
1 | P a g e  

 

` 

 

 

Pre-birth Assessment Protocol 

 
The purpose of this guidance is to ensure that a clear system is in place which 

assesses and responds to concerns regarding the welfare of an unborn child and 

to maintain clear and regular communication within the multi-agency network. 

Research shows that young babies are particularly vulnerable to abuse, but that 

robust work carried out in the antenatal period can assist in minimising harm if 

there is early assessment, intervention and support.  If agencies anticipate 

safeguarding risks and vulnerabilities for an unborn baby, these concerns should 

be addressed through a pre-birth assessment. The aim of the assessment is to 

ensure, where possible, that risks and vulnerabilities are identified early and 

action is taken by individual agencies to protect the baby (and any other existing 

siblings), and to support parents to care for the baby safely. 

This joint protocol applies to all agencies but particularly to all Children’s Services 

staff (including social care and education), police, health, mental health (including 

CAMHS, Perinatal Team and other mental health teams) and relevant Adult 

Services including adult social care. 

 

1.Raising a concern about an unborn child 
 

When professionals have a concern about an unborn, it is essential that they 

gather all relevant information held about the family/unborn within their agency. 

They should refer to the Effective Support Document to determine whether the 

level of support meets the requirement for statutory involvement.  

A maternity safeguarding meeting is held with Darent Valley Hospital once a 

month and with Queen Elizabeth Hospital on the 1st and 3rd Monday of each 

month. Health visitors, GP’s and Children’s Services share information and any 

concerns they might have about a pregnant person.  If deemed necessary, 

professionals might be advised to complete a referral to the Multi Agency 

Safeguarding Hub (MASH).  Families should be informed of the concerns and any 

referrals made, unless it is felt that to do so would put a child, unborn child, or 

other person at risk of harm. 

www.bexley.gov.uk 

https://bexleysafeguardingpartnership.co.uk/wp-content/uploads/2020/08/effective-support.pdf
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A referral to Bexley Children’s Services should be made at approximately 12 

weeks gestation. If support required meets the requirement for statutory 

involvement and a pre-birth assessment is to be undertaken, the unborn will be 

entered onto Liquid Logic by the Multi-Agency Safeguarding Hub (MASH), named 

unborn and the pregnant person’s surname. The estimated due date of delivery 

will also be entered onto the unborn child’s information. The unborn child’s Liquid 

Logic record should be linked with the parents’ record and any family 

relationships should be evident.  

 

2. Reason for assessment  

 
A pre-birth assessment must be considered/completed when professionals have 

concerns that the unborn/baby may be in need or at risk of significant harm, 

including where:  

- a parent, carer or other adult in the household, or regular visitor, has been 

identified as posing a risk to children; 

- a parent or carer is previously suspected of fabricating or inducing illness; (See 

Royal College of paediatrics and heath guidance Perplexing-Presentations-FII-

Guidance (2).pdf) 

-a sibling or child in the household is subject to a child protection plan;  

-a sibling or child has previously been removed from the household either  

temporarily (due to police protection) or by court order;  

-there is domestic abuse in the home; 

-the degree of parental substance misuse is likely to impact significantly on  

the unborn child’s health/safety or development; 

-the degree of parental mental illness/impairment is likely to impact significantly 

on the unborn child’s safety or development; 

- there are significant concerns about parental ability to self-care and/or to care  

for the child e.g. unsupported, young or learning-disabled parent 

-a child aged under 13 is found to be pregnant; 

-there has been a previous unexpected or unexplained death of a child whilst  

in the care of either parent;  

-there are maternal risk factors e.g. denial of pregnancy, avoidance of  

antenatal care (failed appointments), non-cooperation with necessary 

services, non-compliance with treatment with potentially detrimental effects for  

the unborn baby; 

file:///C:/Users/Katrina.Dey/Downloads/Perplexing-Presentations-FII-Guidance%20(2).pdf
file:///C:/Users/Katrina.Dey/Downloads/Perplexing-Presentations-FII-Guidance%20(2).pdf
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-parents are living in an unsafe, overcrowded, unclean environment which has not 

been prepared for the arrival of the unborn;  

-practitioners must also be mindful to the risk that parents co-sleeping in unsafe 

sleep environments with infants can pose.  In addition to wider safeguarding 

concerns – often involving neglect, domestic abuse, parental mental health 

concerns, substance misuse, child exploitation etc. 

