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1. Introduction 

1.1 The subject of this review is a young girl, Faith, who was removed from the care of her parents in 

January 2016, aged 15 months, and placed in foster care. The name Faith is a pseudonym chosen by 

her birth parents to be used in this Serious Case Review (SCR). 

1.2 Faith’s four older siblings were removed at the same time and placed in other foster homes. They 

are not the subjects of this SCR. The reason the children were removed from their parents’ care was 

neglect and in particular the material conditions within the family home. 

1.3 In June 2016, Faith was admitted to hospital because she could not stand on one of her feet. She 

was found to have eight separate limb fractures of which seven were assessed to be non-accidental 

and to be no older than two months. The injuries had therefore occurred whilst Faith was in care and 

her case was the subject of care proceedings.  

1.4 The circumstances of Faith’s injuries have not been established which posed particular challenges 

for this SCR, whose task was not to attribute blame. The criminal investigation had ended before this 

SCR commenced, without any charges being brought either for Faith’s neglect or for her subsequent 

injuries. 

1.5 This SCR has sought to understand what can be learned from Faith’s experiences whilst in the 

care of the Local Authority in order to try and prevent other children being injured in similar 

circumstances and to improve the way in which professionals work in the future. A number of areas 

have been identified where practice could be improved and the recommendations from this Review 

are listed in the final section of the report.  

1.6 Faith has subsequently made a full recovery and has returned to live with her birth parents. 

2. The Process 

2.1 Following a recommendation by partners, the Chair of the Bedford Borough Safeguarding Children 

Board (BBSCB) decided in December 2016 that this case met the criteria for a SCR as described in 

Working Together to Safeguard Children 2015. The reasons for this decision were that Faith had been 

seriously harmed whilst she was a Looked After Child and that there were concerns about how 

organisations had worked together to safeguard her. 

2.2 The detailed terms of reference are attached as an appendix. The purpose, framework, agency 

reports to be commissioned and the particular areas for consideration are all described there. Nine 

agencies contributed reports to this review.  

2.3 Working Together to Safeguard Children 2015 states that SCRs should: 

• understand precisely who did what and the underlying reasons that led individuals and 

organisations to act as they did;  
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• understand practice from the viewpoint of the individuals and organisations involved at the 

time, rather than using hindsight;  

• provide a sound analysis of what happened in the case, and why, and what needs to happen 

in order to reduce the risk of recurrence; 

• be written in plain English and in a way that can be easily understood by professionals and 

the public alike  

HM Government (2015:74) 

2.4 A practitioner event was held in June 2017 and was attended by practitioners from the key 

agencies who were working with Faith and her family, together with the authors of the single agency 

reports. The exception was the independent organisation who were responsible for supervising 

contact between the birth parents and Faith whilst she was in foster care. This organisation declined 

to provide a report or to attend the practitioner event.  

  

2.5 The lead reviewer, Felicity Schofield, was commissioned to undertake the review. She is 

independent of all professional agencies in Bedford Borough, has had no previous direct involvement 

with or knowledge of the family who were subject to the review and has had no previous involvement 

in a professional capacity with safeguarding practice in Bedford Borough. She is a social worker by 

profession. 

3. The involvement of the birth parents & the foster carers 

3.1 Faith’s parents met with the lead reviewer and the BBSCB business manager in June 2017. They 

understood the purpose of the SCR and contributed in a thoughtful and meaningful way.  

3.2 At the time of this meeting, the parents were still working with the social worker who had also 

been their social worker during the care proceedings and over the period when Faith was injured. 

They were positive about her contribution. Both parents were able to provide helpful information with 

regard to contact visits and the way they were organised and supervised. Their views are 

incorporated, as relevant, throughout the report. 

3.3 The parents described in detail the circumstances of their children’s removal in January 2016 

which brought back memories of their own time in care. They told the children that they were going 

on an adventure to try and stop them being frightened. At that point the parents realised that the 

children coming into care was inevitable. They were very aware that following the bereavement of a 

family member some six months earlier who had been living with them, their standards had slipped 

and that they were not functioning properly as a family. It was a wakeup call for the parents and 

from the beginning they were determined to work with Children’s Social Care (CSC) in order to get 

the children back. 
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3.4 The parents understood the importance of working with social workers and of keeping to any 

agreements that were made if they were to be successful in regaining the care of their children.  

3.5 The foster carers met with the lead reviewer and the BBSCB Business manager in September. 

They understood the purpose of the SCR and provided a helpful perspective on Faith’s time in foster 

care and their experience of being foster carers. Their views are included as relevant throughout this 

report. 

4. Background to the Scoped Period 

4.1 At the time Faith came into care she had three full siblings aged between 3 and 5 years and a 

half sibling, aged 8 years old.  

4.2 Since birth, Faith had lived in cramped conditions with her siblings and grandfather in a 3 

bedroomed house which was described as cluttered with bare floor boards. 

4.3 There had been no significant concerns about Faith’s welfare or development in either the ante-

natal or post-natal period. Although her immunisations were late, they were up to date by her 9 

month developmental check. 

4.4 The family first became known to CSC in Bedford Borough when a referral was made in March 

2015. Prior to this, the family had lived in Buckinghamshire. Both parents had attended special 

schools in Buckinghamshire for children with emotional and behavioural difficulties and had also spent 

time in care. The mother was only 15 years old and still in care when her oldest child was born.  

4.5 The referrer in March 2015 was concerned that the family home was overcrowded and messy, 

that there were poor levels of hygiene with the children often ill. Following a social work assessment, 

the Family Intervention Service became involved (this is a family support service below the threshold 

for CSC). 

4.6 There was a further referral from the police in July 2015, again because of the home conditions. 

The police had been called to the family home following the sudden death of the children’s 

grandfather from an apparent overdose. The case was closed to the Family Intervention Service in 

August 2015, with the agreement of partner agencies. 

