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FOREWORD 

This book is about a dilemma at the very heart of child protection practice – how
is it possible to avoid ‘false-negative’ and ‘false-positive’ attributions, in
which professionals either miss evidence of child abuse or else erroneously
accuse parents of maltreatment when none has occurred? On the one hand,
30 years of fatal child abuse inquiries or serious case reviews has revealed
recurrent deficiencies in professionals’ approaches to assessment and their
management of information about families. There is also evidence of wide
variations in practice, with essentially similar cases being handled in very
different ways by respective systems. On the other hand, many families
report negative experiences of child protection services, in which care plan-
ning and care proceedings seem neither fair nor effective. Furthermore,
medical diagnostic opinions can be fallible, the risk indicators which are
available are not particularly sophisticated, and focusing attention on
the dangers of children dying at the hands of their caretakers may distort
approaches to everyday practice. Social workers in particular have been
criticised over the years for both inaction and overreaction. 

This dilemma is brought into sharp relief by cases in which infants have
sustained serious, even fatal, injuries, yet their parents deny responsibility
for having caused them. Protection of an infant who survives, and of any
siblings, depends on expert medical evidence, detailed family assessment,
effective care planning and balanced legal proceedings. However, limitations
can be found in all of these procedures, as illustrated by well-publicised
conundrums surrounding diagnoses of ‘sudden infant death syndrome’ and
‘induced illness’. 

The authors base discussions of all these issues on their long practice
experience, wide literature reviews, and studies they have undertaken.
Therefore, this book is especially welcome because of the scholarship
and thoughtfulness that are evident throughout. These are particularly
exemplified by their consideration of parental denial, which is said to have
multiple possible origins, including the numbing and amnesia associated
with post-traumatic stress and, of course, genuine absence of responsibility
because the accusation is incorrect. The context of ‘denial’ (a term they
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recommend should be abandoned) needs greater understanding, and this
leads them to discuss further the complexities of assessment. 

Numerous case examples illustrate the demands inherent in the assessment
and decision-taking processes, for which the Department of Health’s Assess-
ment Framework guidance is considered inadequate. It is suggested that the
prevalence of both false-negative and false-positive attributions is too high
and can be reduced by greater consistency in child protection practice. The
authors’ wide-ranging discussions go beyond the issue of assessment and
into the even more intricate realm of making fine judgments. For example,
practice experience has taught the authors that parents’ initial responses to
abuse allegations may be crisis oriented and not necessarily indicative of
their general level of functioning. 

The many recommendations for improvement include better written
explanations to parents about the professional system assessing them,
greater use of independent, therapeutically oriented expert assessments,
a tighter use of attachment concepts, and attempts to appraise parent’s
capacity to change by an integrative approach. 

This book will probably have the most immediate resonance with social
workers, who regularly face the practice dilemmas discussed. They are
guided to be reasonable, honest and humane in engaging with parents, but
also to be well informed about psychological and family processes so that
their assessments are thorough and balanced. This is a valuable message for
all other practitioners involved with child protection. 

Peter Reder
(Child Psychiatrist, London)
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INTRODUCTION 

Child protection involvement with families after the discovery of serious
injuries to infants is a matter of continual public concern and controversy.
How do child protection professionals and courts undertake assessments
and make judgments whether injuries are due to abuse? If injuries are
considered to be the consequence of abuse, in what circumstances can it be
considered safe for the infant to return home? 

In the modern history of child protection practice, countless numbers of
vulnerable infants have been protected from further harm through the
provision of effective support and therapeutic interventions to enable their
parents to care for them more appropriately. Moreover, the lives of innumer-
able children have undoubtedly been saved by decisions that it could not
be considered safe for them to remain within their natural families. Such
effective practice in child protection is largely invisible. 

In contrast, child protection errors have a continual high profile as matters
of public concern. Over the past four decades, tragedies have regularly made
headlines in cases where children have been re-injured and even killed when
parental violence recurred notwithstanding (inadequate) child protection
interventions. More recently, public concern has become acute regarding
miscarriages of justice in cases where child abuse was wrongly believed to
be the cause of injuries or deaths of infants. Concern is also growing about
the increased use of compulsory adoption as an alternative to the provision
of sophisticated family support and therapeutic services. 

In this book we are concerned with promoting good practice in child pro-
tection interventions in cases where infants have suffered serious injuries
that give rise to child protection concerns. We assert that the consistency and
quality of child protection work needs to improve in two ways: 

1. Infants need more effective protection from sources of real risk. 
2. Child protection systems need to be more consistent in not intervening in

families in unnecessary, inappropriate, disproportionate and damaging ways. 
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We will highlight a conclusion from this book at this early stage in our
introduction: in our view, child protection systems currently are far too
inconsistent in the ways that cases of serious injuries to infants are dealt with –
particularly the cases where there are ‘uncertain perpetrators’ or discrepant
explanations of the cause of the injury. Essentially similar cases can be han-
dled in contradictory ways. For example, in our own research sample (see
Chapter 5), the outcomes for two seriously injured babies in very similar
family circumstances were quite different although based on the same
rationale: one baby was returned home to natural parents explicitly because
there was no understanding how the injuries occurred (that is, the parents were
given the benefit of the doubt). The other baby was compulsorily adopted
because there was no understanding how the injuries occurred (parents were
denied the benefit of the doubt). This cannot be considered to be satisfactory
or acceptable. 

How do we understand the nature of such discrepancies and inconsistencies
in child protection practice? How do we make sense of the continuing level
of both types of child protection errors? Just as child abuse itself is the
unpredictable result of a volatile interaction of multidimensional factors, the
nature of child protection practice is also determined by a range of complex
(and often confusing) forces. In particular, child protection services are
provided in a context of multiple influences that include political pressures,
social policy expectations, legislation, government guidelines, contrasting
professional cultures, technical issues relating to risk prediction, resource
availability, and the idiosyncratic beliefs and behaviours of individual prac-
titioners and professional groupings. We shall comment on these factors
throughout this book. 

There will be times in this book when we express our concern about
inappropriate and disproportionate child protection interventions and outcomes.
We are concerned that a culture of practice is developing whereby families
are increasingly mistrusted by professionals, and where both motivation
and resources for family support and therapeutic interventions that could
keep some families intact are diminishing. Compulsory adoption is a much
simpler (and cheaper) ‘solution’ than the uncertainties and more visible risks
that are inevitably attached to more resource-intensive, successful reunifica-
tion programmes. However, this concern about unreasonable child protection
interventions also sits within a context of the undeniable reality of fatal and
severe maltreatment of children. 

AUTHORS’ CREDENTIALS 

The professional knowledge and practice experience of the authors upon
which this book is based include: 
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● undertaking initial investigations of reports of abuse 
● providing independent specialist assessment services 
● providing a range of preventive therapeutic services (e.g. a therapeutic

service for adults who were abused as children, and a brief therapy service) 
● providing therapeutic services for children and families after reunification 
● undertaking child protection research studies 
● undertaking commissioned evaluations of child protection services 
● chairing and participating in Part 8 Reviews (fatal case reviews) 
● management of assessment services and supervision of practitioners 
● providing expert-witness, independent social work reports in care

proceedings. 

The views expressed are the result of the cumulative professional experience
of the three authors, all of whom have been involved in various facets of
child protection work for nearly three decades. 

THE STRUCTURE OF THE BOOK 

Chapter 2 illustrates the graphic nature of severe physical maltreatment
of infants, and outlines the types and consequences of errors that occur in
child protection practice. False-negative errors result in failure to inter-
vene effectively to protect infants in real danger. False-positive errors
occur when child protection interventions are mistaken, unnecessary or
disproportionate. 

Chapter 3 is a selective research review of factors known to be associated
with serious and fatal physical abuse. It considers what is known about the
individual personality and family characteristics of parents who are found to be
responsible for such events. 

Chapter 4 discusses research into the effectiveness and ineffectiveness of
child protection systems. It examines the processes and outcomes of child
protection interventions after referral to social services, the issues that arise
when cases become subject to legal proceedings, and communication
problems between professionals and agencies that are noted to arise (in fatal
cases). Finally, research is discussed that provides knowledge about reunifi-
cation rates (the proportion of injured infants who are subsequently returned
to the care of their parents) and re-injury rates (the proportion of such infants
who are subsequently re-injured). 

Chapter 5 focuses on the authors’ own research in child protection case
management of infants with serious injuries where there are discrepant
parent/carer explanations. This was a research project sponsored by the
National Society for the Prevention of Cruelty to Children (NSPCC) which
examined the characteristics of two samples: first, a sample of 17 families
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where 19 infants had died from suspicious injuries; second, a clinical sample
of 21 families referred to an independent assessment service. 

Chapter 6 examines the views of parents and other family members about
child protection interventions they have been subjected to. Key themes from
the body of parental perceptions research are presented and discussed, and
space is provided for the voices of parents and family members to convey
their (predominantly critical) views about child protection services. Some
professionals will find this chapter to be an uncomfortable read. 

Chapter 7 discusses diagnostic issues and dilemmas in relation to expert
medical witnesses concluding whether serious injuries were caused by
abuse, or whether there are less probable non-abuse explanations in certain
cases where otherwise the injuries to the infant mimic abuse. This chapter
also considers the varied reasons why some parents/carers ‘deny’ responsi-
bility for the injuries to the infant (one of these being that they are wrongly
accused on the basis of a ‘false-positive’ error). The chapter concludes that
the notion of ‘denial’ is unhelpful and often counter-productive in child
protection assessment and case management. 

Chapter 8 outlines key approaches to undertaking child protection assess-
ments in cases where infants have sustained serious suspicious injuries. It is
noted that the Assessment Framework (the government-promoted assess-
ment tool in England and Wales) is inadequate in this context, and specialist
assessment interventions are required. We outline common specialist
assessment contexts, and discuss necessary professional skills for intervening
effectively with families in specialist assessment practice. 

Chapter 9 highlights the necessity of assessing potential for change, and
considers to what extent are identified family problems that are commonly
associated with serious suspicious injuries amenable to change. It also considers
what theories, approaches, skills and services can help facilitate such
changes. The chapter provides indicators of positive change potential from
assessment interventions, and outlines the factors that suggest that potential
for change is absent or significantly limited. 

Chapter 10 describes how in the course of child protection interventions
families and child protection services may behave in either reasonable or
unreasonable ways. We conclude in view of this that courts should take into
account the reasonableness and unreasonableness of child protection interven-
tions and case-management practice when forming judgments about the
long-term futures of seriously harmed infants. We review the options open
to courts at the final stage of care proceedings, and critically discuss the
apparently increasing trend toward enforcing compulsory adoptions. 

Drawing on original practice-based research and extensive experience of
undertaking independent child protection assessments, this book provides
an essential reference for all professionals involved in the child protection
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process in cases where infants have suffered serious suspicious injuries. The
book is written for a wide audience, including social workers, health workers,
solicitors, barristers and the judiciary. It is hoped that it will also be a valuable
resource for parents and families who find themselves involved in child
protection and legal proceedings after injuries to their child.





2 

CHILD ABUSE AND CHILD 
PROTECTION ERRORS 

In this chapter we consider the nature of serious and fatal physical abuse of
infants, illustrating this with several highly unpleasant examples that are in
the public domain. We go on to consider the nature of child protection errors
that arise from professional interventions – or the absence of them. 

In a book with a commitment to effective and proportionate child protection
practice, it is important to keep in mind that babies, infants and children of
all ages are injured and even killed by accidental events on a far greater scale
than by being abused. Underlining this point, in a major UK medical child
abuse handbook, a leading paediatrician reminded readers that ‘accidental
injury is extremely common in childhood’ (Hobbs et al. 1999, p. 101). Given
the prevalence of accidental injuries to infants, it is essential that profession-
als undertaking child protection investigations of serious suspicious injuries
to infants consider carefully the possibility of unusual accidental events and
rare medical conditions that can mimic signs of abuse. We shall discuss non-
abuse explanations for suspicious serious injuries in more detail in Chapter 7. 

While accidental injuries to infants are common, research also indicates
that certain types and combinations of injury have a much higher likelihood
of being the result of maltreatment than accident. Statistically, the first year
of life reflects a peak risk level for being non-accidentally killed or seriously
harmed, and this occurrence is most likely to be at the hands of a parent/
carer. A major study in Wales recently concluded that 1:880 babies of this
age is subject to serious physical abuse (Sibert et al. 2002). Across England
and Wales, there is a consistent figure of approximately 30 recorded homi-
cides of infants aged 0–12 months per year. Several commentators estimate the
actual figure to be at least double (e.g. Wilczynski 1997). It is also estimated that
200 children are killed each year by their parents or carers (NSPCC 2001). 

In addition, unknown numbers of adults live with physical, intellectual
and neurological impairments stemming from abuse-related brain injuries
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acquired in infancy. One study reported that 78% of infants with non-fatal,
abuse-related head injuries were left with significant long-term neurological
and developmental abnormalities (Barlow & Minns 2000). One of our concerns
in this book is to consider to what extent such tragedies could be preventable
with improvements to the efficacy and consistency of child protection practice. 

Public health campaigns have had notable successes in reducing the
incidence of certain types of serious and fatal accidental injuries to infants.
For example, the incidence of sudden infant death syndrome (SIDS) in
many countries has diminished significantly after ‘Back to Sleep’ campaigns.
The numbers of toddlers drowning in unguarded domestic swimming
pools has been reduced in Australia and the USA by public awareness
campaigns coupled with regulatory and legislative changes. Such cam-
paigns are demonstrably more effective in reducing infant deaths from
accidents than from abuse (Kemp & Coles 2003). The incidence of child
abuse has proved to be stubbornly less susceptible to public health preven-
tion activities.

In the UK, no national figures are collated regarding the incidence and sever-
ity of serious (but non-fatal) physical injuries (or re-injuries) to young children.
Child protection registers do not record the severity of injuries or rates of
re-injury to children. There are no reliable data by which to monitor incidence
and re-injury trends and the effectiveness of prevention and intervention
programmes. Consequently, it is not known to what extent young children
have been effectively and appropriately ‘rescued’ from further acute risks. Nor
is it known to what extent infants have been unnecessarily separated from their
natural families in the name of ‘protection’, or the proportion who subsequently
have had disrupted experiences in adoptive families. The reason why the
answers to such fundamental questions are not known is that (notwithstanding
their massive overall financial cost) the nature and ratio of benefits/harms
stemming from child protection services are significantly underevaluated. 

SEVERE MALTREATMENT OF INFANTS 

Some infants are subjected to extreme forms of maltreatment. In contrast to
more obvious single-factor reasons for many accidental deaths (such as
children being unrestrained in motor vehicles), the cause of serious child
abuse is complex, multifactorial and debatable. There is no doubt that some
infants are chronically maltreated in sadistic ways in seriously disturbed
families where there can be very little potential for sustained genuine positive
changes. As the following international, public domain examples illustrate,
the phenomenon of much fatal and serious abuse of infants can be difficult
to comprehend, let alone to anticipate and prevent. 
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The UK 

‘Baby tossed ‘like a rag doll’ ’. A mother told yesterday of her horror after
the man she caught hurling her one-year-old baby around like a rag doll
walked free from court. Jamie Thompson, 28, was secretly filmed tormenting
the child after the mother left a video camera running in the lounge of her
home. . . . The video shows Thompson walking into the room and yanking the
child from where it [sic] was sitting on the sofa. Clutching one of her legs, he
swung the child around as she screamed hysterically. (The Times, 19/5/04) 

A father who punched his baby son to death, and afterwards blamed a gang of
youths for the attack, was yesterday convicted of manslaughter. . . .
MacDonald (25) gave no explanation of why he turned on his five-month-old
child Connor while waiting at a station. . . . The baby’s mother said she no
longer had any feelings for MacDonald, but acknowledged that he had been a
‘very good father’. (The Guardian, 9/2/01) 

A man from Loughborough who headbutted his eight-month-old baby has
been jailed for three years. . . . Leicester Crown Court heard how the child suf-
fered several bouts of abuse at the hands of her father and was violently shaken
when her crying became too much. The man said he was sorry, and said he had
been unable to cope when the child would not stop making a noise. (BBC News
website, 20/9/02) 

A mother has been jailed for life for deliberately pouring boiling water over
her two-year-old daughter – ten years after injuring her son with an iron. The
39-year-old took a full saucepan and tipped it over her little girl’s chest and
thighs. The youngster suffered horrific injuries needing weeks of hospital
treatment which need more surgery when she gets older. (Hastings Observer,
31/1/03) 

A mentally-ill mother who killed her two babies by smothering them was
ordered to be detained in hospital. The mother, 29, put her hands over the face
of her nine-month-old daughter. Years later, she did the same thing with her
eight-month-old son. (The Guardian, 2/2/01) 

A mother killed her baby daughter while under the supervision of a social
services department. The eleven-week-old baby died after being punched. The
mother put make-up on the baby’s bruised head as she tried to conceal her
crime. (Daily Mail, 24/11/01) 

The USA 

A woman has been jailed for five years in New York for killing her month-old
son by putting him in a microwave oven and turning it on. . . . Relatives told
police that she appeared detached from her son but there were no signs that
she wanted to harm him. (The Guardian, 15/12/00) 

After a long and moving speech in which he touched on personal responsi-
bility, human nature and why people hurt one another, Cook County Judge
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John J. Moran sentenced a young father to 20 years in prison for shaking his
4-month-old infant son to death. Authorities said he died from such violent
and sustained shaking that his left leg was fractured in two places and dozens
of blood vessels in his eyes and brain had burst. The defense attorney had
argued that the baby had been choking due to a severe cold and the father
had unintentionally injured him while performing ‘lifesaving techniques’.
(Chicago Tribune, Internet Edition, 8/12/01) 

The father of a 7-week-old boy clinging to life at Children’s Hospital admitted
he shook the child hours before the infant was found convulsing from a head
injury, court records show. Mark Schnabel, 32, told investigators he shook his
son, Cadin, because the boy was fussy during his 3 a.m. feed. Doctors found
the boy’s twin sister Kylie, also had a broken arm and leg. Schnabel said he was
rougher with Cadin than Kylie because ‘he is a boy’. (Denver Post, 11/7/02) 

New Zealand 

Another child has been bashed to death in a bleak ‘family’ home. . . . The
pathologist’s evidence showed that over 20-odd minutes 3-year-old Tangaroa
Matiu’s stepfather hit the child around 100 times. Favourite spots were places
that hurt terribly but would not kill – until he miscalculated and whacked
Tangaroa’s head so hard that blood spattered the toilet walls. When the
child’s bottom slipped into the toilet, Mahanga hauled him out and hit him
again. When the boy’s mother came down the hall, far from saving him, she
slapped him a couple of times too, then stepped back to let her boyfriend
carry on . . . (New Zealand Herald Online, 29/8/00) 

These disturbing accounts highlight the extent of catastrophic violence
endured by some very unfortunate babies and young children. The cases
demonstrate that both male and female parents can inflict severe, sadistic
injuries on their children. Assaults may be sudden and single incidents.
Alternatively, infants may be subjected to prolonged torture and fatal neglect.
Such cases of appalling abuse and neglect of young children understandably
stir powerful emotional reactions. However, it is important that general
child protection policy and practice are not overdetermined by such rela-
tively rare ‘hard cases’. To do so leads to overzealous forms of child protec-
tion practice that also can result in ruinous harm to families. 

FOUR OUTCOMES OF CHILD PROTECTION 
INTERVENTIONS 

There is general social consent that child protection services should
intervene promptly and appropriately to make enquiries when a report is
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received that a child has been harmed or is thought to be at risk. As
shown in Figure 2.1, there are theoretically four types of outcome of child
protection interventions – two of which are desirable (true-positives
and true-negatives), and two of which generate adverse outcomes (false-
positives and false-negatives). We shall consider and illustrate each of
these in turn. 

DESIRABLE OUTCOMES OF CHILD PROTECTION 
INTERVENTIONS 

True-positive Outcomes 

Ideally, the desired outcome of the child protection system is to prevent
abuse and re-abuse. Family needs and stresses are identified at an early
stage, and effective interventions are offered which prevent difficulties
escalating into episodes of child abuse. This requires the provision of easy
access, non-stigmatising family support and therapeutic services. Children
at acute risk of significant harm and those who have been harmed are
quickly identified. Their circumstances are promptly and competently
investigated and assessed. Interagency protection plans are instigated
which secure children’s safety either in their own homes or, if necessary,

True-positive

• Abuse is detected
• Risk is real
• Child is protected

True-negative

• No abuse
• Risk is appropriately discounted
• Enquiry is sensitive and
 proportionate

False-positive

• No abuse
• Risk is overestimated
• Interventions are inappropriate
 and disproportionate
• Family is harmed by
 inappropriate child protection
 interventions

False-negative

• Abuse is undetected
• Risk is underestimated
• Interventions are
 absent/inadequate
• Child is re-injured in context of
 inadequate child protection
 interventions

Figure 2.1 Desirable and undesirable outcomes of child protection interventions. 
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in appropriate substitute care. Risk is acute and protection is effective.
True-positive outcomes are largely invisible, as they involve interventions
that prevent children re-experiencing serious and escalating abuse. The
generally low public reputation of child protection services is in part due to
a lack of published material and media attention which illustrates effective
child protection practice. The public is largely unaware that child protection
systems which have developed over the past three decades do work well for
thousands of children each year. 

For example, an independent survey in Victoria, Australia, found that
80% of children interviewed reported that their ‘life had got better’ as a
consequence of child protection interventions (Gleeson et al. 2001).
Another study of 282 parents who had received child protection interven-
tions (also in Victoria), reported significant positive progress in many parents
who, at the beginning of interventions, were not highly motivated to
change (Trotter 2004). In 2002, in the south of England, the first author
undertook a file review audit of a very busy social services intake and
assessment team. The report (Dale 2002b) commented on significant aspects
of good practice: 

I have noted what appeared to be high levels of good practice in two-thirds of
the closed cases. I felt that one-third of these amounted to excellent practice.
‘Good practice’ in this context predominantly represents combinations of the
following factors: 

• Prompt and effective response to referral 
• Very effective inter-agency liaison 
• Demonstrable good skills in working with parents and children 
• Good recorded observations (developmental and behavioural) of relevant

children 
• Provision of effective practical advice and support to families. (p. 2) 

Out of sight, skilled and diligent professionals arrange vital protection for
vulnerable children and provide or organise effective support for their
parents and wider families. As we shall discuss in more detail in Chapter 6,
views of parents who have benefited from child protection services are not
often publicly heard. A small parents’ perceptions research project, also
conducted by the first author, concluded: 

In the study reported in this paper half of the participants reported that
their experiences of child protection interventions had been either very
helpful or helpful to some extent. Some of these cases involved remarkable
stories of the lives of parents and children being transformed through
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well-coordinated, sophisticated inter-agency packages of assessment and
support; delivered by groups of sensitive and highly-skilled professionals. It
is a real disadvantage for the image of public services that successes rarely
achieve widespread recognition and have minimal impact on service
development. (Dale 2004, p. 154) 

Without this level and nature of successful but hidden child protection
practice, the rates of serious and fatal child abuse in the UK would undoubt-
edly be substantially higher than they are. 

True-negative Outcomes 

A common example of true-negative situations arises when concerns
about the safety of a child are referred to child protection agencies,
enquiries reveal no problems with the care or welfare of the child, and
it is concluded that the referral was either mistaken or malicious.
There is little public dissent from the view that when a referral is
received alleging that a child is being abused, child protection agencies
have a duty to make enquiries and investigate the child’s circumstances
and welfare. When enquiries are conducted sensitively, most parent/
carers (while being understandably upset by the referral) are able to
accept that it was reasonable that the enquiries had to be made.
However, when enquiries are not conducted sensitively, parents may be
left feeling very angry, offended, unsettled and undermined by the
experience. 

True-negative outcomes are also reflected when abuse does not occur
in susceptible families (where it otherwise would have done so) as a
consequence of the preventive effect of universal or targeted family
support services. These are the unknown numbers of hidden preventive
successes that are notoriously difficult to identify and evaluate. True-
positive and true-negative positions represent successful outcomes of
child protection interventions. In the first position, a child has been
appropriately protected. In the second, inappropriate interventions into
family life have been avoided. The other two positions – false-positives
and false-negatives – encompass the two major types of child protection
errors. It is a major premise of this book that, with more systematic and
consistent practice, it is possible to reduce these two types of child
protection error. We shall now focus in more detail on both of these
types of error. 
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UNDESIRABLE OUTCOMES OF CHILD PROTECTION 
INTERVENTIONS: FALSE-NEGATIVE ERRORS 

The killing or serious injury causing permanent disability of a baby by
parents/carers that should have been prevented (by any reasonable judg-
ment) is one of the most tragic outcomes of the failure of the child protection
system. This is the ‘false-negative’ error. False-negative errors arise when the
child protection system does not recognise signs of risk, or respond
appropriately with rapid action to protect the children concerned. We will
argue that more constructive and consistent child protection interventions
could save more children from abuse-related deaths and serious injury
(many of which cause permanent disability). 

High-profile criminal trials and public judicial enquiries into fatal child
abuse, and (usually confidential) Part 8 Review reports repeatedly illustrate
false-negative child protection errors. These sources frequently highlight
professional inexperience and naivety in not recognising the danger that
some parents can present to their children. The inquiries into the deaths of
Ainlee Labonte and Victoria Climbié both provided detailed descriptions of
the nature and context of false-negative child protection errors. 

Ainlee Labonte: Born 24 June 1999, Died 7 January 2002 

The role of child protection agencies with the family of Ainlee Labonte, who
was killed by her parents in London at the age of 2 ½ years, was examined
in a Part 8 Review published by Newham Area Child Protection Committee
(ACPC) in December 2002. The report is a striking example of a classic collection
of professional errors and failures of communication in relation to two parents
that manifested high levels of visible acute risk factors. These included inci-
dents of violent attacks by the parents on professional staff to the extent that: 

One by one the agencies withdrew for personal safety reasons . . . the children
were living in a environment that adults were not prepared to visit . . . it
seemed that this couple became so powerful through their manipulation,
aggression and refusal to co-operate that the focus on the needs of the children
became lost. (Newham ACPC 2002, pp. 15–16) 

Notwithstanding the earlier child protection registration of Ainlee’s elder
brother, Ainlee herself, at her birth, was not incorporated into child protec-
tion procedures. Although the levels of concern were high enough to merit
the provision of a residential family assessment facility, social services
provided substitute care for the older child on a voluntary basis (Section 20,
Children Act 1989). As the Part 8 Review report points out, this avoided care
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proceedings that would have necessitated a pause for overview (and inde-
pendent representation for the children) of the case that is manifestly
missing throughout. Social services closed the case before Ainlee’s death on
the rationale that this was a case of a ‘child in need’ whose parents were not
accepting social services family support interventions: 

It is recorded that in February 1999 there was a debate within social services as
to who would take responsibility for the family. A management decision was
made that it should be within the Family Support team. It is at this point that
the focus of the work with the family shifted. The efforts became directed
towards parenting skills and rehabilitation. . . . A comprehensive assessment
was not undertaken then or at any other time. As a result of this, it was not
reasonable to shift the focus of work . . . away from (his) protection toward an
assumption that rehabilitation and ‘family support’ were the plan. (Newham
ACPC 2002, pp. 24 and 43) 

It is difficult to read the Part 8 Review report into the death of Ainlee
without some bewilderment as to why the combination of incidents of concern
and known high-risk factors had not, on a number of occasions, resulted in
Emergency Protection Orders and care proceedings. Such action was clearly
necessary to facilitate careful assessment of the immediate safety and long-
term needs of the children in the family given the parents’ manifest severe
psychosocial problems, and lack of cooperation with agencies. The known
concerns should have triggered urgent alerts to practitioners and managers
in all of the key agencies. These concerns included the following facts: 

Ainlee’s mother (Leanne Labonte) had been on the child protection register
as a child because of sexual and physical abuse as a child. There was serious
domestic violence in her family when she was a child. She became pregnant
the first time at the age of 14 by a man who was believed to be aged 27. Fol-
lowing this baby’s birth she was homeless (with the baby) with no income
and no family support. Age 15 she began a relationship with her co-convicted
partner Dennis Henry. Dennis Henry was aged 40 and had a criminal his-
tory which included imprisonment. Leanne Labonte had an abortion for her
next pregnancy at age 16. She considered abortion for her third pregnancy
(baby Ainlee). 

The first child was removed on a Police Protection Order having been left
alone. A residential assessment was arranged to consider the prospects of
rehabilitation of that child (Leanne Labonte gave birth to Ainlee during that
time). Parents refused to comply with the assessment and returned home with
both children when Ainlee was one week old. Parents had refused to allow
assessment staff to observe the new baby, claiming that staff ‘had the evil eye’.
Staff were under the erroneous impression that the new baby was male. 

A period of increasing avoidance of and conflict with professionals developed.
Several staff were physically threatened and assaulted by Leanne Labonte.
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Violent disputes with neighbours were reported, and the police were called on
a number of occasions following violent arguments between the couple. Hous-
ing and Health staff refused to visit the home because of the degree of threats
and actual violence. Hospital and clinic staff made extra security arrangements
when the couple were due for appointments. 

Baby Ainlee was presented at hospital Accident & Emergency on a number of
occasions, with parents reporting breathing difficulties, rash, rigid limbs and
shaking. Mother discharged her on these occasions following admission. Medi-
cal concerns were recorded that Ainlee was failing to thrive. Mother became
pregnant again (with third child), and did not cooperate with her own health
care. Drug paraphernalia was observed in the flat during one contact. Parents
begin refusing developmental checks for Ainlee. 

As with many previous fatal abuse enquiries, there were major communica-
tion failures between the professionals involved. No professional from any
agency had a fully informed ‘bird’s eye view’ of all the factors that were only
partially known to different professionals: 

The communication between agencies was not constructive . . . no-one appears to
have taken a step back and evaluated the situation . . . there is no evidence on file
of a thorough Risk Assessment, nor of housing officials contributing to the
knowledge base of this family. The extent of police involvement was not evident
in social work files. There was failure to bring together all the information known
about a clearly dangerous family. . . . Perhaps one of the most distressing findings
of this review has been the amount and depth of information available to agen-
cies and the failure to share it. (Newham ACPC 2002, pp. 15 and 44) 

The Death of Victoria Climbié 

On 25 February 2000, 8-year-old Victoria Climbié died in London, having
arrived in March 1999 from the Ivory Coast, via France, to live in the care of
her great-aunt Marie-Therese Kouao. Victoria’s lonely, drawn-out death
from multiple injuries, neglect and hypothermia was the culmination of
a long period of systematic torture and neglect at the hands of Kouao and
her boyfriend Carl Manning. Both were sentenced in January 2001 to life
imprisonment for her murder. Following their convictions, public horror
about revelations of the prolonged sadistic abuse of Victoria, and the failure
of several hospitals, police and social services to intervene effectively resulted
in the establishment of a statutory public inquiry. In January 2003 the report
of the inquiry chaired by Lord Laming was published (Laming 2003). 

The Laming inquiry focused first on the specific role of agencies in their
failure to protect Victoria, and in a second stage extended its remit to
review the child protection system in England and Wales as a whole. The
recommendations relating to the death of Victoria were depressingly familiar
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from the swathe of public inquiries and Part 8 Reviews that had preceded it:
significant failures in the performance of individuals and agencies, confused
interagency responsibilities and communication, and the absence of any-
one’s having a overview perspective of the accumulation of events. 

High-profile child protection errors, such as those concerning Ainlee Labonte
and Victoria Climbié, provoke public outrage that children continue to die in
such grotesque ways as a consequence of the combination of parental sadism
and false-negative child protection system failures. Yet, a puzzle remains
regarding what raises the death of a particular child into a case with extensive
media coverage. When sadistic child abuse is not in the news, children continue
to be fatally abused in the context of child protection failures, as the following
non-high-profile cases from our own research illustrate:  

‘James’ 

Child and family characteristics: 
Baby boy aged 6 weeks. Natural parents both aged 17. First and only child. 

Circumstances and official cause of death: 
Post-mortem report: ‘Extensive bruising to chest and buttocks, fractures to
seven ribs plus a brain injury leading to fatal subdural haemorrhaging: most
likely from shaking.’ 

Family and injury circumstances: 
Father (aged 17) had experienced a traumatic and very disturbed childhood.
He had demonstrated extremely violent behaviour as a child and adolescent,
including physical assaults on teachers. Father was involved in violence with
alcohol during pregnancy. No information given regarding mother’s background. 

A violent argument was observed between the parents during the delivery
of baby. Father punched a hole in the wall outside the delivery room (fractur-
ing a bone in his hand). James did not gain weight appropriately. Midwife and
health visitor recorded concerns regarding poor hygiene. At age 3 weeks
James was admitted to hospital via GP for concern regarding weight. James
gained weight quickly while in hospital. 

At age 5 weeks mother reported to her health visitor and GP that father had
lost his temper with James and had put his hands round his throat on a couple
of occasions. The social worker was informed. Two days later father told his
GP that he has ‘bad thoughts’ about the baby – saying that he wished him
dead sometimes. The following day a social worker visited but focused on the
couple’s accommodation problems, organising a small flat for father to ‘give
him some space’. Five days later father moved into bed-sitter. Mother and
James however are observed to have moved there as well. 
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Three days later mother left father alone with James while she visited her
mother. Less than one hour later father phoned for an emergency ambulance.
James was found to be dead on arrival at hospital. Father was subsequently
charged with his murder.

Part 8 Review conclusions regarding role of child protection agencies: 
Part 8 Review was critical of social services for not calling a pre-birth child
protection conference and for not commencing a child protection enquiry
when the report was made about father putting his hand around James’s
throat. It was noted that the social worker was very newly qualified with no
child protection experience whatsoever. 

‘Chloe’ 

Child and family characteristics: 
Baby girl, died aged 6 months. First child of single mother, aged 20 

Circumstances and official cause of death: 
The final, fatal hospital admission was the culmination of four Accident and
Emergency hospital attendances and two previous hospital admissions. His-
tory given of baby going pale and floppy while being fed and stopping breath-
ing. Diagnosis of bi-lateral retinal haemorrhages (but no external signs of
bruising or trauma). Chloe died when her life support system was switched
off. Post-mortem findings were: death from head injury consistent with forceful
impact onto a firm surface. Additional possibility of shaking contributing to the
head injury. 

Family and injury circumstances: 
Social Services had extensive records of mental health and child protection
concerns about mother when she was a child. The pregnancy was unplanned
and mother was reported to be very apprehensive. Little family support. Con-
cerns regarding finance and housing. 

At age 3 weeks Chloe had been taken to hospital with a torn frenulum. The
hospital paediatric department was not informed. No child protection referral
was made to social services. At age four weeks mother told her health visitor
and GP that baby Chloe was rejecting her and crying all the time. GP
prescribed anti-depressants for post-natal depression. At age four months
there was a second hospital Accident & Emergency attendance with a history
given by mother of the baby having episodes of apnoea (stopping breathing). 
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Part 8 Reviews (such as those into the deaths of James and Chloe) regularly
(albeit with the benefit of hindsight) conclude that the deaths of the children
concerned would have been preventable if warning signs had been recog-
nised and acted on appropriately. Few readers will doubt that the parents of
James and Chloe needed more systematic and effective support, and that
both children were clearly in need of urgent protection from known risks
prior to the fatal events. Interagency child protection practice needs to be
much more consistent in the identification, protection and family assessment
in cases such as those of James and Chloe to reduce the incidence and impact
of false-negative errors. 

UNDESIRABLE OUTCOMES OF CHILD PROTECTION 
INTERVENTIONS: FALSE-POSITIVE ERRORS 

The other major unintended consequence of child protection interventions is
the occurrence and nature of false-positive errors. These occur where it is
wrongly believed that a child has been abused, or where the child protection
intervention is disproportionate and inappropriate to the degree and nature
of abuse. Profound irrevocable damage to children and families can result,

Chloe was admitted to the paediatric unit and discharged the following day.
Four days later she was readmitted to hospital by ambulance following a fur-
ther reported apnoea attack. She was discharged later the same day without
a follow-up appointment. The final, fatal hospital admission occurred six
weeks later. 
Mother was charged with murder and remanded to a psychiatric unit. At the
time of the Part 8 Review she was considered mentally unfit to plead in rela-
tion to this charge. 

Part 8 Review conclusions regarding role of child protection agencies: 
Review was critical of community health services (midwifery, health visiting,
GP) and hospital services (Accident & Emergency and Paediatric Department)
for failure to assess whole picture; and for not referring to social services at
key moments. 
The review process was problematic particularly in respect of stated criticism
of inaccuracies and contradictions in the health service management reports
submitted to the review. 
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as when children are permanently removed from their natural families on
the basis of mistaken medical diagnoses and erroneous judicial ‘findings of
fact’ regarding child abuse. 

There are also cases where abuse has occurred, but the damage is com-
pounded by harsh and sometimes draconian child protection interventions
and outcomes. We mention as a particular concern the use of compulsory
adoption in cases where there is a reasonable chance that with effective
family support and therapeutic services the child could have been reunited
with the natural family (or kinship network) with appropriate monitoring.
Because findings of ‘not guilty’ in criminal child abuse cases rarely attract
significant publicity, and as family proceedings courts are not open to
members of the public or the press, it is unusual for details of false-positive
cases to be available in the public domain. However, significant exceptions
to this have been the following: 

● the public judicial enquiry into the extensive misdiagnosis of sexual abuse
in Cleveland in 1987/8 

● the acquittal of Sally Clark on her second appeal in 2003 from the conviction
for the murders of her two baby sons 

● the acquittal on appeal of Angela Cannings in 2003 from the conviction
for murder of her two baby sons 

● the finding of ‘not guilty’ at the trial in 2003 of Trupti Patel, who was
charged with the murder of her three babies 

● three cases subject to public Court of Appeal judgments in July 2003. 

Cleveland, England 

In 1987/88 more than 100 children were removed from their parents by social
services over a very brief period of time on the basis of mistaken diagnoses of
sexual abuse by a team of paediatricians who believed over-confidently in a
diagnostic procedure for sexual abuse that subsequently proved to be invalid.
This provoked unprecedented public concern about inappropriate and dispro-
portionate child protection interventions. In the UK, the place names of
Cleveland, Rochdale, Orkney and Broxtowe in Nottingham became synonymous
with false-positive child protection errors stemming from an era which was
marked by the sudden emergence of a belief system where some professionals
in certain areas began crusading in the search for sexual and ‘ritualistic’ abuse. 

The resultant public judicial enquiry (DHSS 1988) highlighted the enor-
mous harm caused to children and families by the nature and extent of these
inappropriate and highly damaging false-positive child protection inter-
ventions. Readers in New Zealand will be aware of similar controversies
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surrounding the conviction of a children’s day-care worker, Peter Ellis, in
1993 for sexual offences against children in the Christchurch civic crèche
case. Major concerns continue about the potentially false-positive nature of
much of the evidence that resulted in Ellis’ conviction. These have been
highlighted in the New Zealand Law Journal, and expounded in detail in a
remarkable book, A City Possessed (Hood 2001). 

Sally Clark 

Two successive babies of solicitors Sally and Steve Clark died in the early weeks
of their lives in 1996 and 1998, aged 11 and 8 weeks, respectively. In November
1999 Sally Clark was found guilty by majority verdicts of murdering both
babies. She was sentenced to life imprisonment. In October 2000 the case was
heard by the Court of Appeal. The Appeal Court judges accepted that
expert-witness evidence presented by the prosecution at the original trial was
now understood to be unreliable. This flawed evidence had stated that the stat-
istical chance of two cot deaths occurring in the same family was 73 million to
one. Nevertheless, the Appeal Court in 2000 rejected Sally Clark’s first appeal,
reasserting that there was other overwhelming evidence of her guilt. 

In July 2002, the Criminal Cases Review Commission confirmed that it
was sending the case back to the Court of Appeal for a second time, having
been made aware of fresh evidence in relation to the original trial. The
second Appeal Court heard that vital evidence from a pathologist (indicative
of the deaths being due to meningitis) had been withheld from the original
trial. Sally Clark’s convictions for both murders were quashed at this second
appeal in January 2003, and she was released after three years in prison. The
book written by one of Sally Clark’s solicitors, Stolen Innocence, provides a
very informative account of the complex (false-positive) diagnostic and legal
issues that were central to this case (Batt 2004). 

Angela Cannings 

In April 2002 at Winchester Crown Court, Angela Cannings was found
guilty of the murder of her two baby sons. The first baby boy had died in
1991, aged 7 weeks; the second baby boy in 1999, aged 18 weeks. The jury
was also aware that Angela Cannings’s first child, a daughter, had died at
the age of 3 months in 1989. The cause of death of her baby daughter had
been recorded as sudden infant death syndrome (SIDS), and Mrs Cannings
did not face any criminal charges in respect of her death. 
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In December 2003 the Court of Appeal overturned the convictions of
Angela Cannings in relation to the murder of her two sons. Mrs Cannings
and her family had always maintained that both boys had also died as a
consequence of SIDS – not as a result of suffocation by Mrs Cannings, as the
original jury had been persuaded. Giving reasons for the successful appeal,
the court heavily criticised the nature of the expert evidence in favour of the
prosecution at the trial. In particular, the original evidence of consultant paedi-
atrician Professor Sir Roy Meadow was held by the appeal judges to have
been ‘simply wrong’. The essence of Meadow’s evidence had reflected his
theory about the incidence of cot deaths in families: ‘one is a tragedy, two is
suspicious, three is murder unless proven otherwise’ (Meadow 1997).
Reference in the appeal was also made to Meadow’s statistical evidence
given for the prosecution in the case of Sally Clark, that the chances of two
babies dying of SIDS in the same family was one in 73 million. This evidence
had been rejected in the Clark appeal. 

Trupti Patel 

In May 2002 (one month after the original conviction of Angela Cannings),
pharmacist Trupti Patel was charged with the successive murders of three of
her babies. A central part of the prosecution case was that the third baby to
die was discovered to have several fractured ribs. It was alleged that these
must have been caused by Mrs Patel squeezing and suffocating the baby.
Several expert medical witnesses for the defence gave evidence that the rib
fractures were more likely to have been caused by attempts at resuscitation.
The prosecution also highlighted that the babies had died without a natural
cause being found, despite extensive medical tests. A key defence witness
was Mrs Patel’s maternal grandmother, who gave evidence that five of her
own 12 children had died without explanation in infancy. After a 6-week
trial at Reading Crown Court ending in June 2003, the jury (no doubt very
aware of the recent, successful second appeal by Sally Clark), took only
90 minutes to unanimously find Trupti Patel not guilty on each charge. 

In the aftermath of the cases of Sally Clark, Angela Cannings and Trupti
Patel, there has been much public concern about assumptions of murder in
families where there have been multiple cot deaths. The role and the nature
of medical expert-witness evidence has come under particular scrutiny.
Following this sequence of acquittals, the government announced that it
would review all cases of parents convicted of killing their children where
evidence for the prosecution had been given by Professor Meadow.
In January 2004 the government also announced that cases of civil proceedings
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in the family courts where children had been removed from families on the
basis of such evidence would also be reviewed. 

Court of Appeal Judgments, July 2003 

Details of a further three false-positive cases, this time in the civil courts,
were made available after Court of Appeal hearings and judgments issued
on 31 July 2003. These cases are particularly significant, as they shed light on
the judicial processes within Family Courts, which ordinarily are immune
from public scrutiny. (There is a difference of view between those who
regard the proceedings in the Family Court as being ‘private’ and those who
regard them as being ‘secret’.) 

The legal issue at question in these three cases was whether parents and
children could sue social services and health authorities in relation to
psychiatric harm caused to them by erroneous accusations of abuse (the
Appeal Court determined in favour of children but against parents on this
question – this judgment was upheld in April 2005 by the House of Lords).
However, for our purposes, it is the illustration of the confirmed false-positive
nature of the cases that is particularly pertinent: 

Case of JD 
A mother, referred to as JD, claimed damages in relation to harm caused to her-
self though being diagnosed by a paediatrician as suffering from Munchausen’s
Syndrome by Proxy (MSBP). According to the paediatrician, the mother was
exaggerating the symptoms of her child, and the child’s condition was a case of
illness fabricated by the mother. Eventually, following further medical investi-
gations, it was determined and accepted by all parties that the nine-year-old
child concerned was suffering from extensive and severe allergies. The child’s
name was consequently removed from the child protection register. 

Case of MAK and RK 
In this case a father and his nine-year-old daughter claimed damages for
psychiatric injury and financial loss resulting from unfounded allegations
that the father might have sexually abused his daughter. The erroneous
allegation had resulted in the father being denied contact with his daughter
for a short period of time. Following a minor accident (while riding a bicycle),
the GP referred the child to the paediatrician at the local hospital. On
examination the paediatrician concluded that the girl had been sexually
abused and social services were informed. The child was detained in hospital
for 10 days, with the father prohibited from visiting during this time. At the
end of 10 days the diagnosis of Schamberg’s disease (which produces
discoloured skin patches) was made and it was accepted that there was no
evidence of abuse. The implications of the allegation of abuse had had
significant damaging ramifications for the father within his local Gujerati
community. 
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Case of baby M 
In this case, a mother and father issued a claim for damages for psychological
distress having been wrongly accused of inflicting serious physical injury to
their two-month-old daughter. At the age of two months, while being looked
after by her grandmother, the baby began to scream and appeared to be in
pain. She was taken to hospital where examination revealed an oblique displaced
fracture of her left thigh. The consultant paediatrician concluded that this was
an ‘inflicted injury’ and the police and social services were informed. 

Care proceedings were brought in respect of the baby by the Local Authority
and the judge hearing the case ruled that the injuries were not accidental. A
Care Order was made and it was determined that the baby would be cared for
by an aunt. Subsequently, at the age of eight months (while in the care of the
aunt) the baby suffered bi-lateral femoral fractures (fractures to both legs). Sub-
sequent medical investigations revealed that the baby was suffering from osteo-
genesis imperfecta, a bone condition which results in a predisposition to
accidental fractures. On this basis an application for the revocation of the ori-
ginal care order was made and granted. Baby M was returned to the care of her
parents after an absence of over nine months. 

These three examples have been judicially determined to be false-positive
child protection errors. In fact, such errors can have even more serious out-
comes than is demonstrated by these examples. It is fortunate for ‘baby M’
and her family that she had been placed within her extended family following
the making of the Care Order. Tragically, many other ‘baby Ms’ have been
compulsorily and irrevocably adopted. 

INEVITABILITY OF CHILD PROTECTION ERROR 

We have emphasised that we are concerned with child protection errors of
two types. Having illustrated the serious nature and tragic consequences of
both false-positive and false-negative child protection errors, we find it
salutary to recognise in child protection practice that a certain level of error
is unavoidable. Human behaviour is inherently unpredictable, and human
(professional) judgments are fallible. Fortunately, serious child abuse is a
relatively rare event. When it occurs, it often stems from the interplay of
relatively common personality, relational and social factors. Occasionally,
and quite unpredictably, these combinations can suddenly become volatile. 