 

Potential Indicators of Risk 

Neglect 

Bexley neglect strategy highlights the need for concerns around neglect to be 

addressed well in advance of the due date of the unborn child. Learning from 

research into Sudden Unexpected Death in Infancy (SUDI) has identified that in 

some cases, there had been concerns raised well before the birth of the child, 

some of which had not been captured in an assessment. It is therefore important 

that assessment of parenting takes place well in advance of the unborn child’s 

due date.  

A recent study by the Child Safeguarding Practice Review Panel and the 

Department for Education in 2020, which can be found here, identifies that the 

presence of neglect is one of the factors likely to increase the risk of SUDI in 

infants and sets out some recommendations to practice as below:  

• Engaging with Health Visiting, midwifery and General Practitioner (GP) support; 

• Promoting breastfeeding and smoking cessation; 

• High quality and engaging safer sleep information including safer sleep advice 

staged and differentiated in line with ante-natal and post-birth cycle; 

• Targeted safer sleeping advice and support from midwives; 

• Health Visitors and GPs having effective, timely, consistent safer sleep 

conversations; 

• Early help and targeted support for vulnerable parents – ‘coaching’ model early 

on; 

• Adult-focused, child safeguarding aware, advice and support signposting from 

other professionals. 

 

Mental Ill Health  

Although most parents with mental health issues are able to care for their 

children appropriately, research has indicated that children can be at risk of abuse 

if a parent has mental health issues.  

https://bexleysafeguardingpartnership.co.uk/wp-content/uploads/2021/06/Bexley-Neglect-Strategy-June-2021-1.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/901091/DfE_Death_in_infancy_review.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/182095/DFE-00108-2011-Childrens_Needs_Parenting_Capacity.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/182095/DFE-00108-2011-Childrens_Needs_Parenting_Capacity.pdf
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Additionally, non-compliance of medication, without medical input can be a cause 

for concern as it might impact the way the parent/carer’s mental health issues 

affect their parenting. 

Practitioners must seek consent from the parent prior to contacting relevant 

mental health services, to inform the assessment. It is essential to complete the 

assessment based on the behaviour of the parent(s), not the diagnosis, and the 

potential risk of that behaviour once the child is born. In addition, where mental 

health risk factors are identified, ongoing evaluation of risk is essential. 

 

Substance and Alcohol Misuse 

Not all children of parents who use alcohol or drugs problematically will 

experience significant harm, but children growing up in these situations are at a 

greater risk of adverse outcomes. 

Research shows that problematic alcohol and drug use can reduce parenting 

capacity and is a major factor in cases of child abuse and neglect. In 2019 to 2020, 

Department for Education (DfE) statistics on the characteristics of children in 

need, found that parents using drugs was a factor in around 17% of child in need 

cases, and parental alcohol use was a factor in 16%.   It should also be noted that 

those with drug/alcohol problems may also have poor general health, housing 

and financial problems. See Public Health Guidance: Parents with alcohol and 

drug problems: adult treatment and children and family services. 

 

When completing a pre-birth assessment, practitioners will need to analyse: 

• The pattern of drug use and alcohol misuse; 

• Whether it can be managed compatibly with the demands of a new-born  

child; 

• Whether the parent(s) are willing to attend for treatment; and 

• The consequences of parental substance misuse for any children in the 

household and for the unborn child of the pregnant person during pregnancy e.g. 

withdrawal symptoms. 

All pregnant people should be asked about their use of prescribed and 

nonprescribed drugs, both legal and illegal, as part of routine enquiries about  

general health during pregnancy. Time should be allowed for the exploration  

of the pregnant person’s and the professional's concerns about the risks for both 

the pregnancy person and the unborn child. This needs to be done sensitively so 

https://www.gov.uk/government/statistics/characteristics-of-children-in-need-2019-to-2020
https://www.gov.uk/government/statistics/characteristics-of-children-in-need-2019-to-2020
https://www.gov.uk/government/publications/parents-with-alcohol-and-drug-problems-support-resources/parents-with-alcohol-and-drug-problems-guidance-for-adult-treatment-and-children-and-family-services
https://www.gov.uk/government/publications/parents-with-alcohol-and-drug-problems-support-resources/parents-with-alcohol-and-drug-problems-guidance-for-adult-treatment-and-children-and-family-services
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that the pregnant person is not deterred from seeking help, even if they continue 

to use substances. 