5. The Scoped period (January to June 2016) 

January to March 2016 

5.1 Towards the end of January CSC received a referral from the older children’s school because they 

were presenting as very hungry and their behaviour had deteriorated over the previous few weeks. In 

response two social workers visited the family home, an experienced social worker and a newly 

qualified social worker. They were so concerned about the home conditions that all 5 children were 

removed by the police from their parents’ care that day and placed in three separate foster homes.  



6 | P a g e  

 

5.2 The two social workers remained working with the case until March. They attended a joint 

supervision meeting with their team manager and decisions were made about who would undertake 

the various tasks. The newly qualified social worker felt that she had been left with the bulk of the 

work. At interview for this SCR, she reported feeling overwhelmed and struggling to get the work 

done. 

5.3 Faith was in a placement on her own with foster parents who had been approved since 2011 but 

had not had a placement since the birth of their first child in July 2013 and who was therefore 2 ½ 

years old when Faith was placed. The foster carers’ first placement in 2012 had ended prematurely 

because of the children’s challenging behaviour (2 siblings aged under 5 years) but a small number of 

subsequent short-term placements prior to the birth of their daughter had been unproblematic. Faith 

fitted their approval criteria. 

5.4. The foster carers’ annual review had been undertaken in August 2015. No concerns were 

identified. 

5.5 Faith should have been visited by her social worker within 7 days of the placement being made, 

but in fact was not seen until she had been in placement for 3 weeks. On interview the social workers 

thought this was possibly due to miscommunication between the two of them.  When Faith’s social 

worker did visit Faith she was of the opinion that the foster carer was prioritising her own daughter 

over Faith. 

5.6 Interim care orders were granted and a strategy meeting identified the need for all 5 children to 

have full medicals. The reason for these medicals, which would be in addition to the statutory 

medicals that all children must have when they enter care, was in order to establish whether or not 

the children’s health and development had been impaired by the poor home conditions. This evidence 

would be needed for both the care proceedings and for any potential criminal proceedings. 

5.7 Referrals were made and appointments booked for the medicals to take place on 27 January, 5 

days after the children had come into care, but subsequently cancelled by the paediatrician because 

he wanted more background information on the children. In fact the referral forms did contain a 

considerable amount of background information. The cancellation of the appointments meant that an 

opportunity was lost to benchmark the children’s health and development at the point that they 

entered care. The social worker is reported to have escalated her concerns to her team manager but 

health colleagues were not challenged and the medicals were neither reinstated nor rearranged.  

5.8 Contact with the parents was agreed at four times per week, to be supervised by an independent 

contractor. Given the number of children, it was agreed that two supervisors would be needed for the 

three meetings per week when all the children were present. A report was required for each contact 

meeting. On every occasion Faith was brought to contact meetings by her foster carers. 
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5.9 The birth parents were not expected to meet either the social worker or the foster carers at 

contact sessions, although they did on occasion speak to Faith’s foster carers. In fact, the foster 

mother advised the lead reviewer that she preferred to talk to the birth mother direct about Faith 

rather than just providing a written account. However, she was advised by the social worker that this 

was not appropriate. Communication was, therefore, generally either via a contact communication 

book or by speaking with the contact supervisor, who was sometimes asked to pass on messages to 

either the social worker or the foster carers.  

5.10 On 10 February Faith was taken by her foster mother for her Looked After Child (LAC) initial 

health assessment and was examined by a consultant community paediatrician.  Faith’s development 

was assessed to be age-appropriate apart from a mild delay of her gross motor skills.  Her 

examination included checking her hips for any problems which was part of the normal paediatric 

review for a child of this age. The foster mother has reported that she was concerned that Faith cried 

whenever her nappy was changed and that she raised this concern at the medical. However, that is 

not the paediatrician’s recollection and there is nothing in the records to indicate that concerns were 

raised with him regarding Faith’s walking or gait.   

5.11 Faith’s case was transferred to another social worker in March. Whilst the new social worker was 

experienced she had not been involved with care proceedings before and, like the previous social 

worker, felt overwhelmed by the amount of work that was involved for a group of five siblings. She 

met with her team manager for supervision on just one occasion between being allocated the case in 

March and Faith’s admission to hospital in June and this meeting was not until 4 May. 

5.12 On 16 March the foster carer wrote in the contact communication book that Faith had knocked 

herself and bruised her cheek at the Children’s Centre. At the time Faith’s social worker did not know 

that Faith attended a children’s centre, although the foster carer had advised her supervising social 

worker. For the purposes of this SCR the children’s centre manager has advised that all falls or minor 

accidents are recorded and none were recorded for that date. Similarly there is no corresponding 

body map for this incident and it was not referred to in the foster carer’s daily log. 

Analysis 

Child Protection Medicals 

5.13 The postponement of the medical examinations in January was regarded by CSC and the police 

as a missed opportunity to benchmark the children’s physical well-being at the point that they 

entered care. However, the health visitor had already recognised the need to see Faith as soon as 

possible and to record baseline measurements. She undertook a visit to the foster home a week after 

Faith had been in placement. She found Faith’s development to be generally age appropriate. 

Similarly on 10 February at Faith’s initial health assessment after becoming a looked after child no 

significant concerns were identified, with the exception of a possible heart murmur, for which Faith 

was referred to a cardiologist. 
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5.14 In the opinion of the SCR panel, there was sufficient background information included on the 

referrals for the child protection medicals for them to go ahead as arranged. The only possible 

explanation for their cancellation was that the paediatrician had not actually read the referral forms.    

5.15 In the absence of the child protection medicals, the Court ordered medicals which were 

undertaken at the beginning of April. In the meantime Faith and her siblings had been subjected to 

medical examinations on 10 February because they had become looked after children. The 

information from these medicals was the same as the information which would have been available 

from a child protection medical. Health colleagues have agreed that in these particular circumstances, 

the two medical processes could have been combined. 

Administrative Burden 

5.16 The children were removed from their parents’ care on a Friday and the social workers worked 

through the weekend in order to ensure that not only were the children able to be interviewed jointly 

with the police but also that the paperwork for the care proceedings could be completed. They should 

be commended for this. 

