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Introduction: local reviews

▪ The current system of local multi-agency reviews 
was introduced in 2018-19, replacing serious 
case reviews, which had started in 1988.

▪ LAs must notify the child safeguarding practice 
review panel of every death/incident of serious 
harm where abuse or neglect is known or 
suspected, and undertake a 'rapid review'. If this 
shows a need for further learning, 
local partnerships may commission an LCSPR.

▪ The team from UEA and Birmingham undertook 
the final periodic overview of SCRs (2017-19), a 
history of SCRs (1998-2019) and the first two 
annual reviews of LCSPRs (2020 and 2021).



SCR materials free to access at 

https://scr.researchinpractice.org.uk/



Risk factors for SUDI

Sudden unexpected deaths of babies 
under 1, are strongly associated with 
neighbourhood deprivation, poor 
housing, low birthweight, prematurity, 
larger families, young maternal age, 
smoking during pregnancy, parental 
smoking, parental mental ill-health, drug 
and alcohol misuse, households with 
domestic violence, hazardous co-sleeping.

NCMD 2022



Preventing SUDI
Many of the risk factors for SUDI overlap with 
those for child abuse and neglect. SUDI is one 
of the largest types of case notified to the 
CSPR Panel (but these are a small proportion 
of all SUDI cases). The Panel commissioned a 
national thematic review of SUDI in 2019:

'SUDI prevention has all the hallmarks of 
other safeguarding work and should be 
understood as such ... it needs to be 
embedded within respectful and 
authoritative relationship-based safeguarding 
practice.' (CSPRP 2020, p. 4)



Curiosity and challenge: background

▪ A longstanding criticism of practitioners is 
that they did not demonstrate 
‘professional curiosity’ or ‘challenge’ – 
these have become clichés – but we need 
to think more carefully about what they 
mean and why they may not happen. 

▪ A key moment for ‘professional curiosity’ 
was the Laming report (2003) on Victoria 
Climbié – ‘respectful uncertainty’. It has 
evolved from keeping an ‘open mind’ to a 
more sceptical, investigative mentality. 



▪ ‘Challenge’ also has a long history, 
and its focus has evolved: from the work 
itself being seen as challenging, some 
children’s behaviour being challenging, 
acting on the lessons of SCRs being 
challenging, to being ready to challenge 
other professionals and then to 
challenge parents.

▪ A key moment for professional 
challenge was the 'Baby Peter' case – 
the second SCR (2009) emphasised the 
need for ‘authoritative practice’.



What are the criticisms about professional curiosity? 

▪ A lack of following up observations, not 
asking questions, not putting two and 
two together, not being open to new 
info – e.g. about parents’ drug use, 
about the behaviour of adolescents, 
the reasons for non-engagement, 
children’s views and experiences, 
injuries to a pre-mobile baby, the role 
of fathers and men in families, and 
about the needs of children and 
families from diverse cultures. 

▪ Much of what happened in the life of [the 
child] was accepted without explanation or 
taken at face value. Apparently rational 
explanations were not queried or challenged 
rigorously, and there is limited evidence of 
curiosity about what his life at home was like.

▪ Professionals lost sight of the domestic abuse 
and violence that had been reported and 
became focused on the housing situation; the 
view being that if the family had secure and 
appropriate housing then “everything would 
be all right”.



What are the criticisms about professional challenge?

▪ Not asking questions of other 
professionals and parents/carers 
about things that are unclear, 
contradictory or you don’t agree 
with; not using escalation 
procedures; not setting out clear 
expectations and holding families to 
them; accepting explanations at face 
value (e.g. reasons for missed 
appointments); accepting superficial 
compliance.  

▪ … lots of information was exchanged, but was 
not shared, interrogated or its importance 
properly understood... Multi-agency work 
requires staff to be alert to their own 
‘professional cultures, languages and 
knowledge base’ and to be ready to ‘translate’ 
this to other professionals.

▪ ...The review identified many examples when 
practitioners should have escalated their 
concerns and been more critically challenging 
of decisions made by others that impacted on 
[the child’s] safety and wellbeing. 



On the other hand ….

▪ ‘Chief social worker for children and 
families Isabelle Trowler said the care 
review [2021-22] offers a chance for a 
“completely new offer for children and 
families” that is more generous and leaves 
fewer feeling “persecuted and 
unsupported”.’

▪ “Why don’t we design our service 
responses to family difficulty based on the 
belief that most people most of the time 
want to do the right thing for children? 
Shouldn’t we start from a position of trust 
and work from there?” (Jan 2021)

 



Complex and subtle work

▪ … in many of these cases the families 
have experienced significant poverty 
which appears to inhibit professionals 
from being assertive in their interactions 
with parents, meaning they do not 
respond to clear risks to children.

▪ Need to take proper account of the 
family's race, ethnicity, culture: ‘... few 
attempts were made and minimal 
progress achieved in understanding the 
reality of [the family’s] day to day life.’

▪ A mother interviewed for the review 
thought that ‘… persistence might have 
been the only thing that could have 
encouraged her to behave and think 
differently at the time but she isn’t 
really sure whether this would have 
prevented what happened …. She thinks 
that she should have been ‘forced’ to 
engage with the domestic abuse service 
but she also recognises that people 
can’t be ‘forced’ to do these things.’ 



Why ought we to be curious about professional 

curiosity and challenge?

▪ Individualised – we need to take account of 
occupational and organisational dimensions

▪ Decontextualised – multiple work pressures and 
imperatives – and beyond that, social and policy 
forces – the ‘rule of optimism’

▪ These are the ‘hard cases’, and only now do we 
have the benefit of hindsight

▪ The reviews often don't do it themselves! They 
have become clichés that hinder analysis

▪ Recognise the ambiguities and subtlety of 
professional curiosity and challenge



‘Child protection raises complex moral and political issues which have no 
one right technical solution. Practitioners are asked to solve problems 
every day that philosophers have argued about for the last two thousand 
years and will probably debate for the next two thousand ... What matters 
is that we should not disguise this and pretend it is all a matter of finding 
better checklists or new models of psychopathology – technical fixes when 
the proper decision is a decision about what constitutes a good society. 
How many children should be allowed to perish in order to defend the 
autonomy of families and the basis of the liberal state? How much 
freedom is a child’s life worth?’

Dingwall, Eekelaar and Murray (1983: 244) The Protection of Children



But curiosity and challenge do have an important place 

– they don’t have to be inquisitorial, but they do need 

clear thinking and persistence!

▪ ….the core purpose of our front-line practitioners is to be able to develop significant 
and authentic relationships with those with whom they are working and then be able 
to use those relationships to help drive change and improve safety for those at risk. If 
that is accepted, then it follows that to do that effectively, being curious and asking 
the second question is what we expect of all our practitioners.

▪ So they ARE compatible with ‘relationship-based practice’ – being helpful and 
honest – it may not be easy, but this is an important message – staff may need help 
to put it into practice!



Making the most of curiosity and challenge 

▪ Recognise the complexity and subtlety of professional curiosity and 
challenge – support your staff to develop and apply the skills!

▪ Be curious about yourselves/your own organisation, and open to accept 
challenge to your agency and yourselves!

▪ Be astute about the wider context – national policy and legislation, 
budgets, inspections, scandals, the availability (or not) of services, the 
socio-political balances of state intervention and family autonomy.



Putting curiosity and challenge into practice, effectively

▪ Kindly

▪ Observe

▪ Ask

▪ Listen

▪ Assess and act



https://doi-org/10.1016/j.childyouth.2023.107081



https://doi.org/10.1002/car.2841
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