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What happened for this child and family?

John suffered a fractured skull in March 2017 when he was 13 months old. His 
parents had sought medical advice because he had a swelling to his head but 
were not able to explain how the injury had occurred. John has an older half-
brother, born in 2010, about whom there have been no concerns and who was 
not subject of  this Serious Case Review. 

This case was referred to the National Panel on the basis that there were issues 
regarding multi-agency communication and processes which impacted on the 
safety of  the child following the child sustaining an unexplained injury. The panel 
concluded the case was considered to meet the criteria for a Serious Case 
Review.

A child protection conference was recommended by a manager reviewing 
the case in June 2017. John had been home for 11 weeks before the 
commencement of  care proceedings. The Serious Case Review sought to 
understand what could be learned from the safeguarding work that took place 
during the period of  involvement with the family and in particular to identify 
ways in which professionals might respond more effectively to unwitnessed or 
unexplained serious injuries in very young babies in the future.

John has subsequently made a full recovery. He has continued to live with his 
parents and care proceedings have been discontinued.



Key learning from the Serious Case Review

• There was not robust enough safety planning in respect of  John immediately
following his presentation to hospital given that his injuries were
unexplained/unwitnessed. 

• There was a lack of understanding regarding consent, whether it had
been given and for what purpose. This resulted in a lack of  contact with
other agencies and impacted on information that was collated and shared.

• There was no strategy meeting involving all professionals
immediately following John’s admission to hospital. This resulted in John and
his brother potentially remaining at risk as there was no guidance for hospital
staff in place in relation to managing contact with John’s parents. Once a
safety plan had been devised, failure to share the plan with family
members or other professionals compromised their ability to
follow and monitor those plans.

• During the investigation period, there was a position of premature
certainty regarding accidental injury based on health and police
decisions to take no further action because they viewed the
injury as accidental. This resulted in a social work assessment which did
not analyse the needs of  this child, his family and any risk to the children well
enough. This could have placed John and his brother at further risk, both
while he was in hospital and when he went home. There was insufficient
consideration of the views and role of his father.

• A child protection conference did not take place in accordance
with child protection procedures. It is likely this would have
resulted in a more robust protection plan as opposed to a child in
need plan.

• The Signs of Safety case mapping focused too much on the
present and did not consider family history well enough. 

• The safety plan did not have danger statements and safety goals
clearly set out and therefore was not an adequate safety plan.

The full Serious Case Review report and executive summary can be found on 
the BSCB website here. 

At the heart of  our work with families in Bexley, is the belief  that we should 
work collaboratively and openly so that where possible children can remain 
safely with their families, while also ensuring safety during periods of  uncertainty. 

http://www.bexleylscb.org.uk/page.php?section=section_2&id=270


Learning for practitioners 

• Ensure that strategy meetings are held in accordance with statutory guidance
and involve all key professionals.

• When children are at risk of  significant harm or have been harmed, initial
Child Protection Conferences must be held or considered and risk /
uncertainty should be fully discussed with the involvement of  all partners.

• Children’s social workers and/or managers should give formal feedback
about next steps, to GP’s who make a referral regarding a possible non-
accidental injury.

• Assessments should be based on information available from all professionals
involved and the outcomes and recommendations shared with the family and
those professionals.

• Any unexplained injury, for example bruising on non-mobile babies should 
be dealt with in accordance with the statutory guidance set out in Working 
Together 2018

• When we are working alongside parents and families because we are
worried about the safety and welfare of  a child, we should communicate
clearly our concerns, develop assessment and plans with them and take the
time to make sure they understand what is happening and the next steps.

• Professionals working in the multi-agency safeguarding hub need to be clear
about whether parents have given consent and if  so for what purpose.
A conversation needs to happen to explain to all parents why consent is
needed and to agree how to keep them informed about what is happening
during a time which can be worrying for them. Social workers should also
consider whether parents need the help of  an advocate, who is able to
support them and who may be able identified thorough their family network.

• Social workers need to routinely involve, respect and work alongside all main
caregivers in their work with families.

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/729914/Working_Together_to_Safeguard_Children-2018.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/729914/Working_Together_to_Safeguard_Children-2018.pdf