5.17 Whilst two social workers were allocated to the case, one was a newly qualified social worker 

who had not commenced care proceedings before. The various tasks were allocated between them. 

The computer time involved in bringing 5 children into care together with commencing both a 

criminal investigation and care proceedings is enormous and the inexperienced social worker has 

reported feeling overwhelmed. She would have been much slower at completing the requisite tasks 

compared to a more experienced social worker.   

5.18 Whilst the team manager rightly agreed the distribution of tasks with the two social workers, a 

different distribution which recognised the newly qualified social worker’s inexperience would 

probably have benefitted all parties.  

5.19 When the case transferred to a different social work team only one social worker was allocated. 

Once again she has reported feeling overwhelmed, both because of her inexperience in this area of 

work and because of the sheer volume of work.  

5.20 The foster carers advised the lead reviewer that social workers often advised them about how 

busy they were and how little time they had. They said that whilst they accepted that this was the 

case, it made them feel as though no one had the time to listen to them. 

Contact Arrangements 

5.21 None of the allocated social workers observed any contact sessions. This was the accepted 

practice within CSC at this time. 

5.22 The social worker relied predominantly on the reports from the previous Contact Provider which, 

whilst not raising any concerns, were descriptive in nature and offered no analysis. This is hardly 
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surprising as those workers supervising the contact were unlikely to have had the skills necessary to 

analyse the contact for evidential purposes. Some reports of contact are missing because a worker 

left unexpectedly. Other reports arrived in batches some considerable time after the meetings had 

taken place. The social worker did not read them all. If a particular report contained specific 

information it could easily have been either missed completely or only read some time after the 

event. The parents did not realise that and believed that the supervisors were actively communicating 

with the social worker.  

5.23 There were no meetings between the workers who were supervising contact and the social 

worker and they were not invited to any meetings about the children. This was despite the fact that 

the parents were contesting the care proceedings and actively seeking Faith’s return to their care. In 

such circumstances it would seem to have been especially important for the allocated social worker to 

have a thorough understanding of the nature and quality of contact. 

5.24 There is agreement from all parties that there was never any evidence that the parents were 

anything other than cooperative with regard to the contact arrangements and there were no concerns 

about the quality of contact. Both parents were reported to deal patiently and calmly with the 

children.  

The foster home 

5.25 Throughout Faith’s placement, there were no concerns about the care being provided to her by 

the foster carers. The foster placement was visited by the children’s social worker, the foster carers’ 

supervising social worker, the children’s Guardian and an independent social worker.   

5.26 The foster mother’s first language was not English and she did on occasion appear to struggle 

with some concepts, which had to be explained a number of times. Overall however the foster 

mother’s English was good. At her meeting with the lead reviewer, the foster mother confirmed that 

language was not a barrier to communication and that she had an excellent understanding of spoken 

English. The foster mother relied on her husband to write up the daily fostering log when he returned 

from work because his written language skills were better than hers.  

5.27 The foster mother was assiduous when it came to recording any minor injuries to Faith, which 

were recorded on body maps and passed to the supervising social worker who duly ‘signed them off’. 

Her understanding was that any mark on Faith should be recorded on a body map in case there were 

any subsequent concerns about how and when an injury might have occurred. In the opinion of both 

the supervising social worker and the health visitor, the foster carer just wanted ‘to get it right’. They 

did not think that the level of minor injuries was exceptional given Faith’s age. 

5.28 The foster carers had a good understanding not only of the differing roles of the child’s and their 

own supervising social worker but also of the concept of parental responsibility. The foster mother 
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has explained that where Faith was concerned she was cautious about taking any action, such as 

returning to the GP, without first consulting the social worker or the health visitor. 

5.29 The foster carers’ relationship with the supervising social worker was somewhat strained. They 

believed that he was not very supportive of them, that he was putting too much pressure on them 

and treating them unfairly. The supervising social worker’s view was that they took a lot of managing 

and needed a lot of guidance. A meeting was held to discuss the foster carers’ concerns. Whilst the 

supervising social worker was of the opinion that their relationship subsequently improved, the foster 

carers were of the opinion that nothing really changed. They advised the lead reviewer that the 

meeting began with them being told that the social workers were very busy and did not have much 

time. In consequence they felt they could not raise a number of issues because there was simply not 

enough time.  

April – June 2016 

The timeframe for the forearm fractures is between 10 April and 1 June 

5.30 The court directed that the children should have medical assessments, which took place on 7 

April. Faith’s physical development was found to be normal, as were her gross and fine motor skills. 

5.31 On 11 April the foster carers noticed that Faith’s forearm was swollen and they took her to the 

local walk-in centre. They recorded this visit in their daily fostering log and advised the social worker. 

There were a number of possible explanations for her swollen arm such as having fallen or whilst she 

was swimming the previous day. Faith was seen by a Minor Illness Nurse who noted that Faith was 

happy and alert and able to move her left arm freely. The nurse recorded a slight discoloration to the 

wrist, similar to bruising, advised treatment with Calpol and to return if there was no improvement 

within 24 hours.  

5.32 On 15 April the foster mother told the visiting community nursery nurse that she was worried 

about Faith’s arm, which appeared swollen (although the nurse could not see anything untoward). As 

with the social worker a few days earlier, the foster mother advised the nurse that she had consulted 

her GP, who was not worried. The community nursery nurse had no concerns about the foster 

mother’s care of Faith or the environment. Neither the health visitor nor the community nursery nurse 

had direct access to GP records and therefore were unable to confirm GP consultations. The foster 

mother said she did not take Faith back to the GP because the community nursery nurse was not 

concerned.  

5.33 On the same date, the foster carer wrote in her daily log that the swelling and bruise to Faith’s 

arm had gone, having already recorded on 13 April that it was much better, although still a little 

swollen. The foster mother therefore appeared to contradict the information she gave to the 

community nursery nurse. 
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5.34 From May onwards there were many occasions when contact was supervised by only one 

worker, although if one of the children needed to go to the toilet another worker from the centre 

would accompany them. The social worker was not advised of this change and did not notice from 

the records of contact that, in fact, only one worker was present. 

