments to consider any help she required. She had shared with
the health visitor that she had been stressed about her eldest child’s family, about her
32 SCODA unborn baby assessment questions re parental substance misuse ‘Standing Conference on Drug Abuse Guidelines’
http://www.teescpp.org.uk/Websites/safeguarding/images/Documents/Tees%20SCODA%20form.pdf
33

http://www.teescpp.org.uk/safeguarding-the-unborn-baby
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brother’s overdose, about her brief separation from Father, and it is known that she had
suffered a bereavement of a close relative. The health visitor undertook standard assessments
of maternal mental health, as part of her engagement with Mother. Father had also
approached his GP for antidepressants due to his low mood, although this was not known
until February 2017. There was no specific assessment of the impact of this stress or depression
on the care of the children although the specialist drug service regularly assessed both
parents in relation to their methadone prescriptions, and as part of this their mental health
was considered. Neither parent engaged with appointments offered at the drug misuse
psychosocial service.
6.28 A parenting assessment was recommended by the social worker at the ICPC. This work was
to be delivered by the Resource Team, a team of family support workers who deliver a range
of parenting interventions including the Solihull Approach.34 The Resource Team also
undertook more general work with the family and visits on occasion, including after the birth
and prior to the ICPC when additional support and monitoring was required. The specific
parenting assessment work was not completed due to parental non-engagement.
6.29 The assessment completed by the allocated social worker for the first Review CP Conference
(RCPC) states that things had improved significantly since the ICPC. However there was an
emerging picture of limited engagement by the parents, and not much evidence of
improvements other than those self-reported. The child protection plan was task focused and
concentrated on practical actions to be undertaken and monitoring of the parents to see if
they were found to be under the influence of drugs. Whilst this was appropriate, there was
little understanding of the children’s experience of living in the home. A full awareness of the
parent’s limited meaningful compliance with drug treatment during the timeframe of the
review was not understood by the core group, and there was no significant consideration by
the drug treatment service of what this meant for the children. When the case was within the
PLO, no specialist psychological assessment of the parents was commissioned and the
opportunity to understand more about the likelihood of them making the significant changes
required was not taken.
6.30 Lord Laming said, when considering the case of Victoria Climbié, that no-one could describe
a day in her life. A child’s voice and experiences should be sought during all assessments and
must be reflected in plans. The Single Assessment completed by the social worker considered
the impact of Sibling A’s history and placement moves, and showed an understanding of
what life can be like living with parents who misuse substances such as “stigma, unavailability
of parents, children’s needs being unmet and the financial implications.”35 However, this
understanding was generalised rather than specific to Sibling A’ life, and there was limited
reflection regarding the lived experiences, over time, of the other three children, including
Alex.
6.31 When the Solihull parenting work with the family was started in June 2016 there was an
opportunity to both evidence and support the parent’s interaction with all the children, and
gain an understanding of the children’s relationships and experiences. The CSC agency
report states that while there are some observations of the parental interaction from this work
it has not been captured in the ongoing assessment work and it ended prematurely due to
parental disengagement in September 2016. The need to engage in deeper more intensive
family work, as recommended in the Single Assessment and in the ICPC and the need to
explore the impact of what life is like for these children, was not achieved during the period
34

Evidence based individual and group programmes.

35

From CSC agency report
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of child protection planning or during the PLO process. There is no evidence that the family
were sufficiently challenged about the work not being completed and there is insufficient
consideration of the implications of this.
Learning:


There is a need for robust and continuously updated assessment of the capacity of the
parents to change and maintain those changes. Relying on a parent’s self-report
should be avoided.



Assessments should always consider the child’s world and lived experience, and those
undertaking assessments should meaningfully engage with children.