In this context, given that a degree of child protection error is inevitable,
the question arises: which type of error is preferable? This is a very uncom-
fortable ethical question which is rarely explicitly addressed by social and
legal policy makers. To do so would require a statement as to what incidence
of child abuse fatalities society is prepared to accept as ‘normal’ or tolerable.
It would also require recognition of the levels of resources required to provide
consistently effective preventive, identification, protection and support
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services for families and children. From the reverse perspective, the question
arises as to what level of inappropriate enforced permanent separation of
children from families (compulsory adoption) is acceptable in the greater
interest of minimising false-negative tragedies. This latter dilemma is more
explicitly reflected upon in criminal justice matters, where it is generally
accepted that the balance of rules of evidence should be in favour of allowing a
proportion of guilty people to be acquitted in the interests of minimising the
greater injustice of wrongful convictions. 

The ratio of false-positive errors to false-negative errors in child protection
practice and criminal justice raises profound social and legal policy questions.
Policies and laws to reduce false-negative errors (e.g. preventable re-abuse)
invariably increase false-positive errors (e.g. unnecessary compulsory
adoptions). Consequently, there will always be a ratio of errors, depending
on prevailing political attitudes, social policies and interpretations of the
law. However, it is a premise of this book that the general level of both types
of error in child protection practice is inordinately high, and that with more
consistent child protection practice and effective family support provision,
there is definite scope for both types of error to be reduced. 





3 

CHILD ABUSE RESEARCH 

Sadly, serious and fatal injuries to infants can be the result of abuse and mal-
treatment. There is an extensive history of international research identifying
family factors that are often associated with serious and fatal child abuse. In
this chapter we shall focus on key issues arising from this literature that are
particularly important when undertaking child protection assessments. 

RESEARCH REVIEWS OF SAMPLES OF CHILD ABUSE 
DEATHS: ‘RISK RESEARCH’ 

Research reviews of child abuse fatalities in the UK have developed through
a sequence of studies of collections of statutory (sometimes public) inquiry
reports, samples of clinical reports on offenders, and Part 8 Reviews under-
taken in England and Wales by Area Child Protection Committees (ACPCs).
The Department of Health in England and Wales is committed to publishing
a biannual meta-review of all Part 8 Reviews undertaken in each successive
2-year period. The most recent such report was by Sinclair and Bullock (2002). 

Internationally, reviews of fatal cases are undertaken via two main methods.
In the USA and parts of Australia, Child Death Review Teams (CDRTs)
review all child deaths and report on an annual basis with a summary of key
findings relating to prevention (e.g. NSW CDRT 2004; Victoria CDRT 2004).
In England and Wales (still lacking the benefits of a CDRT system), there
have been a number of meta-reviews of statutory inquiries into child abuse
deaths (e.g. Munro 1999; Reder et al. 1993); and samples of Part 8 Review
reports (e.g. Reder & Duncan 1999; Sinclair & Bullock 2002). Scotland so far
has not had a formal system for reviewing child abuse deaths, although devel-
opment of such a system has been recommended (Scottish Executive 2002). 

We shall refer to the group of studies of child abuse fatalities together as
the ‘risk research’, intending in doing so to raise its profile in relation to the
‘needs research’ reflected in ‘Messages from Research’ (Department of
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Health 1995), which underpins the Assessment Framework (Department of
Health 2000). Our argument is that it is important for the ‘risk research’ to
become better integrated within the Assessment Framework – a framework
that curiously contains very little explicit perspective on risks of harm to
children. The risk research studies we shall draw upon in this chapter and
the next are listed in date order in three groups in Table 3.1. 

KEY FINDINGS FROM RISK RESEARCH – FAMILY FACTORS 

The risk research focuses on the factors and relationships within families
that are found retrospectively to be closely associated with serious and fatal
child abuse to infants. These can be grouped under the following headings: 

● family structure 
● child characteristics 
● parent factors 
● parental motivations for causing harm to the child 
● the nature of the incident. 

Family Structure 

Research consistently indicates that it is the first baby, or the youngest child
in a family, that is most susceptible to serious or fatal physical abuse. In the

Table 3.1 Risk research studies    

Samples of statutory inquiry 
reports 

Samples of Part 8 
Reviews 

Samples of clinical           
reports 

Department of Health (1991) James (1994) Resnick (1969) 
Reder et al. (1993) Falkov (1996) Scott (1973) 
Munro (1999, 2002) Sanders et al. 

(1999) 
Greenland (1980) 

 Reder & Duncan 
(1999) 

Wilczynski (1995, 1997) 

 Arthurs & Ruddick 
(2001) 

Stroud (1997) 

 Dale et al. (2002a 
and b) 

Fleming et al. (2000) 

 Sinclair & Bullock 
(2002) 

Stroud & Pritchard 
(2001) 

  Dale et al. (2002a and b)
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first year of life (and especially the early months), infants cannot avoid or
escape from threatening situations and physiologically are most fragile in
relation to the consequences of a physical assault. Apart from such vulner-
abilities stemming from being the youngest, or only child, there is little in
respect of family structure that is notably associated with serious physical
risk to a young child. Fatal and serious abuse of infants occurs in families
that have typical structures: either both natural parents living together, or an
infant living with a single mother. Stepparents are not disproportionately
implicated in the serious/fatal physical abuse of babies. Their role (particu-
larly stepfathers) becomes more prominent in the abuse of older children –
partly because the composition of families with toddlers and school-age
children is more likely to include stepparents. 

Child Characteristics 

To what extent are the characteristics of infants themselves (sometimes
referred to as victim characteristics) associated with a greater likelihood of
being subject to serious harm by their parents? A general consensus from
research indicates that infants who manifest combinations of the following
characteristics may be more vulnerable to parental abuse: 

● unwanted pregnancy 
● born prematurely 
● low birth weight 
● only child or youngest child 
● male 
● illness/disability 
● poor sleeping patterns 
● poor feeding patterns 
● propensity for prolonged, high-pitch screaming. 

Infants with combinations of these characteristics may understandably be
more ‘difficult to rear’ (Greenland 1980). However, it is often not easy to be
clear what is cause and effect in terms of an infant  being ‘difficult’, and the
parents feeling inadequate, unrewarded and responding angrily – thereby
provoking and sustaining the unsettled behaviour of the infant. Tragically,
the ‘difficult’ behaviour of a baby can be the consequence of brain damage
already sustained from an earlier assault (e.g. shaking), and this can be
present without any external signs of injury. One peak age for the amount of
crying by babies is 6–8 weeks (Barr 1990; Raiha etal. 2002). This also corres-
ponds with the onset of post-natal depression and is a peak age for babies
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to be seriously harmed by their parents. Across fatality research studies, it is
also clear that baby boys are consistently more likely to be seriously/fatally
abused than baby girls – although there is no generally agreed understanding
of why this is so. 

Parent Factors 

The parents of infants who sustain serious/fatal suspicious injuries are in
the same age range as all parents: in general, they are not especially young
parents. The most significant parental factors that arise are mental health
concerns (including personality disorders and alcohol/substance abuse) and
violence between parents. There is some inconsistency in terminology in
research reports that have considered the significance of mental health
problems of parents in relation to serious/fatal child abuse. Some use the
term ‘psychiatric disorder’ to denote those parents who meet the criteria for
psychiatric diagnoses in accordance with the two formal classification
systems, DSM-IV (APA 1994) and ICD-10 (World Health Organisation
1992). Others use the term ‘significant mental health problems’ in a wider
sense that includes parents with such diagnostic conditions, as well as
parents who manifest major emotional, relational and behavioural difficulties
that do not meet formal psychiatric diagnostic criteria. 

Psychiatric Disorder 

There is a considerable research and literature base about the course of
formal psychiatric disorders, their impact on parenting, the nature and level
of risks they present, and the appropriateness of specific treatment and
support/management strategies (Cassell & Coleman 1995; Fitzpatrick 1995).
The major most relevant psychiatric conditions include: organic/neurological
disorders, intellectual impairments, mood disorders (including post-natal
depression), cognitive disorders, schizophrenia and other psychotic disorders
(including puerperal psychosis), neurotic/anxiety disorders, personality
disorders, dissociative disorders, substance-related disorders and impulse-
control disorders (especially intermittent explosive disorder) (APA 1994). 

All of these psychiatric conditions can have a considerable negative
impact on the style and safety of parenting. The level of risk (‘dangerous-
ness’) that stems from psychiatric disorders relates to history and mental
state. Previous violence, substance misuse, poor compliance with (and
recent discontinuation of) psychiatric treatment, recent severe stress and
unstable lifestyles are high-risk indicators of repeated violence. With regard
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to mental state, high-risk factors are agitated, hostile, or suspicious behav-
iour; angry mood; thought disturbances (such as delusions of persecution/
jealousy); and auditory hallucinations (which issue commands). The prog-
nosis for psychiatric disorders varies with diagnosis, previous history of
recurrence, personality, social or family circumstances, and degree of com-
pliance with recommended treatments (and their availability). 

The psychiatrist Adrian Falkov was commissioned by the Department of
Health to review 100 Part 8 Review reports exploring the significance of
parental psychiatric disorder. His study found that one-third (32%) of the
cases provided evidence of significant parental psychiatric illness. The
parental psychiatric disorders included likely diagnoses of: 

● psychosis – 40% 
● depression – 20% 
● personality disorder – 28%, including Munchausen’s syndrome by

proxy (8%). 

Three-quarters of the parents with psychiatric disorders were the mothers of
the children who were killed, and nearly 40% of them had had contact with
adult psychiatric services in the month prior to the fatal incident. It was
noteworthy that their utilisation and compliance with psychiatric services
was variable and poor. Notwithstanding this, Falkov found that the level of
participation by adult psychiatric services in interagency child protection
practice was minimal (Falkov 1996). 

The academic psychiatric social workers Julia Stroud and Colin Pritchard
have also researched the relationship of parental psychiatric disorder to
child homicide. Stroud & Pritchard (2001) reviewed psychiatric reports in
the UK concerning 68 adults (42 female) who were charged with killing or
attempting to kill a child. While asserting that the ‘vast majority of psychi-
atrically disturbed people pose no threat to their children’, the authors echoed
Falkov’s conclusion that adult psychiatric services often overlook the welfare
of the children of their patients. They also highlighted that in general most
social workers are inadequately trained in relation to psychiatric issues. In
most social services departments, ‘child protection workers are unlikely to
have adequate knowledge and experience of mental disorder to undertake
the difficult and demanding risk assessments required’ (Stroud & Pritchard
2001, p. 263). 

It is particularly important that assessments are multidisciplinary with families
where a serious suspicious injury to an infant has occurred in the context of a
parent with a formal psychiatric illness. It is vital, for example, that social
workers understand the significance of future risks related to particular psy-
chiatric diagnoses (and also the impact on parenting abilities of psychiatric
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conditions and medications). It is equally vital that psychiatrists understand
the psychosocial context of the patient/parent insofar as this contributes import-
ant stressors, or buffers, regarding precipitating factors for psychiatric illnesses. 

In the graphic context of child abuse tragedies, it is important to highlight
that the vast majority of parents with formal psychiatric disorders do not
cause harm to their children (Stroud & Pritchard 2001). Multidisciplinary
mental health services are continually working to assist and support parents
with mental illnesses of many forms to care appropriately for their children.
Undoubtedly, such services ensure that unknown numbers of children who
might otherwise be adversely affected do not come to significant harm. 

Post-natal Depression 

There are three noted forms of depression that can affect mothers after child-
birth: ‘baby blues’, post-natal depression and post-natal psychosis (also
referred to as ‘puerperal depression’). Baby blues is so common that it is con-
sidered a normal (but unpleasant) transient reaction to childbirth. Symptoms
include being weepy and irritable with low mood, starting around the third
day after the birth, and lasting usually for about 1 week before resolving.
Informal support, reassurance and rest are indicated, and medical, psycho-
logical or psychotherapeutic treatment is not required. 

Post-natal depression develops within 2–6 weeks after giving birth, and
affects up to 15% of new mothers within 1 year of their child’s birth (Warner
et al. 1996). Symptoms are more pronounced and prolonged than with ‘baby
blues’ and include combinations of low mood, continual tearfulness, irritabil-
ity, feelings of rejection and aggression toward the baby, feelings of guilt and
inadequacy, and poor concentration. These symptoms are likely to have a
significantly deleterious impact on the developing bond with the baby, may
impair parenting skills and commitment, and adversely affect family rela-
tionship and general ability to cope with life. Other factors such as ambiva-
lence about having a baby, traumatic birth experience, relationship tensions
and lack of support can exacerbate the condition. Some mothers deny their
inner desperate feelings to significant others (and often to themselves) and
therefore do not receive adequate support or seek necessary help. Post-natal
depression can be a significant contributory factor to ‘out of character’
impulsive and aggressive responses to a baby. As this period coexists with a
peak incidence for babies’ crying, this potent, stressful combination may
overwhelm coping mechanisms. Consequently, post-natal depression can
contribute to high-risk situations, and medical and psychotherapeutic inter-
ventions are necessary: a combination of antidepressant medication and
counselling is most effective (Puri 1995). 
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Post-natal/puerperal psychosis is a very serious, acute condition that is
fortunately rare; it affects approximately one in every 1000 pregnancies.
The onset is rapid (usually at 3–14 days after birth), and the psychotic
symptoms include confusion, delirium, hallucinations, irrational behav-
iour and suicidal thoughts. Delusions relating to the baby may occur.
These can create severe risk, as the delusional thinking may involve the
baby having to be killed either for his/her own protection (psychotic altruism)
or because the baby is misperceived as a threat to the parent. Psychiatric
inpatient treatment (sometimes in the mother–baby unit) is usually
indicated for post-natal psychosis, and the prospects for full recovery
can be very good. 

Personality Disorders 

In stressing the need for child protection workers to have improved levels
of psychiatric understanding, Stroud & Pritchard (2001) emphasised the
importance of including specific knowledge of the impact of personality
disorders. As defined in ICD-10 (WHO 1992), personality disorders are
‘deeply ingrained and enduring behavioural patterns manifesting as inflexible
responses to a broad range of personal and social situations’. People with
serious personality disorders (especially the ‘dissocial’, ‘psychopathic’ or
‘sociopathic’ types) demonstrate a range of distinct psychological and behav-
ioural features (Puri 1995). These include combinations of the following:
distortions in perceptions of themselves; impaired emotional expression;
inhibited impulse control; frequent outbursts of aggression; lack of empathy,
remorse and conscience; highly manipulative and exploitative behaviour;
and inability to have successful sustained relationships. These disturbances
are expressed in behaviours that appear more dramatic than the social norm
and often result in significant interpersonal conflict. 

It is estimated that 10% of the general population is affected by some
form of personality disorder (Cordess 2003). Falkov (1996) reported that
28% of the parents in his sample of fatal abuse had an identifiable person-
ality disorder. A generation earlier, Steele and colleagues (Steele &
Pollock 1968) had concluded that 5–10% of abusing parents possess per-
sonality disorders of such severity that they are likely to abuse children
repeatedly and cruelly. As can be deduced from some of the graphic
examples in Chapter 2, parents with such personality disorders are likely
to be responsible for the most violent and sadistic child killings. They can
pose particular challenges (including intimidation and violence) to child
protection workers. They and their children rarely benefit from a ‘lighter
touch’. 
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Mental Health Problems Without Formal Psychiatric Disorder 

One of the most challenging problems that arises in assessments is the presence
of concerns about parental mental health that do not appear to meet criteria for
formal psychiatric diagnosis. A well-reported assessment error in such situ-
ations is to conclude that the absence of a formal psychiatric disorder means that
the level of risk is not as high as it otherwise might be. As several studies have
highlighted (Falkov 1996; Reder etal. 1993), parents can demonstrate alarming
levels of attitudinal, emotional, relational and behavioural disturbances with-
out fitting into any formal psychiatric diagnostic category. Predicting future
behaviour and outcomes in such a situation can be harder than with parents
who have formal psychiatric disorders (Gallwey 1997). 

Such problems include grossly inconsistent attitudes toward others
(e.g. children, partners and professionals); highly unpredictable hostile
behaviour; significant emotional lability, flatness or incongruity; lack of
impulse control (frequent physical and verbal aggression); disabling apathy;
substance misuse; and suicide attempts and self-harming. These behaviours
impact negatively on adult and parenting relationships, contribute to
domestic violence, and affect the nature of parents’ relationships with
professionals. In one memorable case in the NSPCC research (to be discussed
in Chapter 5), a mother who had set herself on fire in front of her children
was diagnosed as having ‘no formal psychiatric disorder’. We reiterate
the conclusions of Reder & Duncan (1999): it is parental behaviour,
rather than psychiatric diagnosis or lack of it, that is the key child protection
assessment factor. Consequently, psychiatric assessments must be comple-
mented by risk assessments focused on the psychosocial context of parental
behaviour, and the potential for change regarding these concerns. 

Alcohol/Substance Abuse 

A 4-week-old baby was found dead in bed by a family friend next to both
parents who were deep in heroin-induced sleep. The baby had been born with
opiate withdrawal symptoms and had only been home in parents’ care for two
days following discharge from hospital. Official cause of death was given as
Sudden Infant Death Syndrome (SIDS) which seems questionable given the
context of major concerns (especially parental drug usage) revealed in the Part
8 enquiry. The Part 8 Review concluded that this death was preventable and
social services had failed to act protectively despite expressed medical concerns.
The case had been designated as ‘child in need’. 

At age 4 weeks a baby boy was found dead by his parents. Initial post-mortem
findings were indicative of cot death. Several weeks later toxicology reports
revealed large amounts of heroin and distalgesic in the baby’s blood. Both parents
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were charged with murder and eventually (half-way through trial) pleaded
guilty to manslaughter. The baby had been placed on the child protection
register at birth in relation to serious pre-natal concerns including parental
mental health issues, domestic violence and emotional neglect of two siblings.
However, care and development of the baby prior to death was consistently
noted to be good throughout regular observations, and agencies had no
knowledge or suspicion of parental use of non-prescribed drugs. 

These two cases from the NSPCC research (discussed in Chapter 5) illustrate
the presence of a significant pattern of alcohol/substance abuse sometimes
featured in cases of severe child maltreatment and neglect. Assessment of
this factor will affect decisions regarding reunification and outcomes (Coleman &
Cassell 1995; Terling 1999). The effects of substance misuse relevant to child
welfare and abuse can include the following: 

● parental disinhibition and poor impulse control (e.g. poor tolerance of
frustration, violent outbursts) 

● distorted parental perceptions and cognitions (e.g. lack of awareness of
impact on child, lack of empathy) 

● parental mood dysfunction/swings (ranging across depression, agitation,
panic and manic to euphoria) 

● impact on parental memory (e.g. poor recall of behaviour and events –
including violence – when intoxicated) 

● parental preoccupation with immediate adult needs (e.g. lack of attention
to child’s needs and routine) 

● inadequate supervision of child (e.g. child left alone or supervised by
unsuitable others; or parent(s) unconscious) 

● parental preoccupation and dependence on drug/alcohol subculture (e.g.
exposure of child to disinhibited, disturbed and criminal behaviour of a
range of adults) 

● dangerous criminal activity and high-risk prostitution to obtain money for
supplies 

● degeneration of parental self-care that affects care of child and household 
● deliberate or accidental ingestion of parents’ drugs by child (e.g. through

lack of supervision or intentionally administered to subdue the demands
of the child). 

Much of this behaviour and its effects can be concealed from child protection
workers. Parental denials of the extent and effects of their substance misuse
can be highly plausible yet contrast markedly with reality. This is a very dif-
ficult issue to assess from a child protection standpoint. Children of many
parents who use, and misuse, substances do not come to great harm. Substance
misuse in itself is not predictive of serious child abuse. However, when it is
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known to have been a factor in previous abuse or significant neglect, it must
be considered as a potential indicator of risk of recurrence. Courts can now
order hair strand toxicology tests, which are a valuable way of confirming
(and disconfirming) parental self-reports about drug use and abstinence. 

Domestic Violence 

Some infants are killed or seriously injured in the context of violent family
relationships – especially violence between their parents. This is referred to
in the literature as intimate partner violence or domestic violence. A body of
research evidence suggests that there can be a strong association between
domestic violence and child abuse (Hester et al. 2000; Sturge 2000). Edleson
(1999) reviewed 35 studies which examined both child abuse and domestic
violence, finding an ‘overlap’ between the two types of violence of 30–60% in
a majority of the studies. Cleaver etal. (1998) noted that at the point of referral
to social services, domestic violence was recorded in 27% of child protection
cases, rising to 51% in cases that became subject to care proceedings. Similar
findings were made by Farmer and Owen (1995) and Brandon and Lewis
(1996). Three studies of child fatalities recorded domestic violence in just
under one-third of cases (Reder & Duncan 1999), in at least one-half of cases
(Reder et al. 1993), and in two-thirds of cases (Sinclair & Bullock 2002). 

Is domestic violence predominantly a manifestation of unidirectional violence
directed at women by men, or is the expression of conflict within intimate
relationships a more complex and multivariate process? This is a contentious
issue which can give rise to significant bias and errors in child protection
assessments (Sturge 2000). A feminist stance construes domestic violence as
almost exclusively male to female (Dobash & Dobash 1992). 

Other research has noted that fathers involved in domestic violence are
rarely effectively engaged in a constructive way by professionals, who tend
to focus individually on the mothers in the family (Farmer & Owen 1995;
O’Hagan 1997). Stanley & Goddard (2002) reflected that as, increasingly,
most front-line child protection professionals are women, actual (or feared)
intimidation could result in fathers being avoided in such situations from
feelings of personal discomfort or lack of safety. Consequently, male
accounts of the dynamics of intimate partner violence tend to be unheard. 

Most experienced child protection practitioners will be familiar with cases
where mothers have serial, mutually aggressive relationships with men of
established violent histories. Fatal case reviews often note backgrounds of
serious domestic violence involving mutually provocative and retaliatory
behaviour by both parents, including repeated separations and reconciliations.
In these cases, repeated reconciliations are often mystifying and dismaying
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to child protection workers when they have invested considerable commitment
and resources in assisting mothers to separate from violent partners and to
establish themselves as single parents. For children, it results in highly disturbed
lifestyles and confused attachments in unpredictable violent environments to
which, sometimes, social workers appear to have become resigned or desensitised. 

Child protection assessment errors can arise when there is inadequate pro-
fessional recognition and understanding that women can and do initiate serious
violence to their adult partners and children. Generally, research on domestic
violence (see Tomison 2000, for a thorough review) tends to ignore the type
of situation we are drawing attention to in which women have a significant
role in either initiating, reciprocating or escalating physical expression of
conflict in relationships. However, Archer (2000) recently drew attention to
the actively violent female role in some dynamics of intimate partner violence. 

Many years ago, the founder of Chiswick Women’s Refuge, Erin Pizzey,
noted that 62% of women seeking refuge in a domestic violence shelter were
in fact as violent as the partner they had just left (Pizzey 1982). These import-
ant findings were (and remain) deeply unpopular in the domestic violence
‘movement’, from which Ms Pizzey was unceremoniously excommunicated
(Pizzey 1998). Pizzey’s experiences have more recent support from O’Keefe
(1995), who found, in a study conducted in a women’s refuge, that 35% of
the children had been abused within the past 12 months by both parents.
More research is needed to understand the complexities of intimate partner
violence, particularly in respect of potential for change – and the most effect-
ive interventions to promote this. 

Parents Who Were Abused as Children 

A major retrospective prevalence study into levels of child abuse in the UK
was undertaken by the NSPCC at the end of the 1990s (Cawson et al. 2000).
The results revealed that 7% of children suffer serious physical abuse, 6%
serious neglect, 6% serious emotional abuse and 4% serious sexual abuse by
a parent or relative. These figures are much lower than expected from previous
prevalence studies. 

Retrospective research and clinical material suggest that approximately
70% of parents who seriously harm their own children were themselves
abused as children (Dale & Fellows 1999; Oliver 1993). It is important not to
misinterpret this figure. It does not mean that 70% of people who were
abused as children will abuse their children in some form of ‘intergener-
ational transmission of abuse’. The small number of relevant studies estimate
that approximately 30% of abused children will eventually become abusing
parents (Egeland 1988; Kaufman & Zigler 1987). 
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There is a significant research base (and not inconsiderable controversy)
regarding the nature and extent of consequences in adult life for people who
were abused as children: 

Research demonstrates that significant lasting problems are most likely for
people who experienced chronic multiple abuse, beginning at an early age in
the context of a significantly dysfunctional family. While no symptoms or clus-
ters of adult problems are specific to childhood abuse, extensive empirical and
clinical material highlights clear categories of difficulties that are likely to be
experienced by people who were seriously abused as children. These include
psychiatric symptoms (especially depression) and a range of physical, cognitive,
existential, relational, sexual and social problems. (Dale 2002a, p. 37) 

This often presents a crucial and challenging aspect of assessments of parents
when serious suspicious injuries to infants occur (Dale & Fellows 1999). The
continuing consequences of their own childhood abuse can contribute to
parents experiencing serious depression, substance misuse, preoccupation
with their own extensive, unmet emotional needs, and tendency to form
short-lived, impulsive, intimate relationships. They may also be particularly
suspicious of and hostile towards professionals. Given sufficient motivation,
problems in parenting for adults who were abused as children is an area
where significant positive changes are sometimes possible (Dale 1999, 2002a).
However, the poignant question often arises in court cases of whether the
timescale needed for parental change and maturation is in keeping with
the infant’s need for stable and secure parenting arrangements to promote
optimal attachments and development. 

Parents Who Have Adverse Experiences of Being Brought Up in ‘Care’ 

There are particularly poignant cases of young parents brought up in care
following abuse and neglect by their own parents who cause serious harm to
their own infants by maltreatment or neglect. While many young parents were
significantly emotionally damaged by the abuse and neglect they experienced
in their families before being taken into care, some cases present damning
indictments of the additional harm that can be done to children and young
people in inadequate care systems involving multiple, inappropriate and
sometimes abusive placements. 

Few adults are more bitter than those who have experienced serious and
chronic abuse and neglect within their families, only to be neglected and
sometimes maltreated in ‘care’. In an independent assessment undertaken
by the first author, the father’s level of detestation of social services was
vehement (all names changed): 
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Mr Aubrey’s most negative feelings in relation to his disturbed childhood are
focused on social services. There is considerable depth of feeling in his resent-
ment of the way he was dealt with by social services as a child. He feels that his
career in the ‘care system’ involved significant lack of recognition of his needs,
and lack of professional skill and commitment to help him appropriately. He
resents that (despite a good level of innate intelligence) his skills in reading and
writing are not good. He is bitter at being confined to a secure unit for three
months at age 13. . . . It is in the context of a long history of dissatisfaction with
the role of social services in his life that Mr Aubrey does not conceal his lack of
confidence and trust in relation to the fairness of social services’ interventions
and intentions in relation to baby Aaron. The couple feel that the approach of
the social workers toward them in the recent social services assessment has
been one of negative pre-judgment. 

This assessment begged the crucial question of whether the lack of cooper-
ation of the parents reflected a generalised avoidance of scrutiny indicative of
intent to conceal real risk factors, or whether it was specific to the relationship
with social services. To what extent was Mr Aubrey unreasonably hostile to
social services, or was his behaviour understandable (and reasonable) given
the history and the way in which social services had approached their task?
The assessment concluded: 

It seems clear that an effective working relationship has not been achieved
between the social workers and Mr Aubrey and Ms Jones. The Core Assessment
report does not take into account ways in which the highly contentious rela-
tionship between the parents and social services may have affected the parents’
responses to the social workers’ interventions. In essence, the social workers
were key players in one of the dynamics they were attempting to assess (the
willingness of Mr Aubrey and Ms Jones to cooperate with social services); but
the report does not indicate any recognition of this, or include any comment on
ways in which the social workers attempted to improve the difficult relation-
ship with the couple. In such circumstances the (perceived negative) style of
social services interventions can create unnecessary levels of anxiety for par-
ents and reinforce hostility and non-cooperation; as opposed to providing the
encouragement and support that well-motivated young parents from disad-
vantaged backgrounds can often significantly benefit from. 

Social workers who have the unenviable task of assessing the safety of
infants, at times face the wrath of vulnerable, agitated, petrified and some-
times highly unstable parents whose competence, self-esteem and family
survival are being threatened by (in their experience) the very people who
did not provide for them properly during their own childhood in ‘care’. The
imminent threat of or actual removal of their own infant into the same system
that damaged the parents so badly can generate an abhorrence of social workers
that sometimes can escalate to a dangerous level. Management support and
attention to necessary and appropriate health and safety strategies for social
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workers in such circumstances are vital. However, it does not help if the
interventions are unskilled, patronising and provocative. When such
levels of feelings are aroused, assessments independent of social services
can be particularly helpful in enabling parents to take a less hostile and
oppositional stance. 

Parental Motivations for Causing Harm to the Infant 

There is a fascinating history of forensic research into motives for murders
and other unlawful killings, including fatal child abuse (e.g. d’Orban 1979;
Resnick 1969; Scott 1973; Wilczynski 1997). Establishing the motives of
people who kill other people is a complex research and legal challenge. To
what extent is it valid to rely on self-reports of offenders as to what their
intentions and motivations were? To what extent will such self-reports be
accurate? Or is it inevitable that they will be consciously or unconsciously
reconstructed over time due to subsequent influences and interests? This is
particularly likely to be an issue in criminal proceedings, where the chance
of conviction (and type and length of sentence) may be substantially influenced
by the cogency of accounts regarding motive and degrees of intent and
responsibility. 

Research studies provide typologies of parental motivations for killing
children that are valuable in highlighting the variety of psychosocial circum-
stances that may lie behind such tragedies. One thorough review of motives
was provided by the Australian criminologist Ania Wilczynski. Wilczynski
(1997) undertook three detailed reviews into the unlawful deaths of 95 chil-
dren (in the UK and Australia), using documents made available by the
crown prosecutor (now called the Crown Prosecution Service) in the UK,
and a Child Death Review Team and the Judicial Commission in Australia.
Building on previous research into motives, Wilczynski outlined the follow-
ing 10-point classification. The percentage figure in brackets records the
primary established motivation in Wilczynski’s UK study into the deaths of
48 children: 

● unwanted child (27%) 
● retaliatory killing (21%) 
● parental psychosis (19%) 
● discipline (12.5%) 
● jealousy of or rejection by the victim (8%) 
● altruism (8%) 
● munchausen syndrome by proxy (2%) 
● unknown motive (2%) 
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● killings secondary to sexual or ritual abuse (0%) 
● no intent to kill or injure (0%). 

From this sample of cases where parents faced criminal prosecution, the
most frequently identified parental motives for killing a child were the
child being unwanted; the killing being motivated by retaliation; and
parental mental illness involving psychosis. (It is likely that these results
would be different in samples of cases where criminal charges were not
brought – for example, the ‘no intent to kill or injure’ rate would certainly be
higher.) 

Killing an unwanted child is most specifically a maternal motivation
(Spinelli 2003). All of the nine neonaticides (killing of a baby within 24 hours
of birth) in Wilczynski’s study were killed by their mothers. Wilczynski
notes that ‘denial and concealment of the pregnancy is a classic feature of
neonaticides’ (p. 49). Of the four older unwanted children in her study, three
were killed by their mothers. The circumstances of conception, the planned
or unplanned nature of a pregnancy, and the personal and family implica-
tions of having a child highlight the importance of the findings of Peter
Reder and colleagues relating to understanding the meaning of the child for
the parents (Reder & Duncan 1999; Reder et al. 1993). The motivation for
intentionally killing a child is inextricably linked with the particular mean-
ing of the child for the parent and family concerned. 

The second most common motive reported by Wilczynski – that of the
killing being an expression of retaliatory feelings toward the child – has
been described in a long history of psychiatric research (e.g. d’Orban 1979;
Scott 1973). One parent kills a child in an act intended to hurt or ‘punish’ the
other parent, as in the context of severe relationship disharmony, sexual
infidelity, threats to leave the relationship, or separations from a relation-
ship. For example: 

Two girls died in a car driven and deliberately crashed by their father who had
driven off telling his wife that he intended to kill himself and the three children
following an intense marital row. In fact the father was uninjured, and the third
child recovered after major surgery. The father was convicted of two offences of
manslaughter and sentenced to four years imprisonment. (Dale et al. 1986, p. 173) 

A former soldier who stabbed his two sons to death with a screwdriver ‘to
teach his wife a lesson she would never forget’ was jailed for life yesterday.
Steven Wilson, 44, murdered Brad, seven, and Brett, eight, in revenge for his
wife’s decisions to end their violent marriage . . . (Daily Telegraph, 26/03/2003;
one week later Wilson committed suicide in prison) 

In Wilczynski’s study, the sex ratio of perpetrators of retaliatory child kill-
ings was 60% male, 40% female. Other child deaths occur in the context of
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severe parental psychotic illness. In this context the meaning of the child can
become significantly distorted. For example, the child may be misperceived
as a malevolent force that, for parental self-preservation, has to be extin-
guished. Or, similarly intense paranoid delusions may lead the child to be
misperceived as facing such a level of threat and adversity in the world that
death is the best form of protection for the child. This latter perspective has a
(distorted) altruistic motivation; that is, the intent of the parent at the time is
‘mercy killing’. Research into child deaths in the context of parental psychotic
illness indicates that both mothers and fathers can be susceptible to this. 

It is important to reiterate that risks remain during the course of psychiatric
recovery. In cases of suicidal depression, the risk of suicide actually occur-
ring is at its peak when the depression begins to lift (as the person has
greater volition to carry out the suicidal intent). The same is true in cases
where the parent has psychotic delusions about harming their child. We are
aware of one tragic case of a mother, admitted to a psychiatric hospital with
puerperal depression, who several times stated that she feared she would
kill her children. In hospital, her mood improved in response to treatment,
and she was considered well enough to be discharged. Shortly after return-
ing home, she drowned her twin infants. 

Finally, on the question of motive, some serious and fatal assaults occur in
the context of offenders having high levels of psychological disorientation
where there is significant confusion and little awareness of events (or
motive) at the time (Porter et al. 2001). As we shall discuss in some detail in
Chapter 7, such disorientation may occur due to neurological (e.g. epilepsy/
organic amnesic states) and/or psychological processes (such as psychogenic
amnesia/dissociation), or as a consequence of intoxication (McLeod etal. 2004). 

The Nature of the Incident 

A number of relevant points have arisen from research which has focused on
the context and dynamics of the violent incident itself. For example, there
are indications that the circumstances and methods of killing of children by
male and female parent/carers are generally somewhat different. Fatal
assaults by women are more likely to involve asphyxiation, strangulation,
poisoning, burning and neglect. Killings by men tend to be assaults with
fists, swinging by limbs and shaking (Falkov 1996; Greenland 1980; Wilczynski
1997). According to Wilczynski’s analysis, the methods used by women
indicate a clearer specific intent to kill, more so than attacks by men (where
death or survival may be more a matter of chance). It has been argued that
motive rather than severity of injury is the key assessment factor, as the latter
can be significantly affected by chance factors (Southall et al. 2003). 



CHILD ABUSE RESEARCH 43

Falkov (1996) contrasted the methods of killing between cases where
parents had a formal psychiatric disorder and those who did not, reporting
greater incidence of asphyxia, use of implements, poisoning and drowning
in the former group. Reder & Duncan (1999) and Pritchard & Stroud (2002)
concluded that such types of killings of children by severely mentally ill
parents are qualitatively different from other forms of fatal child abuse.
While fatality research supports the finding that infants aged 0–12 months
are at greatest risk, it is also the case that where parents have psychiatric
illness, the risk age for children in the families extends for several years
beyond the first birthday (Falkov 1996; Reder et al. 1993; Stroud &
Pritchard 2001). 

Combinations of the child, parent and family factors discussed in this
chapter are often identified retrospectively in investigations of child abuse
deaths. In many assessments relating to potential reunification (or future
children) they will be key issues to be explored. However, it is important to
stress that these factors in themselves are not accurate and reliable predictors
of abuse. Nor does their presence (even in significant combinations) prove
that the cause of a suspicious injury or death was abuse. It is a fundamental
mistake to assume that because, say, such factors are found in 75% of fatal
abuse cases, that in 75% of families with such factors a child will be abused.
To make this assumption generates an extremely high level of false-positive
identifications.





4 

CHILD PROTECTION 
RESEARCH 

Five main areas of research are relevant to understanding the effectiveness
of child protection interventions with infants who have sustained suspicious
serious injuries. We shall focus on four of these in this chapter: 

● studies which focus on the process and outcomes of general child protection
practice in relation to large samples of referrals to social services 

● research into the processes and outcomes of care proceedings in the family
courts 

● studies that analyse problems in interagency communication and profes-
sional practice in cases that have had fatal outcomes 

● research that identifies successful and unsuccessful outcomes in relation
to reunification and re-injury rates. 

The fifth area of research into child protection system processes and outcomes –
that which focuses on eliciting and analysing family perceptions of child
protection interventions – is discussed in Chapter 6 of this book. 

ANALYSES OF GENERAL CHILD PROTECTION PRACTICE 

The most substantial collection of studies focused on the processes and out-
comes of large samples of child protection/welfare referrals to social services
was commissioned in England and Wales by the Department of Health, fol-
lowing public concerns about overcoercive child protection practice
revealed by the inquiry into the events in Cleveland in 1987 (DHSS 1988). It
is this collection of studies (e.g. Farmer & Owen 1995; Gibbons et al. 1995;
Thoburn et al. 1995) that informed the policy of ‘refocusing’ promoted in the
UK government summary publication Child Protection: Messages from Research
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(Department of Health 1995). This publication generally highlighted the
false-positive aspect of child protection practice in that too many families
needing support were being drawn unnecessarily into formal child protec-
tion procedures. Once caught in the child protection ‘net’, many families
were damaged by the experience, and in fact often still did not receive the
help that they required. Messages from Research summarised these findings as
follows: ‘The emphasis on abuse was too great in many cases dealt with
under a child protection banner, especially as one third of families were well
known to social workers and could be approached without the spectre of
child abuse being raised’ (Department of Health 1995, p. 35). 

Consequently, it was concluded that the threshold for entry into the child
protection system was too low, and that in general a ‘lighter touch’ policy
was needed to refocus formal child protection interventions on the more
serious cases. In the interests of encouraging child protection systems to
focus more specifically on abused children to minimise false-positive
identifications (and wasted resources), this makes much sense. 

Unfortunately, the Messages research programme methodology and
analysis did not attend equally to the need for child protection interventions
to become more consistent and specifically effective with actual cases of
serious abuse which do need to be in the child protection system. In this
chapter we are particularly interested in what these studies tell us (and do
not tell us) about risk factors associated with serious physical abuse, and
about child protection outcomes – especially successful reunification and
re-injury rates. 

PROCESSES AND OUTCOMES OF CARE PROCEEDINGS IN 
THE FAMILY COURTS 

We have to do something. It’s unbearable the research that shows how badly
children have done in care. (lawyer, in Hunt & Macleod 1999, p. 228) 

In the court arena, child protection practice involves the interplay of two
distinct professional cultures and traditions (King & Trowell 1992): 

● law, policing and justice 
● the various ‘helping’ professions (e.g. psychiatry, psychology, social

work, counselling/psychotherapy). 

The predominant culture of law and justice is dichotomous: lawyers and the
judiciary search for certainties, consistency, regularity, predictability, linear
development and identification of individual responsibility (Coles & Veiel
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2001). In contrast professionals with a change-promoting purpose are accus-
tomed to working in a continuous culture: contexts of uncertainty, contradic-
tion, ambivalence, ambiguity, intuition, dynamic development and diffuse
responsibilities. Consequently, the courtroom is not natural territory for most
therapeutic professionals, and it can feel uncomfortable, alien, undermining
and occasionally intimidating (Wall 2000). 

Several publications have addressed the need for legal systems and thera-
peutic systems to work more effectively together in ways that produce better
outcomes for cases that end up in courts. There is a need to halt an identified
process where therapeutic professionals are increasingly reluctant to become
involved in forensic work because of the unpleasant nature of the experience
(Brophy & Bates 1998; King & Trowell 1992). This is not to say that therapeutic
culture cannot benefit from utilising some of the specific principles of legal
practice. For example, some major therapeutic misadventures of recent times
might have been avoided or minimised if therapeutic practice had been
more firmly rooted in the rights of patients/clients, and the need to have
evidence to justify the likely benefits of certain approaches (Dale 1999;
Pendergrast 1995). 

Cases of serious suspicious injuries to infants are highly likely to result in
care proceedings initiated by local authorities. What, then, is known from
research about the processes and outcomes of care proceedings in family
courts? Unfortunately, there have been no studies focused specifically on
legal proceedings relating to seriously injured infants (and their present and
future siblings). However, there are several important publications that
inform us about key process and outcome issues in care proceedings relating
to general serious childcare concerns. We shall discuss a selection of this
material; first, issues arising from five judicial studies conferences held
between 1995 and 2003, and second, some specific studies of samples of
families subject to care proceedings. 

Judicial Studies Conferences 

Between 1995 and 2003, a series of conferences held at Dartington were
sponsored jointly by the Judicial Studies Board and the Department of
Health. These events brought together senior figures in the legal establish-
ment and nationally prominent therapists (mostly psychiatrists and
psychologists with experience of forensic work), all of whom had an
active and shared interest in legal proceedings affecting children and fam-
ilies. The proceedings of these conferences are referred to in the following
titles: Rooted Sorrows (Wall 1997), Divided Duties (Thorpe & Clarke 1998),
No Fault or Flaw (Thorpe et al. 2000), Delight and Dole (Thorpe & Cowton
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2002) and Hearing the Children (Thorpe & Cadbury 2004). These publica-
tions provide a fascinating insight into the complex interaction between
legal and psychotherapeutic culture and practice, in the context of a
shared aim to increase mutual understanding and establish a clearer and
more effective role for therapeutic insights and input into court proceed-
ings concerning children. Issues discussed at the conferences included the
function of expert witnesses, the role of courts in ordering necessary
assessments, the non-implementation of care plans, and the impact of the
Human Rights Act 1998. These discussions had a significant influence on
the development of judicial policy, and even on judgments in subsequent
individual cases. 

One criticism of the Dartington conferences, however, is that the ‘thera-
peutic’ contribution was significantly dominated by a psychoanalytic psy-
chotherapy perspective (Waller 1997). The fact that this was so is both
disappointing and ironic, as (invariably long-term) psychoanalytic
psychotherapy is possibly one of the least suited approaches to promot-
ing positive change with parents and families in relation to the often
raised criterion in courts of the ‘child’s timescale’. It is also theoretically
abstruse, highly susceptible to the intuition (bias) of the therapist, and
almost totally devoid of empirical evaluation. Judging by the contribu-
tions to these five conferences, it may still be the case that the judiciary
remains overdeferential to psychoanalytically derived assessment and
opinion, and insufficiently informed about the wide range of other, more
evidence-based therapeutic and psychosocial interventions. This issue is
discussed further in Chapter 9, ‘Potential for Change’. 

In addition to the informative Dartington conference proceedings, there
are three specific research studies which focus on the processes and outcomes
of care proceedings in the family courts. We shall select key issues from each
of these studies in turn. 

The Last Resort (Hunt etal. 1999) 

This was a large-scale study of nearly 200 cases proceeding through the civil
courts both before and after the implementation of the Children Act 1989 (in
October 1991). Prior to October 1991, many of the most serious child abuse
cases were dealt with under wardship jurisdiction, which, crucially, enabled
judges to retain control of local authorities’ actions regarding children subse-
quent to the conclusion of proceedings (as the child remained a ward of
court). As we shall see, the inability of courts under the Children Act 1989
to review and direct local authority care plans for children subject to care
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orders has become and remains a matter of significant concern. This study
discussed the following problems in the operation of the court system: 

● Social services assessment reports for courts were often inadequate –
being overdescriptive with minimal analysis. 

● Some families were involved in legal proceedings prematurely, and some
families were involved much too late in proceedings. 

● The rights of children and parents were much better protected within the
legal system than they were within the welfare system (that is to say, in
cases that did not go to court but were handled on the superficially attract-
ive basis of the 1989 act philosophy of ‘partnership’ – which, however,
denied parents the right to legal representation and the child access to a
guardian ad litem). 

● Major problems were identified with resources for court time, and in rela-
tion to the undertaking of assessments for courts. 

The Best-Laid Plans (Hunt & Macleod 1999) 

Joan Hunt’s second study focused on post-Children Act (1989) cases that
were subject to applications to courts from local authorities for care or super-
vision orders. The sample comprised 131 children from 81 families. Records
pertaining to each case were reviewed 3 years after the conclusion of the
court proceedings to establish follow-up outcomes. Consequently, the aim of
the research was ‘to ascertain and document what happens to children subject
to care proceedings after the court has made its final decision’ (Hunt & Macleod
1999, p. 7). A wide range of child protection concerns were included, and
cases involving serious injuries to infants cannot be distinguished. Neverthe-
less, there are important findings that clearly do apply to this age group,
particularly in relation to changes in care plans and placement breakdowns. 

Changes in Care Plans 

To what extent are social services’ care plans that are presented to, and ulti-
mately approved by, courts actually implemented? Are the planned place-
ments for children sustained effectively over time? The researchers found
that at the time of the final hearing firm care plans for 120/131 of the children
presented by the local authorities were as follows: 

● placement with at least one parent (61 children – 51%) 
● adoption (27 children – 22.5%) 
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● long-term substitute care – fostering or residential – (17 children – 14%) 
● kinship care (15 children – 12.5%). 

A significant tension between local authorities and courts was noted in rela-
tion to responsibility for ensuring that court-agreed care plans are actually
implemented by local authorities after the completion of care proceedings.
As we have noted, in the old ‘wardship’ proceedings, the court could direct
the actions and services of the local authority. However, under the Children
Act 1989, this judicial role and authority were extinguished. After making
the final care order, the court no longer has authority to monitor, regulate or
intervene if the local authority (for whatever reason) does not follow its
intentions as stated in the care plan. 

This study noted that most professionals involved in such court cases
(apart from local authorities) felt strongly that there is a need for some form
of judicial scrutiny of the implementation of care plans. To what extent is
this a problem? The Best Laid Plans attended to this question in detail. In the
sample in the study, care plans were not implemented (or were significantly
changed) in 49/83 cases (59%). In many cases, the researchers concluded
that such changes were reasonable and appropriate, given the changed
circumstances in the life of each child. However, in a minority of cases, the
non-implementation of the original care plan (or its change) resulted from
capricious and quite unreasonable behaviour on the part of the local
authority – to the extent that the researchers concluded that the court had, in
effect, been misled. 

Such failures occurred for a number of reasons. First, there was a tendency
for a sense of direction to be lost within social services once the court pro-
ceedings were completed. Intense social services activity is focused on
obtaining the care order; but after this is achieved, the momentum can be lost,
and cases can drift for long periods within social services systems. 

Second was the issue of resources. Staff changes and vacancies mean
that family placement work (needed for the implementation of many care
plans) has a low priority within social services. Difficulties are also experi-
enced in actually providing services as spelled out in care plans (this is
particularly so if such services are expected from separate health depart-
ments/agencies). 

Third, there were cases where the local authority found itself in the
position of having insufficient resources to implement the care plan (including
the use of such resources being vetoed by senior social services managers on
the grounds of budget constraints). 

Fourth, there were a small number of cases where local authorities appeared
to change direction radically in complete disregard for the care plan that had
been presented to the court. 
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As far as such examples are likely to relate specifically to infants with sus-
picious serious injuries, examples of such changed plans noted by Hunt and
Macleod (1999) included: 

● removal of children placed at home 
● adoption of children for whom the plan had been rehabilitation 
● long-term fostering rather than adoption and vice versa 
● plans to place with relatives changed to placement outside the family 
● dramatic reduction in frequency of contact. 