5.35 There do not appear to have been any occasions when the children were left alone either with 

the supervisors or with their parents. 

5.36 On 3 May, the mother found dried blood in Faith’s ear during a contact session. There were no 

references to blood in Faith’s ear in the parent communication book or in foster carer’s daily log and 

there is no body map for any incident which might have resulted in bleeding from the ear. There is 

nothing in the records which suggests that this incident was brought to the attention of a social 

worker or discussed with the foster carers. 

5.37 At the practitioner event we were advised that dried blood can be the result of a perforated 

eardrum and/or an ear infection and that these are not uncommon in toddlers. It can also be the 

result of a foreign body or a bang to the head. 

5.38 Other minor injuries continued to be recorded by the foster mother throughout May. 

5.39 On 13 May the foster carer once again drew the community nursery nurse’s attention to Faith’s 

swollen arm and hand, asking the nurse to look specifically at the base of Faith’s thumb, which she 

thought looked bruised.  The foster mother reported that the GP had advised that there was no cause 

for concern and that the ‘bruise’ was in fact the veins in Faith’s hand. The foster mother also said she 

was concerned about Faith’s unsteady gait.  

5.40 On 16 May, the foster carer advised the health visitor that she was concerned about Faith’s arm 

and leg. She advised her that Faith had been seen by the GP who said to observe Faith and return if 

the foster carer remained concerned. There is no record of a GP consultation during May so it would 

appear that the foster mother was referring to her visit to the GP on 11 April. The foster mother said 

that she did not take Faith back to the GP because neither the health visitor nor the social worker 

showed concern about Faith’s arm. 

5.41 On 23 and 25 May, the foster mother recorded that Faith’s arm was swollen again. Faith had 

knocked into her brother whilst running around during contact and this was thought to be the 

possible reason. 

5.42 On 26 May the father was recorded as holding Faith upside and flipping her over, which made 

her giggle. Whilst the mother said she did not like him doing this, the supervisor was not concerned 

and Faith is not recorded as having been distressed. 
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5.43 On 27 May, Faith attended the cardiology appointment. No other concerns were identified 

although we were advised at the practitioner event that the focus of the examination would have 

been Faith’s heart. 

The timeframe for the remaining 7 fractures, all of which were deemed to be non-accidental, is 

between 1 & 12 June. 

5.44 During this time period no incidents of concern were recorded during the contact sessions and 

the interaction between Faith and her parents was described as positive. There were no incidents 

where Faith was recorded as injuring her limbs and crying as a result. During this period most of the 

contact was supervised by one worker. 

5.45 On 9 June the foster carers’ log recorded that Faith had fallen off the bed and bruised her ear 

and that she also had a bruise on her back. The same evening, the foster carer rang the social 

worker, who was still at work. The foster carer advised her that Faith had fallen and hit herself on the 

side of the cot. The social worker advised the foster carer to take Faith to see either her health visitor 

or her GP. The foster carer was reluctant to do so, stating that she had not been asked to do this 

before. The social worker insisted. 

5.46 The following day, a Friday, Faith was seen by a GP at the local Walk-in Centre with a bruise to 

her left ear and a 5p size bruise in the middle of her back. Faith was reported by the foster mother to 

have been distressed when she had contact with her birth parents the previous day and to have been 

banging her head. The precise area of the bruise to the ear was not recorded. The foster mother has 

said that she also advised the GP that Faith’s ear had been bleeding, but this is not referred to in the 

record of the visit. 

5.47 No concerns were identified by the GP, who recorded that Faith presented as a happy child. The 

fostering daily log stated that the doctor said that the ear did not look bruised but that Faith might 

have pulled her own ear. There is no reference to the ear having been bleeding. Non-accidental injury 

does not appear to have been considered.  

5.48 Two days later Faith was taken by the foster carers to the local hospital’s Emergency 

Department because she could not weight bear on one leg. No explanation was offered by the foster 

carers. When asked if Faith had had any accidents, the foster carer said not. Faith was admitted to 

hospital. In addition to the eight limb fractures, Faith was found to have bruising to the left ear and a 

perforated drum in her right ear with some bleeding. 

5.49 Faith was reported to have been well when she met with her parents the previous day, although 

there are no contact notes available for that particular meeting. 

5.50 It has not been possible to ascertain how or when the injuries occurred. The fractures occurred 

at different times. Expert evidence, as part of the care proceedings, ruled out any underlying bone 

pathology. The expert radiologist concluded that each fracture was likely to have been painful at the 
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time it occurred but only for a relatively short period of time (maybe 10 minutes) thereafter perhaps 

resulting in Faith being mildly irritable or fractious. He concluded that they could not have been self-

inflicted or as a result of normal play. 

5.51 In December 2016, at a fact finding trial, a Court concluded that the foster carers were unlikely 

to have caused the injuries to Faith. The Court noted that the foster carer had raised concerns with 

professionals regarding Faith’s limbs and concluded that the injuries may have been caused by rough 

handling. 

Analysis 

Visits to the GP and sharing of information 

5.52 When Faith was placed with the foster carer she was advised by the social worker not to register 

Faith with her own GP. The foster carer advised the lead reviewer that for other children who had 

been placed with her previously, her practice had been to transfer the children to her GP. The social 

worker advised the foster mother that if she could not take Faith to her own GP (some distance 

away), that she should take her to the nearest walk-in centre, which is what the foster mother did. 

However, the records from some of these visits were not easily visible in Faith’s GP records, which 

should have been the case. 

5.53 Over a period of 5 weeks, the foster carer made repeated references to Faith’s swollen arm, but 

also advised other professionals that the GP had said there was nothing to be concerned about. In 

fact whilst the minor illnesses nurse who had seen Faith had not been concerned, she had also 

advised the foster mother to return to the GP within a day or so if the swelling remained or she 

continued to be concerned. The foster mother has said that the reason she did not do so was 

because when she consulted the health visitor and the social worker they were not concerned and did 

not suggest this course of action. She said that because she did not have parental responsibility for 

Faith she felt she should take her lead from them. 