Substance misuse
6.32 The review has considered what was involved in the parent’s drug treatment, including
testing. It also considered the quality of information sharing and communication with and
from drug treatment services. It is noted that none of the professionals involved had any
reason to suspect that either parent was deliberately giving drugs to baby Alex. The wider
learning identified in the SCR Emily (which was published in December 2017 by MSCB) is
considered later in the analysis. It should be noted however that the report refers extensively
to a report called ‘Medications in Drug Treatment: Tackling the Risks to Children’ which was published by
ADFAM in 2014. It is an in-depth study of a number of cases where children have died or been
harmed from ingesting Opioid Substitution Treatment (OST) medicines, including methadone.
The ADFAM report includes a consideration of 17 SCRs involving the ingestion of OST drugs by
children between 2009 and 2014. The information included in the report will not be repeated
here, but the Emily SCR report provides valuable information and learning for professionals
about the risks to children when a parent/s are on a drug treatment programme, as they were
in this case, including the risk of children being given low doses of methadone or other drugs
with the aim of sedating or pacifying them. The ADFAM report found that the practice of
giving drugs to babies was possibly widespread amongst drug users. A key lesson learnt in the
Emily case was the importance of professionals thinking that this could be a possibility, and
that advice and clear information should be given to parents in drug treatment and drug
misusing parents about the dangers inherent in this practice.
6.33 While it is acknowledged that some parents who misuse drugs can successfully look after their
children and meet their needs, parental substance misuse can also have a negative impact
on children at each stage of their development, and women who misuse substances during
pregnancy may put their babies at risk. Both parents in this case had a history of chaotic drug
misuse, leading to a number of children being removed permanently from their care. It is
known that prior to Mother’s pregnancy with Sibling B in 2011, until sometime during 2015/16,
the parents engaged well with their drug treatment programme and provided parenting to
their children that did not raise any professional concerns.
6.34

Sadly Mother and Father were unable to maintain their treatment without misusing illegal
drugs, particularly heroin and crack cocaine, which resulted in concerns for unborn Alex and
his siblings from 2016. Concerns were also identified about Mother’s behaviour when she was
in hospital giving birth to Alex. She had a (urine) drug-test during the hospital admission but
the test results were inconclusive. Drugs were found in the sample, but there was a possibility
that they may have been due to medication given to Mother during the birth, leading to
confusion and uncertainty. It is also noted more generally that drug testing is not always
accurate and should not be relied on entirely. Particularly urine tests or mouth swabs. It is said
that abstaining from drug use for 48 to 72 hours can produce a misleading result. Internet
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research also states the possibility that drinking as little as a litre of water can dilute the urine
so much that it will drive detection of substances below detection levels.
6.35 It is understandable that professionals want the certainty of a positive drugs test, however the
behaviours Mother was exhibiting were of concern, and while there was respectful
uncertainty amongst professionals regarding her claims that she was not misusing drugs, it was
hard to prove and created an impasse. Between April and October 2016 the parents were
tested around every 4 weeks. The results however would only show drug use in the past 2 – 3
days. The drug agency shared that the parents would often turn up at the end of their session
to collect their prescriptions, and this meant they were less likely to be tested. The parents
were aware this was likely to be the case, as they knew the system well. No hair strand test
was taken prior to the second RCPC when the new CP Conference chair requested that it be
part of the CP plan. Hair testing is more accurate than urine testing, albeit more expensive.
This second RCPC was a turning point in ensuring that the plan for the children was more
effective, with the recommendation that there be a legal planning gateway meeting.36
Following the PLO meeting with the parents where they were legally represented (this was the
second meeting attempted as parents did not attend the first) there was again an
improvement in cooperation from parents and in the older sibling’s presentation. As stated
above in the analysis on neglect, the inconsistency of the parent’s engagement and care of
the children led to optimism and a view that there would be insufficient evidence to begin
care proceedings at this time.
6.36
The review has identified issues about the need for professionals responsible for children to
have face to face communication with drug treatment workers, and the importance of their
involvement in child protection plans. Drug treatment services did not attend the ICPC or core
groups in this case despite their direct involvement being crucial in a case where the parent’s
drug misuse had been so significant in the past that children had been removed, and where
concerns were emerging about serious relapses. Not all professionals can be experts about
drug testing and treatment, but they need to know the questions to ask, and who to ask. It is
therefore helpful to have drug misuse workers present at meetings talking about children’s
plans to provide key information, but also because they may be more able to challenge what
a parent is saying about their drug treatment or use. They bring relevant wider information
and expertise, such as that provided during this review. This included that partners who misuse
drugs together and are in treatment together, are likely to lapse together, and that when a
patient is briefly out of treatment, as the parents were on occasion in this case, there is a high
risk of them using ‘street’ drugs. They can also provide reassurance about the protective
factors of parents remaining in treatment.
6.37 Even those who worked with the parents however were not immune to over-optimism in this
case, and during this review it was acknowledged that when a service user returns to
treatment this is seen as a success, and sharing concerns about the period when they were
not in treatment may not be prioritised. The parents did not attend multiple appointments with
their GP or drug treatment workers, despite this they were generally considered to be
engaging with treatment. In a wider client group that are known to have difficulties with
engagement37, this positive view of their engagement may be relative, and concerns about
the impact on the children may not be identified. It was also acknowledged that the fact
that Alex did not require medical intervention following his birth led to the belief from a