Consequently, this research highlighted the concern that local authorities
cannot be relied upon to implement care plans: ‘Most plan changes were
accomplished without any outside scrutiny and the appropriateness of the
new plan for the child was left entirely to the judgement of the local authority’
(Hunt & Macleod 1999, p. 197). 

Placement Breakdowns 

By the end of the 3-year follow-up period, approximately one-third of the
care plan placements had broken down: 

A failure rate of 3 in 10 plans, however, after the lengthy and close scrutiny
most had received during the court process, might be regarded as rather dis-
appointing, perhaps suggesting a degree of unwarranted over-optimism on
the part of the courts and the professionals advising them. (Hunt & Macleod
1999, p. 43) 

Although issues relating to placement breakdown are complex, the authors
highlighted the need for appropriate resources in establishing and support-
ing all forms of placement to have maximum chance of effectiveness. This is
especially so in relation to kinship care placements, which are particularly
prone to breakdown when there is continuing antagonism between extended
family members: 

Three continuing (kinship care placements) were characterised by serious and
chronic conflict between parents and carers. . . . Carers described children cow-
ering terrified as they witnessed these angry confrontations. . . . Accepting the
local authority having parental responsibility is hard enough for a parent to
swallow, accepting relatives doing so may be just too much, particularly per-
haps if the supplanting relative is a sibling, rather than a parent. (Hunt &
Macleod 1999, pp. 98–9) 
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Kinship care is a very appropriate and effective method of placement for
many children who cannot live with their natural parents. However, it
should not be seen as a cheap option. Failure of kinship care placements in
this study often reflected inadequate levels of support by social services,
which, in one case, was described as being ‘disgracefully negligent’ (Hunt
2001, p. 33). 

Harwin & Owen (2002) 

The third study we shall discuss focused specifically on the implementation
of care plans after the conclusion of care proceedings. The researchers distin-
guished three components of care plans: 

● the planned placement 
● the planned contact 
● the planned services. 

The sample comprised 100 children from 57 families who were placed on
care orders in 1997. Follow-up information was obtained from files and
interviews with professionals 21 months after the making of the care order.
Overall, 60% of care plans had been implemented fully by follow-up – but
not all of these cases had outcomes that could be considered to be successful.
Conversely, 40% of care plans had not been implemented fully at follow-up –
and not all of these outcomes were considered to be unsuccessful. 

A number of findings in the Harwin and Owen study (about placements,
contact and services) are very relevant to our concern in this book about seri-
ously injured infants. In the sample the biggest change in care placement
plans was a significant change in direction from an initial commitment to
reunification – this being replaced by plans for adoption. This change in dir-
ection stemmed particularly from the influence of the guardian ad litem and
expert witness. The family feature that weighed most heavily against reuni-
fication was parental substance abuse. In this sample, this factor had far
greater adverse impact on the potential for reunification than did parental
learning difficulties, mental health problems and domestic violence. 

While many commentators are justifiably concerned about non-
implementation of court-endorsed care plans by local authorities (Hunt &
Macleod 1999), Harwin and Owen are gentler in their analysis of the local
authorities’ perspective. First, they note that sometimes care plans are changed
for very good reasons, to reflect continually evolving circumstances or
unexpected events. As such, care plans should not be ‘set in stone’. Second, they
note that much non-fulfilment occurs in relation to the services aspects of some
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care plans. For example, local authorities are having increasing difficulty in
recruiting specialist foster and adoptive parents for children with special
needs. Third, local authorities may find that they do not have the financial
resources to commission the specified specialist services or that other service
providers (especially health) refuse to deliver. In this context it would be
sensible for courts not to agree care plans unless a senior manager of the
local authority has confirmed to the court that the necessary resources for
the plan will be made available. 

PROBLEMS IN INTERAGENCY COMMUNICATION AND 
PROFESSIONAL PRACTICE 

The third major area of research on the efficacy of child protection systems
focuses on problems in interagency communication and professional practice.
Research findings consistently highlight the false-negative aspect of child
protection practice – where risk factors are not recognised, and where assess-
ments of risk are either absent or significantly inadequate. The body of risk
research has repeatedly drawn the same conclusions about the shortcomings
of interagency communication, coordination and professional practice
associated with fatal cases of child abuse. These concerns divide into three
main areas: 

● absent or inadequate assessments undertaken by professionals 
● poor coordination and communication between agencies 
● family-agency dynamics. 

This research stems predominantly from overviews of statutory inquiry and
Part 8 Review reports. The findings are familiar and repetitive over more
than two decades, giving rise to the questions: why do such significant
errors continue to be made? why do interagency coordination procedures
not identify such failings more effectively at an early stage? 

Absent or Inadequate Assessments 

One of the most striking findings in the risk research into professional prac-
tice and interagency communication is that in most fatal cases where con-
cerns had been known to appropriate agencies, adequate and appropriate
assessments of risk were not undertaken. A long list of research publications
have drawn this conclusion (virtually all of the publications in Table 3.1 on
page 28). The conclusion of Reder and Duncan after their second review of
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a sample of child abuse fatalities in the 1990s can speak for the conclusions
of these studies as a whole on this issue: 

The most common assessment problem in the cases reviewed was that assess-
ments were not undertaken following notification of a child maltreatment
concern. Sometimes this meant that a referral received no specific response at
all or that minimal information was sought from unreliable sources. Alterna-
tively, interventions were planned and decisions taken but they did not appear
to have been guided by any assessment. We wondered whether this might
have been due to omissions by the reviewers when compiling the chronology,
so that assessments had been performed but were simply not recorded. How-
ever, there were so many examples of this absence of reported assessments that
we believe a more likely explanation is that they were, indeed, not performed.
(Reder & Duncan 1999, pp. 84–5) 

Statutory inquiries and Part 8 Reviews have concluded repeatedly that
front-line agencies fail to recognise the significance of danger signs in
families. Consequently, families with known, significant, high-risk indica-
tors are not referred to social services by universal services such as health
visitors, police, paediatricians and GPs. As we have noted from our own
research: 

In 13/17 of the fatal cases, the baby had died in the absence of formal child pro-
tection interventions. This signifies that serious and fatal violence to babies, on
occasions, can erupt quite unpredictably in families where there have been few
or no previously recorded significant concerns. However, in all but two of
these 13 cases, the Part 8 Review reports concluded (or intimated) that the level
of concerns known to professionals prior to the fatal SIDE [serious injury – dis-
crepant explanation] injury should have led to child protection procedures being
invoked to assess the safety needs of the children prior to the fatal incidents.
A quite inappropriate level of professional tolerance of observed harm or
threat to babies/infants without child protection interventions being triggered
was apparent in some cases. (Dale et al. 2002, p. 306) 

In other cases, universal services did refer high-risk families to social services,
but these referrals resulted in either a very delayed, low-level, ‘child in need’
response – or no response at all: 

The major failings in professional judgements identified by the Part 8 Reviews
involved the absence of appropriate assessment of situations of concern
(apparent in 9/17 cases) and the practice of social services in categorising refer-
rals as ‘child in need’ rather than ‘child at risk’. In effect, ‘child in need’ desig-
nations virtually guaranteed that no assessment of the child or family would
occur, and may have falsely reassured other professionals (particularly Health)
that the welfare of the child about whom they had expressed concern would be
looked into. (Dale et al. 2002, p. 306) 
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Such cases reflect insufficient urgency to assess the immediate safety/pro-
tection needs of the injured infant – separate from the fuller comprehensive/
core/independent assessments of the risk of recurrence of injury and the
prospects for reunification. Research consistently notes that assessments
often reflect inadequate analysis of the information obtained or the influence
of significant biases in the interpretation of the information (Holland 2004;
Macdonald 2001; Munro 1999; Scott 1998). These researchers conclude that
this is a sign that the education and training of social workers may be inef-
fective in developing skills relating to the synopsis and analysis of complex
information, and also that significant biases can be undetected in the process
of thinking (and forming opinions) that is overreliant on intuition, as in
emotional contamination, fixed views and fundamental errors in reasoning
(Arthurs & Ruddick 2001; Dale et al. 2002; Macdonald 2001; Munro 1999,
2002; Reder et al. 1993; Scott 1998). 

Basic Communication and Coordination Between Agencies 

In 1974, the inquiry into the death of Maria Colwell stated: 

There was no question at any time in our view of anyone deliberately shirking
a task; there was no shortage of devotion to duty. What has clearly emerged, at
least to us, is a failure of systems compounded of [sic] several factors of which
the greatest and most obvious must be that of the lack of, or ineffectiveness of,
communication and liaison. A system should so far as possible be able to
absorb individual errors and yet function adequately. (Secretary of State
1974, p. 86) 

One outcome of the Colwell inquiry was the initial establishment of the current
structure of local interagency child protection procedures under the auspices
of Area Child Protection Committees (ACPCs). Since this issue was high-
lighted by the Colwell inquiry, virtually every statutory inquiry into child
abuse deaths, and significant proportions of Part 8 Reviews, have continued
to make recommendations about improving interagency communication
and coordination. Continuing problems include: 

● failure to follow established child protection procedures 
● poor professional recording of information, activities and rationales for

actions/inactions 
● absent, inadequate and distorted communication between professionals 
● poor coordination of agency activities and responsibilities 
● role confusion and conflicts between professionals. 
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Part 8 Reviews often conclude that deaths were not predictable or prevent-
able, and many criminal child abuse trials have concluded with judges making
similar comments. It is not now common for a Part 8 Review to conclude that
errors or gaps in the procedures themselves had a significant role in the cir-
cumstances of the death of a child. The recurrent major problem is that the
procedures are not followed (Arthurs & Ruddick 2001; Sanders et al. 1999).
To our knowledge, no research has explored in detail the baffling question of
why professionals do not more consistently follow established procedures in
child protection cases. 

Family–Agency Dynamics 

Understanding (and influencing) the dynamics that arise in the domain
where families and professionals interact is crucial with regard to maximis-
ing the potential for services to achieve their aims. In an earlier book, Dangerous
Families, this dynamic was construed systemically as the ‘family–agency’ system
(Dale et al. 1986). Dangerous Families pointed to the need in some cases (espe-
cially those that were ‘stuck’) for an intervention into this system as a whole
to clarify roles, processes and desired outcomes. 

The kernel of child protection practice is found in the interaction between
families and the network of professionals and agencies – a context of com-
plex dynamics and motives (Crenshaw 2004). Families and professionals
encounter each other with positive, mixed, uncertain and occasionally disas-
trous results. As we shall discuss in Chapter 10, families and professionals
behave both reasonably and unreasonably. Surprisingly, the dynamics of
these crucial interactions have not been subject to a great deal of research.
One exception to this is the study led by Peter Reder (Reder et al. 1993). 

Beyond Blame – The Reder Research 

Consultant child and family psychiatrist Dr Peter Reder and colleagues have
undertaken the most detailed systematic exploration of the dynamics
between families and the child protection system through their analysis of a
sample of 35 statutory inquiries into fatal child abuse as reported in the
influential book Beyond Blame (Reder et al. 1993). (The second study, Lost
Innocents (Reder & Duncan 1999), analysed a sample of Part 8 Review reports
and did not focus specifically on the operation of the family–professional
system.) 

The Beyond Blame sample of inquiry reports was published between 1973
and 1989. As such reports tended, on average, to be published 2 years after
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the death of the child concerned, the era of child protection practice which is
the focus of the Beyond Blame analysis can be placed roughly between 1970
and 1987. It is important to locate criticisms of practice in the context of con-
temporaneous professional knowledge. As two Australian social work
researchers have pointed out: ‘There was . . . little to guide the social workers
in the 1970s working with the assault, abuse and neglect of children, at a
time when inquiries into child deaths were gaining widespread media
coverage’ (Stanley & Goddard 2002, p. 71). 

Reder etal. (1993) use the term ‘family–professional systems’ to refer to the
dynamics between families and professionals from child protection/welfare
services. Their analysis of these dynamics is grounded in a conceptual base
that reflects both psychodynamic and systems theories. The psychodynamic
perspective portrays parents who were unable to resolve care and control
conflicts in their families of origin, replaying these unresolved tensions in
their relations with professionals and agencies. A categorisation of family-
professional dynamics is presented under four main headings: processes of
dependency, closure, disguised compliance and double-binds. 

The dependency dynamic is one where the family–professional system is
skewed toward interventions that are prolonged and focused on the unmet
emotional needs of the parents: 

professionals were then unwillingly drawn into meeting more and more
demands from the parents for practical and emotional support and became as
much stuck in the process of giving as the families did in asking. Attention to
the parents often obscured the children’s needs and the parents sometimes
subtly vied with their children to be the main focus of input and concern.
(Reder et al. 1993, pp. 97–8) 

This dynamic is evocative of the unintended consequences of the ‘reparenting’
models of child abuse interventions that were predominant in the 1960s and
1970s (Baher et al. 1976). In the current public service era, it is much more
likely that families will be unable to obtain any services at all (professional
neglect rather than dependency), rather than receiving a confusing surfeit
of them. However, the dynamic of professionals’ responses to parents’ distress
blinkering awareness of significant risks to a child does still arise in tragic
cases. 

Reder et al. also described a pattern of behaviour observed retrospectively
in some fatal cases in families who had withdrawn and avoided professional
attention, intervention and surveillance. They conceptualised this behaviour
as ‘closure’: 

the family attempted to tighten the boundary around themselves so that they
reduced their contact with the external world and few people were able to meet
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or speak to them. For example, their curtains were always drawn, the children
stopped playing outside and no longer attended school or nursery. The parents
failed appointments with professionals, the children were not taken to sched-
uled visits to health clinics and social workers and health visitors could not
obtain entry to the home when they called. (Reder et al. 1993, p. 99) 

‘Closure’ was noted in over half of the 35 families in the Beyond Blame sample.
Such was the authors’ concern about the possible implications of this behav-
iour that they recommended that ‘all episodes of closure should be consid-
ered as potentially fatal’ (Reder et al. 1993, p. 132). The term ‘closure’ is
potentially open to misunderstanding as there is now a psycho-jargon use of
the word to connote a constructive ending or satisfactory completion of a
process – which is manifestly not what Reder et al. intended to convey. 

We agree that in respect of families where there are known, significant
risks this behaviour is a signal that should raise levels of concern. However,
the warning that all ‘closure’ is indicative of potential fatality is potentially
disproportionate. In particular, it does not take into account the ‘reasonable-
ness’ of the child protection interventions, and the unknown (but probably
large) number of cases in which parents retreat from the attention of child
protection interventions but their children do not come to any further harm. 

The third dynamic between families and the child protection system
described by Reder et al. is ‘disguised compliance’. This refers to cases where
professionals adopted a more assertive (and controlling) stance with families
who were moving into a ‘closure’ position. Parents then, in effect, pretended
to cooperate with professional requirements. In return, the professionals
perceived this apparently increased cooperation as a sign of progress, relax-
ing the degree of the controlling aspect of their interventions with the family
accordingly. Having manipulated the professionals to withdraw in this way,
the abusive dynamics in the home continued to escalate toward the ultimate
fatal outcome. We recognise this dynamic as being a significant one within
the family–professional system, and one that is important in fatal abuse cases
where professionals were essentially deceived by parents. We also agree
with the comment of Stanley & Goddard (2002) that what is actually
portrayed here is disguised non-compliance. 

The work of Reder and colleagues regarding ‘family–professional systems’
is valuable and thought-provoking. A limitation of their analysis is that
the model is based on a specific sample of cases where the parents were
clearly very dangerous, and where the child protection system interventions
were inadequate to protect the children from ultimate death. However, cases
with such severe outcomes constitute a minute proportion of child protection
work as a whole. Reder and colleagues portray the ‘family–professional sys-
tems’ as a dynamic of (very) unreasonable families reacting to (attempting to
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avoid or deceive) essentially reasonable child protection services. The Beyond
Blame analysis does not extend to construing how reasonable families
may respond to unreasonable child protection interventions. As we shall
discuss in Chapter 10, in conceptualising how families behave within the
‘family–professional system’, it is vital to take the ‘reasonableness’ of the
child protection interventions into account. 

SUCCESSFUL REUNIFICATION AND RE-INJURY RATES 

Given the human consequences of effective and ineffective child protection
practice, and the huge financial costs of child protection services, it is lamentable
that so little routine evaluation of the process and outcome is built into the
operation of child protection systems in the UK. For example, data are not
systematically collected in relation to type and severity of suspicious injuries
to children, nor are rates and severity of re-injuries recorded. In a previous
publication, we recommended that ACPCs should routinely collect and
review specific process and outcomes data as part of a strategy to reduce the
incidence of serious injury (and re-injury) cases (Dale et al. 2002a). 

Without such data being routinely and systematically collected, know-
ledge of successful reunifications and re-injury rates stems mostly from
occasional studies on the operation of specific child protection systems. For
example, Farmer and Owen (1995) observed 120 initial child protection
conferences, and focused in detail on a sample of 44 children on the child protec-
tion register. At the follow-up point of 20 months, one-quarter of the children
had been re-abused. Farmer (1997) highlighted the risk factors in these cases: 

The outstanding feature of these unprotected children was that the dangers to
children were minimised by professionals. This happened either because the
social workers’ commitment to keeping the children in the family led them to
underestimate problems, or because the workers had come to accept low stan-
dards of child care and believe that continuing risks to the children were
unavoidable. (Farmer 1997, p. 151) 

The collection of studies within Messages from Research (Department of
Health 1995), taken as a whole, indicate that re-injury rates to children (of all
ages) subject to child protection interventions (with follow-up periods rang-
ing from 6 months to 10 years) are fairly consistently in the range of 25–33%
(Cleaver & Freeman 1995; Farmer & Owen 1995; Gibbons et al. 1995): ‘The
conclusion that between a quarter and a third of the children studied were
re-abused is disquieting but concern is tempered somewhat by the low inci-
dence of severe maltreatment’ (Department of Health 1995, p. 44). 
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Wishing to promote a ‘lighter touch’, the government highlighted the con-
clusion of Thoburn et al. (1995): 

The child protection process works as well as it can with the most severe cases,
it works reasonably well when there is an unproved allegation of serious abuse
(especially if services are sensitively offered) but it works less well with needy
families who resent being brought in to the ‘abuse’ system. (Thoburn et al. cited
in Department of Health 1995, p. 35) 

This view, endorsed by the Department of Health, should not pass without
pause for reflection. We have reservations about the conclusion that ‘the
child protection system process works as well as it can with the most serious
cases’ (Thoburn etal. 1995, p. 35). It is difficult to understand that such a view
can be reached in the context of the ‘risk research’ that shows repeatedly that
a major problem with child protection practice is the extent to which adequate
assessments are not undertaken, and the nature of false-negative risk assess-
ment that is repeatedly revealed in Part 8 Reviews. Moreover, the statement
is incompatible with the views of parents who are subject to false-positive
and/or disproportionate child protection interventions (see Chapter 6). It is
a significant limitation of Messages from Research and the associated Assess-
ment Framework that attention has not been specifically focused on how
child protection systems can work more effectively with the most serious cases. 

Concern about ineffective child protection, of course, is not specific to
England and Wales. Following public concern about a child abuse death in
Scotland, a national audit of 188 child protection cases was undertaken in
2001. Re-injury rates were not specifically identified, but in relation to 179
cases where information was obtainable, 40 children (22%) were considered
either not to have been appropriately protected, or not to have had their
identified needs met by interventions (Scottish Executive 2002). 

In Ireland, Ferguson and O’Reilly (2001) reported on a study undertaken
in 1996 of a consecutive sample of 319 referrals of children about whom
there were concerns about abuse or welfare. Investigations occurred in 262
of the cases, and abuse (predominantly neglect) was substantiated in 61%. At
the end of the 1-year follow-up period, re-referrals had been made in almost
one-third of the cases, 10% of these in relation to physical abuse. Overall, the
authors concluded: ‘In 16% of officially defined and substantiated child pro-
tection cases the system is known to have been unable to prevent further
child protection concern being substantiated within 12 months of initial case
substantiation’ (Ferguson & O’Reilly 2001, p. 242). 

In Australia, Stanley & Goddard (2002) analysed a random sample of
social work case files relating to 50 children who were known to have been
abused. The children had all been subject to a legal protection order indicative
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of serious abuse and family disturbance. Follow-up information was avail-
able for a period from 3 months to 15 years. In addition to the case file
reviews, interviews were undertaken with 50 child protection workers in the
State of Victoria. Of 38 children in the sample who had been physically
abused, 29 (76%) were recorded in files as having been subject to further
physical abuse subsequent to the initial child protection referral. The authors
concluded that child protection interventions had not been adequate to
prevent re-abuse: 

It is apparent that the protection offered to the more severely abused children
was inadequate. These children were not protected from re-abuse. Indeed,
many children were re-abused on more than one occasion. Further, the severity
of abuse suffered by these children did not appear to be diminished. (Stanley &
Goddard 2002, p. 60) 

These findings raise concerns about the levels of re-injuries of abused
children notwithstanding child protection interventions. 

In Wales (Cardiff), a 3-year follow-up study led by Professor Jo Sibert was
undertaken in relation to 69 infants (aged 0–1 years) presenting consecu-
tively to hospital (between 1996 and 1998) with non-accidental injuries
(Ellaway et al. 2004). Sadly, five of the babies died from their injuries. Of the
surviving 64 infants (information about outcome was not available in one
case), 14 were permanently separated from their parents/carers, and 49
were returned home at some point after child protection investigations. The
researchers had access to police and social services records to gather
information about follow-up after 3 years. At follow-up, it was reported that
15 of the 49 infants who had been returned home had been re-abused – a re-
abuse rate of 31%. This conclusion received national press attention in the
UK in August 2004. 

However, the research report (Ellaway et al. 2004) states specifically that
eight of these 15 ‘re-abused’ infants had suffered further physical abuse injur-
ies. The other seven had been subject to neglect. The researchers combined
re-injury and subsequent neglect to reach the reported ‘re-abuse’ rate of 31%.
However, while both have serious consequences, the distinction between
re-injury and neglect is a very important one. Neglect subsequent to reunifi-
cation after a serious, inflicted injury to an infant should be preventable
by appropriate family support and child protection monitoring services.
Consequently, the 14% (7/49) incidence of neglect after reunification in this
study raises questions about the child protection system failure as well as
parental inadequacy. If the neglect cases are excluded, the re-injury rate in
this study is 16% (8/49). Although the researchers are unable to be specific
(Sibert 2004 personal communication), it is likely that only one of these
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re-injuries would be classifiable as ‘serious’. On this basis, the serious
re-injury rate in the Ellaway et al. (2004) study is actually 2% (1/49). 

Unfortunately, this important study by Ellaway et al. was not able to
analyse re-abuse and re-injury rates to the infants in the context of the
nature, types and appropriateness of child protection interventions. It is not
known how many of the re-abuse cases reflect inadequate assessments and
interagency communication deficiencies (as is so often highlighted in Part 8
Review findings). Nor is it known to what extent appropriate assessments
and family support/therapeutic services were provided for these families,
with reunifications being endorsed by care proceedings judgments. 

Another interpretation of the Ellaway et al. (2004) data is that 98% of the
initially injured infants who were returned home were not subsequently
seriously re-injured over a period of 3 years. To what extent this is due to
effective child protection and family support measures, or the passing of a
transient phase of high risk within such families (or combinations of both) is
not known. This is an area where there is an urgent need for further research
into successful reunifications and the effects on re-injury rates of reasonable
and unreasonable child protection interventions.



5

THE NSPCC SERIOUS 
INJURY–DISCREPANT 

EXPLANATION RESEARCH 

In this chapter we describe an NSPCC research project exploring child
protection case management of infants with serious suspicious injuries from
the perspective of two samples: one sample of 17 families where 19 infants
had died, and a clinical sample of 21 families referred to an independent
assessment service. 

THE INDEPENDENT SPECIALIST ASSESSMENT SERVICE 

Between 1986 and 2000, two of the authors (PD and RF) led an independent
assessment service in the south of England which received referrals in
relation to all types of child protection concerns. The service was used
extensively with referrals being made by social services, guardians ad litem
and solicitors representing parents. Of 203 major assessments undertaken
during that period, 21 cases involved serious suspicious injuries (or previous
fatalities) to 26 infants (0–2 years) where there were absent or discrepant
explanations from parents/carers of the cause of the injuries. For shorthand
purposes, we use the acronym ‘SIDE’ (serious injury–discrepant explanation)
to refer to such situations. These cases present particularly perplexing
problems for child protection systems and courts (Cobley 2004, Cousins 2002),
and throughout our clinical assessment practice we often felt unease about
inconsistencies in outcomes between similar cases. 

In undertaking assessments, it was often unclear why social services,
guardians ad litem, and courts formed ‘hard’ or ‘soft’ views in relation to
individual cases. Chance factors determining which particular social
worker and guardian ad litem became involved often affected processes and
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outcomes: child-protectionist social workers and guardians pushed for com-
pulsory adoption; family-preservationist social workers and guardians pro-
moted the case for reunification (Fox Harding 1997). If a chance combination
of a child-protectionist social worker and a family-preservationist guardian ad
litem (or vice versa) arose, the stage could be set for drawn-out professional
disagreements that, on occasion, could become highly contentious. 

It was satisfying that one common outcome of the service was that recom-
mendations could often be made (usually after intensive work with the
family) that were acceptable to all parties (parents, social services, and
guardians ad litem), thus obviating the need for emotional, stressful and very
expensive contested court hearings. When agreements could not be reached
in this way, the recommendations of the independent assessment service
differed from those of social services and guardians ad litem on a roughly
equal basis. In some cases the independent assessment service did not
support reunification when this was the preference of either social services
or the guardian ad litem. In others the service would support reunification
when this was opposed by either social services or the guardian ad litem. 

In providing this independent specialist assessment service, we developed
a particular interest in the cases that are the subject of this book: serious/
fatal injuries to infants where there are absent, inconsistent or parent/carer
explanations discrepant with medical opinion. Because of the complexity of
assessments in such cases, the inconsistencies in case-management process
and outcomes, and the nature of professional disagreements that arise, we
developed a research project to examine systematically the child protection
case management process with this clinical sample. In addition to the 21
families referred to the assessment service, the research project also included
a comparison sample of predominantly fatal cases derived from 17 Part 8
Reviews undertaken by several Area Child Protection Committees (ACPCs).
This was an opportunity sample of cases (occurring between 1996 and 2001)
obtained mostly via NSPCC membership of ACPCs in the south of England.
In total, the sample was as shown in Table 5.1.  

In this chapter we describe family factors, assessment issues and outcomes
that are apparent from a retrospective reappraisal of the voluminous

Table 5.1 Characteristics of samples    

 No. of families Infants aged 0–2 years 

  Male Total Female

Assessment sample 21 17 (65%) 26 9 (35%) 
Part 8 sample 17 14 (74%) 19 5 (26%) 
Total sample 38 31 (69%) 45 14 (31%)
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documents on file in relation to each assessment case. We also reflect on
similar issues that were identifiable in the cases with very poor outcomes – the
tragic cases of 17 infant deaths recorded in the Part 8 Review sample. 

ASSESSMENT SAMPLE 

The assessment sample involved families where the injuries to the infants
were predominantly serious, but not fatal. However, three cases involved
assessments of the safety of unborn babies conceived some time after the
suspicious death of an earlier child in the family. Such assessments have to
consider the dire necessity of ‘removal at birth’ of a new baby (or the futures
of babies that have been removed at birth). Another case involved a consult-
ation assessment (opinion from reading papers) regarding the surviving
sibling of an infant who had been fatally re-injured after reunification. 

Family Structure 

As sufficient information was not available about the circumstances of
previously injured children in two families (these were assessments of
unborn babies where the concerns were related to serious and fatal injuries
to previous children), information about family structure at the time of the
first SIDE injuries relates to 19 families in the assessment sample as follows: 

● in 8/19 cases, the injured child was living with both natural parents, and
in six of these cases was the only child in the family 

● in 6/19 cases, the mother was living as a single parent 
● in 5/19 cases, the natural mother was living with a boyfriend who was

not the father of the child 
● in 11/19 cases, the injured child was the only child in the family 
● in every case with more than one child in the family, it was the youngest

child who was injured. 

Examples follow of six of the families where serious suspicious injuries had
occurred. The outcomes recorded are not necessarily in accordance with the
recommendations of the assessment service. These examples amended from
the NSPCC research report (Dale et al. 2002b) are chosen to illustrate cases
where there are significant psychosocial factors of concern, and also those
perplexing cases where serious suspicious injuries occurred to very young
infants in the context of families that appeared to be well-functioning,
resourceful and problem-free.  
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Sophia First injuries: age 2 weeks 

Injuries: fractures to both legs (tibia × 2, fibula × 1) 

Parent context: 2 natural parents (together) 

Child’s position in family: first and only child 

History of known previous injury concerns: none 

Significant combination of other contextual concerns: no 

Parental explanation for the injuries was that father had caused these
accidentally whilst passing the baby to mother for a feed in the middle of the
night. This was firmly discounted by the paediatrician. 

After a few days in hospital Sophia was discharged home to her
parents’ care, ahead of the child protection conference. The day after
the child protection conference she sustained a further injury, a bruise to
the cheek, whilst in her father’s care. The explanation was again deemed
inadequate by the paediatrician. This time Sophia was removed from
her parents’ care and placed with extended family under an Interim Care
Order. 

Conflicts emerged within the professional network, specifically around
whether child protection intervention was counter-productive. Within 6 months
Sophia was reunified with her parents under the terms of a Supervision Order.   

David First injuries: age < 6 weeks 

Injuries: 14 fractured ribs (of at least three different ages), fractured fibula,
bilateral retinal haemorrhages 

Parent context: 2 natural parents (together) 

Child’s position in family: first and only child 

History of known previous injury concerns: none 

Significant combination of other contextual concerns: no 

Baby taken to hospital unwell. No external signs of injury. Diagnosis of NAI
made a week after hospital admission upon review of x-rays. David was
placed with foster parents under an Interim Care Order. Early in the
assessment father admitted that he had caused the injuries but maintained
that this was ‘accidental’. Shortly afterwards, his wife left him and made
a statement to the police which acknowledged she had been aware of his
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maltreatment of the baby. Father then committed suicide. Following
assessment (which included a mother–baby residential component) there
was consensus that mother was able to provide proper care for her son.
It remained unclear at this stage whether David would suffer permanent
disability. Seven months after the original hospital admission he returned
to her care.   

Graham First injuries: age 8 weeks 

Injuries: multiple fractures, of different ages to femur, clavicle and ribs 

Parent context: natural parents (together) 

Child’s position in family: youngest of 3 

History of known previous injury concerns: (see below) 

Significant combination of other contextual concerns: no 

A paediatrician and forensic pathologist diagnosed NAI (non-accidental injury).
The parents offered a number of explanations, including the injury being
caused either by a boisterous elder brother or hospital staff holding the baby
down to complete a medical procedure. 

A retrospective examination of medical records uncovered previous injuries
to elder siblings, at least one of which (a fractured ankle at age 6 months) was
also thought to be an uninvestigated potential NAI. 

Graham was placed with extended family for several months under a
Residence Order while several assessments took place. Further medical
opinion was sought by parents, who contested the application by social
services for a Care Order. This opinion was that the injuries were caused by
‘temporary brittle bone disease’. This diagnosis was disputed by paediatricians
and was rejected by the judge, who made the boy subject to a Care Order.
Further assessment work was undertaken following the care proceedings.
Graham was returned to his parents’ care.

Mary First injury: age 11 weeks 

Injuries: bleeding from nose 

Parent context: single parent 

Child’s position in family: only child 
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History of known previous injury concerns: none 

Significant combination of other contextual concerns: yes 

Teenage single mother gradually admitted attempting to smother her baby by
holding her face down in the cot mattress for 3–5 minutes. No explanation
regarding motivation. The baby was adopted. 

Assessment referral was precipitated by rapid subsequent second pregnancy,
regarding protection of new baby at birth. 

The new baby was removed at birth and made subject to a Care Order.
Assessments pointed to both parents’ capacity to mature, to work cooperatively
with agencies and to care appropriately for the baby. Major social problems
significant at time of birth of first baby had substantially resolved. Contact was
increased, leading to Mary being placed at ‘home on trial’, followed in turn by
revocation of the Care Order.   

Sally First SIDE presentation: age 8 months 

Injuries: multiple fractures (femurs, tibia, radius and ulna). Extensive bodily
bruising. Injuries of different ages. 

Parent context: mother and boyfriend (stepfather) 

Child’s position in family: youngest of 2 

History of known previous injury concerns: bruising to temple observed at age
7 1/2 months 

Significant combination of other contextual concerns: yes 

Paediatric opinion was of four, discrete, non-accidental injuries occurring on at
least three occasions. Sally and her sibling were taken into care for protection
and assessment. Initial explanations were given by mother, boyfriend and
extended family member of various accidental causes. Paediatric opinion was
that these were mechanically insufficient to cause the nature and extent of the
injuries. 

Mother and boyfriend were tried on charges of cruelty but acquitted on
the judge’s instruction, as it was impossible to determine who was responsible.
Mother then separated from her boyfriend. Following further assessment the
children were returned to mother’s care.
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Nature of Injuries 

These cases are illustrative of many of the challenges that non-fatal SIDE
cases present to child protection services. In the assessment sample as a
whole, the gender of injured infants was 65% boys and 35% girls. This is
consistent with the known disproportionate vulnerability of males to serious
and fatal injury in infancy reported by other studies (e.g. Wilczynski 1997).
There is no generally accepted understanding of why this consistent gender
imbalance exists. 

Many families (such as those of Neil, Mary and Sally) lived in a context
of significant psychosocial concerns. Less commonly, and perplexingly,
as in the cases of Sophia, David and Graham, with some families there
are no or few apparent such problems. In some cases (e.g. Sophia, David
and Mary), the serious injury is the first known injury. In others (e.g. Neil
and Graham), a history of a more minor precursor or harbinger injury
(often a bruise) is apparent prior to the serious injury. It is also common
for medical investigations at the time of the discovered serious injury to
reveal a pattern of older serious injuries, including brain injuries and
fractures of different ages. 

Neil First injuries: age 9 months 

Injuries: fractures to skull, brain and retinal haemorrhages 

Parent context: parents recently separated, child living with mother 

Child’s position in family: only child 

History of known previous injury concerns: Neil had been presented some
3 weeks prior to hospital with vomiting. The explanation then, as with the
index injury, was that he had fallen and hit his head. 

Significant combination of other contextual concerns: yes 

Paediatric opinion was that the injuries were consistent with Neil having
been shaken and that the skull fracture suggested impact with a wall. Both
parents were initially charged with GBH but a prosecution did not proceed, as
it was thought impossible to establish in a court which parent was responsible.
Neil was accommodated within the extended family for almost a year. An
adult psychiatric report (no formal psychiatric illness) was influential in the
decision to rehabilitate him with his mother. 
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The number of separate injuries to the infants in the assessment sample
ranged from a single event – to one child with an extraordinary sequence
of 23 injury incidents. (This child’s mother has since been sentenced to
life imprisonment for causing grievous bodily harm to a later infant.) The
most common were bone fractures (71% of cases). Fifteen babies sustained
a total of 58 fractures, including four babies with a total of 28 rib fractures
between them. A striking feature was the very young age at which SIDE
injuries occurred. Just under half of the cases (9/21) involved at least
18 fracture injuries to babies who were 3–12 weeks old. The earliest was
three fractures (one femur and two tibia) to a baby girl aged 2 weeks.
Another baby in this highly vulnerable age group suffered bilateral
retinal haemorrhages and brain damage, apparently from being shaken
at age 8 weeks. 

One-third (7/21) of the cases involved injuries that had been recorded at
the time to be life-threatening or the cause of permanent disability. These
involved brain damage (three cases), suffocation (three cases) and poisoning
(one case). Lack of follow-up information (especially regarding developmental
problems that would become apparent only over time) means that this is
almost certainly an underrecording of abuse-related permanent disability.
There had been four child fatalities in the past in three families within the
assessment sample, two of which had been classified as cot deaths. In one
case, retrospective analysis of the circumstances, including subsequent
serious abuse to other children in the family, raised queries about this
conclusion. One case involved assessment of a family where the father of
a new baby had in the past been charged (and acquitted) of the murder
of an 8-week-old baby. 

Explanations for Injuries 

The defining characteristic of SIDE cases is the nature of parent/carer
explanations, which are absent, inconsistent, implausible or discrepant with
expert medical opinion. Legal parlance refers to ‘uncertain perpetrator’ or
‘uncertain attribution’ cases (Hayes 2004). 

Types of recorded parent/carer explanations (or lack of them) were
reviewed from the documents in relation to each injury. In two-thirds (14/21)
of cases, at the point of initial investigation, no explanations regarding any
untoward event were forthcoming. Most commonly, parents/carers asserted
that the baby had suddenly become seriously unwell. When initial explan-
ations were provided, these were mostly based on some form of reported
accident. These were split roughly equally between accidents involving the
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parent and those that did not. Two examples stated inadvertent parental
involvement as follows: 

A 2-week-old baby girl sustained three leg fractures (both tibiae and one fibula).
Her young parents maintained that the injuries had occurred accidentally
while the baby was being passed between them during the night. 

The parents of an 8-week-old baby maintained (after initially offering no explanation)
that the multiple rib fractures must have been caused inadvertently by the mother
in a hospital while she was holding the baby for eye drops to be administered. 

Both of these cases generated strongly held different views between profes-
sionals regarding the extent to which the explanations were feasible. The fact
that these were both what would be considered middle-class families with
apparently few significant psychosocial stresses, added to the complexity of
assessment and case management. 

In six situations, parents/carers insisted that the injuries must have been
self-inflicted accidents:

A 6-week-old baby boy sustained a spiral fracture to his tibia. Parents stated
that this must have been caused by the boisterous baby trapping his leg in an
awkward position while sleeping. 

Social services gave the parents the benefit of the doubt, and the baby was
discharged home from hospital without any assessment being undertaken.
The child was re-injured at age 17 months having sustained a fractured
humerus. In response to the second injury, his parents were again adamant
that he had caused this himself by ‘doing acrobatics’ in his cot. At this point, an
independent assessment was requested. 

The fourth most common type of explanation was where one parent
(either immediately or subsequently) accused the other: 

In a family where a previous baby had died (in circumstances that we consider
suspicious), a 10-week-old baby lived with both natural parents. Shortly after
the father left home, the baby sustained five fractured ribs. Mother claimed that
these must have been caused by the baby’s father during contact. 

During an assessment interview she subsequently tacitly acknowledged that
she must have caused the injuries by ‘squeezing him too hard’. She later
withdrew this explanation. 

In a small number of cases, parents stated that a boisterous elder sibling
must have caused the injuries. One case involved a grandmother who threw
the child protection system into further confusion by suddenly asserting in
the middle of a child protection conference that she had caused the injuries
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inadvertently. This was subsequently discounted as not being physically
possible in the manner described, and seems to amount to an unusual false
confession (presumably to distract the focus of suspicion). 

A notable pattern (7/21 of cases) was for a lack of initial explanation to be
followed by the emergence of a sequence of different accounts as criminal and
child protection enquiries continued. Explanations evolved as (depending on
interpretation) parents strived either to identify the unknown actual cause of
the injuries, or endeavoured to concoct a plausible explanation that the child
protection system would accept, without implicating themselves criminally. 

In only four cases, did admission of responsibility emerge over time that
could be construed as being fairly explicit: 

• A 5-week-old baby was found to have multiple fractures of different ages
and bi-lateral retinal haemorrhages. Both parents initially denied having any
knowledge how these injuries had occurred. Several weeks later in an assess-
ment interview the father acknowledged that he might have ‘unintentionally’
caused the injuries. He committed suicide a week later. 

• In a police interview the mother of a 4-month-old baby who sustained
serious brain damage stated: ‘I said to the baby “I always get it in the neck
when you cry.” He kept on crying so I shook him . . .’ 

We noted in a small number of cases a process that we construed as the
development of tentative or tacit admissions – as if the parent/carer was
attempting indirectly to clarify the consequences of making a confession
prior to committing herself/himself to this. One mother, for example, stated
in an assessment session: ‘Whoever did it, knowing how serious it was, would be
unlikely to do it again.’ 

It was, however, uncommon for ‘confessions’ to emerge during the course
of child protection system involvement. The exact circumstances of the
injuries remained, in most cases, poorly understood years later. There are
few incentives for parents to acknowledge responsibility when they have
caused an abuse-related serious injury, and many reasons (psychological,
social and legal) to adopt and reinforce a stance of ‘denial’. ‘Denial’ is a complex
and often contentious feature of these cases. In Chapter 7 we discuss the
issue of ‘denial’ in more detail (noting that the term itself is unhelpful) and
outline a range of hypothetical dynamics that can result in responsibility and
motivation for injuries remaining opaque. 

At this stage we only note the significant fact that remaining silent is likely
to impede criminal prosecutions and convictions in both non-fatal and fatal
cases, especially if both parents were present in the home when the events
occurred. This is because of the long-standing legal principle that individual
culpability for causing harm must be proved beyond reasonable doubt –
convictions have been overturned when it could not be proved which of two



THE NSPCC SERIOUS INJURY–DISCREPANT EXPLANATION RESEARCH 73

(or several) individuals were responsible. A national survey undertaken in 2002
by Sussex police of 492 children who were thought to have been unlawfully
killed or seriously injured by their carers revealed that only one-third of
these cases resulted in criminal prosecution – and the conviction rate would
be even lower (NSPCC 2002). A change in the law on this matter has been
subject to a long campaign (NSPPC 2002, 2003). The Domestic Violence,
Crime and Victims Bill (2003) proposes a new offence of familial homicide for
causing or allowing the death of a child or vulnerable adult, which is intended
to address this concern. 

At this point it is important to pause and remind ourselves of a key issue
that is an important theme of this book: that it is not unknown for parents
to find themselves under scrutiny in criminal investigations and child
protection assessments when they genuinely have no idea how their baby
was harmed. In some cases, they are not aware that another person has
assaulted the baby. In others (as we shall discuss in Chapter 7), there can be
unrecognised medical causes for the symptoms that mimic suspicious
injuries, and also unknown accidental causes. This reinforces the view that it
is imperative that the professional approach to parents in investigation and
assessment practice is one of ‘respectful uncertainty’ (Laming 2003). As we
shall discuss in Chapter 6, parents feel strongly that assumptions about their
guilt are too often made at the outset of the child protection process, leaving
them with the impossible onus of proving their innocence, or falsely
confessing as the basis upon which their child might be returned. 

FATAL CASES: THE PART 8 REVIEW SAMPLE 

We analysed 17 Part 8 Review reports which focused on cases of suspicious
injuries to 19 injured infants. Seventeen of these infants died from these
injuries. We were interested to identify the characteristics of fatal abuse
cases, and to see how these compare and contrast with the predominantly
non-fatal cases in the assessment sample. Are there any striking differences
in the family factors between serious injury cases that are fatal and those
where the child survives? To what extent are the actions and inactions of
professionals and health/welfare agencies crucial in affecting the different
outcomes? 

In a quarter of cases (4/17), the deaths occurred ‘out of the blue’ in
families where general health monitoring services had detected no cause
for concern and no significant family/social problems. As we discussed
earlier, these cases remain particularly perplexing. In two-thirds of cases,
the deaths occurred before any involvement of child protection services.
However, in over half of these, it was concluded that the concerns known
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to some professionals at the time should have resulted in child protection
assessment and interventions. 

‘Daniel’ 

Child and family characteristics: 
Male infant aged 18 months. Only child of 17-year-old single mother. 

Circumstances and official cause of death: 
Sudden infant death syndrome (SIDS) 

Family and injury circumstances: 
Mother was in care as child. She had very disturbed childhood and adolescence
including suicide attempts and cutting herself. The pregnancy with Daniel
was unplanned and unwanted, occurring shortly after she left care aged 16.
Arrangements initially were made for termination of the pregnancy but
mother withdrew from this action under pressure from her own mother.
Mother called social services twice during pregnancy asking them to look after
baby when born. 

Significant concerns were recorded about the care of Daniel from birth
and throughout his life. Mother recorded a high post-natal depression
score. Several referrals to social services were made by community health
professionals. Social services responded to these by writing to mother
advising her to get in touch if she required any help (this with a young
mother who had herself had very negative experiences growing up in the
care of social services). 

The fatal chain of events started with a sequence of reported apnoeic
events, and hospital Accident and Emergency Department contacts. The
hospital response to these was subject to significant criticism: including
discharging the baby home ‘in error’ when it had been decided appropriate to
admit Daniel for observation. Also on another occasion a social services note
says ‘The hospital were unable to establish why Daniel had stopped breathing
and discharged him.’ 

The final, fatal hospital admission occurred following several earlier admissions
with reported apnoea. Mother said she had ‘put the baby to sleep in the
normal way’. When she returned later she found him not breathing and
without a pulse. Toxicology tests revealed a high level of caffeine in the Daniel’s
urine. Cause of death given as SIDS. 

Part 8 Review conclusions regarding role of child protection agencies: 
It was concluded that there were a significant number of events and concerns
during Daniel’s life that should have triggered formal child in need and/or child
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Source: Amended from Dale et al. 2002b. Reproduced by permission of the NSPCC.  

In at least 9/15 cases where concerns had been identified by professionals
and formal child protection interventions had commenced, the child
protection assessment was either inadequate or absent. In one disconcerting
fatal case, the child was receiving injuries on such a frequent basis that
social services acknowledged they had simply given up responding.
The internal management report provided for the Part 8 Review included the
observation: ‘It should be noted that injuries were occurring to Luke constantly
and it would have been unnecessarily burdensome to pursue each occur-
rence through procedural channels . . .’ This is an extraordinary explanation
from a senior social services manager for the failure to investigate re-injuries
to a child who had been reunified after a previous serious injury. 

In at least one-third of cases, social services had designated a referral
about an infant as a ‘child in need’, rather than a ‘child at risk’. This stems
from an era in the late 1990s/early 2000s when some understaffed social
services initial assessment teams developed a gatekeeping tendency to
classify referrals inappropriately under Section 17 Children Act 1989 (‘child
in need’), rather than under Section 47 Children Act 1989 (‘child at risk’).
This practice was particularly prominent in relation to notifications that
began to be received from the police in large volumes about police call-outs
to domestic violence incidents (when it became police policy routinely to
refer all such calls to social services). Social services initial assessment teams
simply could not cope with the extra workload generated by such notifications.
For many ‘child in need’ referrals, the result was either a ‘no further action’
response, or sometimes a desultory letter to the family enquiring if they
needed services (particularly pointless in cases of domestic violence or risk
to children in chaotic or avoidant families). It is ironic that the rationalisation
often given for such practice was that it was an implementation of the
‘lighter touch’ promoted by the government in Messages from Research. 

protection assessment. Instead health and social services focused predominantly
on practical matters such as monitoring his weight and helping with housing
needs. The indicators of the mother’s disturbed and despairing state of mind
were not recognised or responded to. This amounted to major failings by
health and social services regarding assessment, support and protection. 