5.54 Both practitioners outside of health agencies and the foster carers assumed that health 

practitioners have access to other medical records and would automatically be able to see what a GP 

may or may not have said. This is not the case. The health visitor was no more able to check this 

than the social worker. 

Ear injuries 

5.55 Injuries to ears in babies and young children should raise concerns in professionals with 

safeguarding responsibilities. The reason for this is because ears are difficult to injure accidentally. 

Whilst the cause of the bleeding ear may have been due to a perforated ear drum, this was not 

followed up with the foster mother and medical advice was not sought, which it should have been. 

Not only might Faith have been in pain but also because it was important to establish the cause of 

the bleeding.  
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5.56 Similarly, the GP at the walk-in centre should have recorded the exact location of the bruise on 

the ear and considered the possibility that it had been caused non-accidentally. Health colleagues at 

the practitioner event advised that it is not commonplace for a 15 month old to head bang and cause 

bruising to the ear. The fact that the child was in foster care may have been a reassuring factor and 

an explanation for why non-accidental injury was not considered. Unfortunately it has not been 

possible to interview the doctor for this SCR. 

6. Faith’s lived experience 

6.1 Faith spent her first 15 months living with her parents and her four older siblings. When she came 

into care she was placed separately from her siblings in a foster home where the foster carers had 

their own very young child. Faith’s parents provided information about her likes and dislikes and she 

is reported to have settled well in foster care. 

6.2 Throughout the period covered by this SCR Faith had supervised contact with her parents four 

times a week, once a week on her own and on the other occasions with her siblings. On each 

occasion she was excited to see her family and contact sessions were reported to be a positive 

experience for her. Her parents have advised that they tried to ensure that she was not distressed at 

the end of contact sessions. 

6.3 Faith was also reported to interact well with her foster family and presented as happy and settled 

when seen in the care of her foster mother. She attended a children’s centre on a regular basis. 

6.4 However between April and June 2016, Faith must have suffered from periods of considerable 

pain and discomfort. Her legs were fractured five times at three different sites (her ankles and knee) 

and her arms were fractured in three places, one of which was re-fractured on at least one occasion. 

Expert evidence in the care proceedings advised that on each occasion Faith would have been in 

severe pain at the time a fracture occurred albeit only for a relatively short period of time (maybe 10 

minutes), thereafter perhaps resulting in her being mildly irritable or fractious. 

6.5 In addition to the pain caused by her fractured limbs she is likely to have experienced earache 

from a perforated ear drum which was diagnosed when she was admitted to hospital in June. 

6.6 As there has been no specific event identified for any of these incidents, we cannot know whether 

Faith was comforted at the time they occurred but she is likely to have been very distressed. 

7. Organisational Context, Learning from previous SCRs and Changes that have been 

made since June 2016. 

Organisational Context 

7.1 CSC in Bedford Borough has been subject to a self-imposed improvement plan since late in 2014. 

An inspection by Ofsted at the beginning of 2017 of services to children in need of help and 

protection and children looked after recognised that significant improvements had been made over 
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the last 2 years. However, Ofsted concluded that services to both children in need of help and 

protection and looked after children required improvement. 

7.2 The inspection report, published in April 2017, includes the following relevant statements: 

‘The capacity of staff to respond to children’s needs is challenged by high caseloads in some areas of 

service. Inconsistent frontline oversight and poor-quality supervision for some social workers mean 

that progress in improving practice is slow’. 

‘The local authority has struggled to establish and maintain workforce stability in children’s services. 

In particular, staff turnover has been significant in recent years, at 38% in 2015−16, and 50% of 

current social workers are locums. This, together with high caseloads in assessment and family 

support teams, has placed significant strain on the ability of the service to ensure consistent quality of 

practice.’ 

7.3 In response to these longstanding concerns, the council has recently agreed to fund 19 additional 

social work posts with the recruitment process having started during the course of this SCR. 

Learning from Previous SCRs 

7.4 Consideration of recent local SCRs provides a critical 'window on the system'.   

7.5 The cases of 'Sama' (BBSCB, 2016) and ‘Adam’ (BBSCB, 2016) cover similar timeframes to that of 

Faith.  As in this case, there are reports of excessive workloads within CSC, as well as evidence of an 

improving picture. 

7.6 Concerns were raised about the previous contact provider, in an earlier SCR, ‘Sophie’, 

commissioned by Hertfordshire Safeguarding Children Board but involving BBSCB. In October 2014 

the author of the single agency report for Bedford Borough CSC stated that;  

·     ‘Bedford Borough Council needs to review the commissioning arrangements for Independent 

Assessments and the role of the provider in care planning processes.  

·     Bedford Borough Council has suspended any further Parenting Assessments with the contact 

provider and they are identifying any Parenting Assessments which the contact provider has 

undertaken in the past 12-18 months where proceedings have recently concluded. They will 

be auditing these cases/assessments. A Review of the other services this provider provides 

will also be undertaken.’ 

 

7.7 At the time, procurement colleagues advised staff in CSC that there were insufficient grounds to 

cease the contract which related to supervised contact. It is not known on what evidence this 

decision was reached or whether there were any specific concerns about the supervision of contact. 

There was not an effective system of contract monitoring in place.  
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7.8 A new provider has now been commissioned by the Local Authority to supervise contact 

arrangements. The contract is more explicit about the way in which reports of contact meetings are 

provided and provision has been made for the new provider to attend meetings about particular 

children.  

8. Lessons Learned 

Child Protection Medicals 

8.1 Finding: The system for undertaking child protection medical assessments on the children very 

soon after they had entered care failed on this occasion. The delay potentially compromised the 

gathering of evidence in both the care and criminal proceedings. For very young children in particular, 

a delay of weeks is likely to make it more difficult to gauge the effect of chronic neglect on their 

health and development. 

8.2 Whilst both police and CSC were frustrated by the cancellation, neither challenged effectively. If 

either agency had done so, it is likely that the medicals could have gone ahead, not least because the 

additional information requested by the paediatrician was already available.  