36

Held to provide legal advice to Children’s Social Care, regarding the legal options available to safeguard and promote a child’s
welfare.

37 Missed appointments and/or late attendances are commonplace in substance misuse treatment.
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number of professionals that he may not have been adversely affected by Mother’s drug use
during pregnancy, despite his low birth weight and health issues.
6.38 In the 2013 NSPCC report38 there is a clear message about the importance of timely and
thorough assessments with regards to all the children cared for by people who are misusing
drugs or alcohol. It states that assessments need to be child-focused, they should contain a
clear picture of the user’s drug (and alcohol) consumption, and both the usage and
behaviour must be properly analysed to understand the risks that this poses to the children. It
states that risk assessments should be a ‘dynamic’ rather than a ‘static’ (one-off) process,
which are reviewed in the light of emerging evidence.
6.39

Safety advice was given to the parents, particularly by the health visitor, regarding the need
for vigilance in the storage of their methadone and the increased risk of child death from cosleeping with parents on a drug treatment programme, or who misuse drugs. Posters were
displayed in public service offices, including the drug treatment service surgery, stating that
‘1 ml can kill’, but the parents were not specifically spoken to about this by the social worker,
the midwife, the GP or the health visitor. The drug treatment workers however did speak to
parents about this issue, they believe that parents understood the risks, and they had no
concerns about their reaction to the issue.
Learning:


Professionals working with parents on treatment programmes need to be cautious of
feeling over optimistic about what this might mean, including over-reliance on the
results of drug testing.



There needs to be further work undertaken to consider how parents who misuse
substances are educated and engaged with on the danger of giving drugs to children
to pacify them.

Engagement
6.40 Issues have been identified about the reliance on parental self-report, a lack of meaningful
engagement by the parents, and a pattern of missed appointments and non-attendance in
this case. Professionals who knew the family well had been impressed by the parent’s ability
to remain in treatment and to avoid the misuse of highly addictive drugs (heroin and crack
cocaine) for a number of years. They were a success story and professionals did not want to
see them fail, particularly after they had a new family to look after. Any small improvements
following the re-emergence of concerns in 2016 led to optimism that these parents had made
changes before and that they could do so again, as shown at the first review RCPC in July
2016 and following the PLO meeting shortly before Alex died. The impact on the children of
the parent’s difficulties was not always adequately considered however, and there was no
formal assessment of their capacity to change in the longer term. By the time of the second
RCPC in January 2017 it was clear that any improvements had not been maintained, that the
parents were not engaging with professionals responsible for the children, and that the
parents were showing clear signs of ‘disguised compliance’ and it was recommended that
legal advice was sought. Unfortunately the slight improvements shown in the months following
the PLO meetings led to further optimism about the family’s ability to make and maintain
changes. The meeting held just before Alex’s death commended the parents for the
improvements they were making. The complexity of the case, with parental substance misuse,
38 Parents who misuse substances: learning from case reviews. NSPCC 2013.
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a likely co-dependent parental relationship, cumulative neglect concerns, and skilful noncompliance, was not adequately considered.
6.41

Lord Laming coined the phrase "respectful uncertainty" in his 2003 inquiry report into the death
of Victoria Climbie39. It was used to describe the approach that professionals need to take
when working in child protection. It was stated that professionals must be much more sceptical
about what might be happening ‘behind closed doors’. In this case professionals had a
degree of “respectful uncertainty” and while more scepticism about what practitioners were
being told and more communication between those working with the children and those
working with the adults might have been useful on occasion, the parents were skilled at
deception and it is difficult to take action when there is limited tangible evidence. Professionals
can be at a disadvantage as parents are often the drug experts in the room at core groups,
without the presence of a drug treatment worker. Mother could be charming and engaging,
and she could also get angry when asked if she was using drugs. This made challenging her
difficult. Father was seen more often than Mother and professionals believed he wanted to be
a good parent.