This was not a good-quality Part 8 Review report. The review process
itself was clearly problematic. Specific conclusions state that resources were
inadequate for the review group to undertake their task appropriately, and
that such reviews require an independent input. The recommendation was
made that the ACPC should consider commissioning a further independent
enquiry into the case. 
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In the Part 8 Review fatal sample, there was no case where a review
concluded that the death of the child concerned could have been predicted,
but nearly half of the reviews concluded that the death should have been
preventable. This is a realistic recognition that, because of the rarity of
fatal child abuse, it is impossible to predict from within the general
population of young families who manifest significant contextual concerns
(e.g. parental mental heath problems, drug/alcohol misuse, domestic
violence) the actual very small number of families where an infant will
come to serious harm. It is also imperative that assessments of families
should be undertaken in such circumstances, with appropriate services
being provided to protect children while supporting parents with the
identified problems. It is very difficult to comprehend why the known
concerns in many Part 8 Review cases (such as ‘Daniel’ and ‘Chloe’ in
Chapter 2) had not prompted urgent child protection/family welfare
assessments and interventions. 

The most common problem throughout the 15 reviews was that profession-
als did not follow existing child protection procedures. This was a feature in
11/15 (73%) cases. As was noted in Chapter 4, notwithstanding the fact that
this problem is identified repeatedly in the literature, no research has
explored why professionals so often fail to follow established procedures in
child protection practice. It is a significant missed opportunity that the Part 8
Review system in the UK has not explored why this happens (in addition to
noting repeatedly that it does happen). 

To what extent is it possible to clarify retrospectively how injuries and
deaths to infants really occurred – and who was responsible? We have already
noted that, as a general rule, very little information subsequently becomes
available (at least to child protection agencies) to answer this question. Another
limitation of Part 8 Reviews is that they do not consider this issue, focusing
instead solely on the actions (and inactions) of professionals and agencies.
Perhaps the most important point for practitioners to bear in mind is that it is
clear that both mothers and fathers can cause death or serious injury to their
infant (that is, it is not disproportionately a maternal or paternal susceptibility). 

Dynamics and Context of Fatal/Serious Injuries 

Drawing from the analysis of these samples of fatal and non-fatal cases,
there are clearly a wide range of circumstances and dynamics which can
result in confirmed serious non-accidental injuries to infants. These include: 

● Mishaps stemming from lack of proper supervision (e.g. toddler falling
out of a window or on to a fire). The context may include significant
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and chronic neglect, chaotic parental lifestyles, or alcohol and drug
dependence. 

● Children injured in the context of serious domestic violence, caught in
violent ‘crossfire’, or intentionally hurt in a revenge attack against the
other parent. 

● Single serious outbursts of violence – momentary loss of control (guilt).
Violence erupts in the context of otherwise good parenting where
there are often identifiable recent significant stressors. Control is quickly
regained, guilt feelings are immediate and strong, and help is quickly
sought. 

● Single serious outbursts of violence – momentary loss of control (‘denial’).
(See Chapter 7 for discussion of ‘denial’.) Violence erupts often in the
context of otherwise good parenting. There are often signs of long-
standing family tensions and stresses below the surface of happy family
presentation. Immediate response to the violent incident is ‘denial’ or
displacement onto others (e.g. blaming injured infant’s sibling or medical
misdiagnosis). Parents (and sometimes whole extended family) unite
against child protection agencies. 

● Repeated incidents of momentary loss of control. 
● Sustained (not momentary) outbursts of violence (male). Serious (and

sometimes systematic) abuse to children occurs in households where the
male is habitually violent. These fathers or stepfathers tend to abuse
others (including partners) and may have psychopathic and sadistic
tendencies. Mothers may be terrified and terrorised into passivity (rather
than collusion). 

● Sustained outbursts of violence (female). These are rarer, but similar to
above. Either such mothers are single parents, or the male partner colludes
or by-stands. 

● Sustained outbursts of violence (both parents jointly). There may be
serious serial abuse to children in households where both parents are
habitually violent to the children. Attacks on children occur jointly, and
separately with collusion. Parents may have psychopathic and sadistic
tendencies. 

● Psychosis. Serious and fatal attacks on infants and children can occur
as a consequence of parental delusions resulting from psychotic
illness. A child may be psychotically misperceived as a threat or evil
influence, and the parental attack represents a deluded defence
against such attack. Or the attack (often fatal) on the child may stem
from a psychotically depressed altruistic motivation – that it is an act
of love to kill the child to protect him/her from an evil world or other
specific imagined misfortune. When psychosis clears, guilt is likely to
be great. 
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● Revenge attacks. Such attacks may occur in the context of seriously
enmeshed and conflictual parental relationships with established patterns
of mutual provocation and retaliation. The child may be killed (perhaps
with perpetrator suicide) in a final raising of the stakes in the bitter parental
dispute. 

● Munchausen’s syndrome by proxy (now known as ‘fabricated or induced
illness’). A parent (almost always a mother) secretly and deliberately
induces illness in her child and repeatedly presents the child for medical
attention. A pattern of increasingly serious presentations develops,
resulting in a sequence of unnecessary medical procedures. Fatalities
occur. This controversial diagnosis is discussed further in Chapter 7. 

These (by no means exhaustive) clinically well-established situations illustrate
the range of potential psychological, parental and family dynamics that may
lie behind a SIDE injury. It is important that assessments are open to all pos-
sible explanations. In turn, the evidence to support the existence of one
scenario over another must be searched for and considered in a detailed
exploration of significant events. This hypothesis-testing, neutral stance
avoids the communication of judgmental (or sometimes persecutory) pro-
fessional attitudes to accused parents and – equally damaging in many
ways – inappropriate reassurances to parents that the professional does not
believe that they are responsible. 

Failure to Protect 

In addition to trying to understand the dynamics and motives of the person
who caused the injury, assessments invariably have to explore the dynamics
between all of the adults in the household at the time of the injury. To what
extent did the other parent/carer fail to protect the infant from recognised
potential harm? This raises questions about the role of parents as bystanders
or in failing to protect when they are aware of another person ill-treating the
child – in some cases systematically and sadistically over a period of time. In
much social work thinking, the notions of the ‘abusing’ and ‘non-offending
parent’ have become a commonplace distinction. In our view, in the context
of these SIDE cases, this can be an unhelpful, simplistic and artificial
dichotomy – and a potentially dangerous misconception. The behaviour,
attitude and potential roles of each parent/carer require an open-minded
and careful assessment focus. 

Failure-to-protect dynamics are varied and complex. The non-protective
parent may also be traumatised and acutely afraid of the abusing parent
(who may often also be physically violent). The non-protective parent may
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calculate that the consequences of intervening to protect the infant would be
more disadvantageous than the harm that the infant is experiencing.
Psychologically, the non-protective parent may minimise the significance of
the assault, choosing to believe that it was an isolated incident, or may even,
through a traumatic psychological mechanism, not recognise or remember
the event that has been observed. This is a controversial potential post-
traumatic response, implying psychological mechanisms of denial,
suppression, repression and dissociation are impossible to prove or disprove
in any individual case (this is discussed in detail in Chapter 7). 

We can note four main scenarios of significant failure to protect: 

● Natural parents together, or separately, ill-treat their infants, inflicting
single or sequences of injuries. They deny having done so, and cover up
for each other (joint enterprise). 

● One parent mistreats an infant, with the knowledge and condonation of
the other. One parent assaults the child repeatedly, in effect, expressing
the hostile/rejecting feelings of both parents; and the abuse is emotionally
congruent for the other parent (vicarious assault). 

● One parent mistreats an infant and the other does not take action, despite
opportunities, to prevent it (bystander). 

● Not seeking medical help when an infant is known to have been injured
(even seriously) and is in pain is a feature of many (but by no means all)
suspicious serious injury cases. The effects of the injury can be made
much worse by a failure to seek urgent medical attention. Some infants
die (or are permanently disabled) as a consequence of these dynamics that
promote delay and sometimes concealment (delayed help seeking). 

In one of the Part 8 Review cases, it was strongly believed in the child
protection system that the mother had regularly abused the child. After the
death, on viewing the body, the father was overheard by a coroner’s officer
to say: ‘I knew you had it coming, son . . .’ Police interviews with another
father noted his account of the events of the death of his baby: 

He said he was angry and shook the child three times. During the third shake,
Mr X stated that his son went limp and his breathing became unusual: ‘He made
this groaning noise. It sounded like he was in pain. I didn’t do nothing about it . . .’ Mr X
went on to say that he had checked the baby every 45 minutes and that he
was fitting at those times. He took no action, considering that it was more
important to get the decorating finished. 

The conjoint psychological dynamics of sustained, sadistic, joint-enterprise
infant and child abuse are poorly understood. They are not cases where it
can be easily envisaged that sufficient genuine positive change can occur
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(and be sustained) to risk allowing other children (or subsequent children) to
remain in the care of such parents. 

Readers may recall the case of the severe maltreatment of the New Zealand
toddler Tangaroa Matiu reported in Chapter 2 (page 10). The stepfather
apparently paused briefly in the midst of his sadistic and ultimately fatal
beating of Tangaroa. Then: ‘When the boy’s mother came down the hall, far
from saving him, she slapped him a couple of times too, then stepped back
to let her boyfriend carry on . . .’ This is a ghastly example of joint enterprise
by two parents in systematic and sustained maltreatment where both actively
assault the child, and each encourages (or at least does not discourage) the
actions of the other. These cases are severe, but, fortunately, they are rare. 

The dynamics of vicarious assaults, bystanding and delayed seeking of
medical assistance in cases of fatal and non-fatal SIDEs is an issue that needs
to be carefully considered by all professionals involved in child protection
assessments. Failing to protect has been described throughout much of the
child abuse literature of the last 30 years, including in some detail by one of
the present authors from a previous sample of 26 children nearly two
decades ago (Dale et al. 1986). However, the psychology and family relation-
ships of the ‘failing to protect’ parent remain poorly understood and require
further research. This behaviour, its implications and susceptibility to change
are of fundamental significance in child protection assessment in SIDE cases. 

Contextual Psychosocial Concerns 

In three-quarters of the cases in the NSPCC SIDE research, families scored
highly on the presence of risk factors known from research to be often
associated with maltreatment and neglect of children: parental mental
health problems, drug/alcohol abuse and domestic violence. When
serious suspicious injuries to infants occur in the context of some or all
of these concerns, specialist assessments carefully review levels of con-
tinuing risk stemming from identified concerns (and the risk factors
which stem from their interactions), as well as forming considered views
as to the potential of therapeutic change within identified timescales.
Such assessments generate a risks/strengths ratio on a continuum with
extreme positions at each end: high continuing risks/few identifiable
strengths versus low continuing risks/high identifiable strengths. It is
our experience that cases do arise at both ends of the spectrum: some
families where serious/fatal suspicious injuries to infants have occurred
reflect continuing acutely high levels of continuing risks and hopeless
prospects of sustained genuine therapeutic change. Others, notwithstanding
the circumstances of the serious injury event, are indicative of low continuing
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risk and excellent prospects of sustained significant therapeutic progress.
Many cases lie somewhere in the middle of this continuum. 

Cases with Few Identified Psychosocial Factors of Concern 

One of the most perplexing types of case where serious suspicious injuries
are sustained by a young infant are those where there are no apparently
identifiable classic problems associated with child abuse. In the NSPCC
SIDE research, approximately one-quarter of families registered very few
(if any) of the well-known contextual factors of concern that are often
retrospectively associated with serious physical abuse to infants. As the case
of ‘Bianca’ illustrates, in these stable and often middle-class homes, violent
(and sometimes fatal) events seemed to have occurred ‘out of the blue’ to
babies/infants who were often developing appropriately and seemed
well cared for. 

‘Bianca’ 

Child and family characteristics: 
Baby girl, died aged 8 weeks. Only child of two natural parents: mother aged
26; father aged 24. 

Circumstances and official cause of death: 
Post-mortem examination revealed linear fracture of skull; extensive bilateral
retinal haemorrhages; and sub-dural and sub-arachnoid haemorrhages. The
pathologist’s view was that these were caused by two separate injuries with
the approximate force of a road traffic accident. Father was acquitted of
Bianca’s murder. 

Family and injury circumstances: 
When Bianca was aged 2 weeks, her mother took her to the GP, saying she
had noticed bruising on Bianca’s face and body. Bianca was admitted to
hospital where paediatric examination noted three bruises to her face, three
bruises to her abdomen, and four bruises to her legs. Clinical investigations
were negative in relation to any likely medical cause. The consultant paedi-
atrician expressed a clear view regarding non-accidental injury. 

A multi-disciplinary strategy meeting agreed that Bianca should remain in
hospital until after the initial child protection conference. However, shortly
after this meeting the social worker and police officers involved in the enquiry
came to believe that the consultant paediatrician was wrong, and that instead
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There is little knowledge of this phenomenon whereby severe injuries
occur within a context of otherwise apparently unremarkable personalities
and relationships. To what extent is this a particularly well-concealed form
of child abuse with explosive personality and relationship factors beneath
a façade of middle-class respectability? How common is it for otherwise
loving and competent parents momentarily to lose control when faced by
temporary, unexpected intense pressures stemming from caring for a baby?
Or, are there as yet little known and accidental medical explanations for
severe injuries that have all the traditional hallmarks of abuse? We shall
discuss the key diagnostic dilemmas and disputes that often arise in such
cases in Chapter 7. 

Difficulties can arise for practitioners in responding constructively to
the highly articulate, resourceful and influential characteristics of parents
in some of these cases. Such families (particularly when socially and

the injuries were due to some form of unknown accident. They then returned
Bianca home against the explicit paediatric advice (and the plan of the initial
strategy meeting). Social services cancelled the pending initial child protection
conference. 

 Social services involvement with the family continued on a supportive basis
to the parents based on the social worker’s newly acquired view that the
bruises were in fact mongolian blue spot (and her belief that the consultant
paediatrician was failing to recognise this). The police opted out of any further
enquiry or involvement. Over the next month, further bruising was noted to
Bianca on three further occasions. Mother’s explanations were always
accepted and no further medical examinations in relation to these further
injuries were arranged. Other key professionals were not informed. At age 8
weeks, an emergency ambulance was called to the home. Bianca died the
next day in paediatric intensive care. 

Part 8 Review conclusions regarding role of child protection agencies: 

• inadequate child protection investigation 
• social worker and police officer discounting opinion of consultant paedi-

atrician on a medical matter (erroneous belief regarding mongolian blue spot) 
• social services and police supervision processes not identifying these

mistakes 
• lack of systematic assessment 
• inadequate social services responses to the three observations of further

bruising 
• poor agency and interagency communication.  
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professionally successful and financially advantaged) do not expect to
become subject to child protection system interventions. They are likely
to make clear their deep resentment of this, a response that often provides a
great professional (and often emotional) challenge for the social workers
who have to undertake initial assessments and implement whatever
urgent child protection plans are considered necessary in the circum-
stances. Practitioners may feel great sympathy for the parents, or be sig-
nificantly intimidated by them. Either way, it can be difficult to achieve
and sustain a confident, neutral-yet-supportive stance without becoming
subject to dynamics that promote an overidentification with the parents at
one extreme, or mutual antagonism at the other. Consequently, expectations
and dynamics of ‘partnership’ can become problematic and distorted. 

Reunification and Re-injuries 

We noted in Chapter 4 that, apart from the important recent project in Wales
(Ellaway et al. 2004), systematically gathered, long-term, follow-up data
specifically about cases of serious suspicious injury to infants are practically
non-existent. The studies of general child protection systems (the Messages
from Research conclusions) indicated that between one-third and one-quarter
of children were known to have been re-abused after they had come to the
notice of child protection agencies (Department of Health 1995). These
studies also noted that when re-injuries did occur, the proportion that was
severe was very low. 

Outcomes of the Independent Assessment Sample 

A number of summary statements can be made about the 17 infants that had
been removed from parental care after serious suspicious injuries (the other
four babies were removed from their mothers at birth because of injuries to
previous children). As we noted earlier, these reunifications were not always
in accordance with the recommendations of the assessment service. 

Reunifications 

● In 15/17 cases, the injured infant was reunified with some combination of
family members. 

● In just over half of these cases (8/15), the infant was returned to the same
parental combinations as at the time of the injuries. 
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● An almost equal proportion (7/15) returned to a household which had
changed by the departure of a parent/carer, or to stay with close relatives. 

● In only 2/17 cases was the injured child permanently separated from
parents/carers and extended family. 

Re-injuries 

Re-injuries occurred in seven of the 15 cases of children reunified with
parents/carers/extended family. This happened more often when children
returned to homes with the same combination of parents/carers as at the
time of the original injuries (5/8 cases). Reunification with changed parenting
arrangements resulted in fewer known re-injuries (2/7 cases). 

The extent and severity of re-injuries were mixed. One child died (cause
of death was officially recorded as natural, but the body was badly bruised
and neglected). This family had refused to engage in the independent
assessment, but the infant was still returned home by social services. Three
reunified children in other families sustained further bone fractures; and
another three significant bruising. In only two cases (to our knowledge)
did any of the reunifications end on child protection grounds. One child
who had been returned to a single-birth mother was permanently sepa-
rated after a re-injury of moderate severity. A later born sibling was
seriously injured in another family where a child had been returned to a
changed household. 

Removals at Birth 

In four cases, the child protection task was related to assessment of unborn
or new babies where there were histories of serious and fatal suspicious
injuries to previous children. Three out of four of these cases involved the
removal of the baby from the mother at birth on the basis of an emergency
court order. In one of these cases, this was effected only after the parents
were caught by the police, having absconded from the hospital with the
baby shortly after mother gave birth. In one case, the child was already
9 months old at the time it was learnt that the father had been implicated in the
death of a previous baby elsewhere in the country. In this case, a residential
placement was obtained, thus preventing the detrimental impact of separating
the baby from her mother. The outcomes of these four cases were that three
of the children were reunited at some stage with their natural parents (two
cases) and single mother (one case). In the other case (the absconding parents),
the baby was placed for adoption. Re-injuries are known to have occurred
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in one of these cases: a subsequently born sibling to the baby of the single
mother sustained a SIDE injury several years later. 

In the independent assessment sample as a whole, a substantial proportion
(18/21) of the children were returned home. This is similar to a high proportion
of babies with suspected non-accidental injuries who were returned to their
parents in the Welsh study previously discussed (Cobley & Sanders 2003;
Ellaway et al. 2004). A study in the USA of SIDE-type situations found
that 52% (of 30 injured infants) had been returned to their parents/
carers (Miller et al. 1999). While some of these were infants who returned
into circumstances that clearly caused the researchers considerable alarm,
only one child was known to have suffered another serious injury after
reunification at 9-month follow-up. 

These figures should not be used as the basis for supporting recommenda-
tions about future risk or reunification in any individual case. Apart from
the Welsh study, the samples are small, and have less than ideal follow-up
information. They are also context specific. In particular, it is not known
what assessments were undertaken or what family support/therapeutic
services were provided to families in the Welsh study. It is clear in the US
study that significant psychotherapeutic and education resources were
offered to the parents involved. In the NSPCC assessment sample, most of
the cases had arisen in areas that (at the time) were very well resourced in
terms of the quality and variety of assessment, therapeutic and family
support services. Moreover, generally speaking (there were a few exceptions),
the culture of interagency child protection case management (and the courts)
was to allow sufficient time for parents to derive benefit from the therapeutic
opportunities that independent assessment offered. In any interpretation of
the figures we have presented for reunification and re-injury from this
assessment sample, these factors relating to service context must be taken
into account. 





6 

PARENTAL PERCEPTIONS OF 
CHILD PROTECTION 

INTERVENTIONS 

If you are upset they put you down as an emotional wreck. If not, they say you
have no feelings. (A mother in an independent assessment interview, 2003) 

An accusation that is all in the day’s work for professionals such as health visit-
ors, social workers and others, is a cataclysmic life event for parents and wider
family. (Cleaver & Freeman 1995, p. 163) 

Dealing with the loss and grief of parents who have had their children
removed remains an urgent priority. Parents can be far more effective in meet-
ing the needs of their children and achieving positive relationships with carers
if their own pain is sensitively acknowledged and worked with. (Thorpe &
Thomson, p. 30, 2003) 

In contrast to the volume of research that has identified the varied con-
sequences of child abuse and the processes of the child protection system, there
is a modest but significant collection of studies of the experiences of families
who have become subject to child protection interventions. This research
falls within the tradition of enquiry into the views of consumers of general
social and therapeutic services, dating back to the 1970s (e.g. Lishman 1978;
Maluccio 1979; Mayer & Timms 1970; Sainsbury 1987). In the 1990s, studies
began to explore specifically parental perceptions of child protection services. 

Two important conclusions can be drawn from the body of parental per-
ception studies. First, there is a consistently strong tendency for parents to be
highly critical of the process and outcomes of child protection interventions.
Second, researchers are agreed that the views of many parents can extend
beyond the biases of their particular personal experiences and consequently
can offer sophisticated and insightful contributions that are of much value in
relation to the development of good child protection practice. It is a general
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failing of child protection services (and one that has a major negative impact
on quality and cost-effectiveness) that feedback from families is not routinely
sought to facilitate continual adjustment and improvements to the nature of
interventions. 

In this chapter we distil key themes from the body of parental perceptions
research and make space for the voices of families who have been subject to
child protection interventions to be heard via verbatim quotations obtained
from clinical and research case examples. 

KEY THEMES FROM THE BODY OF PARENTAL 
PERCEPTIONS RESEARCH 

The studies we draw from which elicit parents’ perceptions of child protection
interventions span the period 1991 to 2004: 

● Howitt (1992) interviewed 17 families who had been involved with social
workers over allegations of abuse. These families were recruited via par-
ents’ support/advocacy groups, and this group included several serious
suspicious injury cases. 

● Prosser (1992) interviewed 30 families via the parents’ campaign group
Parents Against Injustice (PAIN). In 29/30 cases, charges of abuse were
eventually dropped against the parents, or courts found in their favour.
This group included three serious suspicious injury cases. 

● Ryburn (1994c) interviewed 12 families subject to compulsory adoption of
children. 

● Lindley (1994) interviewed members of 48 families whose children were
the subject of care/supervision order applications in the courts. Families
were recruited from within those who had contacted the Family Rights
Group, and via local authorities involved with such families. 

● Cleaver and Freeman (1995) surveyed 583 child protection conferences
and undertook interviews with 30 families that were involved in the early
stages of a child protection enquiry. 

● Thoburn et al. (1995) reviewed 220 consecutive cases that were subject to
child protection conferences across seven local authorities. The study
included interviews with 30 families. 

● Farmer and Owen (1995) interviewed members of 44 families where one
child (or more) had been placed on the child protection register. 

● Fernandez (1996) conducted a file analysis in Sydney, Australia, of 294
children entering care over a 4-year period (1980–4). In addition, 89 parents
were interviewed. 
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● Buckley etal. (1997) interviewed 14 sets of parents subject to child protection
interventions in the Republic of Ireland. 

● In the USA, the Florida Legislature (1998) reported a survey of 204 families
who had had involvement with child protection services. 

● MacKinnon (1998) interviewed parents in 44 families in Australia who
had experienced interventions from therapists and child protection services. 

● Freeman and Hunt (1999) interviewed 34 parents in 25 families whose
contact with child protection services had resulted in care proceedings on
their children. 

● Gleeson et al. (2001) utilised a questionnaire with 450 families in Victoria,
Australia, to explore impressions of child protection interventions, including
the question of whether their lives had got better or worse as a consequence
of these interventions. 

● Lindley etal. (2001) interviewed 43 parents in the context of examining the
effectiveness of advocacy services for parents involved in child protection
proceedings. 

● Ferguson and O’Reilly (2001) interviewed 14 parents and 13 children who
had been involved with child protection interventions in the Republic of
Ireland in 1996. 

● Corby et al. (2002) interviewed 34 sets of parents who had been assessed
by social workers after the introduction (in the UK in 2000) of the Assess-
ment Framework. 

● The Scottish Executive (2002), as part of a major review of the Scottish
child protection system, interviewed parents (exact number unclear) of
17 children who had been subject to child protection interventions. 

● Spratt and Callan (2004) undertook semi-structured interviews with 12
families in Northern Ireland who had been subject to child protection
interventions. 

● Trotter (2004) interviewed 282 clients of child protection social workers in
Victoria, Australia. 

● Dale (2004) interviewed 27 members of 18 families in a central England
local authority in 2002 about their experiences of child protection inter-
ventions. This study specifically identified positive client evaluations of
child protection interventions (in addition to the familiar, previously
well-reported criticisms). 

This body of research covers a range of eras and cultures in child protection
practice. In the UK, studies date from before the implementation of the
Children Act 1989 (in 1991) to Assessment Framework practice from 2000
onward (especially Corby et al. 2002; Dale 2004). In most of the individual
studies, the samples are small (as is typical of qualitative research); there-
fore, caution must be exercised in generalising from these views across all
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families who become involved in child protection services. This is particularly
so as parents who agree to be interviewed for research tend to be those who
feel most strongly about their experiences either positively or negatively.
However, taken together, these studies include the views of well over
1000 families across England, Scotland, Northern Ireland, the Republic of
Ireland, the USA and Australia regarding experiences of child protection
interventions. Thus, the combined sample represents a powerful and quite
consistent collective voice that needs to be heard. 

One of the most disconcerting conclusions from parental perceptions
research as a whole is the intense dissatisfaction, dismay and despair that
remain a constant feature. With a few exceptions, feelings are very negative
about the nature, style and outcomes of child protection interventions (see
especially Cleaver & Freeman 1995; Freeman & Hunt 1999; Howitt 1992;
Lindley 1994; Prosser 1992; Thoburn et al. 1995). What are the major concerns
about how child protection services are provided? In essence, there are three
main areas of complaint: 

● the child protection system is arbitrary and opaque 
● families feel they are treated unfairly 
● families describe a negative interactional style of child protection

practitioners. 

We shall now consider these three areas in more detail. 

ARBITRARY AND OPAQUE NATURE OF THE CHILD 
PROTECTION SYSTEM 

The thing is you don’t know what they want from you, what they are looking
for, what they expect. Nobody tells you anything; they just carry on. (A parent
in Freeman & Hunt 1999, p. 25) 

In unexpected traumatic circumstances, strangers from social services (and
often the police) have suddenly intervened in their lives. Family members
are shocked, disoriented, frightened and sometimes angry, as they cannot
understand what is happening, and feel inherently disadvantaged because
they do not know how the system works. They have little idea what the key
processes are: what will be considered significant, what the next steps are,
or how to influence the course of events: 

We didn’t know what was happening when they turned up at the door; whether
we had the right to refuse them entry and what would happen if we did. They said
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they could have proceedings but no mention of my rights as the accused – never,
ever all the way through. No-one explained my legal position or about the child if
they were going to take her away from us. (A father in Thoburn etal. 1995, p. 55) 

Specifically and repeatedly, parents report feeling powerless in the face of
the child protection ‘machine’, and that they are not given information about
their rights. Consequently, several studies have recommended that it is vital
for parents to be given written information at the first point of child protection
interventions to help orientate them as to what can be expected (e.g. Cleaver
& Freeman 1995; Lindley 1994). More recently, Lindley et al. (2001) demon-
strated the value for families of having a supporter or advocate involved at
an early stage when child protection enquiries are commenced under Sec-
tion 47 of the Children Act 1989. The Department of Health subsequently
commissioned the development of a protocol on advice and advocacy for
parents involved in child protection proceedings, with a view to national
implementation (Lindley & Richards 2002). 

However, recent studies and case examples highlight that the routine pro-
vision of appropriate information to parents, let alone the availability of
independent advocacy, is still not occurring. Some families continue to be
denied information about the nature of the child protection procedures and
legal proceedings that they have become involved in. One couple, facing an
allegation of historic abuse, were simply unable throughout the entire child
protection process to get any written confirmation about what was alleged
against them: 

In the child protection meeting we were told that we couldn’t have the
information because that was privileged information to social services, and we
weren’t allowed access to this. We subsequently ended up having a row with
the social worker on the telephone about this and said: ‘We need to have it in
writing’ – and she said ‘You can’t’. And so we are left hanging. Presumably
they have followed the correct procedures – we don’t know! But, we are
professional people, we can sort of deal with this – but what about other
people who don’t know what’s going on – who haven’t got the support around
them? (Two parents in the study undertaken by Dale 2002c) 

The lack of information about how the child protection system operates
(and how it can be influenced) contributes to the impression some families
have that they have become ensnared in a predetermined unstoppable process: 

Throughout the process parents evidenced feelings of being powerless to resist
an all-powerful agency and to avert a train of events which in retrospect was
seen as somehow inevitable, even pre-planned. Many described being in a
‘no-win’ situation where the truth was distorted and used against them.
(Freeman & Hunt 1999, p. 25) 
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For some families such interventions seem not far removed from the night-
mare of Joseph K. in Franz Kafka’s novel published in 1925, The Trial. The
central theme of The Trial is of a citizen becoming ensnared in a bureaucratic
web of confusion and ambiguity spun by the inscrutable agencies of an
unfathomable court of law. In our context, why is it that some families
experience the child protection system to be opaque, arbitrary and unfath-
omable, in an almost Kafkaesque way? What is it that can lead social services
to refuse to make copies of their operational procedures available to families,
outlining the processes and standards for interventions? 

They refused to give us copies of the procedures they were working to. I rang
the Team Manager – she said point-blank: ‘No, you can’t have them.’ (Siobhan,
a grandmother: research interview undertaken in 2004) 

This is difficult to understand by any standards of courtesy, respect, natural
justice, human rights and fair process, given that in states of shock following
discovery of the injuries and the resulting child protection interventions, it is
difficult for family members to think clearly and retain information given ver-
bally. On this basis, it is vital that user-friendly written information and (ideally)
independent advocacy are provided for parents so that they can understand
the workings of the system that they have become involved with and can better
judge whether they are being treated fairly or not (Lindley & Richards 2002). 

UNFAIR TREATMENT 

Many parents and other family members feel that they have not been treated
fairly by the child protection system. There is a view that the system itself is
inherently unfair, and also that practitioners do not comply with the require-
ments of the system and behave capriciously. These issues can be distilled
into two specific concerns regarding: 

● arbitrary and inconsistent decisions and disproportionate judgments 
● inherent negative assessment bias. 

Arbitrary Case Management, Inconsistent Decisions and 
Disproportionate Judgments 

Having undertaken independent child protection assessments, audits,
reviews and research across many local authority areas over more than two
decades, one of our strongest impressions is of the inconsistencies in the
ways that essentially similar cases are handled. Even within the same local
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authority, the chance factor of which combination of professionals becomes
involved with a family will result in different styles of professional interven-
tion and case management plans. 

Decisions to compulsorily separate babies and young children from the
care of their parents and familiar extended family members should be
among the most carefully considered in child protection practice. Several
studies have indicated that many parents believe that such decisions are
made casually, routinely, and without adequate consideration of alternative
safety plans, and are then implemented in inhumane ways: 

How are you supposed to stop them? They just go ahead with their plans anyway,
don’t they? . . .They are too powerful. (A parent in Freeman & Hunt 1999, p. 27) 

Inconsistencies in case management can be startling and have the most
profound consequences. For example, one young baby, having sustained serious
suspicious injuries, was discharged from hospital according to an assessment
and protection plan involving monitoring by extended family members: 

They said they were going to take him off me and put him in foster care – which
I wasn’t very happy about. So what happens then is the social worker had
a word with my Mum and asked my Mum to get a month or two off work. So
she got a month off work. I was living here but I couldn’t be on my own with
him – I had to be supervised. By the time my Mum had to go back to work
I still had to be supervised – so then we had to bring my Grandma and
Granddad into it! (Ms Durgan, a mother, in the study undertaken by Dale 2002c) 

For another family in very similar circumstances, such arrangements were
not permitted by social services. The family had no history with social services
and little explanation was given. The mother and grandmother remained
bewildered, distraught and outraged that on discharge from hospital their
8-week-old baby was placed with strangers – apparently on the grounds
that the family was ‘too close’: 

She (social worker) came here – and you just couldn’t win. You couldn’t
win. She said that I was too involved and that I was too supportive. . . . We
got in touch with another family who were treated very differently. The
grandparents were quickly allowed to look after the grandchild on an EPO
[Emergency Protection Order]. I asked ‘Why not us? Who has deemed us to
be a risk?’ . . . They made an awful lot of assumptions. We had no history
with them at all. An awful lot of assumptions about our race, our culture;
and they seemed to enjoy flexing their muscles. . . . The fact that Rachel was
seeing me every day – my sister sees our mother every day in Belfast – it’s
part of our culture! – But it was used against us. (Siobhan, a grandmother:
research interview undertaken in 2004) 
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It is a common finding in family perceptions research that grandparents in
particular feel snubbed and distraught when they are rejected by social ser-
vices as alternative (temporary or permanent) carers: 

We had looked after the children and we were very concerned about
them. . . . They didn’t even come and see us properly. They could have talked to
me more about it; there was a lack of communication. They didn’t give us
information as to why they were doing things. I still feel Social Services have
too much power and give them a bit of power they abuse it. (A grandparent in
Freeman & Hunt 1999, p. 28) 

The Case of Simon 

In a case known to the first author (we will call the father Simon), a 5-month-
old baby had been in foster care since birth on the basis of concerns about an
elder child who had died previously in mysterious circumstances in the
mother’s care. Simon had not met the mother at that time and had had no
involvement in the sadly short life of her deceased baby. The mother
acknowledged that she could not be considered as a carer for the new baby,
who had been removed from her at birth. Since then the relationship
between the parents had ended. 

Simon was already the main carer of an elder child about whom no
child protection concerns had ever been recorded, and he was demon-
strably highly committed to his new baby son. The paternal grandparents
were local and the centre of a stable and resourceful extended family. The
kinship care proposal was that the grandparents and Simon would share
the care of the baby in a mutually supportive way. However, social
services (having rapidly identified adoptive parents via ‘concurrent plan-
ning’) refused to support the placement of the baby initially with parental
grandparents despite having previously approved them as foster parents.
In a judgment that praised the grandparents fittingly, the judge then
endorsed the care plan of the local authority that the baby be compulsor-
ily adopted. The bewildered and devastated family found this judgment
to be incomprehensible but had insufficient financial resources to attempt
any appeal. 

A recurrent theme for families is the reluctance of social services to recognise
the value of extended family/kinship resources alongside ‘worst scenarios’
regarding the level of risks, and lack of resources for more constructive reuni-
fication programmes (Dale 2004; Fernandez 1996; Howitt 1992; Prosser 1992;
Ryburn 1994a; Thorpe & Thomson, 2003). In this context, explicit standards
governing child protection interventions are needed. For example: 



PARENTAL PERCEPTIONS OF CHILD PROTECTION INTERVENTIONS 95

● How exactly is it decided whether or not it is essential for a child (and
siblings) to be removed into foster care rather than being placed with
grandparents/extended family? 

● When an infant has been removed into care, how is it decided what levels
of parental contact and involvement in caretaking tasks is appropriate? 

● How is the nature of the restrictions to be imposed on the extended family
determined regarding which relatives are allowed to maintain contact
with the child? 

● How is it decided that a case should be subject to care proceedings, or
whether it can be managed on the basis of a ‘voluntary’ child protection
agreement? 

Some parents feel that the basis for such case management decisions is, at
best, secret, often arbitrary, and, at the worst, disproportionate and punitive.
Such decisions are also seen as being covertly pragmatic, often dressed
in pseudo-professional rationalisations that families can experience as
incomprehensible and patronising (and sometimes ridiculous). This par-
ticularly applies to the inconsistency of decisions to remove a child from
parental care, to decisions to place (or not) within the extended family or
with strangers, and to the wide variety of arrangements that are made for
parental/family contact with the child in care. Parents require greater
clarity, consistency and transparency in these areas of decision making to be
better able to judge whether or not they are being subject to ‘fair process’. 

Standards of Proof 

Parents also often express confusion and resentment about the differences in
the nature of evidence and standards of proof between criminal and Family
Court proceedings. In the former, at least 10 members of a jury of 12 people
must be convinced ‘beyond reasonable doubt’ for parents to be convicted of
a criminal offence against their child. In the latter, a single judge can make a
‘finding of fact’ regarding significant harm and ‘free’ an infant for adoption
(dispensing with parental consent) on the basis of the ‘balance of prob-
abilities’ standard of evidence. 

The Case of Rachel 

At the age of 8 weeks, a well-cared-for baby (Siercha) was found to have sev-
eral fractures to her ribs and leg. Both parents were convicted of assault and
sentenced to imprisonment, at which point their relationship ended (although
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both continued to maintain that neither of them had caused the injuries). The
local authority refused to place Siercha within the extended family (none of
whom had any past involvement with social services). She was placed with
foster parents, and social services began actively searching for prospective
adoptive parents (not difficult to find for a healthy baby of this age). After
being in prison for over a year, both Rachel and her ex-partner were acquit-
ted on appeal of all charges in relation to injuries to Siercha. However, by
this time, the Family Court process had completed the stage of ‘freeing for
adoption’, resulting in the compulsory irrevocable adoption of Siercha
against her parents’ wishes. 

Given the significance of such Family Court decisions, parents often make
the point that it is fundamentally unfair that decisions with such profound
consequences should be taken by a single judge at the ‘balance of probabil-
ity’ level – especially as, for many families (particularly those with inadequate
resources), the decisions are largely non-appealable unless the judge has made
an error in law (rather than a perverse judgment). It should be noted that
some judges recognise that this view has some validity. For example, one senior
Family Court judge commented that judges (like all professionals) are subject
to ‘bias, prejudice and an obstinate inability to shift’ (LJ Thorpe 2003, p. 309). 

Inherent Negative Assessment Bias 

Social services is putting things down to try to paint as bad a picture as
possible because they think ends justify the means. They will win their case
no matter what and truth is the first thing to suffer. (A parent in Ryburn
1994b, p. 168) 

The ethos of the Children Act is that as far as possible, from the point of first
contact, parents should be involved in decisions about their children. As far as
the parents in this study were concerned these high ideals are just so much pie
in the sky . . . the majority considering that Social Services had already pre-
judged their case and made their minds up about how they were to proceed.
(Freeman & Hunt 1999, p. 27) 

Parents report that whatever feelings they show, or do not show, is negatively
construed: 

If you didn’t say anything you were passively aggressive – if you did say
anything you were too emotional. (Siobhan, a grandmother: research interview
undertaken in 2004) 

The emotional responses of parents (such as expressions of frustration,
irritation and sarcasm) to perceived negative styles of intervention may
be seen as ‘evidence’ that the family is totally uncooperative and even
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inherently dangerous. Families describe a professional mentality that can
appear almost paranoid: a fear that parents are so psychopathologically
devious that they will ‘fake good’ in disingenuous dealings with profes-
sionals and at the first manipulated opportunity are likely to pounce in
cold blood and murder their baby. While some parents undoubtedly do
have murderous feelings toward their offspring, acting on this is extraordin-
arily rare. The widely overgeneralised fear of this happening may be a
contaminated cultural residue of exhortations from proponents of
Munchausen’s syndrome by proxy (MSBP) for professionals to ‘think
dirty’ (see further discussion on this in Chapter 7). Some families feel that
too many professionals have been thinking too dirty, too often, and that
this has caused them great harm. 

Case examples such as those of Simon and Rachel illustrate an issue that
provokes some of the strongest expressions of feeling in parents – the sense
of unfairness that derives from professionals being perceived as having an
inherently suspicious and pessimistic bias against natural families whereby
almost every aspect of their personalities, relationships and lifestyle is nega-
tively construed by social workers. On this theme, in a powerful critique of
child protection practice in the USA, Crenshaw (2004) portrays child protec-
tion workers as being inherently biased by their emotional counter-transference
reactions, and being attitudinally ‘family-phobic’. In the same vein, some
children’s guardians and courts are seen as ‘rubber-stamping’ negatively
biased core assessments and care plans presented by social services in care
proceedings, resulting in disproportionate judgments based on idealistic views
of compulsory adoption. 

Parents believe that these draconian outcomes stem from routine assump-
tions of worst possible scenarios where child protection professionals have
been encouraged to ‘think dirty’ in a family-phobic way. As we shall discuss in
Chapter 10, ‘concurrent planning’ and ‘parallel planning’ (without
appropriate assessment regarding the viability of reunification) can incline
toward prejudgments in favour of compulsory adoption. This reflects
unreasonable professional practice: absent, inadequate or biased assessments;
disproportionate judgments; and, arguably, impingements of Articles 6 and
8 of the Human Rights Act 1998 (the right to a fair trial and respect for
private and family life). This is strong language, but conveys the intensity
of feeling of parents who have experienced the removal and compulsory
adoption of one or more of their children: 

Nobody ever asked down the road what sort of family we are. Nobody has
ever considered the possibility of adoption in our extended families on both
sides, and nobody has ever considered guardianship or something like that,
because they just had their minds made up that it had to be adoption and that it
had to be adoption arranged by them. (A parent in Ryburn 1994b, p. 166) 
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This is particularly so for parents in cases where there is intense dispute
about the nature, validity and impact of medical evidence in relation to the
causes of injuries. Although it is not possible to present the detail in this
book, in the case of baby Siercha, new evidence subsequently obtained by
the family raised significant questions of whether the injuries were in fact
associated with an hereditary family medical condition. However, it was too
late to prevent her compulsory adoption. 

As is discussed in some detail in Chapter 7, the validity and reliability of
expert medical evidence has become a very controversial issue a decade
since the findings of Prosser: 

A considerable number of abuse cases we considered became problematic fol-
lowing the involvement of medical practitioners. . . . Parents accused of abuse
believed that Social Workers and Police too often interpreted the medical prac-
titioner phrase ‘is consistent with abuse’ as hard evidence that abuse had taken
place. . . . In some cases we found the various diagnoses by experts and the cer-
tainty with which they contradicted one another to be bewildering . . . in a
number of instances what was considered to be evidence of abuse was eventu-
ally identified as a ‘natural’ condition. (Prosser 1992, pp. 14–15) 

Especially in cases that are subject to court proceedings (e.g. Freeman &
Hunt 1999; Howitt 1992; Prosser 1992) parents feel caught in the Kafkaesque
scenario where the burden of proof is reversed and they are required to prove
their innocence or are offered inducements (e.g. leniency or their child being
returned) to confess falsely: 

All parents in the sample described pressure, usually in the form of psychological
threats, to admit guilt, brought by Social Workers. Social Services, claim par-
ents, have considerable powers and they feel they are threatened with those
powers in order to gain confessions. Parents believe the tactic of ‘say you did it
and you can have your child back’ was deceitful, an improper use of power,
and an unacceptable practice. (Prosser 1992, p. 7) 

It is of concern that this practice appears to be continuing over 10 years later.
Rachel described the attempts made by social services to get her to confess to
injuring her baby: 

They tried to plea bargain: they said if we admitted to causing one fracture and
neglect – knowing they were there and didn’t do anything – then they were
prepared to say that the other fractures were accidental. This was on the first
day (of the care proceedings). But I wasn’t going to admit it – I’m not prepared
to say that I did it. . . . They kept saying that if we can’t admit it then we can’t be
rehabilitated. They kept using that – if we admitted to doing it and to knowing,
then we could get Siercha back . . . 
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They kept making false promises. They said a few times if you will admit to it,
you can have your child back. . . . But if that’s the case, that’s frightening. I just
thought: ‘How can you say that? How can you do that to someone?’ With the
Guardian as well saying that she hopes she’ll come back to us – they are just so
cruel. I could never do that. It’s someone’s baby – you’ve taken someone’s child
– and you can just sit there and say such things. (Rachel, a mother, research
interview undertaken in 2004) 

This issue is at the core of many child protection interventions where there
have been serious suspicious injuries to infants. Not infrequently, an
impasse arises between the family insistence that the baby has not been
abused, and professionals working within a culture that tends to view failure
to confess as ‘denial’, which itself is construed as a high-risk factor (Lusk 1996). 

It is in such situations that independent assessments can prove to be par-
ticularly valuable. In many cases (but by no means all) an independent, thera-
peutically oriented assessment intervention can provide a constructive way
forward that is acceptable to all parties (and which often avoids the need for
the high financial and emotional costs of contested Family/High Court hear-
ings). Varied examples of such approaches in the UK have been provided
(Asen et al. 1989; Bentovim et al. 1987; Dale et al. 1986; Dale 1991; Dale &
Fellows 1999; Essex et al. 1995; Fitzpatrick 1995; Kennedy 1997; Robinson &
Whitney 1999), as well as in Australia (Fitzgerald & McGregor 1995; Thorpe
2003; Thorpe & Thomson 2003). Assessing the thorny issue of ‘denial’ is
a key focus of many of these approaches, as discussed further in Chapter 7. 

NEGATIVE PROFESSIONAL STYLE 

The worst thing? the threats, behaviour, the power they’ve got. The big words
they used frightened me – really frightened me. . . . Arrogant, very arrogant.
Ignorant as well. That person’s approach: She didn’t ask, she told. . . . At the
time, in my mind I was thinking: ‘If she’s going to be funny, I’m going to
be funny.’ (Mr Taylor, a father, in Dale 2002c, p. 44) 

Descriptions of a negative interpersonal style of professional action (and
inactions) seep through many of the parental perception research reports. It
is not only what is being done in the name of child protection, but also the
way – the style – in which it is done that can feel so upsetting and provoca-
tive for many families. We shall cover this issue of negative professional
style under two main headings: 

● interactional style of child protection practitioners 
● the emotional impact for families. 
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Interactional Style of Child Protection Practitioners 

It is important to note that parents interviewed in research studies invariably
accept that when reports are received about the welfare of children, profes-
sionals have a duty to make enquiries, and that in some cases urgent protective
action is required. Parents also recognise that this is a difficult job, and that
many professionals feel that they cannot win either way: they are criticised for
inadequate or naive interventions that result in further abuse, or for intervening
in disproportionately ‘heavy’ ways. What families do not understand, however,
is why the attitudes and behaviour of child protection practitioners toward
them sometimes are discourteous, unpleasant, hostile and cold: 

When the social worker came, he came in with the police and didn’t identify
himself. It was appalling, absolutely awful, he nigh on interrogated me. It was
the questions he asked, and I wasn’t in a fit state to talk to anyone. He was very
much accusing. (A mother in Thoburn etal. 1995, p. 55) 

All along, social services seemed to be testing and pushing us. They wanted to
see how far we would go. They were just waiting for us to snap. Waiting for us
to make any little mistake. I don’t think they really thought we were human
then. (A father in Lindley 1994, p. 32) 

The two social workers say they are putting them up for adoption – they keep
rubbing it in every time we see them. It doesn’t matter how upset I am, they
just go on, and on, and on. . . . We don’t want them split up – it’s not right is
it? . . . I were adopted myself, that’s why I don’t want it with my children.
(Mr and Mrs Harland in Dale 2002c, p. 39) 

In a case of ‘parallel planning’, one mother recalled social services talking at a
very early stage about the prospect of permanent separation from her baby: 

We went to a meeting and (social worker) said to me ‘You’ve got a beautiful
child – we’ve got plenty of people what would want her.’ She then told me that
they’ve got a family lined up – and that was before they’d even started looking
into our family. (Rachel, a mother, research interview undertaken in 2004) 

Another parent exclaimed: 

This is legalised kidnapping . . . there is a shortage of babies for adoption, so they
take mine, and I can’t do a thing about it. (Parent participant at parents’
support group conference, 2003) 

Beyond biases and negative professional style, some families make serious
allegations of professional malpractice including threats, deception, manipu-
lation, trickery, exaggeration, distortion – even falsifying and fabricating
concerns (Freeman & Hunt 1999; Howitt 1992; Prosser 1992): 
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Accusations of fabrications, exaggerations and distortions ranged from inaccur-
acies in dates and names, to blaming the wrong partner for the abuse or label-
ling the parent as the result of past errors . . . Individual social workers came in
for a barrage of invective, being variously accused of lying, distorting facts,
judging things out of context, dragging up outdated or irrelevant information
or making gross mistakes in their presentation of the evidence. Parents felt
once again the focus was highly selective, social workers having ‘only kept
notes on the bad bits’. (Freeman & Hunt 1999, pp. 43–4) 

In a case known recently to the first author, a local authority presented evi-
dence to persuade a court that two siblings should be compulsorily adopted.
It became clear that while the local authority had collated a voluminous bun-
dle of evidence relating to historical parental inadequacy (but not abuse) of
previous children, it had withheld all material relating to a recent social
services assessment which, it transpired, had drawn positive conclusions
about the parents’ care of the current children. This practice echoes a comment
by Murray Ryburn (a committed campaigner against compulsory adoption): 

They [social services] had elected in this instance to suppress a vital piece of
evidence which cast an entirely different complexion on their account of the
mother’s motivation and her links with her daughter. The process of the careful
selection of evidence is one that accompanies the presentation of any case in
contested proceedings. Sometimes the drive to win in the adversarial process
leads to deliberate falsification of evidence. We can only assume here that pro-
fessionals believe the end justifies the means. (Ryburn 1994a, pp. 189–90) 

Emotional Impact for Families 

When I had to hand her over it was the worse feeling ever. You just don’t
want to do it – you haven’t got any choice – they say: ‘You have to.’ It was
done on the ward, in front of everyone. The lady who was driving her just
came up and – I was just telling Siercha how she had to be a good girl for
Mummy and – (cries) – she was just smiling at me. And you just can’t
describe how that feels. It’s soul-destroying. It breaks your heart. (Rachel,
a mother: research interview undertaken in 2004) 

Professionals, overburdened with abuse investigations or preoccupied with
other problems, might easily lose sight of how violating the procedure could
seem. (Cleaver & Freeman 1995, p. 163). 