 

However, practitioners should ensure that the pregnant person and their partner 

are aware of the impact of the following behaviours: 

• The use of tobacco, street drugs, alcohol and some over the counter  

drugs, including the adverse effects of some medicines; 

• Chaotic drug/alcohol use; e.g. polydrug use, erratic dosage precipitating  

withdrawals or intoxication; 

• Injecting and sharing of injecting paraphernalia; 

• Unprotected sexual activity 

Some pregnant drug/alcohol users do not attend antenatal care until late in their 

pregnancy or when they are in labour.  There are many reasons why drug/alcohol 

using parents may present late to antenatal services, for example, the local 

substance misuse service may not be able to meet their specific needs or it may 

be perceived to be inaccessible. The pregnant person’s drug/alcohol use may also 

place other demands on their time, which often take priority for the user. Others 

might feel that it is better not to reveal their drug/alcohol use to antenatal care 

staff as they fear the attitudes of staff and the possible involvement of statutory 

services. It is also possible, due to amenorrhoea (absence of menstrual cycle) 

caused by the drug/alcohol use, the pregnant person may not know that they are 

pregnant, or may not be clear about the duration of the pregnancy. 

Agencies in the community can play a key role in supporting these persons in  

a range of ways. This includes identifying drug/alcohol use/pregnancy at an  

early stage, referring to appropriate services for help and support, identifying 

risks, and providing support and advice around pregnancy and/or drug/alcohol 

use. 

 

Domestic abuse 

Experiencing domestic abuse can cause health consequences, including physical 

injuries, gynaecological problems and mental health issues, namely post-

traumatic stress disorder, depression, substance abuse and suicidality. 

It is well recognised that children who witness/experience domestic abuse are at 

greater risk of developing emotional, behavioural and educational 

problems ‘Around 30% of domestic abuse begins during pregnancy, while 40-60% 

of women experiencing domestic abuse are abused during pregnancy.’ 

https://safelives.org.uk/policy-evidence/cry-health/idvas-maternity-units#_edn2
https://safelives.org.uk/policy-evidence/cry-health/idvas-maternity-units#_edn2
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When abuse occurs during pregnancy, there is an increased risk of complications 

for the unborn child, including pre-term labour, reduced birthweight, miscarriage 

and foetal death.  Continued exposure to domestic abuse once the child is born 

can impact on their emotional and cognitive development. The extent to which 

the abusive partner also poses a direct physical threat to the child will need to be 

assessed. 

Good practice indicates that a current and/or previous history of abuse/violence  

should be carefully evaluated. Detail should be obtained about: 

• The nature of violent incidents; 

• Their frequency and severity; 

• Information on the triggers of these incidents; 

• The non-abusing/non-violent parent’s recognition of the potential risks as a  

result of the history of or current domestic abuse/violent behaviour. 

 

However, risk is affected by dynamic factors and can therefore change suddenly. 

Professionals should therefore bear in mind that a piece of information currently 

not known could raise or lower the threshold of risk for a child. It is essential that 

there is communication with the midwives and obstetricians in relation to these 

factors.  

 

Parents with Learning Disability 

For the purposes of these procedures, ‘parental learning disability’ refers to  

adults who are, or may become parents/carers for children and who meet the  

3 core criteria which describe an individual as ‘learning disabled’, i.e.: 

• Significant impairment of intellectual functioning: individuals with an  

IQ of 69 and below (reference: British Psychological Society and legal  

system). This is not a hard and fast rule; overall IQ scores can be subject  

to interpretation either way for a variety of clinical reasons – interpretations  

of psychometric test scores are the remit of a chartered psychologist. 

• Significant impairment of adaptive / social functioning: i.e. how an  

individual copes with everyday demands of community living; impairment  

of adaptive / social functioning might be considered to be present if they  

require assistance with survival (eating, drinking, clothing, hygiene and  

provision of basic comforts) or with social problem solving and social  

reasoning. 
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• Age of onset before adulthood: in order for an individual to be  

considered as ‘learning disabled’, impairment i.e. of intellectual adaptive /  

social functioning usually needs to have been present before the age of 18  

years. 