8.3 At the initial strategy meeting greater consideration should have been given to what information 

was required from the child protection medicals and whether or not the initial health assessments 

could achieve the same outcome. 

Recommendation:  

i. Initial strategy meetings regarding children who have entered care on an unplanned basis should 

consider the purpose of any medical examination which is required and whether or not the LAC initial 

health assessment should be the preferred option rather than a routine child protection medical. 

ii. The CCG should gain assurance from health providers that there is a flexible approach to LAC initial 

health assessments. On occasion and in the absence of a child protection medical examination, 

findings from a LAC initial health assessment could be used to inform other processes. Assurance 

should be gained that there are clear processes and pathways in place to reflect this 

recommendation. 

Social Worker Workloads 

8.4 Finding: The administrative burden resulting from issuing proceedings on 5 children caused the 

social workers in this case to feel overwhelmed by the size of their task. This situation was 

exacerbated because neither social worker had been involved in care proceedings before and were, 

therefore, unfamiliar with tasks which would have been onerous even to experienced workers. The 

social worker during the care proceedings had three other sets of proceedings at the same time. 
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8.5 A consequence of the demands of the administrative burden was that the social workers had 

limited time to reflect on the case itself, to spend time with Faith either in her foster home or with her 

parents, to read carefully the contact sheets and reports from other specialists or to observe contact. 

8.6 A recommendation from the Council’s 2017 Ofsted inspection was to  ‘Create and sustain a 

supervision offer to frontline staff that has a focus on ‘getting to good’ and delivers well-recorded 

professional support on a regular basis.’ 

Recommendation: The BBSCB should seek assurance from Bedford Borough Council Children’s 

Services that effective supervision and management oversight is in place and making a difference to 

practitioners. 

Contact: Assessment v Supervision 

8.7 Finding: Neither the social worker nor the Guardian ever saw Faith in the company of her parents 

during the six month period covered by this SCR. They relied solely on 3rd party reports. Contact was 

observed once by a psychologist and once by an independent social worker. Both the Guardian’s and 

the social worker’s understanding of the relationship between Faith and her parents would have been 

considerably enhanced by directly observing some contact.  

8.8 The reports of the contact sessions came in large bundles and the social worker, as a rule, would 

pick out a sample of three and not read the rest.  

8.9 The parents on the other hand believed that the contact supervisors acted as a conduit for 

communication between themselves and the social worker, which was simply not the case. Important 

information was potentially missed or not received in a timely way because it was included in contact 

reports that were late and often not read at all. There was in fact very little communication between 

the social worker and the independent contractor. What communication there was, was generally via 

email and related to practical arrangements. 

8.10 When the independent contractor failed to meet the requirements set out for this case (2 

supervisors), they did not alert the Local Authority and the social worker did not notice when there 

was only a single name on the contact records. 

8.11 The contact communication book was appreciated by the parents and helped them to have a 

clearer picture of their children’s daily lives. It would have been useful for the social worker to have 

reviewed it on occasion as it would also have helped her to gain a clearer picture of the children’s 

lived experience. 

8.12 The independent contractor was commissioned to supervise contact not assess it. Fundamental, 

life-changing recommendations were being reached by the Local Authority about whether or not Faith 

should be adopted without the reports of contact sessions being read, let alone contact itself being 

observed.  
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8.13 Whilst the administrative requirements of the care proceedings undoubtedly made fitting 

everything in difficult, the lead reviewer understands that it was accepted practice within CSC that 

contact sessions were not observed by the allocated social workers and that the independent 

contractor was not invited to contribute to meetings where children’s care plans was being 

formulated. 

Recommendation: Bedford Borough Council Children’s Services should ensure that social workers 

observe at least one contact per month with each relative during ongoing care proceedings and 

regularly read and use contact reports to ensure they understand how contact is progressing. 

Monitoring Contract Compliance 

8.14 Finding: There was no effective system in place to monitor the independent organisation’s 

adherence to their contract and no dialogue between the provider and the commissioners whereby 

problems in delivering the requirements of the contract could be communicated.  

Recommendation: The BBSCB should seek assurance from Bedford Borough Council Children’s 

Services that the systems that have been put in place to monitor the new contract for supervising 

contact are effective, including the safeguarding training which is offered to the supervisors of 

contact. 

Foster carers & the recording of accidents & minor injuries  

8.15 Finding: Faith’s foster carer completed dozens of body maps apparently relating to everyday 

bumps and bruises, which for children just learning to walk, as Faith was, can be numerous. 

8.16 At the practitioner event it was not easily explained why and when foster carers are expected to 

complete such diagrams. As with many fostering tasks, foster carers were, to a degree, expected to 

use their own judgement. One of the reasons given for the completion of the body maps was for the 

foster carers’ own protection in circumstances where children are having contact with their birth 

family and it is important to know when and how any injuries might have occurred in any particular 

environment. 

8.17 However, there is no current system for either collating the information from these body maps 

or for sharing the information with either a health professional, whose expertise in such matters 

would necessarily be greater than that of a supervising social worker or with the child’s social worker.  

Recommendation: Bedford Borough Council Children’s Services should ensure that the fostering 

service develops guidance for foster carers with regard to the purpose of completing body maps and 

the reporting of accidents and minor injuries and develop a system for collating that information, with 

a summary being shared with the LAC health service and presented to statutory reviews.  
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Injuries to Ears 

8.18 Finding: On two occasions, injuries to Faith’s ears were not given sufficient attention and the 

possibility that there might have been a non-accidental injury was not considered. Injuries to ears are 

unusual and practitioners should always regard them with suspicion.  

8.19 In the first instance, when blood was found in Faith’s ear, the foster carers were not contacted 

for further information and medical advice was not sought.  

8.20 In the second incidence, an Out-of-Hours GP did not record the precise location of the bruise 

and did not consider the possibility of non-accidental injury. It is possible that in this second instance 

the GP knew that Faith was living with foster carers and therefore regarded her as ‘safe’. 