Thorpe (2003) described how professionals often fail to recognise the ‘incred-
ible loss’ – and in some cases post-traumatic stress impact for parents – when
their children enter care. In cases where infants have sustained serious sus-
picious injuries followed by urgent child protection investigations, the
atmosphere for the family is doubly traumatic. First, there is the sequence of
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events within the family that led to the injuries (accidental or abuse) and
their discovery. Whatever the cause, parents and extended family members
will invariably be significantly shocked by knowledge that the baby is seriously
harmed (at worse dead, or with life-threatening injuries and possible per-
manent disability). 

Overlying the trauma of the injury events and context, is the additional
shock precipitated by the emergency medical treatment and rapid police and
social services involvement. There are some indications in the midst of such
emotional turmoil and confusion, that the style of intervention by the police
is often retrospectively seen as having been conducted in a professional and
considerate manner: 

A positive feature from the cases in this sample was the general respect for the way
the police handled enquiries they were involved in. Parents, with one exception,
praised the police for being courteous, open-minded and fair. (Dale 2004, p. 144) 

The key factor is an attitude of open-mindedness and basic courtesy alongside
skills in relating to highly distressed (and sometimes very angry) family mem-
bers in the context of major trauma. It is likely that many police officers have
better training and greater experience in effectively managing acute traumatic
enquiries that do most social workers. Social workers tend to score lower
than police officers in the eyes of family members in relation to the sensitivity
and fairness of their intervention at this stage. Families find the apparent lack
of compassion from some child protection practitioners difficult to comprehend: 

Many parents feel judged as totally bad and, as a result, are treated with disres-
pect, and denied even basic courtesies of civil human interaction. (Thorpe &
Thomson 2003, p. 3) 

In as many as 70 per cent of the families the investigation and case conference
had a negative impact on the parental figures who frequently felt marginalised
and badly treated. (Farmer & Owen 1995, p. 315) 

Parents cited instances in the meetings (child protection conferences) when they
had not only been bewildered, angered or insulted by what was being said
about them, but also felt harshly judged and unduly condemned. Some families
complained of the cold and impersonal attitude of practitioners which left them
feeling depersonalised by the experience. (Freeman & Hunt 1999, p. 29) 

Is this reported ‘dehumanisation’ personal or political? Are increasingly
hard-pressed professionals losing the capacity for empathy with parents and
families in acute distress? Are social workers increasingly ‘family-phobic’?
(Crenshaw 2004). Has it now become the professional norm to hate the
‘abuser’ as well as the abuse (even when it is not proven)? Has a culture
developed in which, increasingly, parents suspected of injuring babies are
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demonised as incorrigible recidivists who have forfeited rights to consideration
and dignity? Is there any possible connection between the diminution of
family support services, the emergence of ‘hard-line’ child protection inter-
ventions, and government targets for increasing the percentage of children
that are adopted from care? To what extent is the stark analysis of child pro-
tection work in Australia applicable in the UK? 

Little serious thought has been given to the possibility that the means to protect
children from one source of harm is in fact exposing them to another . . . far
from promoting the best interests of children at risk in their own homes,
Australian statutory child welfare systems seem unable to avoid adding insult
to injury. (Thorpe in Fernandez 1996, p. xvi) 

Complaints Procedures 

Social services departments are obligated under the Children Act 1989 to
operate formal complaints procedures in relation to their services. There is
little published research about the rate, nature and outcomes of complaints
that are made. Anecdotally, there is reason for concern that some families
are as dissatisfied with the complaints procedures as they are with the child
protection interventions. Returning to the case of Rachel, while she was in prison,
the grandmother wrote a number of carefully composed, specific complaints
about the behaviour and role of social services. Considered responses from
social services responses to the complaints were not initially forthcoming: 

We didn’t get anywhere – when we started fighting against them, they just
fought harder. . . . We got responses but they didn’t answer. They didn’t answer
first of all, and we had to take it to the next stage to say they hadn’t responded.
When I went to the complaint meeting I said: ‘Your department won’t answer
any of my questions.’ 

They said: ‘Mrs ‘A’– you’ve frightened our department so much, that they
froze.’ And I said: ‘I’ve paralyzed the whole of social services – is that what you
are bloody well saying to me?! The assistant manager and the area manager?’
I said: ‘I didn’t know I wielded such power!’ And I thought: ‘You plonker!’ 

She said to me: ‘You’ve actually paralyzed our department.’ And I said: ‘For
God’s sake – it’s actually five very simple questions – and because you couldn’t
answer them – I’ve paralyzed your department?!’ (Siobhan, a grandmother:
research interview undertaken in 2004) 

Eventually, the validity of many of the complaints made in the handling of
this case was conceded by social services, and a sum of compensation was
paid to the family. Siercha remains compulsorily adopted. 
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Dale (2004) noted that dissatisfied families can be reluctant to use com-
plaints procedures. Families were either unaware of such procedures or felt
that invoking them would be a waste of time or counter-productive. Of par-
ticular concern was that at least two families had specifically decided not to
complain formally, feeling that if they did so, social services would take (in
their view) an even more punitive stance toward them. 

In a recent independent assessment, the first author interviewed another
mother and grandmother who were subject to social services rejecting the
grandmother as a temporary carer of the children while pursuing parallel
planning for adoption. There were aspects of social services’ case management
(especially the total absence of assessment in relation to potential reunification)
that raised serious concerns. The mother was asked whether she had used
the complaints procedure in relation to what she perceived to be significant
lack of support and bias against her on the part of social services. She
replied that she had discussed this with her solicitor, but had been advised
against this step, as (in the words of her solicitor) it would ‘Piss off the social
worker’ – and might further disadvantage her position in relation to social
services. 

This is not the first case in which the first author has heard that parents are
discouraged by solicitors from making formal complaints against social
services. Consequently, given the absence of routine evaluation of child pro-
tection interventions and the reluctance of some families to use complaints
procedures, it is highly unlikely that Area Child Protection Committees,
managers of agencies at all levels, and local elected representatives (who are
ultimately responsible for services) will be aware of actual levels of dissatis-
faction with the processes and outcomes of child protection services. 

NEGATIVE PARENTAL PERCEPTIONS IN CONTEXT 

This chapter has emphasised the reported experiences of some families
(samples and individuals) who feel very negatively about the process and
consequences of child protection intervention in their lives. As child protection
systems do not routinely elicit the views of families who are subject to inter-
vention, families have far too few opportunities to influence professional
audiences. We hope that the emotional and rhetoric impact of these experi-
ences will promote pause for reflection by practitioners, supervisors and
managers involved in cases where infants have sustained serious suspicious
injuries. 

However, it is also important to recognise that these views of parents and
extended family members have to be considered within a wider context.
First, it would be naive not to recognise that some families will take the
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opportunity to join support groups and participate in research studies to
espouse false protestations of innocence, and to rail about injustices of child
protection systems when they (or at least one family member) are continuing
to deny actual responsibility for abuse. Researchers, no more so than police
officers, social workers, psychiatrist and judges, cannot reliably distinguish the
‘distress of the innocent from the remorse of the guilty’ (Cleaver & Freeman
1995). Consequently, research samples will inevitably include accounts of
some families who are not being totally honest about the reasons for, and
consequences of, child protection interventions. 

Second, the body of ‘risk research’ (see Chapter 3) has highlighted that
over-accommodation to the views and distress of adult family members can
constrain practitioners from taking sufficient protective measures for injured
infants. The fact that parents and family members are acutely distressed does
not in itself signify in any reliable way that their infant is not at risk. To
assume otherwise can and does result in tragic and sometimes fatal re-injuries
to children, and, not infrequently, subsequent public criticism of child
protection professionals for naivety and incompetence. 

The third contextual point relating to the negative parental views
expressed in this chapter is the need to emphasise that high-quality child
protection practice does occur. Unknown numbers of families and children
do benefit from and appreciate constructive child protection services. Unfor-
tunately, this is largely unreported in research and especially in the popular
media. Consequently, we shall conclude this chapter with a section derived
from a study that elicited positive parental views about child protection
practice. 

Parental Perceptions of Positive Child Protection Practice 

A small study undertaken in the Midlands (England) by the first author in
2002 involved interviews with 27 members of 18 families who had been sub-
ject to child protection interventions (Dale 2004). By no means all of this
group felt positively, and we have already reported the views of some of
those who were dissatisfied earlier in this chapter. Table 6.1  illustrates the
spread of views of participants in that study. 

Table 6.1 Participants’ ratings of helpfulness of child protection services (n = 18)    

Very helpful Helpful to 
some extent 

Uncertain Did not 
really help 

Made things worse/
was harmful 

5 (28%) 4 (22%) 4 (22%) 1 (5.6%) 4 (22%)
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Merging ‘very helpful’ and ‘to some extent’ gives an overall helpfulness-
to-some-degree rate of 50%. Focusing on the satisfied group, it was apparent
from descriptions given by families that there were many very skilled and
committed child protection professionals working across agencies in the
areas in which the interviews were conducted. These workers were por-
trayed as being friendly, interested, concerned and very keen to help in
collaborative ways. A striking theme running through families’ accounts of
child protection interventions relates to the interactional style of profes-
sionals. This echoes the findings of an earlier study: 

Honesty, helpfulness, fairness and sensitivity were highly rated qualities. So
too were the abilities to listen to and understand the family’s viewpoint and to
communicate in a down-to-earth way. Practical help and support together with
minor but thoughtful kindness also conveyed care and understanding. (Freeman
& Hunt 1999, p. 84) 

The fact that some social work interventions had a therapeutic impact was
greatly appreciated. In these cases, characteristics that were particularly val-
ued included: 

● being supportive 
● listening carefully and effectively 
● having skills in promoting cooperation 
● being ‘matter of fact’ 
● being ‘human’. 

The following quotations from Dale (2002c) convey parents’ feelings about
the positive style of social workers: 

Eye to eye contact – being able to talk to each other – say anything we want to
each other. (Winnie) (p. 43) 

We get on really well with (social worker) – we have a laugh. Some of the social
workers in London, they were right snotty. But down here they are not – they
explain more to you than other social workers do. So we thought right, we’ll
get on with them – we like them. (Mr and Mrs Pendergrast) (p. 43) 

Whereas they can talk and jumble everything up and confuse you – she (cur-
rent social worker) will explain what’s going on and cut out the mumbo-jumbo –
she gets to the point direct. (John Richardson) 

Dawn (mother): ‘She were great – very pleased with her, she were right calm.
She were fair – a very nice person. I could talk to her.’ 

Louise (shy teenager): ‘I could talk to her!!!’ (Pearson family) (p. 41) 
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It was impressive to hear from at least two families who had been very
unhappy with the child protection process that the positive qualities of par-
ticular social workers had gradually made an important difference to them: 

We’ve been very lucky – he’s great. He’s been very helpful, his mannerism –
we’ve even looked forward to him coming. He’s not treated us like criminals –
not like how we felt treated at first. He’s obviously taken everything in – seen
the big picture. (Mr and Mrs Skye) 

One father had become primary carer of a 3-year-old and a newborn baby
after a life-threatening incident when the elder child had been alone with his
mother. He was not initially impressed with social services involvement: 

To this day Social Services are 99% certain that (child’s mother) tried to suffo-
cate him. It couldn’t be proved as she was in the flat on her own. . . . They know
I was angry – I told them I couldn’t understand what all this rubbish was about
case conferences, child protection registers. I said to them ‘He’s not at risk!
Why is he at risk? – I’ve packed my job in.’ 

A few weeks went by, then the social worker would say ‘We’ve got to assess
you, Mr Taylor, as a parent.’ I kept saying ‘I don’t need assessing as a parent –
I’ve had five!’ They said ‘It’s in your best interests as his name is on the child
protection register. . . . They could put him into foster care!’ As soon as I heard
that it got to me. The words ‘foster care’ and ‘assessment’ I didn’t like – so I set
out to prove them wrong – and I passed with flying colours! (A father,
Mr Taylor, in Dale 2002c) 

This case demonstrated highly effective child protection work which
required a skilled social worker to overcome initial parental hostility to a
requirement to be assessed. Having effectively resolved the initial conflict,
subsequent interagency interventions reflected excellent standards of child
protection practice/resources with a corresponding high level of parental
satisfaction: 

Social services were supportive to me – I knew I had back up and support – it
were just someone to talk to basically, they were good listeners. They’ve liaised
with me: case conferences, courts and children – it were little things like that
that’s meant big things to me. . . . They’re very good listeners, very good at
understanding – but they’ve got the power to over-rule you – which is a good
thing I suppose. Because I’ve always said – put the child first. And it’s things
like that that made me cooperate and go through it with them. . . . They ring me
up now and again saying ‘Are you alright? Do you need anything?’ (A father,
Mr Taylor, in Dale 2002c, p. 41) 

One mother (Ms Durgan referred to earlier on page 93) had described how,
after an unexplained serious injury to her 6-month-old son, the social
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workers had encouraged her mother to take time off work to avoid the need
for the baby to be taken into foster care while assessments were undertaken.
It was apparent that the social worker had great skills and personal qualities
to accept, contain and influence the intense feeling that were generated by
the crisis of the injury and the child protection aftermath: 

At first it was not very good – I kept losing my temper – which is bound to hap-
pen when they are threatening to take your son off you. . . . As it’s gone along,
things have got better . . . we’ve got more friendly – we talk to each other –
instead of shouting and bawling at each other (laughs). . . . She actually stayed
quite calm – she tried to calm me down. I just couldn’t hold my temper back – I
had to let it out. She either just sat there and let me say what I had to say – or
she’d sit there and talk to me and tell me to calm down. (Ms Durgan, a mother,
in Dale 2002c, p. 43) 

Further reflections included: 

At first when they said ‘We’re not here to take your son off you, we’re here to
help’ – I didn’t believe or trust them with that – I thought they were just saying
that to calm me down. And now I’ve realised they’re not here to take them off
me – I’ve calmed down a lot. . . . I accept that they had to think that –’ cos we
were both denying it – they weren’t sure who did it. But now that they know
that I didn’t – it’s a lot easier. They did what they had to – that’s what they are
there for. (Ms Durgan, a mother, in Dale 2002c, p. 43) 

It is notable that these more positive views reflect those of parents who were
initially traumatised by child protection interventions, who either managed
to retain their child in the family, or, where the child, having been removed,
was quickly returned to their care. It is unlikely that many parents who have
been subject to lengthy separation from a child after a serious injury with
disputed explanation, including compulsory adoption, would come to
reflect so graciously on child protection practice. 

Parents have strong feelings and views about the nature and outcomes of
child protection interventions in their lives. Notwithstanding the huge public
expenditure on child protection services, evaluation information from those
directly affected is not routinely collected to assist continual review of service
standards. Views of parents point to significant inconsistencies in the ways
that similar situations are handled by the child protection system. There is a
need for explicit national standards in child protection practice so that
families can be clear at all stages what the criteria are of the process they find
themselves in. There is also a need for transparency about the key factors
that affect assessments and court judgments, especially those relating to
removal of a child and factors that determine whether a child will be
returned to his/her parents, can be cared for by extended family members,
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or requires permanent placement with strangers. In the last scenario, espe-
cially where this results in compulsory adoption without direct contact,
much more explicit indicators are required to signal when such a draconian
outcome is the only feasible alternative. 

Given the profound impact on families of professional style, there is also
an issue to be addressed about the disparity in family perceptions of the
quality (and humaneness) of the style of child protection workers. What can be
done to ensure that families in such traumatic circumstances receive a con-
siderate and skilled response? One answer must lie in instituting more
effective evaluation of the process and outcomes of child protection inter-
ventions. It is only on the basis of routinely gathered feedback that child pro-
tection agencies can develop systems for quality assurance regarding the
style of practitioners. With such information, competency and professional
development plans can be instituted through existing mechanisms of training,
recruitment, supervision, appraisal, and promotion. 

This chapter has presented typical critical views of families who become
involved in child protection interventions. In general, they are perspectives
that stem from a belief that the parents have been wrongly abused of abuse
and that the families have been subject to gross injustice. Or, that while there
may have been grounds for intervention, the ways in which this was carried
out were unnecessarily unpleasant, and the actions taken disproportionate
to the level of risk. Such families see themselves as behaving reasonably in the
face of unreasonable child protection interventions. As we have emphasised,
this is an important perspective and needs to be heard. However, as we shall
discuss in Chapter 10, not all families behave reasonably in relation to child
protection intervention (and by no means all child protection practice is
unreasonable). This adds to the complexity of the task of providing effective,
supportive and proportionate child protection services.





7

EXPLANATIONS FOR INJURIES 
AND THE THORNY ISSUE OF 

‘DENIAL’ 

For innocent parents to have a child taken from them, or to be prosecuted and
convicted of killing a child who actually died of natural causes, is the stuff of
nightmares. It is right and desirable that there should be public indignation at
the failures that lead to such terrible suffering. . . . However, we must also
acknowledge that in a small percentage of the cases where a baby dies,
something unlawful will have taken place . . . some mothers, fathers and other
carers do induce illness in their children and sometimes fatally harm them.
(Baroness Helena Kennedy QC) (Kennedy 2004, p. 20) 

In the first stage of care proceedings in England and Wales, judges hear
evidence from expert medical witnesses regarding the nature of injuries and
ways in which these may have been caused. Having heard such (often highly
technical) evidence, the judge will rule, on the ‘balance of probability’,
whether the infant has suffered ‘significant harm’; and whether the
injuries were non-accidental, who was most likely responsible, whether any
person present ‘failed to protect’ the child, and/or whether (knowing the
child was harmed) any adult failed to seek medical attention. These are the
‘findings of fact’ made at the ‘causation’ stage of care proceedings. In this
book we are more concerned with wider family assessments that comprise
the second stage of care proceedings trials – that of the ‘disposal’ or ‘welfare’
hearing, in which judges consider a wider range of evidence in determining
what form of order (if any) the court should make to protect the infant (and,
invariably, whether the infant will be returned to parents/carers, placed
with other family members, or adopted). 

In this chapter, however, we present an overview of some of the major
diagnostic issues, dilemmas and controversies that arise at the causation stage
of care proceedings hearings. We also discuss in some detail the thorny issue
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of ‘denial’ – that is to say, the possible reasons why parents/carers whose
infants have been harmed continue to maintain that they were not responsible. 

DIAGNOSTIC ISSUES, UNCERTAINTIES AND 
CONTROVERSIES 

The focus on suspicious serious and fatal injuries reported in this book
highlights the vulnerability of very young babies to physical harm in the
first few weeks and months of their lives. Most homicides of children occur
at the age of 0–12 months (Creighton 1995). The younger the child, the
greater the likelihood that the force of an assault will result in serious injur-
ies. Nine of the 17 deaths in the Part 8 Review group sample discussed in
Chapter 5 were of infants aged less than 3 months. In the assessment (serious
injury) sample, one-third of cases involved fractures to babies less than
3 months old; and at least the same proportion suffered serious permanent
damage. The extent and severity of injuries in non-fatal cases seem broadly
similar to those found in fatal case reviews where babies have died. Research
on child abuse fatalities suggests that relatively few parents who are violent
to their babies actually intend to kill (Falkov 1996; Resnick 1969; Stroud &
Pritchard 2001; Wilczynski 1997). Factors of chance (Levine et al. 1994;
Reder & Duncan 1999) play a major part in whether a serious assault proves
fatal or not. 

Accidents or Abuse? 

One of the key complications in assessment and court hearings of these cases
is that medical diagnosis of abuse or non-abuse can be uncertain and is
sometimes conflictual. This is an area where the two key types of child
protection error specifically occur: the false-positive (a diagnosis of abuse is
made when the injuries are accidental); and the false-negative (a diagnosis of
abuse is not made when this is the cause of the infant’s condition). Research
indicates that both types of diagnostic error occur, and both have profound
consequences for children and families. 

A US professor of paediatrics highlighted the challenge of diagnosing
child abuse when a child has a medical condition such as demineralised
bones or abnormal blood clotting. Are the fractures/bruising due to the
underlying condition, abuse, or a combination of both? (Leventhal 2000).
Leventhal stressed that unusual events do happen to children. He gave the
example of a 5-month-old baby with two skull fractures indicative of two
separate impacts. The baby’s mother could explain only one incident – the



EXPLANATIONS FOR INJURIES AND THE THORNY ISSUE OF ‘DENIAL’ 113

baby falling from the settee. Child protection enquiries began, and later the
elder sister revealed that she had dropped the baby – and had not said so
before because she was not allowed to hold the baby. Consequently,
Leventhal urged: ‘Do not automatically disbelieve a history because it
seems strange: the child’s injuries may be consistent with this unusual
history’ (Leventhal 2000, p. 144). 

Studies reveal that accidental injuries to babies and infants occur on a
significant scale – and some research indicates that hospitals and doctors do
not recognise that symptoms presented by a seriously ill baby may, in fact,
be abuse related (Benger & Pearce 2002). A major epidemiological study of
nearly 12 000 pre-mobile babies (0–6 months) reported that 22% had been
involved in an accident since birth. The most frequent types were falls from
beds or settees. The commonest site of injury sustained was to the head
(97%), although serious injury (defined as concussion or fracture) occurred
in less than 1% of cases. Consequently, the authors concluded that while falls
involving infants are common, most such events result in no injury, and
serious injuries were very rare (Warrington & Wright 2001). 

Hospital studies have also explored the nature of accidental and non-
accidental injuries. Reece and Sege (2000) estimated the accidents and abuse
rates to be 81% and 19% respectively; and Rivara et al. (1988) reported that
three-quarters of presenting injuries were unintentional (accidental) and
one-quarter were the result of abuse. Accidental injuries were predom-
inantly less serious, single injuries, and rarely resulted in permanent
disability. Moreover, a feasible explanation was forthcoming in all cases
of accidents. In contrast, the injuries that were considered to be the result of
abuse tended to be multiple and much more serious, with a 25% rate of
consequent permanent disability. No explanation was immediately
forthcoming in 36% of these cases. The authors concluded that unintentional
injuries to infants are common and also invariably minor. In contrast, closed
head injuries, fractures to ribs and lower extremities, and abdominal injuries
are suggestive of abuse (Rivara et al. 1988). 

Brain Injuries 

The most common injuries to the brain that occur in suspicious circumstances
involve: 

● damage to brain tissue through direct impact to the head or via rotational
forces 

● bleeding into the membrane layers (spaces) covering the brain caused by
shearing injuries (subdural, subarachnoid and epidural haemorrhages) 
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● deprivation of oxygen and blood supply to the brain caused by apnoea
(cessation of breathing) 

● swelling of the brain tissue (cerebral oedema) as a consequence of any of
the above. 

(We are grateful to the consultant paediatrician Dr Peter Sidebotham
(Sidebotham 2005, personal communication) for assistance with this categor-
isation.) Brain tissue is vulnerable to specific damage from direct impact,
shearing injuries and blood/oxygen deprivation (hypoxic/ischaemic
damage), and the short- and long-term consequences of these events depend
on the severity of damage and the precise area of the brain that is affected.
The shearing or swelling of connective nerve endings within the brain is
known as diffuse axonal injury (DAI) and results from abnormal movement
of the brain inside the skull as a consequence of rapid rotational acceleration
and deceleration motion (such as shaking). David (1999) noted that DAI
injuries are particularly significant, as they are probably responsible for
immediate effects (unconsciousness) and long-term neurological damage in
non-fatal cases. Diffuse swelling of brain tissue is also associated with poor
outcomes (e.g. death or permanent disability) for affected infants (Kemp
et al. 2003). 

Subdural Haemorrhages 

It has been suggested that subdural haemorrhages as a result of assault
occur with an annual incidence in the UK of 21 per 100 000 infants (Jayawant
et al. 1998; Kemp 2002). The consequences are grave: 12–30% prove fatal, and
approximately two-thirds of victims suffer some degree of permanent brain
damage. Important questions are asked of expert medical witnesses in
cases where brain injury to an infant may be suggestive of assault (Jayawant
et al. 1998; Karandikar et al. 2004). 

Subdural haemorrhages in infants are not necessarily indicative of physical
assault: there is a small, but non-trivial incidence of non-abuse or naturally
occurring subdural haemorrhages (Hoskote et al. 2002; Howard et al. 1993;
Jayawant et al. 1998; Johnson 2002; Sanders et al. 2003). Moreover, the size of
the subdural haemorrhage itself does not correlate with the extent or severity
of trauma (Johnson 2002). Establishing the cause (aetiology) of subdural
haemorrhages is not simple: one professor of paediatrics in the UK recently
outlined 70 different causes for subdural haematoma in the following
13 categories: trauma (e.g. road traffic accidents); medical surgical interven-
tions; prenatal, perinatal and pregnancy-related conditions; birth trauma;
metabolic disease; congenital malformation; genetic disease; malignancy;
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autoimmune disorder; blood coagulation disorder; infectious disease;
poisons/toxins/drug effects; and miscellaneous (David 2004b). 

A medical research team in Sheffield that undertook a prospective study
of 11 births discovered that nine of these babies were born with subdural
haemorrhages. Three of these births were normal deliveries, five were
forceps deliveries (after attempted ventouse delivery), and one was a trau-
matic ventouse delivery. One conclusion from the study is that subdural
haemorrhages can be present immediately after birth, and that this is not
necessarily indicative of birth trauma (Whitby et al. 2004). This is one of
several diagnostic areas where, because of ethical constraints, research has
limitations. For example, much research examining the forces required to
cause degrees of brain injury has been undertaken by biomechanical
experiments on monkeys (and results from these may not be directly
transferable to the human infant). Consequently, uncertainty remains
regarding how much force is required to cause subdural haemorrhages in
human infants (Howard etal. 1993; Kemp etal. 2003; Lefanu & Edwards-Brown
2004). David (2004a) noted that in some cases it is very important and
acceptable for expert medical witnesses to admit uncertainty about the
cause of an injury: ‘Regardless of pressure, never be afraid to say that one
is simply not sure’ (David 2004a, p. 803). 

Lucid Intervals 

There is a debate in the medical literature on the dating of brain injuries
as to whether, after such an injury, an infant may have a ‘lucid interval’
(a period in which the infant appears to be well and behaving normally)
before succumbing to the delayed effects of the injury. If lucid intervals
occur after serious brain injuries, it is much more difficult to identify
a specific time period within which the injury was caused. Research
relating to confirmed accidental injuries has produced inconsistent
findings on this question. One study of 95 children who died from such
injuries found no evidence of lucid intervals – all of the children became
noticeably ill immediately after the accident (Willman et al. 1997). In
contrast, another study found that 12 out of 18 children who suffered
accidental fatal head injuries did have (brief) lucid intervals before succumbing
(Plunkett 2001). 

From this research as a whole, it seems likely that any lucid interval fol-
lowing a brain injury is associated with the severity of the injury. For example, it is
possible for an infant to have a shallow subdural haemorrhage without noticeable
symptoms (Greenes & Schutzman 1998). Other infants may show symptoms,
such as irritability, continual crying, and feeding poorly, which may be
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indistinguishable from common mild illnesses. At the severe end of the
spectrum, the infant will suffer seizures or loss of consciousness rapidly
from the injury. On this basis (although there are dissenting views), it is
considered unlikely that a lucid interval of any significant period of time
will occur in an infant who has sustained a severe brain injury (David 1999;
Willman et al. 1997). 

‘Re-bleeds’ 

Another controversial issue relates to the significance of ‘re-bleeds’ (Hymel
et al. 2002). When computerised tomography (CT) and magnetic resonance
imaging (MRI) brain scans reveal that an infant has two or more subdural
haemorrhages of different ages, the question arises whether this is necessarily
indicative of assault (shaking or impact injury) on the same number of occasions?
Or to what extent is it possible that further bleeding, perhaps provoked by normal
activity, may spontaneously recur at the site of the original injury? Re-bleeding
is believed to occur frequently in resolving subdural haemorrhages, but the
amount of bleeding is seldom large. There is no evidence that re-bleeding
causes brain damage (David 2004a). Clearly, it is vital that ‘re-bleeds’ are not
construed necessarily as evidence of multiple assaults (Johnson 2002). 

Retinal Haemorrhages 

Retinal haemorrhages involve bleeding that occurs in front of, beneath or
within the layers of the retina. There are a large number of possible med-
ical causes for retinal haemorrhages. It is also common for babies to be
born with retinal haemorrhages, and while most have disappeared by 8
days, in some cases they persist for up to 3 months (Baum & Bulpitt 1970;
David 1999). Retinal haemorrhages can also result from blood coagulation
disorder and attempts at resuscitation. Studies have consistently shown
that it is unusual for retinal haemorrhages to be a consequence of accidental
severe head injuries (although there are some recorded exceptions to
this). However, retinal haemorrhages are commonly found in infants who
have subdural haematoma from impact injuries, and this raises the suspi-
cion that shaking associated with the head injury causes the retinal haem-
orrhages. However, the exact biomechanical force needed to cause retinal
haemorrhages in babies (and indeed other force-related injuries) remains
unknown. 



EXPLANATIONS FOR INJURIES AND THE THORNY ISSUE OF ‘DENIAL’ 117

Fractures 

While not common, bone fractures can occur as a result of accidents to
children of all ages (although accidental fractures in babies and infants are
rare). This area has been well researched in attempts to differentiate reliably
between accidental and non-accidental fractures (e.g. Chadwick et al. 1991;
Hobbs 1984; Hoskote et al. 2003; Reece 2000). Some uncertainty remains
about the nature of fractures that are likely to result from different impact
events such as falls from differing heights onto different surfaces. One study
concluded that in 25% of cases the fractures sustained by infants had a non-
accidental cause (Hoskote et al. 2003). While inconsistent explanations and
delayed help seeking are often indicators of maltreatment, Hoskote et al. also
noted that these features can be present in cases of genuine accidental
injuries. 

Hobbs (1984) reviewed a sample of 89 infants who had suffered skull
fractures. It was concluded that non-accidental skull fractures were likely to
involve multiple or complex fractures, a fracture that was depressed or
particularly wide, fractures of more than one bone and fractures other than
the parietal bone. In this study, no fracture considered to be non-accidental
was less than 1 mm wide; in contrast, two-thirds of the accidental skull
fractures were 1 mm (or less) wide. From the research as a whole, it is gener-
ally concluded that skull fractures may be caused by simple falls, but that
this is not common. When this does occur, the fracture is usually a simple
linear one. In contrast, skull fractures that are multiple or bilateral, or cross
suture lines are more likely to be non-accidental. In addition, skull fractures
coexisting with other injuries (e.g. retinal haemorrhages, other fractures of
different ages, extensive bruising) significantly raise the level of suspicion
about maltreatment. 

Rib fractures often are a feature of cases of suspicious serious injury to
infants. To what extent is the presence of fractures to the ribs of a baby an
indicator of maltreatment? Infants may be born with fractured ribs, and
such fractures also are known to occur during attempts at resuscitation.
However, resuscitation-induced rib fractures tend to be anterior rather
than posterior – the latter being more indicative of maltreatment
(Sidebotham 2005, personal communication). Abuse-related rib fractures tend
to be inflicted by a squeezing force, and in some cases there are fingerprint
bruising patterns on the infant’s torso that give some indication how the
infant was held while this occurred. Alternatively, rib fractures may occur
by blunt force such as the infant being stamped on. The age of fractures of
ribs can be estimated radiologically by observation of the extent of the
formation of callus during the healing process (but this is not totally
precise). In this way it is sometimes determined that infants have sustained



118 CHILD PROTECTION ASSESSMENT: FINE JUDGMENTS

multiple fractures that must have occurred from assaults on different
occasions. 

Burns, Bites and Bruising 

Tragically, on occasion, babies and infants sustain serious burns from
unfortunate accidents. This may reflect a unpredictable and non-preventable
incident (such as a parent being momentarily distracted), or it may occur in
a context of chronic neglect and domestic chaos. In cases of accidental serious
burns, explanations are usually forthcoming. One study of 50 children
treated at a London burns unit noted that in 49 of these cases parents
(usually highly distressed and guilt-ridden) were able to give immediate
and accurate accounts of what had happened (Martin 1970). Absence of an
immediately forthcoming and cogent explanation for a serious burn to an
infant inevitably raises acute questions of maltreatment. Deliberate burning
of an infant by a parent/carer raises the spectre of sadistic intent and parental
personality disorder. Some parents deliberately burn children with cigarettes.
Caution must be exercised in the diagnosis of such ‘burns’, however, as
infants with impetigo have been misdiagnosed as having cigarette burns. 

Serious bite marks to babies and infants are an uncommon form of injury.
The question that arises in such circumstances is usually not so much
whether this was an accidental or inadvertent injury as who was responsible
for what is likely to have been an intentional (if impulsive) act with some
element of motive to cause pain. Specialist dentists (forensic odontologists)
will be called upon to help identify the perpetrator of the bite marks.
Sometimes, in such cases, it emerges that an older sibling (or some other
child) must have bitten the infant. It is easier for forensic odontologists to
determine this on the basis of the size of the bite mark, that is, whether it
corresponds to the general size range of adult mouths in comparison to
those of children of different ages. It can be more difficult to distinguish
between different adults as potential perpetrators (as when two parents
blame each other). The characteristics of the arrangement of teeth may result
in forensic odontologists being able to agree to exclude a suspect. In other
cases, the judge ultimately has to decide between the differing opinions of
expert forensic odontologists as to which parent was responsible. There is
very little published research on the ageing of bruising caused by bite marks
to children. 

In general, bruising is the escape of blood from ruptured blood vessels
caused by a blunt force damaging the blood vessels. The blood escapes into
the subcutaneous tissue and the skin. The appearance of a bruise is affected
by, among other things, the volume of blood leaked (which may cause
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swelling), the site of the impact, the degree of force applied to the skin and
the age of the child. A recent systematic literature review has compared
research knowledge about patterns of bruising that are likely to be accidental
with those that are likely to be the result of maltreatment (Maguire et al.
2005). One conclusion was that non-abusive bruising in pre-mobile babies is
very uncommon. 

Dating of Injuries 

Technological advances have enabled medical specialists to date the
occurrence of various types of injury with increased precision. For example,
subdural haemorrhages can be dated with some degree of accuracy by CT
and MRI, which can distinguish acute bleeding and help date older haemor-
rhages. However, this is never totally precise, as there are natural variations
in the rate of blood breakdown, and the colour of blood will also depend on
the precise MRI sequence that is used (Johnson 2002). The age of bone
fractures can be estimated in relation to repeated radiographs showing
the degree of callus formed as bones heal. However, skull fractures cannot
be dated in this manner, as the skull does not form callus in the same way as
other bones. 

The accurate dating of bruising is less precise. While the colour of bruises
evolves over time, allowing some general estimates to be made about the
timing of the injury, paediatricians have become more tentative in estimates,
as it is increasingly recognised that there is a greater general variation
in bruising patterns and colour changes than was once believed to be
the case: 

Textbooks have provided schedules of colour changes of bruises over time.
However, these schedules are unreliable, and should not be used . . . attempts to
age bruises based on their colour is fraught with difficulties. . . . The only estab-
lished fact is that the presence of a yellow colour within a bruise indicates that
it is at least 18 hours old. (David 2004a, p. 901) 

Degree of Force 

There are disagreements between medical experts as to the severity of
force required to cause fractures and subdural/retinal haemorrhages. It has
been common for some experts to state that the force required for a particular
injury to occur must be of the level of a road traffic accident, or a fall from
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a height of several storeys. However, these are rough approximations that
do not take into account the role of unknown and idiosyncratic factors: 

One is well advised to exercise caution and avoid dogmatic statements about
how flexible are the bones of babies and how enormous the force must have
been . . . the only really solid ground is that in an infant with healthy bones,
normal handling and normal activities do not produce fractures, and domestic
accidents (such as short falls) rarely produce significant injury. It is self evident
that significant force must be needed to break a bone, but in the absence of any
reliable and hard scientific data it is wise to avoid overstating the amount of
force that is likely to be involved. (David 2004a, p. 802) 

The degree of force necessary to produce features of brain injuries similarly
remains uncertain and cannot be specifically quantified. However, subdural
and retinal haemorrhages rarely (if at all) appear after common domestic
accidents or rough play (however, these would be detected only if the infant
became ill enough for medical help to be sought and appropriate investiga-
tions were undertaken). It seems likely that the force required to cause
subdural haemorrhages varies with the age of the infant, with younger
babies being susceptible to significant injuries from smaller forces given
their relatively large heads in comparison to body weight and underdeveloped
musculature. 

Experience of Pain 

Another contentious issue can arise in court cases when parents state that
they did not know that their infant was injured, and therefore should not be
blamed for not having sought help sooner than they did. To what extent can
medical experts give confident opinions about the degree of pain that an
infant will experience and express in different types of injury? This can be
a crucial question in cases where part of the suspicion about a non-accidental
cause of a serious injury is derived from the parents/carers apparently
failing to seek medical help for their infant, who would have been in
demonstrable and unusual pain. Failing to seek medical help for an injured
infant can result in criminal conviction for neglect, and may result in a judicial
finding in care proceedings of ‘failure to protect’. 

According to an eminent UK professor of paediatrics, the question of pain
levels for infants following serious injuries is an area that is seriously under-
researched (David 2004, personal communication). Consequently, there is a poor
evidence base regarding the normal range of pain that infants experience and
express in relation to serious injuries: 
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Fractures cause two kinds of pain. One is acute pain resulting from the forces
applied to the bone and the pain resulting from the bone breaking. The other is
ongoing pain in the days and weeks after a fracture has occurred. The immense
variability means that over-confident assertions are worth avoiding. While the
occurrence of the fracture itself is certain to cause significant immediate pain,
the way that this pain is communicated to carers or parents can vary between
different children and at different ages . . . in infancy, rib fractures and meta-
physeal limb fractures often produce no detectable ongoing pain at all . . . the
point is that caution is required before concluding that a reasonable carer
should have known that something was seriously amiss in a child with rib of
metaphyseal limb fractures. (David 2004a, p. 802) 

Consequently, there are limits to which medical experts can state with
confidence that an infant would have been in demonstrable pain that a reason-
able parent would not have failed to notice, or that the parent/carer must
have ignored it, thus failing to seek necessary medical attention. 

Coexisting Injuries 

International reviews (e.g. American Academy of Pediatrics 1993; Carty &
Ratcliffe 1995; David 1999; Wilkins 1997) identify specific brain injuries and
combinations of injuries that are highly indicative of abuse. Fatal injuries to
infants from maltreatment commonly involve brain damage resulting from
impact injuries to the head, shaking or both. There may be no external
observable signs of injury (Krugman 1985). The combination of injuries that
is often stated to be a definitive marker of abuse is subdural haemorrhages,
retinal haemorrhages and fracture of skull, ribs or limbs. Such combinations
of injuries provide stronger evidence of maltreatment, as these patterns of
injuries are not notable after forms of accidental trauma, as in road accidents,
or resuscitation attempts, nor as a consequence of rough handling. There is
greater diagnostic uncertainty regarding specific injuries such as subdural
haemorrhages, retinal haemorrhages, or fractures of the skull or ribs. When they
occur in isolation, there is less clarity about the force required for such injuries,
and whether the causative action was accidental, inadvertent or intentional. 

‘Shaken Baby Syndrome’ 

In the early 1970s, reports were published of infants with subdural and
retinal haemorrhages who did not appear to have apparent external head
injuries (Caffey 1972; Guthkelch 1971). Caffey coined the term ‘whiplash
shaken infant syndrome’ to describe a pattern of injuries resulting from
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shaking-type events that could be either accidental or abusive. The term
‘shaken baby syndrome’ (SBS) has become commonplace, but (as we shall
discuss later) this is a phenomenon of considerable professional dispute. The
SBS diagnosis involves a classic triad of injuries, including subdural haem-
atoma, DAI and retinal haemorrhage, resulting from an impact to the head
and shaking (especially where there are associated grip-type injuries, such as
a fractured long limb used as a ‘handle’ and fingertip bruising) (American
Academy of Pediatrics 1993; Carty & Ratcliffe 1995). 

SBS most often affects babies under 6 months of age. It has been noted that
babies’ crying can be particularly problematic during the 6-week to 4-month
age bracket (Barr 1990), and that this is also the peak incidence of SBS (Reece
2000). An incessantly crying baby may be shaken by an exasperated parent
until the crying stops – as a result of cessation of breathing (apnoea). After a
shaking incident, parents may put their baby to bed, hoping that he/she will
recover. However, some babies slip into unconsciousness rather than sleep,
and are later found dead. Otherwise, as brain damage intensifies (due to
haemorrhaging and swelling), emergency help is finally sought when the
baby is convulsing or comatose. 

Signs and symptoms of SBS are neurological and present on a spectrum from
minor to immediate death. Minor symptoms include irritability, poor feeding,
lethargy and vomiting. With no external signs of injury, these subtle symptoms
can easily be misinterpreted on medical examination as infant colic or mild
viral illnesses (David 1999). The outlook for SBS infants is poor, especially when
medical attention is delayed. Approximately 60% of babies who are critically ill
in this way at the time of medical attention being sought die or are left with
permanent profound disabilities (American Academy of Pediatrics 1993). 

As we have mentioned, the nature and existence of SBS have given rise to
considerable controversy, and we shall return to this later in this chapter. 

Munchausen’s Syndrome by Proxy (MSBP) – Now Known as 
‘Fabricated or Induced Illness’ 

The term ‘Munchausen’s syndrome by proxy’ (MSBP) was coined by the
paediatrician Professor Roy Meadow in 1977 to describe a form of child abuse in
which a parent (almost always the mother) presents a false history to medical staff
about a child’s illness which is either fabricated (the child is not ill) or induced (the
parent has deliberately caused the child to be ill, for example by salt poisoning).
In the case of fabricated illness, the child is subject to unnecessary medical
investigation and procedures. In the case of induced illness, the mother may
sabotage necessary medical treatment (for example by contaminating drips). 
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When this perplexing condition occurs, children can be placed in acute
danger and death can result. One UK professor of paediatrics established
a hospital-based ‘covert video surveillance’ system to monitor mothers
suspected of secretly causing deliberate harm to their infants (Southall et al.
1997). This programme was halted by ethical and legal challenges. However,
some of the video recordings (shown at professional conferences) leave little
doubt in some of the cases that the mothers could suddenly behave very
violently toward their infants while otherwise maintaining a plausible stance
of being caring and concerned. 

Unfortunately, in the 1990s, MSBP became another child-abuse ‘fad’.
Proponents of the MSBP diagnosis advised professionals to ‘think dirty’,
resulting in unknown numbers of over-anxious mothers being perceived
as potential MSBP abusers. As discussed in Chapter 2, overdogmatic expert
evidence given in criminal trials resulted in a number of high-profile mis-
carriages of justice (as in the cases of Sally Clark and Angela Cannings). In
July 2005, Professor Roy Meadow was struck off the medical register
having been found guilty by the General Medical Council of serious
professional misconduct by giving erroneous and misleading expert
evidence at the criminal trial of Sally Clark. In the wake of such miscarriages
of justice, greater caution has emerged about false-positive identifications
of MSBP that might arise from observations of highly anxious parents. The
increasingly disputed condition of MSPB was renamed ‘fabricated and
induced illness’. 

NON-ABUSE EXPLANATIONS 

Given the complexities and uncertainties regarding diagnoses of child
abuse, it is not surprising that some injuries thought to be a result of abuse
can turn out to have non-abuse explanations. One factor that arises from
time to time is that doctors with a specific determination to uncover child
abuse can unwittingly become subject to biases that profoundly affect their
perceptions and judgments. In the UK, one of the most notable examples of
this was the removal of 121 children from families in Cleveland in 1987,
because of overconfidence by a team of paediatricians in an unvalidated
diagnostic technique for sexual abuse known as anal dilatation (DHSS
1988). In the child protection culture of that time in Cleveland, the con-
sequent denials by the parents of abusing their children was taken as
confirmation of abuse (the Kafkaesque scenario described by parents in
Chapter 6). 
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A medical team in Brighton reported on three infants presenting with pos-
sible physical abuse injuries who in fact had a form of rare organic disease
(Male et al. 2000). Care proceedings on the grounds of suspected abuse had
been initiated on a 3-month-old baby with an ‘unexplained’ transverse frac-
ture of his right fibula. Investigation subsequently revealed that this was due
to a benign tumour arising from surrounding tissue. Abuse was also initially
suspected in a 3-year-old girl who had ‘fingerprint’ type bruising, until a
type of leukaemia was eventually confirmed. In the third case, abuse was
suspected with a 2-year-old girl who had a 2-week history of bruising under
her eye, a swollen cheekbone and reluctance to walk. Sadly, the real cause
was confirmed as terminal cancer (Male et al. 2000). The anguish for parents
of being wrongly accused of child abuse through being unable to explain
injuries in these circumstances is difficult to comprehend. 

Birth-Related Injuries 

Birth can be one of life’s greatest traumas. A range of injuries, including
subdural haemorrhages, retinal haemorrhages and rib fractures, can occur
during the birth process, especially when there is a need for assistance such
as forceps or ventouse extraction. Consequently, it is not uncommon for
babies to be born with injuries which (if they were discovered only in the
first weeks of life) could mimic signs of serious abuse, especially SBS. It is
not known how many babies suffer birth-related subdural and retinal
haemorrhages and are discharged home without these being detected,
where they gradually resolve without further complication. 