 

It is not always clear whether or not a parent/carer has a learning disability,  

and the following may assist recognition: 

• Reference to medical records can offer clarity; 

• Reference to educational records (where it is less than 5 years since  

leaving school) can also provide evidence e.g. Education and Health Care Plan; 

• Personal history involving attendance at special schools; 

• Severe difficulties with literacy and/or numeracy; 

• Enquiries made of the learning disability register maintained by Adult  

Social Care; 

 

Learning disabled parents may also experience additional stressors e.g.  

having a disabled child, domestic abuse, poor physical or mental health,  

substance misuse, social isolation, poor housing, poverty and a history of  

growing up in care. Such stressors, when combined with parental learning  

disability, are more likely to lead to concerns about the care of children. 

 

Parents with a learning disability may therefore need positive support to develop 

sufficient understanding, resources, skills and experience to meet the needs of 

their child. With effective, sustained support over time adjusted to meet the 

changing developmental needs of a growing family, learning disabled parents are 

potentially able to provide good enough care. 

 

It is important to assess the needs and provide support for learning disabled  

parents as early as possible. To ensure that parents are able to understand  

what is happening and why, and are able to participate meaningfully,  

consideration should be given to the involvement of an advocate. 

 

If any professional or agency has any concerns about the capacity of the 

pregnant person and their partner to self-care and/or to care for the baby, a  

referral should be made to Children’s Social Care in line with pre-birth  

procedures. 
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Young Parents/Previously in Care 

All expectant parents who are Looked After - either by virtue of being 

Accommodated or subject to a Care Order - will require support, which may need 

to be provided from a variety of sources. The welfare of the expected child must 

also be addressed at the earliest stage possible to ensure that potential risks to 

the child and/or future support requirements are identified, and plans put in 

place to meet those risks or requirements. 

However, not every pregnant Looked After person should be referred for a Pre-

Birth Assessment.  Such referrals should only be made where there are identified 

concerns about the welfare of either the young pregnant person or the unborn 

baby. 

It is known that adolescents who become parents are likely to experience more 

educational, health, social and economic difficulties than young people who are 

not parents. Consequently, their children may be exposed to greater social  

deprivation and disadvantage. 

During assessment Social Workers and their managers must consider the 

following whether; 

-the parent/parents is young and known to Bexley Children’s Social Care teams; 

- the expectant parent/parents is identified as having complex needs; 

- the parent/parents are young people in care or open to leaving care teams. This 

is because care leavers will need to ensure their baby receives good enough 

parenting when this might not have been the case for them.  

Any referral to Children’s Services for a pre-birth assessment, should consider 

whether the young person might require additional support to care for the baby 

but there should not be an automatic assumption that a care leaver cannot be a 

good parent. 

Sexual Abuse and Child Sexual Exploitation 

If a child has been removed from a parent’s care because of sexual abuse and, or 

child sexual exploitation, the assessment should consider evidence of change and 

the prospective parent/carers current ability to protect. Confidence in the safety 

of the new born baby will be impacted if the perpetrator is living in the 

household, there is no acknowledgement of responsibility, where the non-
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abusing parent blames the child and there is no prospect of effective intervention 

within the appropriate time-scale. 

If the perpetrator is convicted for posing a risk to children, it needs to be 

established if they have served a custodial sentence for sexual offences and if 

they participated in a treatment plan. If the perpetrator is already living in a 

family with other children, (albeit with social work involvement), this will not 

detract from the need for a pre-birth assessment.  It is important to maintain the 

focus on all prospective parents, and any other adults living in or visiting the 

household and do not concentrate solely on the pregnant person. 

When a person ‘who presents as a risk to children’ has been previously assessed, 

the quality of the assessment e.g. who completed the assessment, the contents, 

when it was undertaken etc, must be reviewed, as part of any current 

assessment. 

Where there is concern that the pregnancy is as a result of Child sexual 

exploitation, this suspicion MUST be shared with other appropriate agencies, 

even where there may be issues with consent (see NHS Child sexual exploitation 

guide). 