Recommendation: The BBSCB should remind practitioners about the significance of injuries to ears 

and that children in foster care can still experience non-accidental injuries. 

Checking GP records 

8.21 Finding – On three occasions the foster carer took Faith to a local walk-in centre because Faith 

was not registered with her GP. On two of those occasions the records from those visits were not 

easily visible in Faith’s records. 

8.22 Practitioners outside of ‘health’ and the foster carers both assumed that a health visitor or a 

community nursery nurse would be able to see as a matter of course GP visits on their records, which 

is not in fact the case. Practitioners outside of health organisations do need to understand what 

information is being shared and with whom within the NHS as a whole. 

8.23 The Child Protection Information System (CPIS) is a nationwide initiative designed to overcome 

these and other similar information sharing difficulties. Data relating to children with a Child 

Protection Plan, or with Looked After Status is securely transmitted to and stored in CP-IS and then 

presented as a flag indicating the patient is a vulnerable child. The CPIS has recently been 

implemented in two neighbouring council areas. Bedford Borough Council have plans in place to 

implement and activate CPIS in early 2018. 

Recommendation: The CCG should gain assurance from Walk-in Centres that there are clear 

processes in place to ensure that the information flow regarding visits to Walk-in centres is shared 

appropriately with GP practices. This information should be easily visible on the patients’ GP records. 

9. Recommendations 

1. Initial strategy meetings regarding children who have entered care on an unplanned basis should 

consider the purpose of any medical examination which is required and whether or not the LAC initial 

health assessment should be the preferred option rather than a routine child protection medical. 
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2. The CCG should gain assurance from health providers that there is a flexible approach to LAC initial 

health assessments. On occasion and in the absence of a child protection medical examination, 

findings from a LAC initial health assessment could be used to inform other processes. Assurance 

should be gained that there are clear processes and pathways in place to reflect this 

recommendation. 

3. The BBSCB should seek assurance from Bedford Borough Council Children’s Services that effective 

supervision and management oversight is in place and making a difference to practitioners. 

4. Bedford Borough Council Children’s Services should ensure that social workers observe at least one 

contact per month with each relative during ongoing care proceedings and regularly read and use 

contact reports to ensure they understand how contact is progressing. 

5. The BBSCB should seek assurance from Bedford Borough Council Children’s Services that the 

systems that have been put in place to monitor the new contract for supervising contact are effective, 

including the safeguarding training which is offered to supervisors of contact. 

6. Bedford Borough Council Children’s Services should ensure that the fostering service develops 

guidance for foster carers with regard to the purpose of completing body maps and the reporting of 

accidents and minor injuries and develop a system for collating that information, with a summary 

being shared with colleagues from the LAC health service and presented to statutory reviews 

7. The BBSCB should remind practitioners about the significance of injuries to ears and that children 

in foster care can still experience non-accidental injuries. 

8. The CCG should gain assurance from Walk in Centres that there are clear processes in place to 

ensure that the information flow regarding visits to Walk-in centres is shared appropriately with GP 

practices. This information should be easily visible on the patients GP records.  
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APPENDIX  

TERMS OF REFERENCE FOR THE FAITH SERIOUS CASE REVIEW. 

Purpose of the Review 

This Review is commissioned following Faith DOB: 22nd October 2014 sustaining non-accidental 

injuries whilst in the care of the local authority; these were serious multiple fractures to Faith’s body.   

 

Background 

 

Faith is the youngest of five siblings who were removed from their parents care because of neglectful 

parenting in January 2016 when care proceedings were initiated to remove them from their care. 

Faith was placed without her siblings with foster carers. Faith is the subject of an interim care order 

and subsequently a 6th child has been born to these parents. However, the court did not agree to 

separation from parents for this child and he is with them on an Interim Supervision Order (ISO) and 

part of the same proceedings as his siblings.  

 

On Sunday 12th June, Faith was admitted to hospital as she could not weight bear. It was found that 

she had eight separate fractures of which seven have been assessed to be non-accidental by expert 

medical opinion and of which none are believed to be older than two months. The sites of these 

fractures are the right ankle, left arm, left thigh, left tibia, right arm (there is also a concern re a 

possible fracture to her skull). Faith’s foster carers advise that they have raised concerns about her 

left arm and walking gait since she moved to their care on 21st January 2016.  While these were 

serious non-accidental injuries it is believed that she will make a full recovery 

 

In the Radiological Report prepared for the Luton Family Court by Dr Stephen Chapman, Consultant 

Paediatric Radiologist he advised that X-rays and a subsequent skeletal survey had revealed Faith had 

suffered the following injuries; 5 metaphyseal fractures at 3 sites on both legs (left knee and both 

ankles), a metaphyseal fracture at the right shoulder and healing/healed fractures of the left radius 

and ulna.   

   

Rationale 

This case meets the criteria for an SCR as defined in Working Together 2015; 

 

Where abuse or neglect is known or suspected and either: 

• a child dies; or 

• a child is seriously harmed and there are concerns about how organisations or professionals worked 

together to safeguard the child. 
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Faith has been seriously harmed and there are concerns about how organisations or 

professionals worked together to safeguard the child.' HM Government (2015:73). 

Furthermore, Faith was a Looked after Child (LAC) at the time of the incident, as well as previously 

subject to a child protection plan. At the time the serious harm occurred was subject to an s.31 (2) 

Interim Supervision Order (Children Act 1989).  

 

Period covered by the review 

The period from 1st January 2016 to 13th June 2016 will be reviewed in detail and prior to this any 

relevant information to the terms of reference will be included. This covers the period when Faith was 

placed in the foster placement to when Faith was admitted to hospital and the injuries were 

discovered. 

 

Lead reviewer (SCR Author) 

Flick Schofield has been comissioned to; 

• Chair the SCR Panel meetings,  

• Undertake conversations with staff, children, young people and families as appropriate  

• Write a concise overview report fit for publication  

• Present the case to the BBSCB Strategic Board. 