Accidents 

Emergency medical services frequently treat babies and infants who have
sustained serious injuries from genuine accidents that were observed by
others, and no questions about abuse arise. Unusual, improbable and freak
accidents occur to babies and infants (Leventhal 2000). Despite being generally
very attentive, sometimes parents/carers may not always be aware of what
happened. Unusual events and lack of explanation often raise suspicions of
abuse or neglect. 

The distance an infant has to fall to sustain injuries of particular severity
generates controversy. The dominant view is that ‘short falls’ do not result in
serious injuries (e.g. skull fractures and subdural haemorrhages). Proponents
of this view often give expert evidence that such injuries require the impact
of forces equivalent to falling from the second or third floor of a building; or
being unrestrained in a car crashing at a speed of 35 miles per hour. In
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contrast other experts report that unusually, serious injuries can result from
short falls involving considerable less force than a fall from a building or a car
crash (Plunkett 2001). While this book was being written, two very sad items
appeared in a national newspaper: 

Funfair inquest: a 7-year-old child died after tripping on a helter-skelter mat at the
wonderland Pleasure Park...and banging her head on concrete at the base of the
slide.. .the (inquest) jury returned a verdict of accidental death. (The Times, 4/12/04) 

A three-year-old infant has died in hospital a month after falling as he climbed
steps at school and hitting his head. (The Times, 14/8/2004) 

If these events (the falls) and their highly improbable tragic outcomes (the
deaths) had occurred at home on the stairs, it is quite likely that parental
explanations would not have been considered adequate to account for the
severity and consequences of injury, and that child protection enquiries
would have resulted. To minimise false-positive abuse interventions, it is
vital that investigators keep an open mind about improbable events and
unlikely consequences. In an aptly titled paper – ‘Head Injury: Abuse or
Accident?’ one reviewer concluded: 

Small infants rarely sustain serious injury from accidents in the home and any
brain injury with subdural and retinal haemorrhage should raise suspicions of
abuse. Babies can, however, be dropped accidentally or fall from changing tables
and sustain linear fractures and epidural haemorrhages. . . . In the absence of clear
signs of abuse we cannot jump to the conclusion that injury is non-accidental just
because there is brain injury or subdural haemorrhage. . . . There are too many
variables and unknowns to allow a categoric statement that a certain fall did or
did not injure a child. . . . Evidence given in court must be unbiased and factual;
we must not allow our rightful abhorrence of abuse in all its forms to blind us to
the precept that a person is innocent until proven guilty. (Wilkins 1997, pp. 393–7) 

Sudden Infant Death Syndrome (SIDS) 

This syndrome, often also referred to as ‘cot death’, describes the sudden
and unexpected death of an apparently healthy baby, typically affecting
sleeping infants between 2 weeks and 6 months of age (Fleming et al. 2000).
SIDS is the leading cause of death of infants under 1 year of age in the USA.
The diagnosis of SIDS arises from post-mortem examinations, death scene
investigations and detailed reviews of the history of the child and family.
It is a diagnosis of exclusion: no illness or event to cause sudden death is
established by such enquiries. While SIDS generally cannot be predicted or
prevented, certain infants are more susceptible. These include infants with
a sibling who died of SIDS; babies whose mothers used heroin, methadone
or cocaine during pregnancy; low-birth-weight infants; infants with an
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abnormal breathing pattern (apnoea alarms can be used to monitor
breathing); and babies who sleep on their stomachs. 

Controversies have arisen about the diagnosis of SIDS (Matthews 2005), with
arguments that it is both overdiagnosed, when real abuse is not recognised
(as in parents who smother their children not being discovered), and under-
diagnosed, when there is failure to recognise natural causes (as in parents
who experience two or more cot deaths being subject to criminal charges
and child protection proceedings). Professor Roy Meadow coined a now
discredited formula (‘Meadow’s law) that ‘one cot death is a tragedy, two is
suspicious, and three is murder unless proven otherwise’ (Meadow 1997).
As we noted in Chapter 2, Professor Meadow’s erroneous statistical evidence
that the chance of two SIDS deaths in the same family is one in 73 million
was instrumental in the original conviction and subsequent acquittal on
appeal of Sally Clark for the deaths of two of her baby sons. 

To place this statistical error in context, a recent extensive study reported on
families where new infants (6373) were born after the death of a previous baby
(deaths ascertained as SIDS). Fifty-seven of these infants died within 12 months
of birth. Nine of these deaths were expected due to serious identified medical
conditions. Of the remaining 48, seven were classified as probable homicides.
Consequently, 41 were classified as sudden unexpected deaths in infancy
(SUDI). The researchers noted that ‘second (cot) deaths in families are not rare
and that the majority (80–90%) are natural’ (Carpenter etal. 2005, p. 34). 

Brittle Bone Disease 

Brittle bone disease (osteogenita imperfecta), a rare, serious condition affecting
around 6000 people in the UK, causes regular fractures of bones. It has other
characteristic signs that in most cases make diagnosis fairly straightforward
(by specific medical investigation). However, as the case of ‘baby B’ discussed
in Chapter 2 illustrates, there are families whose lives have been blighted by
misdiagnoses and consequent child protection interventions and court judg-
ments of abuse when their infant, in fact, has an unusual (and improbable)
susceptibility to fractures. The Brittle Bone Society (www.brittlebone.org) has
a support group for parents who have found themselves in this position, and
members give harrowing accounts of false-positive ‘abuse’ identifications. 

‘Temporary Brittle Bone Disease’ 

More controversial is the postulated diagnosis of temporary brittle bone
disease (TBBD). This is described as a condition where some infants have
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increased susceptibility to fractures in the first year of life, resulting in multiple
unexplained fractures without evidence of other internal or external injury.
As the child grows, the condition resolves and such spontaneous fractures
cease. In the USA, Miller (1999) reviewed 26 cases of infants with multiple
unexplained fractures that fit the criteria of TBBD and studied nine of them
with either CT or radiographic bone density measurements. Miller (1999)
concluded that TBBD is a real entity and that historical information related
to decreased fetal movement or intrauterine confinement and the use of
bone density measurements can be helpful in making this diagnosis. Many
other medical experts have expressed doubt about the existence of TBBD
(Hobbs & Wynne 1996). 

Dr Colin Paterson (a UK consultant in biochemical medicine) reported on
a clinical sample of 128 children referred with fractures over a 21-year period.
Of the 65 he diagnosed with TBBD, 48 were returned to their parents (two sub-
sequently died in circumstances that he did not associate with child abuse). For
43 of the remaining 46 children, Paterson states that his follow-up information
revealed no evidence of any subsequent non-accidental injury (Paterson 1997).
Methodologically, many questions can be asked about this analysis. For
example, it is not clear how systematically the follow-up data were gathered. If
this was largely on the basis of Dr Paterson’s remaining in contact with parents
he had championed in contested court hearings, then the self-reports of these
parents regarding no further child abuse concerns may be unreliable in the
absence of independent verification. 

Dr Paterson frequently gave evidence over many years in care proceedings
in the UK (and equivalent proceedings overseas) in cases of babies who had
sustained seemingly non-accidental injuries that these were in fact caused by
TBBD. However, on three separate occasions, his evidence was publicly criti-
cised by judges, the final occasion being in the High Court in March 2001, when
Mr Justice Singer described Dr Paterson as having ‘tunnel vision’ and his evid-
ence in the proceedings as being ‘woeful’. Following this, a formal complaint
was made to the General Medical Council by Dame Elizabeth Butler-Sloss
(president of the Family Division of the English High Court). The complaint
was that Dr Paterson had misrepresented medical evidence while acting as an
expert witness in child protection cases. On 4 March 2004, Dr Paterson was
struck off the medical register when the complaints against his practice in court
cases were found to be substantiated by the General Medical Council. 

Mistaken Diagnosis of shaken baby syndrome (SBS)? 

The condition referred to as SBS has generated significant controversy.
Vigorous campaigns in the USA and Australia argue that catastrophic
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reaction to vaccines in some cases is the real cause of brain swelling and
bleeding that are indistinguishable from injuries, and that adverse reactions
to vaccination (and associated medical mismanagement) are misdiagnosed
as SBS child abuse (Buttram & Yazbak 2000; Scheibner 1998, 2001). Others
point to the impact of vitamins C and K deficiency (Innis 2004; Kalokerinos
1981), coagulation disorder (Innis 2004; Oudesluys-Murphy 2004), capillary
fragility (Clemetson 2002), and forms of epilepsy such as Lennox–Gastaut
syndrome (Adams & Victor 1989). 

In the UK a voluntary organisation adopted the name ‘the Five Percenters’
based on the prevailing medical belief that 95% of SBS cases are proven
(resulting in false-positive injustice in at least 5% of cases). Access to the ‘Five
Percenters’ is via their website: www.sbs5.dircom.co.uk. Another helpful source
to access the views of SBS sceptics is the US website www.sbsdefense.com. 

Specific unresolved medical disputes focus on whether shaking of an
infant (without other trauma) is sufficient to cause the ‘classic triad’ of injuries
(subdural haematoma, DAI and retinal haemorrhage) that is generally (but
not universally) held to be firmly diagnostic of SBS. Opinion is divided
whether these characteristic injuries require an impact (as well as shaking),
or whether they can be caused by shaking alone (Duhaine et al. 1998; Harding
et al. 2004). 

Opinion is also divided as to what degree of shaking force is required to
cause such injuries (if they do result from shaking alone without impact). It
has been common for expert evidence to be given in court hearings that the
degree of shaking would need to be extensive and quite ferocious. However,
research on brain tissue of deceased infants has recently suggested that brain
haemorrhages may develop after incidents involving much less force (but
still greater than in the normal course of events) than previously commonly
assumed (Geddes et al. 2001). These researchers concluded that the damage
arose from lack of oxygen (hypoxia) due to apnoea (cessation of breathing)
caused by specific damage to the neck (craniocervical junction) around the
brainstem. The craniocervical junction is uniquely vulnerable in babies
because of the disproportionate weight of the head in relation to under-
developed neck muscles. 

In 2004, a fierce debate on this topic took place in the British Medical Journal.
Critics of misdiagnoses (and miscarriages of justice) based on misconceptions of
SBS concluded, ‘We need to reconsider the diagnostic criteria, if not the exist-
ence, of shaken baby syndrome’ (Geddes & Plunkett 2004, p. 720). The defence
of SBS was equally robustly led by Harding et al. (2004), and Reece (2004).
The subsequent on-line rapid-response correspondence illustrates the
emotive intensity of this dispute: (www.bmj.com – search for ‘shaken baby’). 

This debate is one of extreme importance in cases (most susceptible
to false-positive errors) where there are no other injuries suggestive of
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maltreatment (in a context of previous good parenting and child develop-
ment). As we have discussed, in many cases of serious suspicious injuries
to infants, diagnoses can be uncertain, and eminent experts may disagree.
Judges have to make ‘findings of fact’ at the legal level of ‘balance of
probabilities’. In this context, as parents often point out, a ‘finding of fact’
is a misnomer, as this level of proof can reflect a judgment that is only 51%
certain about the cause of an injury and who was responsible. Less
probable – indeed improbable – events do occur – as acknowledged by
a senior Family Court judge: ‘We all know that improbable events occur’
(LJ Thorpe 2003, p. 304). 

However, cases that are improbable are generally deemed to be child
abuse (Howitt 1992). This raises a social and legal policy question regard-
ing the most appropriate level of proof for decisions that will affect the
entire life of a child (for example, compulsory adoption). The lower level
of ‘balance of probability’ generates increased risk of false-positive errors
(infants not being returned home who could safely have been returned).
The ‘beyond reasonable doubt’ criminal standard increases the false-
negative risk (where infants are returned home, only to be subject to further
significant harm). 

SIGNIFICANCE OF ‘DENIAL’ 

The reasons why some parents do not provide medically coherent
explanations for serious suspicious injuries to infants are a cause of con-
fusion and concern in child protection assessments, case management and
court proceedings. What are the conceivable reasons whereby parents may
be inhibited in acknowledging responsibility in those cases where they were
responsible? 

The issue of ‘denial’ is a thorny and complicated one because there is no
reliable way to distinguish accurately the behaviour of a parent who genu-
inely denies responsibility when wrongly suspected from that of a parent
who denies in an attempt to avoid detection of actual culpability. Guilty
people can convincingly fake innocence, and innocent people can appear to
be very guilty (in a stereotypic way). Innocent people can also fake guilt via
false confessions, and some may even genuinely (but erroneously) believe
themselves to be guilty. This complexity is exacerbated, as we have seen, in
that there can be genuine (but improbable) accidental and unusual medical
explanations for injuries that appear strongly to be abuse related. In such
cases, before this has been established (if, indeed, it is), child protection
professionals, juries and judges have often viewed parents’ protestations of
ignorance and innocence with deep suspicion. 
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Acute Stress and Post-traumatic Responses 

The discovery that an infant has sustained serious injury invariably constitutes
a traumatic experience for parents/carers. This is so where the injury is
unquestionably accidental, whether or not the parent witnessed and was
involved in the accident. When it is parents’ own behaviour that has
resulted in a serious injury to their infant, there is also likely to be a shock
reaction which compounds the emotional intensity prevailing when the
parent reacted violently toward the child. The impact of shock can have
a major influence on the behaviour and attitudes of parents/carers at the
time of the injury incident, the immediate aftermath of medical emergency
and accusations of abuse, and the post-traumatic chronic anxiety induced by
the protracted uncertainties and profound consequences of care proceedings
(and possibly a criminal trial). 

In states of shock following traumatic experiences, people often do not think
in rational and consistent ways, and can behave emotionally in a manner that
appears not to be congruent with the reality of the situation. There is a large
research and clinical literature on post-traumatic stress responses, much of it
relating to natural disasters, warfare, accidents and the effects of crime. From
this, two reactive conditions to severe stress have been recognised. First
(largely based on research with US veterans of the Vietnam War), the formal
psychiatric classification of ‘post-traumatic stress syndrome’ was included
in the third edition of the DSM (Diagnostic and Statistical Manual of Mental
Disorders) in 1980, and revised as ‘post-traumatic stress disorder’ (PTSD) in
DSM-IV in 1994 (APA 1994). Second, is the condition of ‘acute stress disorder’
(ASD) (which was introduced in the DSM-IV) to describe initial reactions to
trauma that might predict the subsequent onset of PTSD (Harvey & Bryant 2002).

PTSD involves three sets of symptoms that may follow events which
involve a threat to life or physical integrity, and which invoke a subjective
response of fear, helplessness or horror: 

● persistent re-experiencing of the traumatic event 
● persistent avoidance of stimuli associated with the event 
● persistent symptoms of increased arousal. 

ASD involves the experience at least three of the following criteria: 

● a subjective sense of numbing or detachment 
● reduced awareness of one’s surroundings 
● derealisation (sense of detachment from surrounding social and physical

environment) 
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● depersonalisation (sense of detachment from one’s physical or psychological
being) 

● dissociative amnesia: ‘dissociative amnesia is characterized by an inability to
recall personal information, usually of a traumatic or stressful nature, that is
too extensive to be explained by ordinary forgetfulness’ (APA 1994, p. 477). 

Following a serious suspicious injury to an infant, it is the second criterion of
PTSD (persistent avoidance of stimuli associated with the event) and all of
the criteria of ASD (but especially dissociative amnesia) that may be relevant
to the way that some parents/carers behave in the aftermath of the occurrence
and discovery of the injury. There is also the possibility of some degree of
impairment of memory for the injury event. 

Memory Impairment Scenarios 

It is common that people who are accused of committing a wide range
of crimes claim that they cannot remember doing so (Kopelman 1997).
Estimates of claimed amnesia for committing offences vary greatly between
research studies; for example, 22% (Parwatikar et al. 1985), 23% (Cima et al.
2004), 26% (Taylor & Kopelman 1984), 40% (O’Connell 1960) and 60%
(Bradford & Smith 1979). These studies were mostly in relation to suspects
accused of adult murders. 

To convict a person of a crime requires a distinction to be established
between deliberate and accidental conduct. In addition to proving that the
criminal act occurred (actus reus), it is necessary to prove an element of
criminal intent (mens rea) – that is to say, that the actions were conscious and
voluntary. On this basis, murder trials often consider expert evidence
relating to the defendant’s mental state, such as capacity to understand the
charges and to instruct counsel (fitness to plead), and questions of dimin-
ished responsibility by virtue of varied forms of mental impairment. In this
context, when a defendant claims amnesia for the crime, consideration must
be given to the likely genuine causes of this – or the degree to which this
may be simulated by the defendant. 

Researchers are generally agreed that in a proportion of cases of adult
murders the offender genuinely does not recall committing the offence. The
following are postulated mechanisms for this: 

● personality factors 
● repression, suppression and denial 
● dissociative amnesia 
● automatism 
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● state-dependent memory 
● intoxication 
● psychotic and neurological conditions. 

We shall discuss these briefly in turn. 

Personality Factors 

Psychological studies of offenders’ personality types suggest that
hysterical/histrionic personalities (dramatic, attention-seeking, exaggerated
and childish, with superficial expression of emotions) may be inclined to
genuine amnesia, as hysteria is associated with the ability to put unwanted
thoughts out of the mind (Swihart et al. 1999). People with psychopathic
personality disorders are particularly prone to fake amnesia: ‘memory loss,
amnesia, blackouts, multiple personality, and temporary insanity crop up
constantly in interrogations of psychopaths’ (Hare 1993, p. 43). It also seems
likely that people with psychopathic personality disorders are particularly
prone to remember violent offences. This is because the personality attribute
of shallow emotion does not trigger intense emotional arousal which is believed
to be a mechanism for failure to encode a memory. 

Repression, Suppression and Denial 

Repression and suppression are psychoanalytic concepts of defence mech-
anisms that protect the personality from unbearable impulses and distressing
experiences. The main theoretical difference between the notions of repression
and suppression is that the former is held to be an unconscious act inde-
pendent of ordinary forgetting, whereas suppression involves some deliberate
activity on the part of the individual to put specific thoughts ‘out of mind’.
The notion of repression of traumatic memories and the ‘recovery’ of repressed
memories became controversial in the 1990s (Read & Lindsay 1997). The
psychoanalytic assumption that a traumatic memory can be repressed and
recovered (via psychoanalysis, hypnosis or other forms of therapy) does not
accord with current scientific research that identifies memory processes as
being essentially reconstructive (that is, continually evolving rather than
being preserved in an unadulterated form). 

In the psychoanalytic sense, repression, suppression, dissociation and
denial are all mechanisms of defence that promote cognitive avoidance which
reduces stress, and reflect attempts to ward off the horror that would arise
from recognition that one has committed a reprehensible act (McLeod et al.
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2004). Recent research has suggested that denial has a valuable function as
a mechanism to protect from psychological effects following trauma (Mayou
et al. 2000). From this perspective, forms of ‘denial’ are not necessarily
psychopathological or indicative of levels of subsequent risk. 

Dissociative Amnesia 

The notion of dissociation, which dates back to the nineteenth century, describes
a process of mental splitting (dual consciousness) which shields the personality
from intense distress (Janet 1889). This theory holds that traumatic events which
threaten to overwhelm the personality cause the mind to divide, resulting in one
‘part’ holding the memory, which is not accessible to the other ‘part’. 

There is extensive research (and fascinating controversies) about the
existence and nature of dissociation as a traumatic and post-traumatic stress
response, and with regard to dissociative amnesia as an explanation for the
genuine failure of victims and perpetrators to remember violent events
(McSherry 1998, 2003; Porter et al. 2001). The first author has discussed this
controversy in relation to the phenomenon of ‘survivors’ of sexual abuse
having ‘recovered memories’ of their childhood abuse (Dale 1999). 

Modern theories of dissociation describe the biological impact of extreme
stress resulting in a failure for the memory to be encoded – that is to say, the
amnesia is connected with a memory not being formed in a normal way
(rather than a failure to retrieve a formed memory). One group of violence
researchers described the case of man who lost contact with his wife at
a party for about 15 minutes and presumed that she had disappeared to
have sex with a male colleague. In fact, she was on a balcony talking with
two women. Later at home, he brutally attacked her while she was sleeping.
Under interrogation, he described ‘drowning in a red tide’ and called such
incidents ‘red-outs’ (Dutton 1995). This phenomenon has been reviewed by
Swihart et al., who noted: 

Apparently an individual can get so angry with his/her intimate partner that
s/he can severely beat or kill that partner and then not remember doing so:
that is, they can experience a red-out resulting in circumscribed dissociative
amnesia. (1999, p. 200) 

This description accords with the psychiatric category of ‘Intermittent
explosive disorder’ as outlined in DSM-IV: 

Several discrete episodes of failure to resist aggressive impulses that result in
serious assaultive acts or destruction of property. The degree of aggressiveness
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expressed during the episodes is grossly out of proportion to any precipitating
psychosocial stresses . . . the individual may describe the aggressive episodes as
‘spells’ or ‘attacks’ in which the explosive behaviour is preceded by a sense of
frustration or arousal and is followed immediately by a sense of relief. Later
the individual may feel upset, remorseful, regretful, or embarrassed about the
aggressive behaviour. (APA 1994, p. 610) 

Automatism 

‘Automatism’ has been defined as: 

an involuntary piece of behavior over which the individual has no control. The
behavior is usually inappropriate to the circumstances and may be out of character
for the individual. Afterward the individual may have no recollection . . . of his
actions. (Fenwick 1990, p. 2) 

Post-traumatic automatism implies the presence of a head injury and
subsequent amnesia of the automatic events that follow. Causes of autom-
atism are multifactorial, including psychological and physiological
processes such as epilepsy and hyperglycaemia. Sleepwalking is a well-
known, relatively common form of automatism, and actions committed by
people sleepwalking are not considered to be within their conscious
knowledge and control. This is clearly relevant to questions of criminal
responsibility if a person commits a serious offence while sleepwalking.
Automatism is a complex medical and psychiatric phenomenon which
provokes complicated legal dilemmas (McSherry 2003). However, from
the body of psychiatric and legal literature, there is little doubt that
automatism can result in people committing offences that they have no
conscious knowledge of. 

State-Dependent Memory 

Memory is generally conceptualised as involving three processes: encoding/
recording memories, storing memories, and retrieving memories. Problems
can arise for various reasons at each stage. One theory is that memory
impairment may occur when there is a mismatch between the prevailing
physical and emotional conditions at encoding and these conditions at
attempted retrieval. On this basis, a person may be better able to remember
an event when in a similar emotional state to when the event occurred and
the memory was encoded. This may be particularly relevant to memory
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processes for violent actions that occur in a state of intense emotional
arousal, such as ‘red-outs’ (Porter et al. 2001; Swihart et al. 1999). 

Intoxication 

It is common knowledge that memory is compromised by varying levels of
intoxication. Taylor and Kopelman (1984) reported from a sample of
203 homicide and other offenders that a large proportion had committed the
offences in the context of heavy alcohol intoxication, usually with prolonged
histories of alcohol abuse. The term ‘alcoholic blackout’ has long been used
for this specific type of memory impairment. The characteristics of a substance-
induced ‘blackout’ are distinguishable from an intense emotion-induced
‘red-out’ in the following ways: 

Alcohol or substance induced amnesia is more likely to involve a blackout: an
inability to recall anything that occurred once a certain level of intoxication has
occurred. The red-out is more likely to involve the following: amnesia for the
most violent part of the crime with some memory for events both before and
after the violent event. (Swihart et al. 1999, p. 207) 

Psychotic and Neurological Conditions 

Many psychiatric and neurological disorders affect the ability of people to
control and remember their behaviour. For example, forms of psychosis,
such as paranoid delusions, can result in tragic misperceptions of reality – the
person delusionally believes s/he is protecting the family from the devil; in
reality, a child is stabbed. Temporal lobe epilepsy in which brain and cognitive
functioning is disrupted can generate symptoms such as memory disruption,
disorientation, angry outbursts and automatism. A history of head injury
can result in disinhibited aggressive behaviour and memory impairment. 

This knowledge is derived predominantly from research into violent
offences by adults against adults. It reveals that there is substantial evidence
in certain cases that violent acts can take place that the offender genuinely
does not remember committing. As we have seen, there are varied and
cogent theoretical explanations for this. However, ‘not remembering’ does
not, in itself, indicate risk of recurrence. It is also important to recognise that
some offenders may be highly motivated to fake amnesia (Cima et al. 2004).
As McSherry noted, amnesia ‘is easily simulated and difficult to disprove, it
can be very problematic for clinicians to diagnose this condition accurately’
(McSherry 1998, p. 168). 
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Memory Impairment in Cases of Fatal and Serious Suspicious 
Injuries to Infants 

In the context of this discussion of adult–adult violence, the question arises,
to what extent do cases occur where one parent has caused the serious
injuries to the infant and genuinely has no memory of doing so? This possibility
is significantly under-researched in the child abuse literature. Given that it is
well established that this phenomenon occurs in relation to adult–adult
violence, there is no reason to assume that it would not have a similar
prevalence in adult–child violence. 

False-Positive Not Guilty Scenarios 

Some parents, despite ‘findings of fact’ (on the balance of probabilities),
continue truthfully to deny responsibility for causing the injuries to their
child. The case of baby ‘M’ reported in Chapter 2 is a judicially determined
example of this, where ultimately an initially undiagnosed medical condition
(brittle bone disorder) was identified as being the cause of the serious
injuries. Parents in such situations sometimes describe professional pressures
exerted upon them to confess falsely as the only way of possibly having their
child returned. Miscarriages of justice and unnecessary compulsory adoptions
occur in these situations. 

Secret Guilty Scenarios 

Situations also arise where both parents/carers deny knowledge/responsibility
for injuries but where one (without the knowledge of the other) was secretly
responsible. Some parents genuinely believe the plausible but false assurances
of their partner that he/she was not to blame. The innocent parent does not
know this and is therefore truthful in continuing to deny responsibility and
to look for other explanations. This stance is reinforced by dynamics in the
relationship where the parent cannot conceive of their partner being
responsible. In other situations, there may be abuse explanations that are
genuinely unknown to the primary caretakers – such as a sibling, other
relative, carer, babysitter, nanny, or friend having accidentally or maliciously
caused harm to the infant. 

Alternatively, in other cases, both parents/carers adamantly deny
knowledge of responsibility for injuries, but both are aware that one of them
(or both) was responsible. Keeping this explanation secret is reinforced by
the major likely consequences of confession (criminal charges, likely
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removal of all children, social/family ostracism, loss of employment and
lifestyle, etc.). In the absence of diversion of prosecution schemes (where
individual and family therapy is provided as an alternative to prosecution or
non-reunification of the infant), there are very few positive incentives to
accept responsibility in such circumstances. 

Approaches to Denial – ‘Force-Field’ Analysis 

In the organisational theory of force-field analysis, change is characterised as
a state of imbalance between driving forces and restraining forces (Lewin
1951). Forces promote change, and forces resist change. This perspective can
be useful with regard to understanding (or at least hypothesising) about the
response of parents/carers whose infants have sustained serious suspicious
injuries. If a parent was responsible, what are the forces that might promote
and resist confession of this to the other parent? If a parent does so confess,
what are the forces that that might lead both parents to reveal or conceal this
from the authorities? 

Cases arise where a parent almost immediately acknowledges responsibility
for an action that has caused serious harm to their child. Little is known
about the psychosocial characteristics of parents who immediately acknowl-
edge responsibility in contrast to those who do not. In the cases we are
specifically concerned about in this book, it can be hypothesised that the
collection of forces promoting ‘denial’ are more compelling. Remaining
silent initially may be a shock reaction, but it also provides immediate space
for consideration of the best way forward that may minimise the major
repercussions that stem from accusations of serious child abuse. These
include: 

● criminal repercussions 
● child protection repercussions 
● personal and family repercussions 
● social and community repercussions. 

Criminal Repercussions 

A parent who does confess to causing serious harm to an infant is almost
certain to be charged with a criminal offence. We noted in one small sample
(Dale et al. 2002) that it tended to be young, single mothers with limited
intellectual resources who seemed most likely to confess (and subsequently
to be convicted of an offence). However, for many parents, fear of prosecution
and conviction is a powerful force acting against confession of responsibility.
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In many cases, while it may not be a conscious strategy, parents who
maintain that they have no idea how the injuries occurred (and who do not
incriminate each other) have a greater chance of avoiding being charged
with an offence or being convicted. It is not known what advice solicitors
give to parents in this regard. (However, it would be surprising if solicitors
did not advise parents not to incriminate themselves.) Being charged with an
offence of causing serious harm to an infant (and particularly being convicted)
has immense negative consequences for many parents and families. This
often includes loss of job, income, and sometimes their home. 

The dilemma for some parents of being involved simultaneously in criminal
and care proceedings has been described: 

Herein lies a paradox, for persistent denial in the criminal court renders it more
likely that responsibility cannot be proven beyond a reasonable doubt and so
the parent is advised that they should not incriminate themself. However,
at the same time, within the civil court context, for a parent not to accept
responsibility may mean that the child is less likely to be returned to their care.
Caught in such a bind, the self-protective instinct may well be a factor which
maintains denial. (Bentovim 2003, p. 253) 

Child Protection Repercussions 

On discovery of a serious suspicious injury to an infant, social services will
routinely be alerted by the hospital and will begin making enquiries into the
family background. Urgent decisions will be made about the safety of other
children in the household, and, not infrequently, siblings are removed into
foster care (or the care of relatives). We discussed in considerable detail in
Chapter 6 the various ways (mostly negative) that parents experience such
interventions. Many parents and extended family members experience
a high degree of threat and fear in relation to social services, and such feelings
invariably act as a strong force for denial. Parents cannot discern (even if
they are thinking clearly enough) whether ‘confessing’ is more or less likely
to result in their child’s being returned to their care. Parents not infrequently
report being told by social workers that a ‘confession’ is the only chance they
have of having their child returned home. Notwithstanding this, parents
generally continue to maintain their innocence. 

Personal and Family Repercussions 

Self-image and self-esteem are likely to be significantly affected by awareness
that one has committed a reprehensible act, especially if this is out of
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character and has a high factor of social stigma (such as child abuse). We
discussed earlier the postulated psychological defence mechanisms that
operate (by means of acute-stress and post-traumatic responses and memory
impairment) to protect the integrity of the personality from being overwhelmed
by shame and guilt. 

A parent who has assaulted an infant may have more hope that his/her
family will remain intact if members unite in supporting the alleged
offender in his/her consistent denial of responsibility. Responding in unison
to contest such allegations and the ‘unfairness’ of professional and legal
practice can be a powerful unifying force for some families. In contrast,
accepting responsibility for seriously harming an infant will invariably raise
fears for the future of the entire family (e.g. forced separations, relationship
breakdown and major conflicts within the extended family). 

Social and Community Repercussions 

Strong forces exist to maintain a stance of denial of responsibility, as to
confess for many parents invariably would have a major negative impact
in many areas, including social status, reputation, employment, standard
of living and friendship networks. News about ‘child-abusers’ spreads
rapidly through communities, particularly if there is local press coverage
of a case. Some communities ostracise parents accused of child abuse; others
may actively persecute them, delivering local varieties of ‘rough justice’. 

CONCLUSION 

In the history of modern child protection literature, clinical reports and
reviews have highlighted entrenched parent/carer ‘denial’ of responsi-
bility for serious suspicious injuries to infants as being a significant high-
risk factor in relation to the likelihood of recurrence. Professional practice
should have now left behind the era and culture of child protection work
whereby ‘denial’ is construed as confirmation of guilt (Lusk 1996). More
recently, it has been recognised that a context of ‘denial’ needs much better
understanding, and that there are cases where reunification can be successful
even though responsibility for causing the injuries has not been accepted
(e.g. Asen et al. 1989; Dale & Fellows 1999; Dale et al. 2002a; Essex et al.
1995; Essex & Gumbleton 1999; Robinson & Whitney 1999; Turnell &
Edwards 1999). 

In the not-too-distant-past, in sexual abuse investigations, the terminology
of ‘disclosure interviews’ was biased toward the assumption that abuse
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had occurred. In a similar way, the concept of ‘denial’ in investigations
and assessments of serious suspicious physical injuries to infants is biased
toward an assumption that parents are deliberately concealing conscious
awareness of maltreatment, and that their refusal to confess is confirmatory
evidence of this. While such cases do occur, other scenarios that are
conceptually included within the term ‘denial’ are in fact very varied.
Consequently, in our view, the time has come to abandon the use of the
term ‘denial’ in professional discussions and legal proceedings concerned
with cases of serious suspicious injuries to infants.



8 

CHILD PROTECTION 
ASSESSMENT CONTEXTS 

When dealing with children, the court needs all the help it can get. (Butler-Sloss
1996, p. 205) 

In this chapter we outline some of the different contexts within which
specialist assessments are undertaken to assist courts in making crucial
decisions about infants who have sustained serious suspicious injuries. We
note the limitations of the Assessment Framework (Department of Health
2000) in this respect, and consider the contributions of psychiatrists, psycholo-
gists and independent social workers acting in the role of expert witness at
the ‘disposal’ or ‘welfare’ stage of care proceedings. 

ASSESSMENT FRAMEWORK 

As was discussed in Chapter 4, the government-commissioned collection of
research studies of the 1990s into the processes and outcomes of referrals to
child welfare systems (Department of Health 1995) had a significant impact
on child protection policy and practice developments. In England and
Wales, this included the introduction of new government policy and practice
guidance relating to assessments – the Framework for the Assessment of
Children in Need and their Families (Department of Health 2000). The Assess-
ment Framework provides an ecological model to be followed in multidisci-
plinary assessments of children in need. Many readers will be familiar with
the triangular concept central to the Assessment Framework utilising the
three assessment domains of (1) child’s developmental needs, (2) parenting
capacity and (3) family and environmental factors. We endorse the underlying
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principle that ‘the combination of evidence-based practice grounded in
knowledge with finely balanced professional judgements is the foundation
for effective practice with children and families’ (Department of Health
2000, p. 16). 

Unfortunately, the body of research which focuses on inadequate child
protection system performance in child abuse fatalities (discussed in
Chapter 4) is not integrated into the Assessment Framework. In fact, the
Assessment Framework and its companion text The Child’s World (Horwath
2000) contain very few specific references to serious physical injuries to
babies and infants. There is no ‘domain’ relating to exploring and under-
standing the circumstances of serious events – the injury incident. Nor
does the Assessment Framework recognise the dangers of false-positive
child protection errors and the impact of inappropriate, disproportionate
and unreasonable professional practice, as has been revealed in parental
perceptions research (Chapter 6). In sum, the Assessment Framework
does not adequately address the technical, ethical, legal and human
rights issues involved in the assessment of suspicious serious injury
cases to minimise the likelihood of both false-positive and false-negative
identifications. For these reasons, in view of the complexity and contentious-
ness of the cases, specialist independent assessments will be required. We
shall now discuss various aspects of specialist assessment that are often
utilised in addition to Assessment Framework core assessments undertaken
by social services. 

SPECIALIST ASSESSMENTS 

Specialist assessments from a range of professionals may be commissioned to
provide specific understanding about an aspect of the child’s development,
parental strengths and difficulties or the family’s functioning. (Department of
Health 2000, p. 42) 

Some of the main forms of ‘specialist’ or ‘independent’ (we use these two
terms interchangeably in this context) assessments that are regularly com-
missioned in child protection practice include: 

● psychiatric assessments 
● psychological assessments 
● residential assessments 
● community-based family-centre assessments 
● independent social work assessments. 



CHILD PROTECTION ASSESSMENT CONTEXTS 143

Psychiatric Assessments 

The role of psychiatry in child protection risk assessments has two separate
aspects and profiles, reflecting the professional division between psychiatrists
who are trained to work with adult patients (adult psychiatrists) and those
who are trained to work with children and families (child psychiatrists).
Both arms of psychiatry play a significant role in cases that are subject to
care proceedings. For example, one sample of 557 court cases recorded that
expert reports from child psychiatrists were obtained in 41% of cases, and
from adult psychiatrists in 33% of cases (Brophy 2001). 

Brophy’s research provides a fascinating insight into the role, experiences
and views of psychiatric (child) expert witnesses in care proceedings. Only a
self-selected proportion of psychiatrists engage in medicolegal assessment
practice, and a range of factors are increasingly discouraging psychiatrists
(and experts of other specialities) from undertaking work for courts in cases
concerning children. One of these is the growing sense of personal and
professional risk involved in providing expert opinions in contested cases
(for example, having to face increased numbers of formal complaints being
made by aggrieved or vexatious parents to professional bodies). Another is
unpleasant experiences in courts (not only reserved for psychiatrists),
including the use by barristers of aggressive and manipulative techniques in
attempts to undermine the confidence and credibility of the expert giving
evidence (King & Trowell 1992), an issue which the judiciary is actively
addressing (Gillen 2002; Wall 2000). 

For psychiatrists who do engage in court work, there is a demarcation
(which at times can be a little unclear) between the roles of adult and child
psychiatrists in child protection assessments. Brophy (2001) explored the
views of 17 child psychiatrists on this issue. Illustrative of some demarcation
tensions that can arise, one child psychiatrist in the study commented: 

I feel very strongly that some adult psychiatrists aren’t trained to assist children
in their needs . . . it’s extremely important that instructions to adult psychia-
trists are very focused on diagnosis, treatment required, prognosis, likely
effects of the illness on their parenting availability, but not actually on them as
a parent. Whereas adult psychiatrists often stray a bit into commenting more
generally and they’re often asked to, and I feel they would do themselves a
better service if they stuck more tightly to the issues. (Brophy 2001, pp. 37–8) 

While (according to Brophy’s study) adult psychiatrists may have involvement
in one-third of cases concerning suspected child abuse in care proceedings, it
has been consistently noted that they have a minimal involvement with
(non-court-related) child protection risk assessments. Adult psychiatrists
(with some exceptions) traditionally have tended not to focus on the family
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context and children of their adult patients. This is evidenced by their
well-established reluctance to become involved in interagency child protection
work in general and child protection conferences in particular (Falkov 1996).
This is a long-standing matter of concern, as research consistently indicates
a significant rate of mental health problems and (diagnosed and undiagnosed)
psychiatric disorders (including personality disorders) affecting parents
whose children are abused (Adshead 2003; Cordess 2003; Falkov 1996; Stroud &
Pritchard 2001). 

The contribution of adult psychiatrists to risk assessments is valuable in
several areas where there are concerns about risks to children, including: 

● impact on a child of parental major psychiatric disorder (especially forms
of psychosis and drug addiction) 

● assessment of ‘dangerousness’ that stems from specific forms of psychiatric
disorder 

● issues of ‘treatability’ in relation to specific psychiatric disorders: what is
the best treatment for the parent, and what is the likely prognosis if the
parent complies or does not comply with treatment? 

● assessment of the positive effects and undesired consequences of medications
prescribed for psychiatric disorders. 

One of the reasons given for the low level of involvement of adult psychia-
trists in interagency child protection assessment and case management is
that a specific conflict of interest can arise between their primary responsibility
to their (adult) patient and the welfare of the patient’s children (especially in
situations where the patient does not accept the nature or degree of these
concerns). This issue led two psychiatrists (one adult, one child) to conclude:
‘The adult psychiatrist needs to combine treatment of the parent and advocacy
of the parent’s rights with recognition of the child welfare issues’ (Cassell &
Coleman 1995). 

Child psychiatrists, often working in multidisciplinary teams, have
traditionally been more willing to have a greater role in child protection risk
assessments, to adopt a whole-family perspective, and to become involved
in interagency child protection work (Reder & Lucey 1995; Sheldrick 1998).
Unfortunately, such services are increasingly scarce nationwide, and this has
adversely affected the ability and willingness of child psychiatrists to become
involved in child protection assessments. 

Methodology of Psychiatric Assessments 

Brophy (2001) noted the number of sessions child psychiatrists had with
families in order to conduct an expert-witness child protection risk assessment.
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Of six child psychiatrists working nationally, four conducted assessments in
complex child protection cases in only one session. The other two took
between one and three sessions. Child psychiatrists working locally tended
to utilise several sessions, over half of this group having six or more appoint-
ments per assessment. There are few comparable data for assessments
undertaken by adult psychiatrists, but there is no reason to believe that their
approach is significantly different. While brief psychiatric assessments can
be valuable (particularly in very urgent circumstances), they can also suffer
from the negative bias inherent in ‘snapshot’ assessments: 

There are many ‘flying experts’ in the disciplines of psychology and psychiatry
who are happy to see a patient/client on one, or perhaps two at the most,
occasions and then provide a report. . . . ‘Flying experts’ may be quick and
cheap but all too often their involvement results in ill-founded generalisations
and partial assessments. (Stevenson 2002, p. 111) 

Vetere (2002) also expressed concern about the class bias that can arise in
relation to middle-class professionals undertaking rapid assessment of
working-class parents: 

The worse excess, for me, is when the expert witness assessment does not take
account properly of the impact on parenting of wider social processes such as
poverty, violence, ill health, migration, and poor housing, and how these
processes get inside people’s heads, so to speak, and impact directly on their
competence, well-being and sense of self-worth. In my experience most parent-
ing assessments are carried out by middle class professionals on working class
parents. This is the way of the world, but I would like to see some reflection on
these class and cultural divides in the expert reports, that thoughtfully considers
where different opportunities and standards might operate in people’s lives, in
a class-based way. (Vetere 2002, p. 108) 

On this important theme (which is not specific to psychiatrists), one of us
(PD) vividly remembers a rapid clinical judgment expressed by a consultant
adult psychiatrist after a joint domiciliary visit to a depressed young mother,
living on an Oldham council estate, who was fearful that she might harm her
baby: ‘These slimy Limeside scrubbers are all the same.’ 

A senior member of the Northern Ireland judiciary also drew attention to
snapshot and class-based biases in some assessment practice: 

We must recognise the danger that parenting assessments are being carried out
by middle-class professionals on working class parents. . . . We must meet
together and reflect on class and cultural divides in the expert reports and
ensure that opportunities and standards that operate in people’s lives are not
being assessed in a class-based way. The assessment of parenting abilities and
the potential for change needs to be carried out in a way that allows the proper
exploration of the ability to change. Is it right that one or two meetings with the
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parents, accompanied by one observation of a contact meeting should provide
a sufficient basis to allow a systematic exploration of the instructions in the face
of the inherent problems in the assessment process? Are we sacrificing quality
for quantity? Should we have fewer experts but ensure those that are employed
need to develop a working alliance with the parents over a longer period to
assess whether they can work in cooperation with professions so as to enable a
full assessment of therapeutic potential. . . . Are we making too many snapshot
assessments due to the pressure of time and the exigencies of the court pressures?
(Gillen 2002, p. 303) 

We have many times encountered parents who felt aggrieved that, in their
view, insufficient efforts had been made by brusque psychiatrists (and
psychologists) to put them at their ease. Parents also report that single
assessment interviews (sometimes after they had travelled long distances)
did not give them sufficient opportunity to convey information about
themselves, their lives and their situation, in ways that they felt were
properly understood and taken into account. A forensic psychiatrist
emphasised the futility of such an approach with many parents: 

There is no point in aggressive confrontation which is likely to increase the
defensive denial . . . a psychotherapeutic approach. . .which seeks to understand
the subjective experience of the ‘failing’ parent, can be effective in establishing
an initial therapeutic alliance. (Cordess 2003, pp. 173–4) 

This issue of professional style (which, of course, does not apply just to psy-
chiatrists) contributing to bias in assessment practice is a very important one
that we have discussed in Chapter 6. 

Psychological Assessments 

Assessments of parents and their parenting skills/style are commonly
requested from clinical or forensic psychologists in Family Court proceedings
regarding infants who have sustained suspicious serious injuries. Clinical
psychologists undergo a rigorous postgraduate training and certification
process with a firm emphasis on scientific procedures and research method-
ology. In addition to interviewing and making observations of behaviour
(approaches which are common to all professional disciplines), one particular
characteristic of psychological assessments is the use of a range of standardised
psychometric intelligence and personality tests. 

Psychologists may administer tests such as the Wechsler Adult Intelligence
Scale, Eysenck Personality Inventory or Minnesota Multiphasic Personality
Inventory to identify levels of intelligence and indicate personality charac-
teristics. Information and opinion derived from such tests can be a valuable
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overall contribution to an assessment, and also have important influence on
how assessments are conducted. This is particularly so in cases where parents
may have some form of learning difficulty, and may disadvantage them-
selves by pretending that they understand the concerns and interventions of
professionals, when in fact they do not comprehend what is being communi-
cated to them. We know of sad cases where parents have ‘failed’ assessments
on the basis of being ‘uncooperative’ or ‘non-compliant’, whereas, because
of hidden intellectual disabilities, they had not understood (or retained)
what was expected of them. Psychometric testing before or at the early
stages of an assessment can produce specific recommendations to guide the
approaches and expectations of professionals, and reduce the potential for
parents to be disadvantaged in such ways. 

While psychometric tests can be informative, it is always vital to bear in
mind that such tests were not developed specifically in relation to the
challenge of identifying (validly and reliably) characteristics of high-risk
parenting and child abuse. Identification of psychopathology (by such tests)
does not have a specific and clear association with the quality and safety of
parenting (Crenshaw 2004). 

Other tests sometimes used by psychologists in child protection assess-
ments include projective exercises aimed at identifying family relationships
(e.g. the Bene–Anthony Family Relations Test and Thematic Apperception
Test) and attachment patterns (e.g. variations on Ainsworth’s Strange
Situation Test and story-stem completion tasks (Green et al. 2000)). Projective
testing is highly subjective, and responses are undoubtedly influenced by
idiosyncratic factors that may be unknown to the tester. Consequently, the
validity of conclusions drawn from projective tests is debatable and contro-
versial – one psychologist commenting that they ‘may reveal as much about
the examiner as the subject’ Crenshaw (2004, p. 178). At best, the value of
projective testing is in raising questions and generating hypotheses for
further exploration. In our view, major decisions about the lives of children
should not be significantly influenced by conclusions drawn from psychometric
or projective psychological tests. 

Residential Assessments 

Residential assessment facilities for parents with infants and babies are
scarce. Far too often, cases arise where serious concerns are felt about the safety
of a baby and where lack of alternative resources results in the ‘removal’ of
the child to foster care. Of most concern are cases where babies are separated
from their mothers at birth (usually on the basis of serious concerns regard-
ing care of previous children) and placed with foster parents, thus inhibiting
the development of an optimal parent–child attachment and relationship. 
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‘Removal at birth’ is a chilling phrase that is often uttered too casually in
professional child protection discussions, as if staff, bombarded with work,
become dissociated from the draconian nature, impact and consequences of
what they are proposing. We have known cases of removal of babies at birth
from mothers (and, of course, fathers) in circumstances where residential or
community assessment and supportive services would have been an appro-
priate and feasible alternative. The measure is necessary in certain cases
where a parent presents an immediate acute risk to a newborn baby, for
example as a consequence of psychotic illness, an ‘out-of-control’ lifestyle
involving drug addiction, violent adult relationships, other high-risk lifestyle
or sadistic abuse of previous children. 