Relevant questions when undertaking a pre-birth assessment when previous 

sexual abuse has been an issue include: 

• The circumstances of the abuse: e.g. was the perpetrator in the household? 

• Was the non-abusing parent present? 

• Details of the abuse, and its impact? 

• What relationship/contact does the pregnant person have with the 

perpetrator? 

• How did the abuse come to light? e.g. Did the non-abusing parent disclose 

or conceal? 

• Did the child tell? If so who and what was their response? Did professionals 

suspect? 

https://www.england.nhs.uk/wp-content/uploads/2017/02/cse-pocket-guide.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/02/cse-pocket-guide.pdf
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• Did the non-abusing parent believe the child? 

• Did they need help and support to do this? 

• What are current attitudes towards the abuse? 

• Do the parents blame the child/see it as their fault? 

• Has the perpetrator accepted full responsibility for the abuse? 

• How is this demonstrated? 

• What treatment did they have? 

• Who else in the family/community network could help protect the new 

born baby? 

• How did the parent(s) relate to professionals? What is their current 

attitude? 

 

Concealed Pregnancy 

The concealment of a pregnancy represents a challenge for professionals in 

safeguarding the welfare and the wellbeing of the foetus (unborn child) and the 

mother. There is no national agreed definition of what constitutes a concealed 

pregnancy, however a coordinated multi-agency approach is required once the 

fact of a pregnancy has been established; this will also apply to future pregnancies 

where there has been a previous concealed pregnancy. Concealment of 

pregnancy may be revealed late in pregnancy, in labour or following delivery.   

The birth may be unassisted (no midwife) whereby there might be additional risks 

to the child and mother's welfare and long-term outcomes. 

A concealed pregnancy is when: 

• An expectant person knows they are pregnant but do not tell any 

professional; or 

• An expectant person tells another professional but conceals the fact that 

they are not accessing antenatal care; or 

• A pregnant person tells another person or persons and they conceal the 

fact from all health agencies. 
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For the purpose of this guidance the phrase concealed pregnancy is used for both 

denied and concealed pregnancies. A denied pregnancy is when a pregnant 

person is unaware of or unable to accept the existence of the pregnancy. Physical 

changes to the body may not be present or misconstrued; they may be 

intellectually aware of the pregnancy but continue to think, feel and behave as 

though they were not pregnant. In some cases, a pregnant person may be in 

denial of the pregnancy due to mental illness, substance misuse or as a result of a 

history of loss of a child or children. 

A pregnancy will not be considered to be concealed or denied for the purpose of 

this procedure until it is confirmed to be at least 24 weeks; this is the point of 

viability. However, by the very nature of concealment or denial it is not possible 

for anyone suspecting a person is concealing or denying a pregnancy to be certain 

of the stage the pregnancy is at. 

 

This list is not exhaustive and there may be other circumstances which may  

be potentially harmful to an unborn child, and subsequent new-born baby, that 

will require a pre-birth assessment. 

 

3. Purpose of Assessment 

Pre-birth assessments are a means of analysing the potential risk to  

a new born baby when there is concern about a pregnant person their partner  

or ex-partner and where relevant, their immediate family (See Bexley assessment 

protocol). 

The main purpose of a pre-birth assessment is to identify any potential risks and  

consider what the needs of the unborn child and their family may be and whether 

the parent(s) have insight into the concerns and the impact of any risks posed to 

the unborn. 

Regardless of legislation the unborn is assessed under, the purpose of the 

assessment is always: 

• To gather important information about the unborn and their family; 

https://bexleysafeguardingpartnership.co.uk/wp-content/uploads/2020/08/assessments.pdf
https://bexleysafeguardingpartnership.co.uk/wp-content/uploads/2020/08/assessments.pdf
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• To analyse their needs and/or the nature and level of any risk and harm 

the unborn is likely to suffer; 

• To determine whether the unborn is a Child in Need (Section 17) and/or 

is suffering or likely to suffer Significant Harm (Section 47); 

• To provide support to address those needs to improve the unborn child's 

outcomes and welfare also, where necessary, to help make them safe; 

• Every assessment must be informed through discussion with the family, 

and consider how they hold the unborn child in mind, considering their 

insight into the concerns for the unborn, and their understanding of what 

the unborn might be expected to want. 