6.42

There was evidence of a large number of missed appointments. Alex was offered nine
appointments for out-patient care following his discharge from maternity care, but was only
brought to five, including missed appointments with a Consultant Neonatologist. As stated in
the agency report ‘this denied Alex the opportunity to have a robust follow-up and review of
his treatment for a kidney problem that had been diagnosed during the antenatal period’.
Siblings B and C were both known to the hospital trust during the time of review. Sibling B had
been offered 11 appointments and was taken to six of them. Sibling C was offered eight
appointments and was taken to three. These appointments were for a range of services
including ophthalmology, orthoptics and paediatrics. The children also only attended around
50% of arranged GP appointments. The missed appointments were evidence of neglect, and
although they were part of the CPP, and Trust DNA policies were followed, they did not have
as much impact as they should have. The parents also missed or were late for many of their
own appointments, including Mother going to hospital over eight hours late when being
induced with Alex.

6.43 Where parental drug misuse is an issue, those affected (both parents and older children) may
seek to deny or minimize the usage, the impact and the risks. Professionals need to be aware
of this and ensure that their curiosity is utilised, that they always share information and concerns
with other professionals, and that they understand disguised compliance and avoidant
behaviours. The NSPCC summary of those Serious Case Reviews between 2010 and 2013 which
involved substance misuse40 identified that too much credence tended to be given to
parents’ self-reporting of drug use that was not seen as excessive, coupled with reports of
‘happy healthy children’. In this case there was also the view that as Mother and Father had
been ‘honest’ about their relapses that this honesty would continue.
6.44 Mother made it clear that she would only engage with particular professionals in relation to
her drug misuse. Although she did agree to work with CGL (Lifeline) she did not engage. This
was thought to be important work for her long-term recovery from drug misuse (to work on
the psychological aspects of addiction) however Mother, like Father, was resistant. After the
birth of Alex, Mother also began to miss appointments with her drug professional of choice.
Despite this the parents were seen as disorganised, chaotic, laid back, and ‘doing their best’
rather than deliberately evasive.

39

Lord Laming (2003) The Victoria Climbie Inquiry. The Stationery Office

40https://www.nspcc.org.uk/preventing-abuse/child-protection-system/case-reviews/learning/parents-misuse-substances/
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6.45

Following his birth, Alex was discharged with his Mother and a written agreement was put in
place to cover expectations of the parents and agencies prior to the ICPC which had not yet
been held. A number of professionals had voiced their concerns about the plan at the
discharge planning meeting, and had contacted the IRO (conference chair) prior to the
ICPC about their concerns. A referral was put in to the Resource Team for them to do daily
checks and supportive visits to the family, including at the weekend and up until 8 pm in the
evening. The parents were home for six out of eleven visits, and always had an explanation
for why they were not there.

6.46 Overall, the parent’s lack of meaningful cooperation was not always identified and there was
inadequate challenge about this. The first RCPC held in July 2016 concluded that the parents
were making positive changes. This was despite Father attending the conference late and
Mother not attending at all, difficulties in gaining consistent access to the children, and the
parents not engaging with CGL to consider their drug-taking. There were some signs that things
may be improving and professionals felt optimistic about the ability of the parents to continue
caring for the children. It does appear that when there was increased pressure from
professionals things tended to improve, such as after the ICPC and after the PLO meeting. It is
not known if the PLO process and the move towards care proceedings would have made
enough of a difference to enable the parents to stop misusing substances, as Alex died during
this time.
Learning:
 It is difficult for professionals to maintain a healthy scepticism about what parents are
saying and doing when it might damage their relationship with the family and the need
to improve the child’s situation. It is difficult to get the required balance between support
and challenge when engaging with families. This is particularly the case when a family
has successfully engaged and made positive changes in the past.