However, recent rulings in the European Court of Human Rights (ECHR)
have made clear that ‘removal at birth’ must, in practice, be an exceptional
measure. The judgment, in the case of K and T v Finland [2000] 2 FLR 79,
noted that ‘removal of a newborn baby from a mother who was in good
mental health at the time, whatever the mother’s previous history, without a
consultation with the family was arbitrary and unjustified’ – and constituted
a breach of Article 8 of the European Convention of Human Rights: the right
to family life. Two other judgments (in the UK and the Netherlands in 2002
and 2003, respectively), both concerning suspicions of the controversial
condition of Munchausen’s syndrome by proxy, have reinforced this position
(Tolson 2004). This development has significant implications for child
protection assessment practice, not least that it highlights the increased need
for a range of residential assessment facilities. Residential assessments are
provided in two main contexts, as we shall now consider. 

Institutional Residential Assessment Facilities 

There are a small number of specialist units in the public (NHS and local
authority) and private sectors providing residential child protection
assessments. They are expensive resources and there is very little pub-
lished evaluation of either their clinical or cost-effectiveness. One of the
best known is the Cassel Hospital in London, which provides specialist
assessment and treatment for families, adolescents and adults with severe
personality and emotional difficulties. The Cassel is a national resource,
and many local authorities have opted (or have been ordered by courts) to
pay for the admission of families for extended periods of assessment. The
role and style of the Cassel elicits strong views. One reviewer of a book on
the work of the Cassel written by its director criticised the polemical style
of the book (Kennedy 1997) as being illustrative of the approach of the
Cassel: 
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The main problem with the book, however, is the way Kennedy uses it, on the
one hand, to eulogise about the efficacy of the work of the Unit and how much
money it can save the taxpayer; and, on the other, to take swipes at ‘social
workers who are either basically antagonistic . . . to rehabilitation, or who can-
not bear to examine . . . their own emotional reactions’ (Stainton Rogers 1998,
p. 212) 

This response hints at the conflicts that have arisen between local authorities
and the Cassel in relation to the role, style, length, conclusions and costs of
this undoubtedly expensive residential hospital assessment service. Unfor-
tunately, there is no published research which provides an account of the
views of families involved in residential child protection assessments (vol-
untarily or involuntarily), and this perspective would be invaluable in
clarifying whether the expense of any particular resource is justifiable. 

Community Residential Assessment Facilities 

Community-based residential assessments are provided in two main forms.
A small number of family centres have residential facilities undertaking
child protection assessments, and several local authorities are actively
recruiting foster placements able to take mothers with babies. This requires
foster parents with special skills and qualities. For example, their observations
are likely to have a key role in decisions in some cases to separate some
mothers and babies permanently; and such foster parents must be prepared
to face cross-examination in court in relation to their observations. 

An underdeveloped potential for residential assessment is to use resources
within extended families. In some cases, there is no reason why a residential
assessment facility could not be created within the family’s own home, or
the homes of extended family members. Combinations of relatives and
peripatetic professional staff can fulfil the assessment observations, inter-
ventions, supervisory and support tasks. Such a model, which fits philosophi-
cally with principles of kinship care and the practice of family group
conferences, is currently underutilised in child protection assessment in
the UK. 

In other situations, innovative and pragmatic placement opportunities can
be created for residential assessment as a particular need arises. In one suc-
cessful case with which we are familiar, a local authority (reluctant to incur
the cost of a distant institutional residential assessment and the separation
from community support for the family that this would entail) utilised a
staff flat in an existing residential establishment for the family to move into
for the duration of the assessment. With the use of a rota of peripatetic



150 CHILD PROTECTION ASSESSMENT: FINE JUDGMENTS

supervising staff, this arrangement worked particularly well and had the
added benefit of allowing the key social worker (responsible for the overall
assessment to the court) and the guardian ad litem to make their own regular
observations. 

Many more local residential assessment facilities are needed to provide
carefully considered alternatives to parent–child separations in situations
where there are serious concerns about parenting, but also where there may
be real potential-for-change opportunities with a network of local monitor-
ing, supportive and therapeutic services. However, it is also important to be
realistic about the nature of families that local residential resources can
appropriately cope with. Community residential assessment resources are
not likely to have staff with the levels of training, experience and support to
be able to cope appropriately with parents who have significant psychiatric
problems, major personality disorders and serious substance dependencies.
Such cases (if residential assessment is indicated) do require residential unit
facilities (such as the Cassel) where there is 24-hour nursing cover with
appropriate protection, containment and security measures. 

Cautions About Residential Child Protection Assessments 

Although we support the need for residential assessment facilities, it is
important to note that this intervention can have certain significant limita-
tions. While a staffed residential-unit structure provides the security for
24-hour observation of families where the parent(s) is considered to present
an acute risk to the child, there are no data showing the sorts of observations
that would be made about ‘ordinary’ families under 24-hour surveillance in
such abnormal surroundings. To what extent would many of the critical
observations that are often contained in residential assessment reports also
be made in respect of ordinary families in such circumstances where risk of
abuse is not a factor? 

This highlights one of the main potential biases of some residential assess-
ments in that they tend to accumulate and magnify negative observations
(sometimes of very trivial factors) and lose sight of the wide variations in
normal behaviour and social context. We have seen a number of residential
assessment reports that comprise extensive documentation of observations
of deficits in parenting actions (and inactions), but where little feedback,
advice, coaching and encouragement have been provided to the parents to
assist them to improve their motivation, consistency and skills as parents. 

Confusion can also arise when parents feel compelled to be resident, do
not comply fully with the rules and regulations, express dissatisfaction and
challenge the residential regime. One notable residential assessment report



CHILD PROTECTION ASSESSMENT CONTEXTS 151

reflected the instant staff dislike and disapproval of two parents at the begin-
ning of an assessment, as they transgressed the ‘politically correct’ expectations
of the residential centre: 

On the first day after Mr T moved into [Residential Assessment Centre], he
wore a T-shirt with an unsuitable and offensive slogan. It read ‘Warning –
Trainee Gynaecologist’. He was asked by staff not to wear this and why it
might be seen as offensive, particularly in a place such as [Centre]. Mrs T
expressed surprise about the staff view of its unsuitability, saying that she had
bought it for him and a different one, which was worse. She seemed unaware
of its unsuitability and how demeaning it was to herself. 

To respond with ‘challenges’ to such behaviour (rather than actually working
in assessment mode to explore and understand its significance and meaning)
is the antithesis of an effective, neutral, hypothesis-testing assessment
approach. In this case, the confrontational style set the tone for the whole
assessment, and the parents’ protests about trivial rules and regulations
were subsequently continually interpreted as confirmation of their inherent
uncooperativeness and incapability as parents. 

During the many weeks (and sometimes months) families are away in resi-
dential assessment placements, they become divorced from the local social
and community supports that often are vital for successful reunification.
This results in assessments focusing on the minutiae of parents’ behaviour
and relationships in very artificial environments that are decontextualised
from their wider family and social circumstances. To what extent are obser-
vations formed of parents and families over many months in a residential
centre such as the Cassel validly predictive of how the family would cope
back within their own communities? Is it possible that the length of separa-
tion from local family and social supports actually disadvantages some
families in making the changes that are sought by social services and the
courts? These questions raise concerns of a lack of ecological validity in
residential assessments when they take place long distances from the family’s
home, extended family and local support networks. 

A final issue about residential assessment facilities arises in relation to sig-
nificant inconsistencies in their use. We are aware of many situations where
residential assessment has been provided for some families, but not for others
in very similar circumstances. Representing the perspective of Cassel Hospital
as a national service provider over many years, its director commented: 

Unfortunately, it is my experience that the outcome for a family following an
assessment is often a bit of a lottery, depending upon the attitude and, indeed,
finances of a particular social services department, the quality of legal repre-
sentation, and the attitudes of the judge hearing the case. . . . While one family
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living in one area of the country may end up keeping their children, another
family from a different area with very similar problems, and even less severe
problems, may end up losing their children. (Kennedy 2002, p. 847) 

What determines whether a family is ‘worthy’ of a residential assessment
rather than a community-based assessment? What determines whether a
family is given the chance of an independent assessment or, indeed, a resi-
dential assessment before the draconian step of compulsory adoption is
taken? Too often, it is chance and funding factors relating to the particular
combinations and idiosyncrasies of the group of professionals who find
themselves involved in a case. 

Sometimes, in care proceedings, solicitors for parents and guardians ad
litem promote the need for residential assessment, and it is not uncommon
that the local authority opposes such application. A key House of Lords
(2002) ruling in 1996 (Re C (A minor)) established that courts can order local
authorities to resource residential assessments of families where a child is
subject to an Interim Care Order (prior to the final hearing of the case). In
this case, a 5-month-old baby had suffered serious unexplained injuries, and
paediatric opinion considered these to be non-accidental. An assessment
was undertaken by social workers of the local authority, who recommended
to the court that further residential assessment was required. This view was
supported by a separate psychological assessment and by the guardian ad
litem. However, the senior management of the local authority involved con-
cluded otherwise, on the basis that the cost of the proposed residential
assessment could not be justified in view of the limited prospects of the parents
being able to care for the baby appropriately in the future. The local authority
argued that the court did not have the power to order it to resource residential
family assessments. The House of Lords (2002) ultimately ruled that the
courts did in fact have such powers under Section 38(6), Children Act 1989. 

With this decision in 1996 in the House of Lords, the new interpretation of
Section 38(6) was that courts could order local authorities to resource family
assessments (not necessarily residential); they did not have the power to
order therapeutic interventions (during the course of Interim Care Orders). In
this context, the question has subsequently often arisen, to what extent is the
proposed residential placement for assessment purposes as opposed to
therapeutic purposes? As many commentators have pointed out (Dale &
Fellows 1999; Kennedy 1997; King & Trowell 1992), the distinction between
assessment and therapy is, in practice, often unclear, especially given the
imperative to assess potential for change. 

A further key judgment in January 2003. (Re G (A Child) Interim Care
Order: Residential Assessment) removed this rather artificial distinction in
interpretation of Section 38(6). By this judgment, courts clearly had the
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power to order assessments that explicitly include a therapeutic component.
The case arose from a residential assessment of a family being undertaken at
the Cassel Hospital. After 3 months, in view of the progress being made by
the mother, the hospital recommended to the court that the stay of the family
at the Cassel should be extended. The local authority objected, proposing
that the placement should be ended, the baby placed with a grandparent,
and that therapeutic work with the mother could continue on a non-residential
basis. At the hearing, the judge upheld the position of the local authority,
ruling that he had no power to order that the residential assessment be con-
tinued, on the basis that it had become therapy rather than assessment. On
appeal, this view was rejected. The appeal judges stated that when considering
applications under Section 38(6): 

The essential question was whether what was being sought could be broadly
classified as an assessment to enable the court to obtain the information necessary
for its own decision. The court should not seek to draw a distinction between
assessment and therapy, since permissible assessments enabling the court to
obtain such information could well contain the provision of a variety of services,
supports and treatments, with or without accommodation. (In Re G (A Child)
(Interim Care Order: Residential Assessment) [2004] EWCA Civ 24) 

While wholly beneficial from the point of view of natural justice and the
human rights of parents and children, this judgment will have implications
for local authority budgets. The judgment in the same case also made clear
that local authorities have to be explicit at the outset about the extent to
which resource issues lie behind their opposition to applications for (or to
extend) assessment. Not to do so will in future be interpreted as a breach of
the parent’s human rights. This is important, as in many cases in the past, it
has been quite clear to all parties in court that local authority objections to
further assessments, while couched in somewhat spurious professional
terms, were in fact based on an inability or unwillingness to pay for the services
that were required. 

Community-Based, Family-Centre Assessments 

Many local authorities in the UK provide or have access to family centres
that, as part of their work, can provide family assessment and support
programmes. Such work is of immense value in assisting and facilitating
vulnerable, disadvantaged and often socially isolated young families in the
development of consistent parenting skills and the establishment of peer
support networks. Some family centres include child protection assessment
activities as part of their programmes, and will undertake observations and
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assessments of families where infants have been removed into care and
questions arise about the viability and appropriateness of reunification.
Family-centre assessments take many forms, but are typically structured
around programmes which involve combinations of home- and centre-based
contacts focusing on parenting skills development. 

While we argue in this book that specialist risk assessments are required
in cases where infants have sustained serious suspicious injuries, such
assessments are often helpfully informed by family-centre involvement
focusing intensively on parental attitudes toward the children in the family,
and providing coaching in parenting skills (if required). If such input can be
provided effectively throughout the many months that cases take to reach
the final hearing in care proceedings, the court (and experts who are reporting)
will have clear and recent indications regarding parents’ level of motivation,
attachment issues, commitment, parenting skills deficits and improvements.
When this work is not undertaken by a family centre during the course of
care proceedings, the quality of evidence available to the expert witnesses
and the judge is often far from satisfactory and ultimately disadvantageous
to parents and their children. 

Independent Social Work Assessments 

In many parts of the country, experienced social workers provide independ-
ent risk assessments on a private basis. In some areas, independent social
workers may be commissioned by local authorities (sometimes to cover staff
shortages) and undertake initial or core assessments on behalf of social
services. Other independent social workers provide expert-witness risk
assessments for court proceedings. Such assessments may be commissioned
by the local authority, by a solicitor representing the children’s guardian, or by
solicitors acting for parents (and commonly by combinations of these parties). 

The role of independent social workers in child protection risk assessment has
grown significantly in recent times. There are several reasons for this, including: 

● decline in the quality of assessment skills, experience and practice in
social services departments 

● decline in the resources of social services departments, including high
vacancy rates and increased use of agency social workers 

● withdrawal of voluntary agencies (e.g. NSPCC) from undertaking direct
child protection assessments 

● increased need for ‘second opinions’ in relation to basic social services
assessments to satisfy requirements of the European Convention on
Human Rights (especially Article 6: right to a fair trial). 
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The marked decline in the ability of social services departments to undertake
assessments of a necessary standard was remarked upon in the review com-
missioned in 2000 by the Lord Chancellor’s department into concerns about
the length of time civil court cases (under the Children Act 1989) involving
children were taking. One finding of this review was the extent to which
expert witnesses were increasingly being commissioned to compensate for
staff shortages elsewhere, and ‘the problems caused by an apparent lack of
trust in social services assessment procedures, often exacerbated by the
turnover and inexperience of some staff and the overloading of those staff
remaining’ (Finlay 2002, p. 6). This is a problem that seems set to deteri-
orate further, as (notwithstanding recently raised standards in basic training
for social workers to a 3-year degree level) social workers in statutory
agencies have fewer and fewer opportunities to develop and sustain the
levels of knowledge and skills to undertake complex child protection
assessments. 

Independent social work risk assessments take many forms as determined
by the specific questions in the letter of instructions, timescales and the level
of available resources. While in very urgent situations a single interview
may have to be relied upon for an interim view of a situation, it is far more
common for independent social work assessments to utilise multiple ses-
sions in different combinations with relevant family members. Such sessions
would focus on: 

● perspectives on the nature of the original harm 
● individual parent/carer factors 
● parent/carers’ relationship 
● parent–child(ren) relationships 
● extended family (kin and friendship) relationships, influences and resources 
● social/community influences and resources 
● the nature of interactions between the family and professionals. 

Recommendations for or against reunification in cases of serious suspi-
cious injuries to infants from independent social work risk assessments
require a balancing act of the significance of risk factors, the degree to
which risk factors can be ameliorated, the identification of family strengths,
and the availability of appropriate resources for a specific risk-management
strategy. Generally, acceptance of full responsibility and provision of a
convincing explanation for injuries provide a firmer basis for risk predic-
tion than circumstances in which acceptance of responsibility is absent or
partial, and understanding of the dynamics of the incidents of concern
remains incomplete. Assessments of the likelihood of further harm can be
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made more confidently (but never with 100% accuracy) in the former than
the latter scenario. 

Multidisciplinary Nature of Child Protection Assessment 

In this chapter we have described how a range of professional disciplines
have a central role in undertaking child protection assessments. This has
been the case since the ‘rediscovery’ of physical abuse in the early 1960s, and
decades of subsequent research has highlighted the multifactorial causes of
abuse and the interdisciplinary nature of effective prevention, treatment and
protective interventions. Consequently, no profession is in a position to claim
primary status or authority in child protection assessments to which others
should defer. The significant issue relates to specific assessment knowledge,
skills and levels of experience that are possessed to varying degrees across
professional boundaries. Such key skills include: 

● research knowledge (awareness of relevant research and methodological
limitations in applying research findings in individual cases) 

● skills in engagement with family members (who are likely to be anxious,
defensive, angry, etc.) 

● skills in history taking (being able to create a constructive environment to
obtain relevant information from family members in a systematic way) 

● observational skills (especially regarding parent–child interactions) 
● interviewing skills (listening, communicating understanding, giving

feedback, exploring responses to feedback, probing, etc.) 
● skills in regulating the emotional intensity of interviews (given that family

members invariably have strong feelings about their situation) 
● thinking and analytic skills (synthesising complex information and devel-

oping and exploring hypotheses from a neutral perspective) 
● monitoring counter-transferential responses to a family, and other potential

sources of assessment bias 
● knowledge and skills in assessing potential for change in view of identified

personal and family problems 
● writing skills (assessment reports need to be cogent, authoritative, clear

and balanced documents). 

As we have argued, these are collections of skills that are not the preserve
of any one profession, and all disciplines involved in child protection
assessments need to be wary of the potential for assessment bias as a
consequence of undeveloped skills and insufficient experience in all of
these key areas. 
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ASSESSMENT OF ATTACHMENT 

Finally in this chapter, we address the specific issue of assessment of attach-
ment. This is presented separately, as it is a key area increasingly drawn
upon by professionals undertaking parenting and risk assessment (e.g.
psychiatrists, psychologists, social workers, family-centre workers). We are
concerned that the utilisation of attachment theory via observations of attachment
patterns can be susceptible to significant misinterpretation and misapplication
that can result in errors and injustice in child protection practice. 

Attachment theory has become predominant in child protection and
child care practice in the USA and the UK since the 1990s. From an evolu-
tionary perspective (to promote survival), the theory describes and catego-
rises styles of human relating across the whole lifespan. Consequently,
babies exhibit attachment-promoting behaviour and responses (e.g. smiling,
cooing, crying) toward their parents/carers and significant others. How
these behaviours and responses are interpreted and attended to contributes
to the growing child’s sense of identity, behaviour in relationships and sense
of the world. Psychological ‘templates’ (internalised models for understanding
self and others) are thereby created, continually developed and reinforced,
becoming a significant part of the person’s lifelong relational style – e.g.
trusting, suspicious, dependent, anxious, avoidant (Shaver & Mikulincer
2002). 

In a process of reciprocal influencing, characteristics of parents/carers
interact dynamically with the infant’s attachment-promoting behaviour and
responses. Infants whose needs are anticipated, accepted and responded to
lovingly by consistent, attuned significant others are likely to form secure
attachments. Secure attachments provide a developmental context of safety
for exploration, sanctuary from environmental anxieties, assuagement of
distress and positive self-esteem. All other things being equal, secure attach-
ments imply the likelihood of optimal emotional development and positive
mental health. In contrast, children whose needs are not recognised, are
ignored or are responded to inconsistently, or who are regularly maltreated
are likely to develop insecure attachments (ambivalent, avoidant or disorgan-
ised). Such children often (but not necessarily) become increasingly difficult
and less rewarding to parent (which in turn may provoke further parental
hostility and rejection), and are less likely to develop their full potential
(intellectually, emotionally and socially). They may experience recurring
problems in making and sustaining effective relationships throughout life
(including eventually as parents themselves), and be susceptible to a range
of mental health problems. 

The notion of attachment arose in the work of John Bowlby, James Robertson,
Mary Ainsworth and colleagues in the 1950s and 1960s. Bowlby’s seminal
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paper for the World Health Organisation, published in 1951, was based on
observations of children in post-war Europe who were orphaned or home-
less, mostly living in institutions (Bowlby 1951). This highly influential work
was followed by further research on parenting and substitute parenting
reported in a series of three books: Attachment (1969), Separation, Anxiety and
Anger (1973) and Loss, Sadness and Depression (1980). These books reported
the effects of separation and loss on mother–child relationships, and Robertson
identified typical reactions in hospitalised young children of the stages of
protest, despair and detachment. (Robertson 1970). Ainsworth et al. (1978)
developed an empirical procedure (the Strange Situation Test) to distinguish
responses to separation between infants who were securely attached and those
who demonstrated insecure attachments. Main and Solomon (1986) extended
this typology to include the notion of disorganised attachment. 

A major contribution to the development and refinement of attachment
theory was provided by the research of Rutter (1981, 1995), who distin-
guished between the impact of the separation itself, and the disruptions and
disturbances in family relationships that proceed many separations. Rutter
also noted that infants have a propensity to form multiple attachments,
amending Bowlby’s earlier view that it was the mother–infant bond that was
crucial for positive mental health development. Attachment distortions
became a formal psychiatric concept with the inclusion in the American
Psychiatric Association (APA) classification system of psychiatric disorders
in 1994 of the diagnosis of ‘reactive attachment disorder’ – in which children
display marked inhibited or disinhibited behaviour specifically related to
‘grossly pathological’ parenting (APA 1994). Useful sources for understand-
ing the nature and development of attachment theory in much more detail
include Green (2004), Holmes (1993), Howe (1996) and Howe et al. (1999). 

Cautions Regarding Forensic Application of Attachment Theory 

The development of attachment theory stems from substantial intellectual
and rigorous empirical foundations. However, like many popular theories of
human development and behaviour, attachment theory has the potential to
be misunderstood and misapplied in relation to specific forensic (court)
situations where questions arise about parental capacity to care appropri-
ately for children (and as a way of understanding disturbed behaviour of
infants). Concerns fall into two main areas: 

● the validity of the research base of attachment theory 
● clinical interpretations of attachment made from observations of parent–

child interactions. 
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The Validity of the Research Base of Attachment Theory 

Initial research work on identification of attachment types was primarily
based on the study of small samples of middle-class white families in the
USA in the 1960s and 1970s (LeVine & Miller 1990; Takahashi 1990). Subse-
quent research has indicated that there are significant class and cultural
variations in ‘normal’ patterns of parent–child attachments. For example, in
later cross-cultural studies, so-called insecure ‘avoidant’ and ‘resistant’
attachment patterns were shown to be quite typical of normal family rela-
tionships in Germany, Japan and Israel (van Ijzendoorn & Kroonenberg
1988). Although the research is lacking, it is likely that similar variations in
‘normal’ attachments patterns also occur in relation to ethnicity and social
class. In general, across cultures, approximately 45% of children and adults
demonstrate ‘insecure’ attachment patterns (Howe etal. 1999). Consequently,
assessors relying on attachment theory perspectives and techniques must
take great care that they are not making judgments about families in
relation to a cultural template of family relationships that is derived from
specific and anachronistic, Caucasian-American, middle-class parenting
practices. 

There are also methodological concerns about the body of attachment theory
research which require cautions that some practitioners undertaking court-
related assessments either seem to be unaware of, or choose to ignore. In
particular (like much social science research), the clinical (and legal)
applicability of research conclusions is limited by definitional difficulties,
imprecise and inconsistent measures, observational bias, small sample sizes
in studies, weak statistical relationships between measured variables, and
contradictory findings in different studies. 

All of these factors create limitations to the generalisability of findings
and their applicability to specific clinical/forensic cases. Moreover,
notwithstanding the work of Crittenden (e.g. 1992, 2000), there is very
limited research comparing the range of attachment behaviour between
families where abuse is known to have occurred and those where it has
not. In this context, an academic child psychiatrist noted that being
subject to forcible separation will affect the nature of the subsequent
attachment (Green 2004). However, very little (if any) of the research
underpinning attachment theory has been carried out with this very import-
ant specific group of children (Baker 2003). In all, these methodological
factors affect the degree of confidence that can be placed in the clinical
and legal application of attachment theory based observational assess-
ments in individual cases. Such limitations should always be taken into
account and explicitly acknowledged in reports provided in court
proceedings. 
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Clinical Interpretations of Attachment Made from Observations of 
Parent–Child Interactions 

The second area of concern relates to the context in which observations and
interpretations of parent–child attachments are made. Child psychiatrists
and clinical psychologists (in particular) often use predetermined scenarios
to observe the type, quality and quantity of interactions (such as approach
and avoidance) between a child and a parent. Social workers tend to make
equivalent observations more informally – often on many occasions and in
different contexts. 

The best-known example of a predetermined scenario is the Strange Situation
Test, as developed by Ainsworth and colleagues in the USA in the 1970s.
This research tool was designed to create, measure and categorise attach-
ment stress in infants by observing a series of contrived separations and
reunifications (including the departure of the mother and the arrival of a
stranger) between attachment figures and infants (Ainsworth et al. 1978).
Infants who responded with certain sets of behaviour were considered to be
securely attached; other ranges of response were taken to be indicative of
insecure (abnormal) attachments. From this research, the application of
attachment theory to child protection work became operationalised by many
practitioners on the assumption that the clinical/forensic significance of
parent–child attachments could be identified from brief observations based on
informal adaptation of the Strange Situation Test. On this basis, observations
suggesting apparent absent, insecure, ambivalent, avoidant, disorganised or
other pathological attachments are seen by some as valid indicators of inade-
quate, neglectful or abusing parenting, and thereby of future levels of risk. 

However, there are important limitations to child protection assessments
based on contrived and limited observations of apparent attachments. For
example, it is not easy to distinguish between the impact of a child’s tempera-
ment (as opposed to attachment) when observing parent–child interactions
(Rutter 1995). Moreover, assessment practitioners relying on observations of
parent–child separations and reunifications may fail to take sufficiently into
account the significance of contextual factors that may influence the behaviours
that are observed. Unlike the controlled laboratory conditions of Ainsworth’s
research into the strange situation, some assessment practitioners make their
observations in highly variable and pragmatic circumstances (and often do
not consider the potential impact on the behaviour of parents and child of
their own presence). 

We have known cases where parents and children (separately) have
had to make long journeys to clinics to be observed being introduced,
separated, reintroduced and separated again, ostensibly to identify types of
attachment. We are concerned that sometimes the unusual circumstances
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and stressful nature of such decontextualised encounters are not sufficiently
taken into account in the opinions that are formed (often critical of parents)
from such observations. Young children have arrived for such assessments
tired, irritable and hungry from travelling. Parents can be highly stressed by
these journeys, and very anxious about the appointments. In such circum-
stances, how valid can observations be about attachment behaviour – particu-
larly when there is no normative research (that is, information on how a
range of non-abusing families would behave in such circumstances) for
comparison? 

A significant problem can also arise in attachment theory-based assessments
when these appear to pay insufficient regard to one of the fundamental
premises in the origins of attachment theory itself – that of the significance of
separation and loss. As we have emphasised, many snapshot assessments of
‘attachment’ are undertaken in situations where infants have been removed
from the care of their parents (and where permitted contact is often quite
minimal). Consequently, in child protection assessments (unlike the families
in much of the research upon which models of attachment have been based),
parents are being observed in contact (including greetings and partings)
with their children who are not currently living with them. As with the factor
of temperament, this issue can be crucial in assessments concerning the
potential for reunification of a child, and in relation to contested adoptions: 

It is important to make a clear distinction between difficulties in forming
attachment and difficulties resulting from separation anxiety. Often in con-
tested adoptions the evidence of the local authority focuses to some degree, as
a reason for ending contact and considering adoption, on the child’s reactions
to contact with parents. What is in fact a normal behavioural display of sep-
aration anxiety is often misinterpreted by social services as a display of
outright rejection by the child of the parents. (Banks 1994, p. 110). 

Several decades ago, Robertson (1953, 1970) highlighted the emotional distress
and damage caused to hospitalised children by regimes that allowed very
minimal parental visits (so that children would ‘settle’). These studies
resulted in a complete change in hospital visiting policy to the open access
arrangements which are now commonplace. The lessons of these historical
hospital separation studies appear to have been forgotten in current child
protection practice, where infants in foster homes during child protection
proceedings are sometimes allowed only very minimal contact with their
parents. 

In 1986, it was being stressed from research that it can be difficult to
determine to what extent the behaviour of children in care is due to inad-
equate attachments – or to the separation from parents and the circumstances
surrounding this. These researchers emphasised that assessments of
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attachment (‘love tests’) should not be relied upon in unusual situations – as
when children have been taken compulsorily into care (Milham et al. 1986;
Ryburn 1994a). On this basis, in current child protection practice, some
observations of parent–infant interactions that highlight ‘insecure attach-
ments’ as an inherent deficit in parenting quality and commitment fail to
adequately appreciate the situational influences that stem from the
experience and emotional consequences of loss inherent in compulsory
parent–child separation. 

Reviewers are warning that evidence for attachment theory remains
uncertain, and that the limitations of the theory in assessment practice are
insufficiently recognised (Baker 2003; Bolen 2000; Byrne et al. 2005; Green
2004; Gullestad 2001; Rutter 1995). Green (2004) concluded: 

It becomes crucial to consider a child’s attachment status in the context of other
wider aspects of development and careful assessment needs to unpick the
relative balance of nature versus nurture in a particular child’s developmental
presentation . . . errors can be made by ascribing every problem of social func-
tioning in children to problems in child rearing or parenting. It can be particu-
larly important to be alert to this in situations of parenting failure coming to the
judicial system, since it is just here that uncritical assumptions may be made
about the origin of difficulties based on probability or overgeneralization
rather than from careful assessment and consideration of the individual child
in their context. (Green 2004, pp. 16–17) 

In this context, a US social work researcher recently expressed concern that
misapplication of attachment theory may ‘become a vehicle for transmitting
political and ideological agendas’, and asked: ‘Are we rushing headlong into
another controversy?’ (Bolen 2002, p. 95). On the basis of such concerns, it is
vital that courts are vigilant about the potential for unrecognised bias that
may result from decontextualised assessments of ‘attachment’ – particularly
when these are undertaken on a snapshot basis.
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POTENTIAL FOR CHANGE 

The assessment of parenting abilities and the potential for change needs to be
carried out in a way that allows the proper exploration of the ability to change.
Is it right that one or two meetings with the parents, accompanied by one
observation of a contact meeting should provide sufficient basis to . . . enable a
full assessment with full therapeutic potential . . . ? Are we sacrificing quality
for quantity? [Mr Justice Gillen, Lord Chief Justice’s Office, Northern Ireland]
(Gillen 2002, p. 303) 

We repeat part of the quotation from Mr Justice Gillen (above), as it is
fundamental to the focus of this chapter: to what extent do assessments
focus on the potential for change regarding identified difficulties and, crucially,
what timescale is it reasonable for courts to allow parents to demonstrate
that they can make required changes? 

Reports from independent specialist assessment services consistently
highlight the importance of an interactional (rather than ‘checklist’) process
of assessments, and also the importance of including a specific focus on
potential for change in the families being assessed (e.g. Bentovim & Tranter
1984; Dale et al. 1986; Dale & Fellows 1999; Essex & Gumbleton 1999;
Kennedy 1997). This has been accepted by the government in that the
Assessment Framework (Department of Health 2000) at several points
endorses this principle: 

● The process of assessment should be therapeutic in itself (Para 1.56). 
● For some families, the process of assessment is in itself a therapeutic

intervention (Para 4.3). 
● In most situations, meeting children’s needs will almost always involve

responding also to the needs of family members. The two are closely
connected and it is rarely possible to promote the welfare of children
without promoting the welfare of significant adults in their lives (Para 4.5). 

● Most parents are capable of change, and following appropriate interventions,
[are] able to provide a safe family context for their child (Para 4.27). 
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Notwithstanding such encouragement, there is nothing in the Assessment
Framework that provides guidance for practitioners regarding the context,
skills and approaches required to assess and promote potential for change in
parents in a fair and competent way. Although the practicalities are often
challenging, few would disagree with the principle that assessing and
promoting potential for change should be a core component of effective
child protection practice. However, it is often neglected. Consequently,
many assessments are disproportionately deficit focused – collating dossi-
ers of parental inadequacy, disturbance, and apparent reluctance or refusal
to cooperate with agencies. Moreover, in attempting to assess family prob-
lems, social workers are often told that it is they themselves and the child pro-
tection ‘system’ that the parents construe as being their major problem. It can
be very difficult for local authority social workers to be seen to be undertak-
ing fair assessments when at the same time they are accumulating evidence
for court proceedings about parental failings, and perhaps also ‘concurrently
planning’ the compulsory adoption of the infant in question. This is not a
good basis for the development of the ‘therapeutic alliance’ that is needed to
provide a therapeutic opportunity within an assessment process. 

In this context, two significant questions arise. First, to what extent are
identified family problems that are commonly (but not always) associated
with serious suspicious injuries to infants amenable to change? Second,
what approaches, skills and services can help facilitate such changes? In
this chapter we compare and contrast a range of theories underpinning the
notion of therapeutic change (theories of change), highlight key ‘problem’
domains (what needs to change?), specify factors regarding change potential
in these areas (what can change?), and outline a variety of professional
skills that are important in the assessment of change potential (how does
change occur?). 

THEORIES OF THERAPEUTIC CHANGE 

The psychiatric, psychotherapy and counselling research/practice literature
is replete with theories as to why people develop personality and relationship
problems. Established models for promoting therapeutic change include the
following major approaches: 

● psychiatric 
● psychodynamic 
● humanistic 
● cognitive-behavioural 
● psychosocial 
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● systemic 
● feminist 
● solution-focused. 

Imagine the situation of a young married couple, Mr and Mrs Problem, aged
in their 20s with three young children (including a new baby), who have
been living as a family in a socially stressful environment for several years.
Mr Problem is becoming regularly involved in angry disputes with work
colleagues, neighbours and family members. Mrs Problem is frequently listless,
withdrawn and incommunicably tearful. Both parents are finding the
demands of their children increasingly stressful. In what ways is it possible
to understand the meaning and significance of such behaviours, and how
can each person best be encouraged and assisted to change? An immediate
question arises as to what extent either Mr or Mrs Problem considers their
situation to be in need of assistance or change – or to what extent it is others,
such as relatives or professionals, who are concerned? The degree to which
problems are recognised and accepted, and change desired, will be a key
factor in relation to the success of any therapeutic intervention, and many
approaches include a focus on promoting this transition. We will briefly outline
several common models for understanding behaviour and promoting thera-
peutic change in relation to Mr and Mrs Problem and their family. 

A psychiatric approach would utilise the traditional and directive ‘medical sick-
ness model’ to diagnose and treat any formal mental disorder. With responsibil-
ities under the Mental Health Act 1983, a psychiatrist will also consider whether
patients present a serious danger to themselves or others. Does Mr Problem
have any psychiatric or neurological condition that promotes aggression and
reduces impulse control? (There are a range of psychiatric conditions that can
have this effect.) Is Mrs Problem seriously (post-natally) depressed and perhaps
suicidal? Does this present a risk to the children? Should either or both parents
be referred for counselling and, if so, what type? Is alcohol and drug usage a sig-
nificant contributory factor for either or both parents? Is the prescription (or
review) of anxiolytic or antidepressant medication indicated? Is the prescription
of medication itself part of the problem? For example, there is increasing
concern about the reported disinhibiting effects (and out-of-character violent
outbursts) in some people who have been prescribed selective serotonin
re-uptake inhibitor antidepressants (Crompton 2004). 

A psychodynamic approach would be interested in the early childhood experi-
ences of the parents. What early frustrations, deprivations, losses and anxieties
are being reenacted in the aggressive and withdrawn behaviour of Mr and
Mrs Problem? To what extent are they replicating their own early experi-
ences and attachment patterns in the parenting of their own children? The
psychodynamic therapeutic response inclines toward non-directive and
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interpretive long-term (some would say interminable) insight-promoting
therapy sessions with a focus on exploring historical (especially childhood)
experiences and the developmental challenge to contain or ‘resolve’
unconscious destructive, aggressive and sexual instincts. More modern,
‘object-relations’ psychodynamic approaches would reduce the Freudian
(conflictual instinct approach) by an emphasis on attachment difficulties in
interpersonal relationships (Hobson 1985; Lomas 1994). 

Humanistic approaches are many and varied, and share an underlying
optimistic view of the potential growth and self-healing potential of human
beings. They generally reject medical (expert) ‘diagnosis-treatment’ processes.
Instead, the philosophy of change is essentially horticultural in that therapy
provides core conditions of empathy, acceptance, attention, warmth and positive
regard to promote positive emotional growth in self-image, the development
of personal meaning and responsibility, and the ability to communicate and
relate authentically. From this perspective, humanistic/existential therapists
would be inclined to explore the key emotions and unmet needs underlying
Mr Problem’s temper and Mrs Problem’s withdrawal, emphasising the nature
of individual choice in relation to these responses, with a view to facilitating
alternative constructions of meaning, and less destructive expression of such
feelings (Rogers 1957; van Deurzen-Smith 1988). 

Cognitive-behavioural approaches stem from the long history of applying
principles of learning theory to specific, observable human problems. The
approach is twofold. First, it strives to identify the habitual maladaptive
thinking patterns that trigger undesired behaviours, and to introduce and
rehearse alternative cognitions (thinking patterns) about common situations.
Negative affect, such as depression, is seen as the consequence of faulty
cognitions and consequent misperception of self, others and the environment.
Therefore, the therapeutic focus aims to ‘restructure’ thinking patterns to
prevent experience from being routinely construed negatively, thus avoiding
the self-reinforcing adverse effects on mood and self-image that Mrs Problem
may be experiencing (Beck 1976). The second approach is to develop a
programme of coaching or motivational interviewing aimed at graded
behavioural change. For example, Mr Problem may continually misperceive
the motives of people around him and respond habitually in an aggressive,
self-defensive way that ‘gets retaliation in first’. He would be encouraged to
practise interpreting encounters from a neutral cognitive perspective – rather
than a psychological default position of mistrust. Mrs Problem may have given
up initiating interactions through acquired beliefs (cognitions) that these will
be unrewarding (or worse). She would be encouraged and coached in a graded
sequence of activities to rebuild her self-confidence in initiating and responding
to social interactions. See Jehu (1988) for a description and evaluation of this
approach in a therapeutic service for adults who were abused as children. 
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Psychosocial approaches are at the core of the history of clinical social work
practice (e.g. Hollis 1965). The approach incorporates theories of human
behaviour and social systems focused on problem solving in human relation-
ships, utilising an eclectic mix of individual, family and group interventions
(which may be quite directive). The predominant approach is to enhance the
biopsychosocial functioning of people interacting with their environment
(where efforts may be made to make changes in both). An approach from
this perspective with Mr and Mrs Problem would be to undertake an initial
psychosocial assessment that would take full account of the environmental
stresses contributing to undesired behaviours. As well as encouraging both
partners to become more resilient in respect of such environmental stresses,
intervention may also focus, in a practical way, on attempting to reduce the
stressors themselves (perhaps by supporting an application for rehousing)
and galvanising extended family support and community resources (such as
HomeStart). 

Systemic approaches understand behaviour from the perspective of the
dynamics of the relationships between the people involved. They became
influential particularly throughout the 1980s (e.g. Asen et al. 1989; Bentovim
1992; Dale et al. 1986; Giarretto 1982; Minuchin 1977). This perspective
focuses upon dynamics such as care and control, approach and avoidance,
and dependence and independence, enacted through the varying roles and
interactions of family members which generate, sustain and intensify pat-
terns in relationships that are seen as problematic. A systemic therapist
would be likely to see Mr and Mrs Problem together in conjoint sessions. To
what extent is Mr Problem’s aggressive behaviour linked to exasperation at
his wife’s withdrawal from more responsive and fulfilling roles? Or, to what
extent does Mrs Problem’s withdrawal minimise the extent to which she will
be the focus of her husband’s unpredictable aggression? What will happen
to the relationship if the couple develop more authentic communication and
explain to each other what their behaviour really means? Is it ultimately less
risky to tolerate the problems and maintain the status quo – a form of equi-
librium? If change begins to occur, what will be the effect of this on the other
members of the family? If Mr Problem learns to relate more effectively to
people in the outside world, what will the impact of this be for Mrs Problem?
If Mrs Problem becomes less withdrawn, what will be the implications
for Mr Problem and their relationship? Does the prospect of giving up
the ‘problem’ secretly create fear for the future? Is the ‘problem’ the most
comfortable compromise? Systemic approaches also intervene in the
dynamics that arise between families and statutory agencies (Dale et al. 1986;
Crenshaw 2004). 

Feminist approaches would construe our scenario of Ms and Mr Problem in
terms of socially determined power differentials between men and women
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(Chaplin 1988; Dominelli & McLeod 1989). This perspective attained signifi-
cant influence in the 1980s partly as a challenge to perceived ‘mother-blaming’
aspects of systemic approaches. Gender-based power inequalities are seen to
stem from the vested interests of patriarchal family and social systems which
provide men (seen constitutionally as potential abusers) with the opportunity
for socially sanctioned dominance and exploitation of women and children.
Therapeutic responses aim to ‘empower’ women directly (often to escape
from such relationships that are construed as domestic violence), and to
‘challenge’ and regulate the behaviour of men by legal sanctions (e.g. non-
molestation orders). Ms Problem would be encouraged to join local women’s
aid groups to gain new perspectives and increased self-confidence from the
peer support, encouragement and modelling of other women who have
escaped from domestic violence and established new independent, confident
lives. Mr Problem, hopefully, would learn some important lessons about
himself from this family breakdown and would gradually be able to establish
an effective shared-parenting relationship with his ex-wife and children. At
worse, Mr Problem would be reflecting upon the inability of family courts to
enforce orders for contact between separated fathers and their children in
intractable contact disputes (Piercy 2004). 

Solution-focused approaches stem from the observation that it is not necessary
to understand, or even explore, the nature of the problem to be able to assist
people toward more satisfying lives. A solution-focused practitioner would
be more interested in asking Mr and Mrs Potential-Solution questions that
generate a vivid picture of where they want to get to (future without the
problems), rather than exploring what they want to get away from. An
assumption of the approach is that there will already be developments in
their lives that are helping toward this end. The solution-focused practi-
tioner will be keen to identify these, and thereby draw the couple’s attention
to them. It is often in the detail of the vision of the desired future and what is
already happening that is helping (exceptions to the problem) that the seeds
of the solution are to be found. A solution-focused approach is essentially
pragmatic, focusing on what works and seeking to build on this. The success
of this approach is dependent on practitioners having an attitude of respectful
curiosity and genuinely believing that they need to learn from their ‘customers’
how to be most helpful to them (De Jong & Berg 2002). 

We stress that these examples are oversimplified caricatures (that will
undoubtedly irritate adherents and purists) of different ways of theoretically
construing common problems that arise within families, and associated ways
of promoting therapeutic change. (In practice, most experienced and effective
counsellors/therapists draw on aspects of several different approaches.) The
key point is that there is a wide variety of very different, but internally coherent,
approaches that practitioners may call upon to guide their formulation of the
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‘problem’ and the focus and style of their interventions. While this can be
seen to provide a rich plurality of possibilities, it can also contribute to a con-
fused and rivalrous context in which practitioners justifiably may draw very
different conclusions about therapeutic potential (and the necessary times-
cales for change) in the same and similar situations. If, for example, Mr and
Mrs Problem’s youngest baby sustains a serious suspicious injury (for which
both parents deny responsibility), very different opinions may be formed
regarding risk and potential for change among practitioners utilising the
range of different theoretical perspectives outlined above. This is especially
so with regard to estimated timescales for significant change. The availabil-
ity of contrasting therapeutic models (many of which have a minimal evidence
base of effectiveness) contributes to the problem of chance-related inconsist-
encies in child protection assessment and case management, and this has a
major effect on outcomes. 

The Dodo Bird

Which of these approaches is most likely to be beneficial for Mr and Mrs
Problem individually, for their relationship and for their children? Not sur-
prisingly, adherents of particular therapeutic models tend to believe that
their own approach is most appropriate. The history of psychotherapy
research has explored the question of whether certain forms or models of
therapy are more effective than others (see Lambert 2003, for a comprehensive
review). In this very complex methodological area, it is generally accepted
that the view of the Dodo Bird in Alice in Wonderland still prevails: ‘Everyone
has won and all must have prizes’ (Luborsky etal. 1975). Pursuing this, an emi-
nent psychotherapy researcher concluded: 

The most recent analyses of approaches by theoretical ‘schools’ do support the
Dodo bird. On the whole, all theoretical approaches produce about equally
positive results, although some approaches do emerge as superior for certain
problem types. (Gelso 1979, p. 16) 

This conclusion promoted developments in therapeutic approaches that are
integrative, in that the practitioner is trained and experienced in the utilisation
of different theoretical approaches according to circumstances and client pref-
erence (e.g. Erskine & Moursund 1988). Although Dale & Fellows (1999)
undertook a preliminary review of a large clinical assessment sample in rela-
tion to identifiable therapeutic benefits from participation in an independent
service, it is important to note that very little psychotherapy/counselling
research has been undertaken in relation to potential for change of parents who
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are involved in child protection assessments. In the absence of such research,
the Dodo Bird’s conclusion is significant regarding child protection assess-
ments, in that a range of therapeutic models can legitimately be called upon
to understand and promote change in complex family situations. 

In our view, an integrative approach is most suited to assessing and promot-
ing potential for change in families where serious suspicious injuries to
infants have occurred. Courts can be confused by credible professional
witnesses who offer contrasting opinions about the potential and timescales
for change. In the absence of research which establishes the greater validity
of any therapeutic approach as superior to others in potential for change
assessments, varying opinions in individual cases are to be expected and
cannot be dismissed as theoretically wrong. However, in such a context, it is
vital that assessors are explicit about the theoretical perspectives that inform
their opinions about parental potential for change. There is no doubt, from
several assessment reports we have seen presented to courts, that in many
cases this would make very interesting (albeit in some cases, very brief)
reading. 

WHAT NEEDS TO CHANGE? 

As outlined in Chapter 8, independent social work assessments focus upon
several key areas: the nature of the original harm, individual parent/
carer factors, parent/carers relationships, parent–child(ren) relationships,
extended family and social/community influences and resources, and the
nature of interactions between the family and professionals. These are all
key areas for the specific assessment focus on potential for change. 

The Nature of the Original Harm 

One important question relates to what can reasonably be expected in
assessments regarding changes in parents’/carers’ explanations about how
the suspicious injuries were caused. In Chapter 7, we discussed the ‘force-
field analysis’ concept of the interplay of pressures that inhibit ‘confessions’.
Often the context is one where police enquiries are continuing and criminal
prosecution remains a distinct possibility. In such situations, most solicitors
advise parents to consider very carefully what personal information they are
willing to share with professionals. It is important to recognise that such
caution (very understandable in the legal context) can have a significantly
antitherapeutic effect (in that the crisis cannot be discussed openly – as
would be the case, for example, with a traumatic, sudden accidental death).
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From the force-field analysis perspective, the predominant force bears upon
keeping silent, and such contextual pressures promote and reinforce psycho-
logical ‘denial’. 

Individual Parent/Carer Factors 

When parents encounter professionals immediately after the discovery of
the serious injury to their infant, the parents are likely to be in a highly
aroused (if not abnormal) emotional state. There is the sudden impact of
realising that their infant is seriously harmed (perhaps in a life-threatening
way); the cumulative impact of the symptoms, tests, diagnosis and accusation
of abuse; and the growing fear and disorientation from the medical, police
and social work enquiries. In the midst of this acute crisis, parents/carers are
often deeply shocked and increasingly depressed. 