The assessment must consider the roles and responsibilities of family members 

involved (Think Family) in the care of the unborn child and any other children, 

including consideration as to whether a sibling is a young carer and what if any 

support they may require.  A family network meeting  (Signs of Safety practice 

model and expectations) should be undertaken to explore support and safety 

available and/or provided from family members, their responses and insight into 

the concerns and if they can be deemed protective factors.  

 

4. Process of Assessments 

The assessment process can be summarised as follows: 

• Gathering relevant information from the family, information on own 

system, other agencies, other Local Authorities. Formulating a chronology 

which includes important historical and current events and the significance 

of these. 

 

• Mapping with the family/agencies using the signs of safety domains 

 

• Analysing the information and reaching professional judgments. 

 

• Making decisions and planning interventions. 

 

• Intervening, service delivery and/or further assessment. 

 

• Evaluating and reviewing progress. 

https://bexleysafeguardingpartnership.co.uk/think-family/
https://bexley.proceduresonline.com/files/signs_safety.pdf
https://bexley.proceduresonline.com/files/signs_safety.pdf
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Sharing information with agencies and inviting all relevant professionals 

involved/previously involved with the family to attend meetings. 

Assessment Cycle  

 

 

 

 

 

 

 

 

 
 

 

 

 

Starting the pre-birth assessment 

At the point of starting the pre-birth assessment, it would be good practice to 

hold a multi-agency Child in Need meeting in order to plan the pre-birth 

assessment.  This meeting should be held collaboratively with the parents of the 

unborn child and should not take place without their consent and participation. 

The views, information and support available from partner agencies should be 

sought at the Child in Need meeting and during the assessment process, and 

incorporated into the assessment.  

Where parents do not consent to the meeting, practitioners should continue to 

work with parents collaboratively to gather their views and ensure their 

contribution to the assessment.   This should be undertaken in line with Signs of 

Safety practice guidance and should include, but is not limited to: 

-What are they worried about? 

-What do they feel is working well? 

-What factors do they feel might complicate the situation and impact the safety 

plan. 

-Safety plans already in place and times this has worked or not worked and why.  

-Their network of support including friends, family, professionals etc. 

https://bexley.proceduresonline.com/images/chapter_blue_cycle.jpg
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The pre-birth assessment will: 

-Assess the family’s history of both parents and explore the parents’ own 

childhood, their experiences, reflections on this. How have they adapted their 

own parenting and what will they do similar? 

-Focus on strengths and concerns about both parents and extended family  

members;  

-Assess the parenting of any previous children and the extended family, previous 

proceedings and any previous expert reports/assessments including parenting 

assessments; 

-Assess concerns about parental mental health, substance misuse or learning  

disabilities including previous involvement with mental health or substance  

misuse services; 

-Assess parents’ attitude to the unborn child and preparedness for their birth; 

-Build good relationships with the family, using a Signs of Safety approach and 

gain an understanding of the family systems; 

-Consider what support parents will require and identify avenues for this support;  

-Seek to engage support from wider family and plan the Family network meeting 

early in the assessment process. Identify the support needed for the family in 

order to safely care for the unborn child once born, whilst ensuring this is 

regularly reviewed. 

 

If the information gathered during the assessment suggests that the baby would 

be at risk of significant harm in the parents’ care, practitioners are provided with 

the time and opportunity to make safety plans for the future of the unborn child.   

This should be undertaken collaboratively with the parents and members of the 

family network whilst ensuring that the Local Authority bottom lines are clear and 

understood.  (Signs of safety practice guidance). 

 

 

 

 

 

 

 

https://bexley.proceduresonline.com/files/signs_safety.pdf
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5. Principles of a Good Assessment 

 
A good assessment is one which investigates the three domains set out in the 

Assessment Framework Triangle, in Working Together to Safeguard Children. The 

interaction of these domains requires careful investigation during the assessment. 

 

 
 

The assessment triangle provides a model, which should be used to examine how 

the different aspects of the unborn child’s life and context interact and impact.   

It notes the importance that: 

• Information is gathered and recorded systematically; 

• Differences in views about information are recorded; 

• The impact of what is happening to the unborn child is clearly identified. 

 

The assessment will involve drawing together and analysing available information 

from a range of sources, including existing records, and obtaining information 

from professionals in relevant agencies and others in contact with the child and 

family.   