Information sharing between professionals and triangulating information provided by
parents is essential.



When challenging parents about missed appointments (their own and their children’s) it
is important to make a link to the impact on the child.

Learning from Emily
6.47 The SCR completed by MSCB in May 2015 but not published until December 2017 (due to
delays in the criminal investigation) was in regards to a non-mobile 10-month-old child who
ingested methadone. Hair strand testing of her older siblings showed exposure to drugs,
including heroin, cocaine, cannabis and methadone.
6.48 Much of the learning from the Emily SCR is relevant to this current SCR. Including:







Assumptions were made about the services being delivered and about the ability of wider
family members to support and protect the children.
There was a degree of naivety about drug and alcohol use and its impact on the children,
and about false compliance from manipulative parents. The professionals involved were
working hard but often without the support and challenge they required.
The impact of a new baby in this family was not adequately considered.
There was a lack of direct work with the children, and although professionals described the
children in detail in their recording, the children’s voices were not clearly sought or stated.
Over optimism among some of the workers who engaged with the family led to the view that
the parents had the capacity, capability and motivation to improve and maintain the quality
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of the care that they provided to their children. Professionals must challenge the rule of
optimism and test perception against the wider information that is available.


Professionals must be prepared to challenge their own as well as others’ views, and need
support to regularly review cases in a way that encourages staff to question if over-optimism,
disguised compliance or avoidance of issues is playing a part.



CP Conference Chairs have the potential to provide an essential independent view to
consider if professionals are over optimistic, or if parents are being manipulative and disguising
their lack of compliance. To provide this crucial role they need the right information available,
including up to date chronologies.



Professionals need to be aware that negative drug tests do not mean that a service user is
drug free; it only shows that they have not used the specific drugs that they were tested for
during the previous three days.



Professionals need to feel confident in addressing with parents the deliberate administration
of methadone and other drugs to children.



Professionals rarely consider the possibility that parents on a drug treatment programme may
be tempted to use their medication on their children. However this must be seen in the context
of the circumstances in this case being unprecedented in the experience of most of those
involved in this review.

6.49 The Emily SCR made a number of recommendations, which included a review of literature
and training to ensure that it is clear that giving an Opioid Substitute to a child is extremely
dangerous and can be fatal, and that professionals are supported to raise this issue with
parents who are known to misuse drugs or who are in drug treatment. It was also
recommended that all partner agencies ensure that all relevant staff working with children
should attend Middlesbrough Recovering Together (MRT) drug and alcohol awareness
training, and that a multi-agency case file audit should be undertaken to consider if there is
adequate evidence of reflective supervision and voice of the child in agency records.
6.50 The agency report completed for the specialist GP service that Mother and Father are
registered with, and attend for their drug treatment, confirmed that ‘the “1ml Can Kill” posters
are prominently and permanently displayed in all clinical rooms and are displayed in the
communal areas (waiting room and corridors) on a rotational basis. All staff are aware of the
campaign and it is routinely and regularly discussed with service users who are the parents or
carers of children’ as it was in this case.
Learning:
 Despite the recommendations made during the SCR on Emily and her siblings, Alex
died from ingesting methadone. This leads us to question the impact of the Emily SCR.
7
7.1

7.2

Conclusions
When Alex died methadone was found in his system. It is not known how this occurred, and
there may never be certainty about this. What is known however, is that Alex and his siblings
were likely to have suffered continued significant harm due to neglect. Alex and his family
received help and support from the professionals involved in the case, who were committed
to improving the situation for all of the family and to safeguarding the children.
The review has attempted to avoid hindsight bias which “oversimplifies or trivialises the
situation confronting the practitioner and masks the processes affecting practitioner
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behaviour” (Woods et al41). It has identified the learning that is relevant both to this case and
to the wider system. Significant individual agency learning has been identified within the
agency reports and the MSCB has ensured that a robust consideration of the concerns
identified has been undertaken by each agency involved in this matter.
7.3

Good practice across a number of agencies has been acknowledged throughout the report.
There were numerous attempts to build relationships with the parents, professional curiosity
and tenacity, prompt responses, thorough assessments, information sharing, partnership
working, and escalation. As stated in the 2016 Triennial Review, harm came to Alex ‘not
because of, but in spite of, all the work that professionals were doing to support and protect’
him42. The parents were treated with sensitivity and without cynicism. Professionals also listened
to Sibling A and provided him with good support.