• Write a Learning document for dissemination to partner agencies on the learning from the 

Review  

• Facilitate a multi agency briefing event. 

 

Methodology 

The principles taken from Working Together (HM Government, 2015:74) will apply. The review will 

seek to: 

• understand precisely who did what and the underlying reasons that led individuals and 

organisations to act as they did;  

• understand practice from the viewpoint of the individuals and organisations involved at the time, 

rather than using hindsight;  

• be transparent about the way data is collected and analysed; and  

• make use of relevant research and case evidence to inform the findings.  

 

The review will:  

• Ask relevant agencies to undertake Individual Management Reviews of the care of Faith from 

21st January 2016 until her admission to hospital on 13th June 2016.  This timeframe comprises 

Faith’s time in foster care up until the discovery of the injuries. A summary analysis of 

significant events prior to the timeframe should also be provided; 



23 | P a g e  

 

• Ask agencies with minimal contact with Faith and her family are to provide a summary analysis 

of significant events prior to the timeframe, and any contact between; from 21st January 2016 

and 13th June 2016. 

• Hold a practitioner and manager event to map out the optimum pathway/journey in cases 

where children cannot be with their birth mother; to ascertain the barriers to success and the 

means by which these may be tackled; 

• Synthesise emergent learning from the above with the learning from the 'Adam Review', other 

relevant local and national Serious Case Reviews and the evidence base for practice; 

• Test the potential issues for learning and improvement with the Serious Case Review Panel 

• Produce a short and concise report for BBSCB that presents clear issues for learning and 

improvement from this case. 

 

6. Contributors to the Review 

 

Single Agency Summary Reports 

• Bedford Borough Council Children Services – single report covering fostering, Independent 

Reviewing Officer (IRO) and any other teams involved 

• Bedford Borough Council Legal Services 

• Bedfordshire Clinical Commissioning Group 

• South Essex Partnership Trust (SEPT) 

• Bedford Hospital NHS Trust  

• Police CAFCASS 

• Purples Services 

• Goldington Children’s Centre 

 

Meet with Lead Reviewer 

• Parents and foster parents 

 

7. SCR Panel  

The membership of the SCR Panel are;  

• Darryl Freeman or Julie Rzezniczek – Bedford Borough Children's Social Care  

• Mark Neale - Bedford Borough Council Legal Services 

• Andrea Anniwell – Bedford Hospital 

• Mel Gunstone - Bedfordshire Clinical Commissioning Group   

• Dawn Andrews – EPUT 

• Nick Bellingham - Bedfordshire Police 

• Catherine Howes - CAFCASS 

• Sally Stocker – BBSCB Business Manager 
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• Amy White – Public Health 

 

8. Key Lines of Enquiry (KLOE) 

The following are suggested KLOE (and potential areas to explore), and will be developed and built 

upon by the SCR Panel, Single Agency Summary Report/IMR authors and other contributors as the 

review progresses: 

 

1. To draw up a chronology of key events during the period covered by the review.  This will 

include gaining a clear and accurate picture of whether there were indicators that Faith had 

suffered an injury and if opportunities to identify injuries to Faith were missed or overlooked.  

2. How confident are your practitioners in their understanding of child development and its 

application in practice? 

3. To understand how agencies and organisations worked together to safeguard Faith; this will 

include the lead agencies contribution to, engagement with, and timeliness of, the 

statutory/legal/supervisory processes such as LAC reviews and LAC health checks; 

4. To gain an understanding of how information from contact arrangements and sessions as well 

as reviews and visits within the foster home informed assessments and risk analysis, this 

should include an appraisal of the quality of professional assessment and plans on the basis of 

the information available to professionals at the time;  

5. What was the children’s lived experience and were their needs and identified and responded 

to? 

6. To seek evidence of good practice in the care of Faith and her family, as well as identifying 

issues for learning and improvement; 

7. To discover how learning and improvement from this case resonates with other pertinent local 

(and national) case reviews. 

 

The Local Authority Children’s Social Care will make a separate consideration and analysis of their 

response to the injuries to Faith and whether the actions were reasonable and proportionate on the 

information available at the time. This will be reported on as an addendum to their summary report 

and will not be a key line of enquiry. 

 

9. Analysis and reporting 

• Where possible, the SCR will link to, and be informed by, other existing quality assurance 

activities and forums, multi-agency learning reviews, children and young people participation 

groups and local social worker support / focus groups.  

• The Lead Reviewer with the assistance of the SCR Panel will be responsible for producing an 

analysis report. 



25 | P a g e  

 

• Findings and recommendations will be agreed with, and monitored by, the Serious Incident 

review Group (SIRG) on the behalf of the BBSCB. 

 

Findings for the BBSCB 

• What do the findings in relation to the assesment of parents tell the BBSCB and member 

agencies about the strengths and vulnerabilities of wider arrangements to safeguard and 

promote the wellbeing of children? 

• What steps should the BBSCB or member agencies consider taking in order to improve services 

for vulnerable children and young people? 

• Are there any system based issues/blocks that the BBSCB/partnership/single agencies, need to 

adapt in order that services work more effectively going forward. 

 

Dissemination of Learning 

• Communication strategy to be developed; 

• Learning document to be developed by the Lead Reviewer for dissemination to partner 

agencies and uploading on to websites and intranets; 

• Included in training courses; 

• Briefing event to be facilitated by the Lead Reviewer and supported by the SCR Panel.   

 

Media coverage 

Jenny Myers, BBSCB Independent Chair will respond to media enquiries in consultation with other 

partner agencies there will be a media plan before publication. 

 

Publication 

The report will be published in full anonymised and available on the BBSCB website and disseminated 

to partner agencies.  

 

Other parallel reviews/proceedings/investigations 

None identified as the criminal investigation has concluded and no charges are to be brought. 

 

Legal advisor 

A Legal Advisor to be identified via Bedford Borough Council as appropriate. 

 

Liaison with Ofsted 

Sally Stocker, BBSCB Business Manager. 

 

SCR timescales  

The SCR Review will be completed by 3rd October 2017. 