This could include but is not limited to agencies such as other Local Authorities, 

CAMHS, adult mental health, adults with learning difficulties, police, IDVA, Solace, 

schools, nurseries, children’s centres, voluntary agencies, GPs, midwifery and 
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health visitors. Mapping the case with the involvement of all agencies would 

assist in ensuring there is coordination between the agencies.  

It is important that agencies have a coordinated approach and information is 

shared if necessary, it is proportionate, relevant, adequate, accurate, timely and 

secure. This should be shared with the consent of the parents.  

Information gathered should include any specialist assessments completed, 

historically and recently, to ensure that the most up to date information of the 

family is gathered, whilst simultaneously considering the history. Where other 

assessments have been completed regarding the family, this information should 

be used to complete a chronology of significant events in relation to the family, 

which should inform the assessment and provide an understanding of the family’s 

history, strengths and possible risks. The chronology should raise professional 

curiosity and hypothesis to inform the pre-birth assessment.    

High quality pre-birth assessments: 

• Are child centred. 

• Are focused on outcomes for the unborn/child/ other children within 

household. 

• Are holistic in approach, addressing the unborn needs within their family 

and any risks the child faces from within the wider community ‘contextual 

safeguarding’. 

• Are considerate of equality and diversity. 

• Involve families from the start of the process, including fathers and 

significant males within the family. 

• Identify risks to the safety and welfare of the unborn child and any other 

children in the home. 

• Build on strengths as well as identifying difficulties and identify where 

there are exceptions to worries that can build safety. 

• Are multi-disciplinary and include strengths, worries and safety from 

relevant agencies. 

• Lead to recommendations, including the provision of services. 

• Review services provided on an ongoing basis. 

• Are transparent and open to challenge. 
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6. Recommendations and Next Steps  

 
There is a defined period for completion of the C&F assessment, which is  

45 days in total, with reviews at 10 and 25 days. It is expected that the pre-birth 

assessment will conclude before or on 45 days, in order for a full and thorough 

assessment to be completed.  

Managers should carefully consider signing off assessments where there is 

significant multi-agency information missing. Where information has been 

requested and has not been received, this should be clearly recorded, along with 

the steps taken to escalate this, to whom and the date this was completed.  

Where information is outstanding, but the manager feels that the assessment can 

still be signed off, a rationale should be included, such as information was 

received verbally, through another source, where agencies have not worked with 

the family for a period of time etc. 

The parents/carers, family members and relevant professionals should be 

informed about the recommendations and next steps and should be invited to all 

relevant meetings concerning the unborn.  

Detailed written plans need to address: 

• Who should hospital contact when mother is admitted / in labour / baby 

delivered? 

• Who will give consent for screening? 

• What happens if baby is born out of hours? 

• What level of contact / care (supervised or not) can the parents have, and 

who will assume responsibility for supervising care/contact? 

• What is the plan in relation to breast-feeding? 

• What needs to be in place for baby to go home? 

• Where will baby go home to? 

•  Which professionals need to visit? 

• Which day is each person going to visit? 

• Does the child need to be seen every day or is it necessary to do an 

unannounced visit, and what is the safety plan? 

• What family support needs to be in place? 

• What have family members agreed to do? 

• Is the family part of the visiting schedule?  

• Are the parents aware of the plan & what is their presentation/attitude? 
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• Possible family arrangements for care of the baby  

• Expectations and process for reporting concerns in and out of working 

hours 

• How long the plan is in place for and when it will be reviewed? 

• What are the arrangements for initiating legal proceedings? 

• The intensive support required for mother and baby to live in the 

community, and any other specialist assessments 

All the information collected from answering the questions above should be 

written out clearly so expectations/ instructions are known to all parties. 

 

It is expected that when the baby is born the midwife should inform the social 

worker. 

If there is a flight risk then the social worker should alert hospital staff to ensure 

the parent and child are supervised for the duration of admission.    

 

Child in Need 

If the assessment does not indicate that the baby will be at risk of significant  

harm when born but may be a child in need, then the planning and provision  

of services will continue under s17 of the Children Act 1989. 