7.4

There has been a good engagement from agencies with the SCR process43, which has been
appreciated, and has been essential to identify the learning.

8

Recommendations

8.1

It is recognised at the time that the review was completed in 2018 that actions had already
been taken in relation to some of the individual agencies’ identified learning, and that
changes have been made which will be outlined in the MSCB’s response to this SCR. The
agency reports have made recommendations which have largely been completed by the
conclusion of the SCR.

8.2

Some of the learning identified within this overview report will have been addressed by the
single agency actions plans. For example, GP practices are developing and implementing a
policy for managing multiple DNAs in adult patients / service users who have children subject
to a Child Protection Plan, and support and training is being arranged for school safeguarding
leads in how to challenge and raise professional disagreements.

8.3

The purpose of providing additional recommendations is to ensure that the MSCB and its
partner agencies are confident that any areas identified as being of particular concern, and
not included in the single agency plan, or which require an interagency or Board action, are
addressed.

8.4

As well as considering the learning from the Emily SCR, which was undertaken in 2015, a more
recent SCR has been undertaken on a child known as Billy. There are similarities in the learning
from these two cases, which were considered by the MSCB around the same time, so it is
important to also consider the learning from the Billy SCR, and ensure that relevant
recommendations are not repeated here. The Billy SCR has identified learning regarding the
need for plans to capture the voice of the child and their lived experience, the consideration
of cumulative neglect concerns, and working with parents who misuse substances. There are
therefore some similarities in the improvement actions required following the reviews.
The Billy review makes recommendations that are relevant to this review, particularly in
relation to plans which should ‘consistently capture the voice of the child and the child’s lived
experience with meaningful analysis’, ‘include the engagement of all of the relevant
professionals’ and ‘invite challenge from those who have concerns about the effectiveness
of the plan.’ The SCR also asks the MSCB to consider how it can ‘ensure that the impact on
children of parental substance misuse is appropriately considered in multi-agency

8.5
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David D Woods et al. Behind Human Error. 2010.
42 Department of Education 2016 by Sidebotham, Brandon et al (University of Warwick and University of East Anglia)
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The GP surgery where the children are registered did not attend meetings due to staff vacancies and turnover. The agency author will
however provide feedback to them about the learning from this review, both single and multi-agency.
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assessments and plans.’ It is expected that these recommendations will ensure improvements
which will address learning identified in the case of Alex. The recommendations below are
therefore additional to those included in the Billy SCR.
1. Recommendation:
The MSCB should make arrangements to quickly disseminate the key messages from this review
as widely as possible44.
2. Question:
How will the MSCB ensure that core groups are effective in developing, owning and updating
child protection plans?
3. Recommendation:
The MSCB to consider how they can commission a piece of work that engages with MRT service
users who are parents to consider how they can best provide messages about the dangers of
giving drugs to children.
4. Recommendation:
The MSCB to undertake an impact review on the learning and recommendations from Emily,
Billy and Alex, to ask whether further actions are required to ensure shared learning in regards
to neglect, effectiveness of plans and core groups, and drug using parents/children’s needs.
5. Recommendation:
Middlesbrough CSC and Legal Services to provide the MSCB with information on the use of
specialist assessments when a case is in the PLO.

44

including:
Referrals about unborn children should follow pre-birth procedures and also consider older siblings

Drug treatment professionals need to attend core groups

Impact on children of cumulative neglect

The need for specialist neglect assessments (e.g. GCP) and assessments when a parent misuses drugs (e.g. SCODA) which are
regularly updated

The effectiveness of the plan and consideration of the child’s voice should always be analysed in core groups

Assessments must be robust and continuously consider the capacity of the parents to maintain changes

Over-optimism is a risk when a parent is on a drug treatment programme.

Parental information should be checked out

Parental lack of engagement

Adult issues and children’s needs

Educating and engaging with parents on the danger of giving drugs to children to pacify them

21

