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NCSCP Briefing Note:  
National Panel Annual report  
 
 
 
 
Forward 
 
The following information has been collated by the Nottingham City Associate 
Scrutineer to the Safeguarding Childrens Partnership. It is being shared with partners 
and providers across the city to assist in the dissemination of learning from the 
National Panels first annual report published in March 2020. 
 
With the aim of supporting practice improvements, the information can be shared 
within your organisation, through training departments or training sessions. Directly 
with practitioners through briefings, supervisions and team meetings. Within 
newsletters or workforce communications, or any other internal method appropriate to 
your organisation or service.  
 
 
Introduction 
 
The Child Safeguarding Practice Review Panel became operational in June 2018. 
The Panel is responsible for overseeing the review of serious child safeguarding 
cases. Following a serious safeguarding incident local safeguarding partners are 
required to submit a rapid review to the Panel within 15 working days and this should 
set out the circumstances of the event.  
 
In the first 17 months of operation there were 538 rapid reviews with 244 children 
having died and 294 reported with serious harm. Of the latter group 77 were 
considered ‘near misses’ i.e. the child could have easily died. 13% (70) children were 
on a CP plan and in 15% of the cases (80) children were looked after at the time of 
the incident. In 54% of the cases Children’s Social Care were working with the 
children and families.  
 
This summary report will focus on practice issues arising from those reviews, the 
areas the Panel has recommended partnerships focus on, and also the Panel’s 
priorities for 2020. 
 
Key practice themes and messages 
 

• Optimistic thinking-32% of rapid reviews were identified as appearing overly 
optimistic in practice decisions. The report references ‘the rule of optimism’ 
and that the child protection system is built through an optimistic lens. Also 
the impact on practitioners of being over stretched and overwhelmed by work 
and operating in a climate of high staff turnover and budgetary pressures. It 
acknowledges that practitioners can become desensitised to the impact of 
poverty and accept lower standards for children and families.  
It did also note in serious case reviews ‘an absence of analysis about how 
local and national system conditions consider human error’. 
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• Information sharing, risk assessment and decision making- 41% of rapid 
reviews found that weak risk assessment and poor decision making were 
areas of concern   Poor information exchange at critical points was evident in 
40% of cases. The Panel acknowledged the benefit of hindsight but stated ‘we 
are sure that different decisions could and should have been made’. The 
report says ‘complexity of practice requires sophisticated conversation, hard 
wired into the DNA of our CP practitioners’ and poses the question ‘How do 
we help people to talk to each other within a context of high risk, high volume 
and limited resource, often when practitioners are fearful of reprisals from 
families, employers and society at large?’ 

 

• Children returned home post court proceedings-49 children who died or 
were seriously harmed had previously been subject to public care 
proceedings. In 36 cases children had previously been removed and 
permanently so but their subsequent siblings were not returned to Court for 
protection as enough parental change was thought to have occurred. The 
report says ‘this has caused us great concern and is likely to be a theme of 
national review in the near future’. 

 

• Adults with a history of offending. The Panel was ‘very troubled’ by the 
level of criminal activity of some parents and violence witnessed or 
experienced by children. There were several examples where MAPPA 
arrangements had not worked well and people with a history of child abuse 
were not tracked sufficiently nor were new relationships explored properly. 
The report references the DfE’s recent Triennial Review of SCRs 2014-17’. It 
is particularly important for Police to check information that may be held in 
relation to previous relationships or in other areas, including checking 
intelligence from other countries’. 

 

• Domestic Abuse-this was a recognised feature of life for 35% of children 
notified to the Panel. In some cases risks to children were assumed to reduce 
after parents had attended a domestic abuse programme with attendance in 
itself being considered a protective factor. Concern is expressed that the 
response to domestic abuse can become automated and there should be a 
programme of research to test the evidence base for domestic abuse 
programmes. It also notes that the presence of coercive control within adult 
relationships was misunderstood or minimised and that this is a relatively new 
area of practice which needs to be considered by those working with families. 

 

• Adolescents, Mental Health and Suicide-several rapid reviews involved 
extremely vulnerable young people with a history of self -harm, overdoses or 
other longstanding or historical mental health issues. Sometimes this was 
exacerbated by a history of abuse with other young people also having had a 
diagnosis of autism. 80 children were looked after at the time of death or at 
the point they were seriously harmed.. The Panel noted examples of risk to 
young people escalating once they were in care and asks whether enough 
was done to support that child and their family. The report references the 
increasing concern about the suitability of unregulated and unregistered care 
and the sufficiency of placements for looked after children and in Tier 4 
mental health care. 
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• Including Men-the primary focus of health professionals and social workers 
continues to be on the needs of the mother with a lack of curiosity about 
fathers /male partners even when they had a major role in looking after the 
children. This can leave women and children vulnerable and also fathers 
feeling alienated and forgotten. The role of men in the lives of children will be 
explored in the Panel’s national review programme of work on non- accidental 
injury but advises that ‘safeguarding partners should review how this repeat 
theme is being addressed locally in all agency practice’. 

 

• Health Plans for Children-some of the reviews raised questions about the 
extent to which health professionals were able to access information about 
family history. It also stresses the importance of agencies being pro active 
when children are repeatedly not brought to appointments and there are 
inconsistent responses to a child’s health needs. 

 

• Children educated at home-a small number involved children were educated 
at home with 4 having died and 7 suffering serious harm through neglect. The 
Panel acknowledged that the safeguarding of children educated at home is a 
longstanding concern. 

 
One recommendation from a Serious Case Review was to include a ‘help’ 
button on the on line learning provider home page which would enable 
children to gain advice or link to other resources such as ChildLine. 

 

• Written agreements-there was widespread use of written agreements, for 
example, to prevent contact where there is a risk of sexual abuse. It was the 
Panel’s view that ‘At best, written agreements had little or no protective effect, 
and at worst provided false reassurance that this would keep children safe’. 
The report goes on to say that ‘Safeguarding partnerships may wish to 
examine their use of written agreements and assure themselves that they 
function in the way they were intended.’  

 
Ofsted’s annual report 2020 also warns that too much responsibility is placed 
on mothers to manage the contact between abusers and their children…(and) 
places unrealistic expectations on the parent’s ability to keep the child safe’. 
 
I have noted reference to agreements (Contracts of Expectation) in the Essex 
Partners in Practice report to Nottingham City dated 11.6.20 (page 3) when 
Essex also raise concerns about their use locally. 

 

• Resolving professional disputes-there were several examples of serious 
disputes amongst child protection professionals about what action should be 
taken. Often it was unclear if and how practitioners could seek resolution. The 
Panel advised ‘Safeguarding partners need clarity about how differences of 
professional opinion about a child’s safety should be resolved and most 
importantly confidence in the effectiveness of those arrangements’ 