Additionally, if there are concerns that the unborn child is at risk of significant 

harm but the pregnancy is deemed too early to progress to Initial Child Protection 

Conference, the unborn child might be placed on a Child in Need initially until the 

pregnancy is at a later stage.  

 

Child Protection 

Working Together (2018) refers directly to unborn children in the guidance for  

Initial Child Protection Conferences: “If concerns relate to an unborn child,  

consideration should be given as to whether to hold a child protection  

conference prior to the child’s birth”.  

If the assessment does indicate that the baby will be at risk of suffering significant 

harm, a strategy discussion should be held with relevant professionals, to gather 

information and seek their views about progressing to an Initial Child Protection 

Conference (ICPC).  

If the Social Worker and manager are unsure about the outcome of the pre-birth 

assessment, the Social Worker can request a review with a Child Protection 

Conference chair, following the strategy discussion.  

https://www.legislation.gov.uk/ukpga/1989/41/contents
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If a decision is made by the Team Manager that the unborn child should be 

discussed at Initial Child Protection Conference, this should be held at least 10 

weeks before the due date of delivery. It is expected that the allocated Social 

Worker will complete the request for the ICPC in discussion with their line 

manager.   

Parents and professionals should be made aware of the progression of the 

assessment and recommendations throughout.  

The Child in need/core group members should meet before the birth, and also 

before the baby is discharged from hospital (discharge planning meeting). The 

meeting record should highlight the: 

• Outcome of assessment 

• Whether the baby is placed on a child in need or child protection plan 

• Managing non-co-operation 

• Pre / post birth plans, including whether the local authority plan to seek 

permission from the courts for separation of the parents and baby at the 

time of the baby’s birth. 

-The Initial Child Protection Conference and any subsequent reviews will proceed 

as per all other conferences; the first review being held within 4 weeks of the  

baby’s birth or in exceptional circumstances within 3 months with the approval  

of the responsible Social Work Team Manager and Child Protection chair. 

 

Seeking Legal Advice 

• Legal Planning Meetings will be requested to Duty Legal by the assessing 

Social Worker where there are concerns that a baby would be at risk of 

significant harm in the care of the parents.   Parents should be made aware 

of the concerns and the reason for the meeting taking place.  

• The recommendations of Legal Planning Meetings will be shared with the 

parents, relevant family members, the Core Group and any other relevant 

partner agencies as appropriate. 

• The outcome of the meeting might be for the assessment to continue and 

or child in need/child protection plan, to progress to Public Law Outline or 

to initiate care proceedings and seek a court order (See Bexley Children's 

Services Procedures Manual).  If the outcome is PLO or to initiate care 

proceedings parents will be provided with a list of legal representatives and 

are entitled to seek free legal advice. Parents will have the opportunity to 

https://bexley.proceduresonline.com/p_care_supervis_plo.html
https://bexley.proceduresonline.com/p_care_supervis_plo.html
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challenge the safety/care plan with the support of their legal 

representative.  

Even when the Local Authority have made the decision to apply to the 

Family Court to seek separation of the child from their parents at birth, a 

Child Protection Conference should always be convened. 

 

Considerations 

 
A child centred approach is fundamental to safeguarding and promoting the 

welfare of every child. A child centred approach means keeping the child in focus 

when making decisions about their lives and working in partnership with them 

and their families.  

 

All practitioners should follow the principles of the Children Acts 1989 and 2004 

that state that the welfare of the child is paramount and that they are best looked 

after within their families, with their parents playing a full part in their lives, 

unless intervention in family life is deemed necessary. All professionals that work 

with children have a responsibility for keeping them safe. No single practitioner 

can have a full picture of a child’s needs and circumstances and, if children and 

families are to receive the right help at the right time, everyone who encounters 

them has a role to play in identifying concerns, sharing information and taking 

prompt action. 

 

In order that organisations, agencies and practitioners collaborate effectively, it is 

vital that everyone working with children and families, including those who work 

with parents/carers, understands the role they should play and the role of other 

practitioners.  They should be aware of, and comply with, the published 

arrangements set out by the local safeguarding partners (Working Together to 

Safeguard Children 2018). 

 

 

 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/942454/Working_together_to_safeguard_children_inter_agency_guidance.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/942454/Working_together_to_safeguard_children_inter_agency_guidance.pdf