In such traumatic circumstances, the way in which people react is not
necessarily characteristic of their normal attitudes, feelings and actions. In
particular, professionals may observe emotional overreactions (including
loss of control), emotional underreactions (apparent lack of feelings/respon-
siveness), and sometimes an incongruous emotional oscillation (lability)
between the two states. In particular, parents may experience symptoms
such as numbness, narrowed field of attention, emotional flatness, despair/
hopelessness, hyperarousal, projected anger (blaming others), disorientation,
cognitive avoidance (of the event) or even dissociative amnesia. 

In Chapter 6, we quoted one mother as saying that any emotional responses
may be negatively construed by professionals: ‘If you cry, you are an emo-
tional wreck. If you don’t, you’ve got no feelings.’ A common assessment
error involves conclusions that parental behaviour in the midst of such crises
(e.g. not being totally truthful, being avoidant, being emotionally labile,
being withdrawn, being hostile) is necessarily a sign of parental unreliability
and lack of cooperation with professionals (which is then construed as
inherently high risk). There is a consequent risk of negative bias in
assessments if such initial responses of parents/carers are taken to be a
reflection of inherent personality characteristics. 

The same point applies in the weeks and indeed months following the
injury event. In all likelihood, parents/carers will have had to face the
compulsory removal of their infant into foster care. Adjustment to such loss
and separation has to take place in the very unusual circumstances of whatever
level of contact is determined by social services to be appropriate. At the
same time, the parents are likely to be involved in continuing police enquiries
regarding the injuries, and the local authority almost certainly will have com-
menced care proceedings with a view to obtaining a care order on the infant. 
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Family solicitors will be delicately warning parents that the powers of the
local authority extend to ultimately recommending to the court that their
child be compulsorily adopted. In the midst of this, parents/carers will have
become immersed in the complex world of child protection procedures,
review meetings, core assessments, specialist assessments by expert witnesses,
and regular court hearings, which are usually adjourned. This period of
uncertainty can last for many months. Typically contested cases are completed
in just under 1 year, but some drag on even longer. This constitutes a pro-
longed period of post-traumatic chronic anxiety regarding one of the most
fundamental fears that parents can face: that their child will be not be
returned to their care and may be placed compulsorily with stranger adopters
and never seen again. 

The point of reiterating this description of parental experiences of the
traumatic injury event and its chronic anxiety aftermath is to emphasise that
parental responses after the separation from their child may not be typical of
their attitudes and behaviour in normal circumstances. Consequently, if pro-
fessionals record concerns about parents’ attitudes and behaviour during
this phase, it is vital that this is carefully assessed in the context of the impact
of the crisis and post-traumatic chronic anxiety as described. As many parents
in such circumstances are prescribed antidepressant medication by their
doctors, it is also important to clarify that aspects of parent’s behaviour
which cause concern to professionals at this stage (which may be misconstrued
as ambivalent attachment or emotional unresponsiveness to their child) are
not a clouding (‘woozy’) side effect of prescribed medication. 

In this respect, the potential-for-change issues are similar to those in general
counselling/psychotherapy regarding treatment for post-traumatic stress
disorder (except that for parents in these cases the trauma and fearful uncer-
tainty is ongoing). There is a need to explore the potential for mood
stabilisation, desensitisation, reality testing, cognitive distortions and environ-
mental misperceptions, and general coping strategies. Therapeutically, there
is a need for a great deal of support. Strengths need to be identified and
mobilised: what psychological and emotional resources can the parents draw
upon and develop to respond to this crisis in the most mature, constructive
and child-centred way? 

Another important factor regarding potential for change relates to individual
parent/carer levels of personality maturity or immaturity. In many cases,
prominent features of a general parental immaturity are evidenced in descrip-
tions of self-centredness, attention-seeking, impulsivity, overdramatic responses,
untruthfulness and aggressive self-justification. The potential-for-change
question in such circumstances is to what extent the traumatic injury events
and frightening child protection repercussions have provoked a crisis
response of rapid acceleration of psychological/emotional maturation. And
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to what extent can independent, therapeutically oriented assessments add to
this momentum? In some cases (but by no means all), the trauma of the
injuries and the child protection repercussions (including the separation
from and threat of permanent loss of the child) can provide a strong stimu-
lus for a process of rapid emotional maturation. However, because of the
potential for ‘faking good’, this needs to be tested over a period of time with
evidence from different sources and perspectives. 

NSPCC research (discussed in Chapter 5) has noted that, in approximately
three-quarters of families where serious suspicious injuries to infants had
occurred, one or both parents had current major mental health concerns (not
necessarily formal psychiatric conditions) and/or substance addiction of a
degree that impaired daily functioning (such as orientation, self-care,
alertness, and ability to perceive accurately and respond constructively to
the environment and others). Assessments need to understand the behav-
ioural implications of these problems, and to establish to what extent parents
are motivated to comply with appropriate therapeutic and (drug/alcohol)
treatment regimes. Hair-strand and regular urine testing are important aids
in such assessments (as self-reported cessation of addictive behaviour is
notably unreliable). 

The types of fatal cases illustrated in earlier chapters of this book provide
graphic cautions regarding impulse-control failures related to immaturity,
habitual temper dyscontrol, personality disorders (antisocial and psycho-
pathic) and alcohol/substance intoxication/addiction. In such situations,
parents may present in assessments with extreme self-centredness and total
externalisation of blame and responsibility for every problem (not only the
injuries), may display a strong preoccupation with their own needs, and
may be completely unable to empathise with others, including their own
child. A consistent inability to reflect on feedback regarding such attitudes
and behaviour with any self-critical perspective is a poor indicator for
therapeutic change. 

This is not to say that in such cases reunification should automatically be
excluded on a ‘checklist’ basis. However, it is vital that specific feedback is
given to such parents so that they are left in no doubt about the nature of the
changes that must be made in a relatively short period of time. We have
known cases where a parent has been able to respond positively to such
feedback and engage constructively in focused, therapeutic assessment work
(Dale et al. 1986; Dale & Fellows 1999), yet many other parents have been
unable to extract themselves from the mire of such entrenched problems.
Any reunification of an infant with serious suspicious injuries to parents with
acute mental health problems, personality disorders, disabling/disinhibiting
substance addictions and (sustained/serial) domestic violence requires a
particularly compelling standard of evidence of genuine and sustained change. 
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Parental Relationship 

It is quite common for infants who sustain serious suspicious injuries to
have been conceived very early in a relationship that was impulsively intim-
ate. This is often a sign of significant emotional immaturity. Young
women with low self-esteem who are immature and emotionally deprived
find themselves unexpectedly pregnant in such circumstances, the father
of the baby often being someone that they barely know. If an injured infant
is to be reunified to a mother who has such a history, it is vital that thera-
peutic change has occurred so that future intimate adult relationships do
not continue to follow this pattern. This requires the development of
insight into recognition of the pattern, and reduced impulsivity so that any
prospective, new relationship can be explored and developed in a more
cautious way. It also requires an improved ability to assess the character of
a potential new partner so that a tendency to form impulsive unsuitable
intimate relationships can be reduced. 

Violent relationships between parents (domestic violence) are commonly
(but by no means invariably) a feature of households where infants sustain
suspicious serious injuries. The assessment focus on the parental relationship
will inevitably also consider the complex dynamics regarding ‘failure to
protect’ the infant from the anger and aggression of the other parent. Where
there has been significant ‘failure to protect’, assessments need to explore
and clarify the degree to which the parents can develop insight and achieve
change in the relevant dynamics of their relationship. To what extent can
parents (if they remain together after the injury) engage constructively in
assessments to understand the particular pattern of violence (including
mutual provocation and retaliation) within their relationship, and work
toward developing more productive and mature ways of resolving tensions
and conflicts? If parents have separated after the injury incident and its
repercussions, to what extent can they each similarly recognise their own
contribution to this problem – and be clear how this pattern can be avoided
in future relationships? 

In this context, assessments can usefully focus on testing the ability of the
parent(s) to develop relationship skills: listening/understanding/empathy,
supporting/influencing, negotiating/compromising, balancing dependence
and independence, managing issues of difference, possessiveness/jealousy,
etc. Even relatively brief assessments can identify the potential (or lack of it)
for cognitive and behaviour change and development in these key relational
areas. Also in a therapeutically oriented assessment, the dynamic of the
relationship that develops between the assessor and the parent is one
practical indicator of this. 



POTENTIAL FOR CHANGE 175

Parent–Child(ren) Relationships 

Serious suspicious injuries to infants can occur in families where there are
existing concerns about parenting style and skills, as well as in families where
parenting is of a consistently good and competent standard. In most cases,
the injured infant (and sometimes siblings) are placed in foster care during
the course of care proceedings, resulting in parent–child separation. Where
parenting skills have been questionable, the separation may mean that parents
lose even more confidence and competence. Where skills were good, they may
suffer also due to the separation. Consequently, a vital component of assessment
of potential for change is observation of parenting skills ‘in action’ together
with a specific focused coaching input to assist in identified areas of difficulty.
Family centres can play a crucial role in coaching parenting skills and
positive change in this area, and can have therapeutically beneficial effects
in other areas (such as parental confidence and self-esteem). 

Assessments focusing on potential for change should always include explor-
ation of parents’ responses to feedback that is given about parenting skills from
observations of contact. To what extent can the parents accept the feedback
given and respond to coaching to improve the quality and consistency of
parenting skills? Or to what extent, notwithstanding such input, do inconsistencies
and difficulties remain, and in what ways might these be related to factors
such as intellectual impairment, continuing psychiatric/personality disorders,
substance intoxication/addiction, or an underlying ambivalence or emotional
rejection of the child? In addition to interviewing parents about self-reported
parenting skills, observations and discussion of feedback is vital to obtain the
fullest possible picture of difficulties in this area, and potential for change. 

To achieve this, contact between parents and their child needs to be frequent
and meaningful. In our experience, social services are very inconsistent in
arrangements for parents to have contact with their infants in foster care. In
similar cases, we have known this to range from 30 hours over 7 days a week
to 2 hours per week on a single occasion. The frequency, length and venue
make an enormous difference to the quality of parent–child interactions during
contact. The fact that parents are invariably being observed at all times
during contact is also an important factor to take into account. What is the
impact of being observed? To what extent do parents behave ‘naturally’ in
such circumstances of observed contact? Is it possible that anxiety from
being observed interferes with the consistency, quality and confidence of the
parents’ interactions with their child (creating a negative impression bias)?
To what extent, when being observed, do parents ‘fake good’ and ‘put on a
show’ of quality parent–child interactions that is not reflective of their
normal behaviour (positive impression bias)? 
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If difficulty or distress is apparent between parent and child during contact,
it is also important to consider carefully whether this is due to inadequate
parenting skills or commitment, poor attachment or underlying parental
emotional ambivalence toward or rejection of the child, or whether this is a
manifestation of distress at forced and prolonged parent–child separation. Is
the child fearful and wary of contact? Or distressed and anxious from the
separation (and disoriented by the frequent arrivals and departures of
parents)? As we commented in Chapter 8, snapshot assessments of attachment
seem particularly vulnerable to pessimistic bias in this area. 

Kin and Friendship Influences and Resources 

Assessments identify to what extent parents themselves had adverse
experiences in childhood, and in what ways the circumstances of their
upbringing continue to involve problematic relationships with key
extended family members – especially ex-partners, parents, stepparents
and siblings. Extended family relationships may range on a spectrum from
the significantly over-involved (enmeshment), through the highly ambiva-
lent (continual rows and reconciliations), to total estrangement. Assess-
ments will need to establish to what extent the extended family is a major
part of the problem, or an untapped resource that (with facilitation during
the assessment process) can be identified as a more consistent support.
Given the likelihood of some difficulties in the family history (few families
are exempt from this), a focus on potential for change will explore to what
extent it is possible to develop more cooperative and supportive relation-
ships between the various relatives. 

In assessments with this focus, interviews are held with key extended
family members, and between parents and these significant others. It is
important to assess the extent to which the extended family may be relied
upon to be a significant and consistent part of any support and monitor-
ing reunification plan if the infant were to be returned to parental care.
Also to be assessed is whether the extended family could be relied upon
to take protective action if, after reunification, signs began to appear that
past problems are recurring (such as unstable lifestyle, decline in home
conditions, recurrence of mental health problems, or new impulsive
relationship). Or, to what extent might they be fearful of doing so, or
collude with the parent? Alternatively, if the parents have to be excluded
as future primary carers, it is vital to assess properly extended family
members regarding their motivation, commitment and ability to be
permanent substitute or shared carers. 
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Social/Community Influences and Resources 

In some cases, one of the contextual features of serious unexplained injuries
occurring to infants is when (often depressed) parents become psycho-
logically and emotionally overwhelmed by significant social stresses and/or
isolation. Due to family breakdown, distance or estrangement, there may be
no local supportive family figures. Low personal self-esteem and poverty
may prevent parents (especially mothers, and particularly single mothers)
from participating in local community support activities. The step from such
social isolation toward active participation in local community supports can
be profoundly life changing. Again, the work of family centres can be par-
ticularly valuable in facilitating peer contact and support between lonely,
isolated and stressed parents. Community supports such as playgroups and
schemes such as HomeStart also play a vital role in engaging parents in
activities and relationships that bolster self-esteem. The potential-for-change
aspect of assessments will need to consider the benefits which might accrue
from such activities, and the extent to which parents can be motivated to
participate effectively. 

Nature of Interactions Between Family and Professionals 

The issue of potential for change is also pertinent to family relationships and
interactions with professionals and agencies. Some families are construed as
being high risk by social services by virtue of their uncooperativeness, hostility
and avoidance of contact with social workers. We noted in Chapter 4 that
this can, indeed, signal significant concern. Yet, it is not necessarily so. As we
have argued earlier in this chapter, the impact on the family of the crisis of
the injury incident, and the post-traumatic chronic anxiety stemming from
the child protection intervention process must also be taken into account. As
we shall discuss further in Chapter 10, the reasonableness of the child protection
intervention itself must also be considered in understanding the nature of
parents’ responses to professional interventions. 

It is not uncommon that, when care proceedings are initiated after the
discovery of a serious suspicious injury to an infant, it can take 6 months or
more before the court makes a judgment whether the injuries, on the balance
of probability, were due to abuse or not. Throughout this time, the infant
will most likely be in foster care, with the parents experiencing degrees of
post-traumatic chronic anxiety, as described above. During this period of
half-a-year or more, what services are offered to parents? Child protection
practice by social services varies enormously in this respect. We have known
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of cases where social services have coordinated excellent interdisciplinary
‘packages’ of assessment and support, including skilled and sensitive social
work assessment, attendance at a family centre and individual counselling
for both parents. We have known of other cases where no supportive services
whatsoever were provided, and where the social work contact was minimal,
focused predominantly on gathering, by telephone, information required to
progress ‘parallel/twin-track planning’ for possible compulsory adoption. 

This begs the crucial assessment question of whether parents are unreason-
ably uncooperative with or hostile toward social services, or to what extent
their behaviour is reactive to the unsupportive way in which social services
have approached their task. Consequently, when there is an antagonistic or
uncooperative atmosphere between the family and the child protection system,
it is very important that the reasons for this are independently assessed, and
the prospects for improvement gauged. 

WHAT CAN CHANGE? 

We have described a number of therapeutic issues and indicators that
are significant in assessing potential for change from a child protection
perspective. The independent assessment service provided by the NSPCC
between 1986 and 2000 indicated that positive change in this direction was
often possible when it was addressed as a specific assessment issue.
A review of a large sample of families who were involved with this service
(in the context of serious allegations of child abuse) indicated that nearly
60% derived some therapeutic benefit from the experience (Dale &
Fellows 1999). These benefits were discernible in relation to the following
issues: 

● Some degree of amelioration of the continuing negative impact of parents’
own childhood abuse. 

● Development of greater responsibility for the maltreatment/neglect context
by parents or other carers. 

● Increased parental emotional and psychological maturity. 
● Improvement in parents’ mood and greater self-control. 
● Increased parental self-awareness, self-esteem and self-confidence. 
● Increased parental understanding, empathy and appropriate responsiveness

to children’s behaviour and needs. 
● Enhanced parental consistency and confidence in parenting abilities. 
● Improved family communication processes and relationships with extended

family members. 
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● Improved relationship between family and agencies (especially social
services). 

● Reduced likelihood of a contested final court hearing being necessary (for
example, independent assessment was able to make recommendations
that were acceptable to all parties in court proceedings). 

These were key positive outcomes from family engagement in the provision
of a therapeutic assessment opportunity. During such assessments, what are
the indicators of the potential for such change and the lack of it? 

Indicators of Potential for Change 

Specific behavioural indicators of therapeutic potential are as follows: 

● Ability and willingness to attend appointments consistently. A change in
atmosphere, with parents attending sessions because they ‘want to’,
rather than because they ‘have to’. 

● Parents are able to overcome initial fearful/suspicious/hostile feelings
and to engage in conversations that focus on the concerns on record that
professionals have about them (without necessarily agreeing with all of
these). 

● Parents demonstrate some abilities of ‘psychological mindedness’ – that is
to say, within their intellectual capabilities, they are able (or show signs of
becoming able) to reflect upon their own thinking processes, emotional
responses and behaviour from an observer perspective. 

● Parents become more able to accept the usefulness of reflecting on their
own contributions to complex situations (rather than blaming others for
everything). 

● Information and ‘themes’ are retained and linked between sessions.
Parents show evidence of continuing to reflect upon the key issues
between sessions. Sessions do not start from ‘square one’ – repetitively
going over the same material. 

● There is indication of greater insight and awareness: ‘If I knew then what I
know now’ reactions. There is increased recognition of need for change in
relation to key concerns (e.g. controlling behaviour, stress management,
thinking skills, use of substances, etc.). 

● Parents become willing to participate constructively in joint sessions with
each other, and with significant others (such as key extended family
members). These sessions generate open and constructive discussion
about the central issues. 
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● There are increasing signs that parents can receive and consider feedback
given in good faith about their attitudes and behaviour, and give serious
thought to such observations. 

● There are demonstrable reductions in the impact of psychosocial stressors
and associated signs of increased stability of lifestyle. 

● There is a responsiveness to an integrative assessment approach to potential
for change. Parents become cooperative in conversations focused on
understanding the effects of psychosocial history and the nature of current
psychosocial stressors (including relationships), and develop positive but
realistic future aspirations. This includes attending constructively to the
question: ‘What can you do to convince the court that reunification would
not place your child at unacceptable risk?’ 

● There is an engaging response to discussion of further therapeutic need
and a focus on relapse prevention, including an acceptance that even if
significant change is made, the dangers of relapse must be anticipated and
planned for. Signs of ability to identify ‘early warning signs’ and to
have preprepared safety-first responses, including the utilisation of
identified support systems. 

Indicators of Lack of Change Potential 

It is equally important to recognise that some parents cannot, or will not,
make constructive use of independent assessment opportunities. Some
parents will not attend at all despite flexibility in appointment arrangements.
Some parents attend inconsistently, indicating that they have paid little
attention to the focus of previous sessions. The following points are indicative
of situations where it is likely to be concluded that there is little sign or
prospect of significant potential for change: 

● Demeanour in sessions: persistent and unrelenting aggression, hostility,
agitation, sarcasm that does not diminish in the course of interviews not-
withstanding calm feedback that this is likely to detract from the possibility
of a positive evaluation. 

● Signs or reports of continual serious substance misuse. Parent(s) being in
an intoxicated/sedated state in assessment sessions (or agitated by intense
substance craving) is not a positive sign. 

● Significant lack of truthfulness in discussing psychosocial history and current
circumstances. This is a matter of degree – very few therapy patients are
totally truthful with their counsellors/therapists, even when the setting is
(almost) confidential. In assessments, practitioners will have access to
external sources of information to confirm or disconfirm parents’ accounts.
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The reason for discrepancies needs to be carefully explored before con-
clusions are drawn. However, parents who habitually lie about significant
events are likely to reflect less positive therapeutic potential. 

● Continuing discrepancies between stated positive intentions in sessions,
and contradictory observations and reports from others. 

These indicators, tested over several sessions, provide important evidence
that a significant, therapeutic assessment opportunity has been provided,
yet the conclusion has to be drawn that there is little prospect of sufficient
change and increased maturity for the foreseeable future. Some families are
indeed ‘untreatable’ (Jones 1987) or ‘hopeless’ (Bentovim etal. 1987). However,
there is no formula or checklist that can identify the untreatable and hopeless
family, and this should always be specifically tested independently in each
case (especially where there is conflict between the family and the statutory
agencies). Potential for change should also be assessed in relation to explicit
theoretical perspectives, and the reasons to conclude that change potential is
low or minimal should be specifically stated so that they can be subject to
professional (peer) and judicial review. 

Cases with Few Identified Psychosocial Factors of Concern 

In the NSPCC SIDE research (Chapter 5), 25% of families in which there
were serious suspicious injuries to infants had few apparent psychosocial
problems. Such families: 

● have no history of involvement with social services 
● have apparently intact and supportive parental and extended family

relationships 
● have not caused any concern by their health visitor or family doctor about

their care of the baby (indeed reports are often very positive) 
● are often professionally successful and socially respected within their

communities. 

That babies come to sustain serious suspicious injuries in such families is
particularly perplexing. In care proceedings where it is found on the balance
of probability that the injuries were caused by maltreatment, how can potential
for change be assessed when there are so few apparent problems? If there are
no apparent problems, what is the relevance of assessing potential for
change? Two views are commonly formed about such families. First, as there
are no identifiable problems to resolve, the unknown risk factors, by definition,
remain untreated and unaltered. Therefore, change (from the circumstances
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that produced the injury) is not possible, and, consequently, there must be a
high risk of recurrence of the injury-promoting circumstances. The second
view is that because there is an absence of the major factors commonly
associated with serious child abuse (domestic violence, parental mental
problems, substance misuse, and family or social pressures), the risk of
re-injury must be lower than for families who have significant, identifiable
contextual concerns. 

Whether in any individual case such parents are falsely denying actual
responsibility, or genuinely contesting an erroneous allegation and court
judgment, it is clear that two sudden major traumas have been experienced.
First, their infant has suffered an unexpected, unexplained serious injury
that may be fatal, life-threatening or the cause of permanent disability. Second,
the injury has been treated as suspicious and the parents experience the
child protection system invading every aspect of their lives. 

Our experience is that many families in such circumstances eventually
appreciate the opportunity for independent assessment sessions to be able to
discuss the impact of these traumatic events – so long as they have con-
fidence in the neutrality, skills and integrity of the professionals providing the
service. In this sense, many families demonstrate therapeutic potential when
this is construed as the need to understand the nature and impact of the
traumatic events that they have found themselves the centre of. It is particu-
larly important in such a context that ‘denial’ is not ‘confronted’, but that the
parents are facilitated in the search for their own best understanding of
events and their aftermath. The services described by Dale & Fellows
(1999) and Essex & Gumbleton (1999) in the UK, and Turnell & Edwards
(1999) in western Australia are examples of such an approach. 

SKILLS IN ASSESSING AND PROMOTING 
THERAPEUTIC CHANGE 

As noted in Chapter 8, assessment practice requires certain knowledge, skills
and experience; and assessing indicators of potential for change requires
change-promoting knowledge and skills that have been acquired in the
context of working therapeutically with people who have the same sorts of
difficulties as the parents being assessed. The assessor and the parents need
to remain clear that this is not a therapeutic relationship. Therapeutic
relationships are characterised by confidentiality (with certain exceptions)
and commitment to the client’s own best interests. 

Assessing potential for change in the context of child protection legal pro-
ceedings is far from confidential, and the client’s interests are secondary to
the best interests of the children concerned. (This is why some very experienced
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and highly qualified counsellors and therapists can experience difficulties if
they are not familiar with child protection contexts.) Nevertheless, the asses-
sor will wish to create a context that approaches a therapeutic environment
as far as is possible, and will utilise specific therapeutic skills and
approaches such as the following: 

● Providing a convenient, comfortable, private and respectful environment
for the assessment sessions (this does not exclude assessments sessions
taking place in the family home if necessary and appropriate). It is import-
ant to bear in mind the stresses that may occur if parents have to under-
take long or difficult journeys to assessment sessions. 

● The ability to create an appropriate working relationship, utilising skills to
engage parents who are likely to have mixed feelings of anxiety, fear, con-
fusion, mistrust, suspicion and hostility. A working relationship may take
a number of sessions to develop. As emphasised in Chapter 6, in this
respect parents are significantly influenced (in both positive and negative
ways) by the style of practitioners. 

● The maintenance of a stance of ‘respectful uncertainty’. It is important to
avoid dual traps of providing inappropriate reassurance or premature
negative opinion. 

● The ability to listen fully to, and communicate understanding of (without
endorsing) the precise subjective experiencing of the parents. This sounds
simple, but it is not. Counsellors and therapists in training practise this
skill extensively, monitoring transference and counter-transference
dynamics and responses. 

● Competent use of microskills, such as clarifying, probing, circular questioning,
paraphrasing, summarising, identifying and exploring exceptions. 

● Giving feedback in a respectful, clear and constructive manner (which
may sometimes be quite challenging) and exploring responses to feedback
that is given. 

● Exploring multiple hypotheses (e.g. regarding circumstances of the injury
incident) and ‘what if?’ hypothetical scenarios (e.g. regarding possible
outcomes). 

● Exploring and clarifying the significance of personal or family history, recent
events, current situation and future aspirations. What are the important
past, present and future issues from a psychosocial perspective? 

● Carefully observing the behaviour of the parents in the assessment inter-
views (including contact sessions with children) and noting factors such
as intellectual capacity, concentration, emotional experiencing or expression,
mood, communication styles, parenting skills and attachment. 

● Identifying what use has been made of previous help utilised or offered?
What has been helpful and unhelpful in previous agency or professional
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interventions? What form of help should have been provided or
requested? 

● Exploring what strengths/resources/strategies the parents identify within
themselves, their extended family and the community to help them move
toward identified future aspirations. 

● Identifying what professional services and therapeutic/support interven-
tions are indicated to enhance and further develop change potential. What
is the current best assessment of therapeutic needs and what are the parents’
views about this? 

● Ability to deal constructively with transference and counter-transference
dynamics – being able to use immediacy skills to explore to what extent
parents’ responses are reality or transference based, and to self-monitor
effectively personal emotional reactions to the family. 

● Skills to engage systemically but neutrally with complex sets of relationships,
including the parents’ relationship and extended family relationships. 

It is regrettable that contemporary social work training has few therapeutic
components. In contrast, practitioners with training in counselling or psycho-
therapy will have studied theories of change, methods of interventions, and
factors relating to clients, therapists and the therapeutic relationship that
promote or hinder progress. They will have participated in skills develop-
ment workshops, and received regular clinical supervision of their practice. In
addition, they will have learnt to monitor their own psychological and
emotional responses to the behaviour and situations of clients, including
experience in detecting and responding appropriately to transference and
counter-transference dynamics. Few social workers today have the benefit of
such training, and (as discussed in Chapter 6) this can be reflected in styles
of practice which clients sometimes report as being unhelpful, patronising,
unprofessional and occasionally hostile and punitive.



10 

FINE JUDGMENTS 

Exceptionally important cases. Cases, we remind ourselves, where invariably a
decision is being taken as to the long-term/permanent removal of children
from their natural parents. (What other area of forensic activity, since the abolition
of the death penalty, empowers the state to intervene so drastically in the family
life of the private individual?) (Coleridge 2003, p. 799) 

This comment by a High Court family judge firmly focuses our attention on
the gravity of the issues at stake in assessments of cases of serious suspicious
injuries to infants. It leads us to reiterate and reinforce that the main concern
of this book is the need for reductions in the incidence of both major types of
child protection error: 

● cases where infants do not receive effective protection from sources of real
risk (the false-negative error) 

● cases where child protection systems intervene in families in unnecessary,
inappropriate, disproportionate and damaging ways (the false-positive
error). 

We have illustrated and discussed the nature and impact of both types of
error throughout this book. To recapitulate: some infants are sadistically
killed, injured and re-injured (if given the chance) by parents who are so
damaged/disturbed that there is no prospect of sufficient change for them to
become adequate and safe parents. On the other hand, seriously injured
infants (and non-injured siblings) have been subjected to compulsory adoption
when it is likely that with appropriate services they could have been
returned safely to their natural family/kinship environments. Moreover,
unknown numbers of infants have been separated from their parents/families
on the basis of erroneous diagnoses of abuse and mistaken court judgments
that injuries were caused by abuse. The low evidential standard in care pro-
ceedings of ‘balance of probability’ (rather than ‘beyond reasonable doubt’)
inclines toward false-positive errors, as less probable non-abuse hypotheses
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invariably are dismissed in favour of presumed abuse explanations (Howitt
1992). 

On the positive side, there are two clear types of effective child protection
interventions and outcomes. First, unknown numbers of seriously injured
infants have grown up happily in successful adoptive families who would
otherwise have faced further grave harm if they had been returned to their
families of origin. Second, equally unknown numbers of infants who sustained
serious suspicious injuries have been successfully reunified within their
natural families/kinship carers with the help of appropriate therapeutic,
support and supervisory services. 

Given the profound consequences for children and families of positive
and negative outcomes, we focus in this final chapter on two main areas.
First, we argue that, in making the ultimate decision about the future of
infants who have sustained serious suspicious injuries, courts should more
explicitly take into account the ‘reasonableness’ and ‘unreasonableness’ of
child protection interventions. Second, we consider the options that are
available to the court at what is known as the ‘disposal’ or welfare concluding
stage of care proceedings. 

BEING REASONABLE 

‘Reasonableness’ is an ancient legal concept describing a fictional person
who, in any given circumstances, behaves appropriately with regard to those
circumstances. It is against these imagined actions of the hypothetically
reasonable person that the actual actions of an individual are adjudged to
determine whether or not that individual was responsible, culpable or negli-
gent. The question: How would a reasonable person act under the circumstances?
is therefore central to legal judgments in many aspects of law. 

In cases involving professional opinions and behaviour, the legal doctrine
of the reasonable professional has developed. For example, if a doctor misdiag-
noses a patient, the significant question is not so much whether the diagnosis
was wrong as would a doctor acting under the same circumstances, with the
knowledge available to the field at the time of the diagnosis, have concluded
that the given diagnosis was reasonable? This signifies the importance of peer
review as an important factor in evaluating the reasonableness of professional
behaviour and judgments. This is an area where children’s guardians and
independent social work expert witnesses have a crucial role to play in care
proceedings, especially where there are contentious disputes between families
and local authorities. Just as grossly inappropriate professional (in)actions
underlie many cases of avoidable child abuse fatality, equivalent inappropri-
ate, disproportionate and unreasonable professional behaviour (in the name
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of ‘child protection’) can result in significant iatrogenic (system-generated)
harm to children and families. 

What is Reasonable? 

The nature, quality, style and proportionality of child protection interven-
tions fall within a continuum of reasonableness–unreasonableness. It is rare
that this is addressed specifically in the child protection literature, although
Ryburn (1994b) in the UK, and Crenshaw (2004) in the USA are exceptions: 

The reasonableness of parents can only be interpreted in the light of the reason-
ableness of those with a duty to offer services. Reasonableness is not a word
that is applied to professional behaviour in the process of assessing the risk of
harm. We should do so. (Ryburn 1994a, p. 197) 

Families cannot find justice . . . if the system around them is unjust, and the
system cannot be just if it does more harm than good. (Crenshaw 2004, p. 2) 

In the UK, government guidance such as the Assessment Framework
(Department of Health 2000) does not consider the fact that the behaviour of
families being assessed will, on occasion, be adversely affected by and misin-
terpreted through the perverse operation of the child protection system.
Without this perspective, as we argued in Chapter 4, the myth is generally
maintained that ‘the system works as best as it can with serious cases’
(Thoburn et al. 1995). 

Child protection practice is subject to specific internal and interagency
operational procedures (which are not always followed) as well as directions
from professional regulatory bodies, such as the General Medical Council
and the General Social Care Council. Such bodies set standards for profes-
sional conduct, and deal with complaints of malpractice. Parents and family
members do not have explicit standards of conduct to observe while subject
to child protection interventions. Parental behaviour is not prescribed, stand-
ardised, certificated, accredited, peer reviewed or subject to complaint and
sanction by a regulatory or disciplinary body. Fortunately, from a civil liberties
perspective, there is no General Parenting Council. However, like all citizens,
parents involved in child protection interventions are expected to obey the
law, and this will be one objective test of their reasonableness. Consequently,
at the extreme, it is not difficult to construe parental behaviour that breaches
the law (such as assaulting a social worker or not complying with a civil
court order) as being unreasonable. 

Families who become involved with child protection services respond to
interventions with varying degrees of ‘reasonableness’ and ‘unreasonableness’.
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A complex interactional dynamic arises where the degree of ‘reasonableness’
of the behaviour of each ‘side’ influences the ‘reasonableness’ of the other. In
such situations, what is ‘reasonable given the circumstances’ can be a matter
of significant dispute. To ensure fair process, it is vital that courts specifically
attend to the reasonableness of professional practice in hearings and when
making judgments in contentious cases of serious suspicious injuries to
infants. 

Four types of reasonableness–unreasonableness dynamics between families
and the child protection system can be portrayed: 

(1) Reasonable child protection system encounters reasonable family. 
(2) Reasonable child protection system encounters unreasonable family. 
(3) Unreasonable child protection system encounters reasonable family. 
(4) Unreasonable child protection system encounters unreasonable family. 

We shall discuss and illustrate these scenarios in turn. We focus in rather
more detail on the third dynamic, unreasonable child protection system
encounters reasonable family, as this has received less attention in the child
protection assessment literature (which mostly discusses parental risk factors
and ‘dangerousness’). 

Reasonable Child Protection System Encounters Reasonable 
Family 

The process of child protection intervention where both parties behave
reasonably reflects the ideal of ‘partnership’ between families and agencies
as promoted in guidance stemming from the Children Act 1989 and the aspi-
rations of the Assessment Framework (Department of Health 2000). In this
dynamic, agency interventions are timely, skilled, proportionate and sensitive
to the feelings of family members concerned. For example, it is understood
that most parents will be anxious, upset or angry about an unexpected child
protection intervention. Professionals do not automatically construe the
expression of such feelings as being indicators of risk or lack of potential for
cooperation. Skills to promote reasonableness in parents who are shocked,
angry, or afraid are utilised, and professionals demonstrate attitudes of
‘respectful uncertainty’, as well as empathic and supportive compassion. 

Being reasonable, family members recognise and accept that in situations
where a serious suspicious injury to an infant has occurred, child protection
agencies have a responsibility to make enquiries into the safety and welfare
of children. In view of this, parents and family members cooperate with
appropriate appointments, interviews and examinations, and are consistent
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in continuing contacts with their infant (for example in hospital or foster
care). Family members behaving reasonably do not avoid, intimidate, threaten
or assault professional staff. 

Much of the skill (and professional responsibility) of family law solicitors
is directed toward influencing their clients (especially when acting for
parents) to behave reasonably in their dealings with social services and
other professionals. In the privacy of the solicitor’s office, encouraging (and
sometimes firm) words are spoken to parents along these lines. This can be
particularly important when the parents (and the solicitor) perceive the local
authority to be acting unreasonably, and where the parents might have a
propensity to respond to perceived provocation in a way that would reinforce
the local authority’s perspective that the parents are uncooperative and/or
intractably hostile (and therefore of higher risk). 

Toward the end of Chapter 6, we gave a number of illustrations from parents’
perspectives of a ‘reasonable–reasonable’ dynamic between families and the
child protection system, reflecting skilled, sensitive and proportionate child pro-
tection interventions. On this point, in a previous publication, we concluded: 

The public is much less aware that child protection systems which have
developed over the past 30 years do, in fact, work well for thousands of children
each year. Out of sight, skilled and diligent professionals arrange vital protec-
tion for vulnerable children and provide or organise effective support for their
parents and wider families. Without this level of successful but hidden child
protection practice, rates of serious and fatal child abuse in the UK would
undoubtedly be substantially higher than they currently are. (Dale etal. 2002b, p. 68) 

We also noted that such high-quality child protection practice does not have
the high public profile that it deserves, and that this serves to demoralise
child protection practitioners (in turn affecting the quality of services). 

Reasonable Child Protection System Encounters Unreasonable 
Family 

A solicitor had a pay-phone wrenched off the wall and thrown at him. We are
operating in a level of fear all the time . . . (people are) unpredictable because of
psychiatric and drug problems, some have very violent backgrounds. There is
nothing like taking someone’s child to make them angry. (Stanley & Goddard
2002, p. 97) 

The problem is that there are many reasons why people lie or distort the facts
when talking to a social worker. Parents who are actually harming their child
have powerful motives for concealing this. . . . Inquiry reports show the lengths
abusive parents will go to to hide the truth and how successful that can be.
(Munro 1999, p. 752) 
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In the ‘reasonable child protection system encounters unreasonable family’
scenario, child protection agency interventions are necessary and appropriate,
but the responses of the family have to be construed as being unreasonable
in the circumstances. Parents and other family members may behave in the
following unreasonable ways: 

● being violent, aggressive and intimidating professionals 
● avoiding contact with professionals 
● continually misleading professionals (especially in assessments) with

untrue information about personal/family/social circumstances
(being untruthful in denying domestic violence, concealing the continued
presence of a violent adult, falsely denying continuing substance
abuse, etc.) 

● intimidating the other parent (for example when parents have separated) 
● being intoxicated in contacts with children and/or professionals 
● being significantly inconsistent in attending contact sessions 
● manipulating their child psychologically and emotionally in detri-

mental ways during contact sessions (and even causing further
physical harm) 

● attempting to disrupt the foster/kinship placement and/or intimidating
the foster/kinship carers 

● attempting to ‘snatch’ children from substitute placements (and occasionally
doing so) 

● failing to utilise consistently appropriate services and advice in relation to
mental health problems (such as depression, psychosis, substance-abuse
related disinhibition and incapacity) 

● failing to cooperate fully with drug-dependence services (e.g. not complying
with hair-strand and urine testing) 

● being unwilling to participate constructively in court-agreed assessment
programmes. 

The crucial question is to what extent parents and extended family mem-
bers in these circumstances can engage in independent assessments, and
whether there is potential for change regarding such ‘unreasonable’ behaviour,
and over what timescale. Does this behaviour reflect transient, panic-like
reactions at times of intense and unusual stress? Or, is it indicative of more
fixed personality characteristics, mental health problems and disturbed
relationships that have minimal prospect of change (or of any changes
being sustained). 

One Australian study provided graphic accounts of the extent of the dis-
turbance and violence from parents that child protection workers can be
subject to in the course of their work: 
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The worker reported that she had been threatened with a gun, had been
assaulted once, had received numerous death threats, and had been twice
threatened with a knife. (Stanley & Goddard 2002, p. 13) 

A worker described an armed hold-up at her office. Another worker had been
held hostage with a gun at her head. A number of files were stolen in the raid.
The man believed to be responsible was still free and continued to ‘stalk’ and
‘harass’ workers. He had also threatened to ‘take out’ some workers. The protect-
ive services office was closed as a result of this hold-up and its effects on the
protective workers. The workers were moved to a new location. (Stanley &
Goddard 2002, p. 13) 

From this the researchers concluded: 

When a protective worker becomes involved with a violent family it is illogical
to believe that the protective worker will be immune from this violence. The
Victorian study demonstrates that the workers are not in fact exempt. Within a
period of only six months, 9 of the 50 workers interviewed had been subjected
to physical assaults, and four workers to assault by a person wielding an object.
There were a total of 68 episodes of threatened assault. Thus, 35 of the 50 workers
were victims of at least one major trauma, in the form of assault, attempted or
threatened assault, a death threat, or another form of major intimidation.
(Stanley & Goddard 2002, p. 151) 

In what ways does being subject to such intimidation, fear and violence
affect the behaviour and judgments of child protection professionals?
Stanley & Goddard (2002) described a post-traumatic, ‘hostage’-type
response where, in accommodating to threats, practitioners underesti-
mated the risks to children in such families and did not take necessary
protective action. Their study (undertaken in the equivalent of social
services in Victoria, Australia) also noted that support for practitioners
affected in these ways was significantly absent on the part of their managers
and employers. 

While these are important findings in relation to the risks of child protec-
tion work, Stanley & Goddard (2002) did not analyse in an equivalent way
the extent to which the ‘unreasonableness’ of the families in their sample
was itself a reaction to ‘unreasonable’ child protection interventions. As we
have already noted, one social worker in the study commented (perhaps
with dry, Australian understatement): ‘There is nothing like taking some-
one’s child to make them angry.’ Indeed. But such anger needs to be viewed
and understood in the context of knowledge regarding whether the removal of
the child was necessary and reasonable, or disproportionate and unreasonable.
However, some parents are intractably hostile and psychopathically aggressive,
and cannot (at this stage in their lives) be worked with constructively no
matter what the skills level of the practitioners involved. 
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Unreasonable Child Protection System Encounters Reasonable 
Family 

Research into parents’ perceptions of child protection interventions (see
Chapter 6) and some studies of child protection outcomes (see Chapter 4)
illustrate child protection practice which is demonstrably unprofessional
and unreasonable. In this third dynamic, the behaviour of parents remains
reasonable in the face of unreasonable interventions; that is, dissatisfaction is
communicated in civil and formal ways. 

By any measure, unreasonable child protection processes occur which are
negligent, inappropriate, inconsistent, contradictory, unpredictable, insensi-
tive, intimidating, disproportionate, manifestly biased and even duplicitous.
Unreasonable practice contributes to both major types of child protection
error: underreacting (the highly visible false-negative error), and overreacting
(the socially largely invisible false-positive error). Unreasonable child
protection practice throughout the whole child protection process includes
the following: 

● inadequate preventive services and interventions 
● failure to follow child protection procedures and to invoke care proceedings

in serious cases 
● inadequate investigation of suspected abuse and initial case management 
● absent, inadequate and biased assessment of risk 
● failure to implement care plans and to provide services 
● inadequate professional competence skills and resources. 

One common context of child protection tragedies is families experiencing
major problems where known concerns either were not referred to social
services or, when referred, were not properly considered. In some overbur-
dened social services intake and assessment teams, a gatekeeping culture
operates seeking rationales to dispose of referrals as ‘no further action’ at the
earliest possible stage. A comment from a Part 8 Review into the death of a
baby encapsulates such unreasonable professional practice: 

The general approach to practice at the point of referral appears to have been
dominated by trying to find evidence to confirm that social work intervention
was not needed, rather than a curious and enquiring approach as to what
might have happened to a very young baby. (Pt 8 Review conclusion) 

However, it is also important to acknowledge that many child protection
professionals work in totally inadequate environments and face real risks in
their work. The Laming inquiry into the death of Victoria Climbié reported
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that social workers are expected in some instances to carry out child protec-
tion tasks in the context of quite unreasonable administrative systems with
deficient (and sometimes incompetent) management support and oversight
of practice (Laming 2003). Pressures also increase for child protection profes-
sionals (as well as families) due to the general decline in preventive family
support services in the UK in recent times (Laming 2003). As we have discussed,
researchers also highlight the very stressful environments that many child
protection practitioners have to work in, including threats to their personal
safety. 

What is often unreasonable about assessment practice? As we have discussed
throughout this book, there is substantial research to indicate that: 

● Assessments are not undertaken. 
● Assessments can be inadequate. 
● Assessments can be significantly biased. 
● The style of assessments can be counter-productive. 

The more fundamental the implications of the decisions to be taken, the
more important it is that assessments influencing decisions are thorough,
evidence-based, neutral, that they systematically identify risks and strengths,
and utilise appropriate skills to explore potential for change. Assessment
bias occurs when prejudgments, lack of knowledge, cognitive distortions,
dominant belief systems and counter-transference affect the type of evidence
that is elicited, how it is interpreted, and the conclusions that are drawn
from it (Dale et al. 2002a,b; Holland 2004; Macdonald 2001; Munro 1999,
2002; Scott 1998). 

Such bias may be over-optimistic (as shown in many fatal case reviews)
when insufficient attention is paid to recognised risk factors. When serious
suspicious injuries have been sustained by a very young infant, the real
possibility of further harm to the injured child cannot sensibly be ignored
and requires very careful assessment. Alternatively, the bias may be over-
pessimistic and ‘family-phobic’ (Crenshaw 2004), where almost every facet of
a family’s attitudes, behaviour, relationships and culture is negatively con-
strued, sometimes reflecting an almost paranoid professional perspective
on risk. 

Unreasonable Child Protection System Encounters Unreasonable 
Family 

It should be noted that injuries were occurring to Luke constantly and it would
have been unnecessarily burdensome to pursue each occurrence through
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procedural channels. (Internal management review report by social services for
a Part 8 Review) 

In Chapter 5, we noted this comment from a management report to a Part 8
Review after the death of a male infant. It is a startling explanation for a
quite unreasonable failure to protect a very vulnerable infant who was
known to be living in a very violent family. 

There is a chicken-and-egg conundrum present with the ‘unreasonable
child protection system encounters unreasonable family’ dynamic. Some
professionals view some parents and families as being inconsistent, unco-
operative, unreasonable, unpredictable, unreliable, divided, devious, deceitful
and manipulative. Equally, some parents have exactly the same view of child
protection professionals. While child protection workers must anticipate a
range of emotional parental reactions, families have the right to expect that
the professionals they encounter will be respectful, competent, consistent,
transparent and well informed. This is by no means always the case. 

Child protection workers (like professionals in all fields) have their fair
share of personality peculiarities and stress responses that can affect clients’
perceptions of their competence, humanity and humility. Child protection
systems as a whole are also idiosyncratic. Like any complex group process,
they develop inconsistencies, internal conflicts, hidden agendas and biases –
compounded in many areas by the chronically undermining impact of
seriously inadequate resources. This dynamic sometimes develops into an
impasse of intractable mutual hostility. These are cases where independent
assessments are particularly vital, and can be effective in ameliorating the
mutual antagonism between families and the child protection agencies. 

Demonstrating ‘Reasonableness’: Auditing Rationales for Child 
Protection Decisions and Professional Skills 

In this book, we have addressed our concern about two major types of child
protection errors (the false-negative and the false-positive). Some errors are
unavoidable when dealing with uncertain, emotionally charged and complex
situations. In human systems dealing with human behaviour, risks can
never be totally eliminated. In child protection work there are no ‘risk-free’
solutions. A ‘safety-first’ response that subsequently turns out not to have
been necessary may well be considered reasonable in the known circum-
stances at the time. Adverse outcomes and even mistakes are not necessarily
an indicator of unreasonable practice. 

However, in child protection practice, the application of systematic thinking
and analytic skills are notoriously lacking in assessments (Holland 2004;
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Macdonald 2001; Munro 2002; Scott 1998). Assessments can be susceptible to
significant cognitive and emotional bias (Dale et al. 2002b; Dale 2003). In this
context, a requirement to record the thinking processes behind the taking of
fundamental decisions would instigate practitioners, supervisors and man-
agers to take much more consistent and carefully considered decisions. An
audit trail of rationale could have a crucial effect on many key decisions such
as the following: 

● Is the removal of the child really necessary? 
● Is the removal of siblings really necessary? 
● Is the removal at birth of a new baby really necessary? 
● Is placement with strangers really necessary? 
● On what basis have the frequency, length and venue for contact sessions

been determined? 
● What is the justification for contact restrictions placed on siblings and

extended family members? 

We have noted on several occasions in this book that there is a significant
inconsistency in the nature of such decisions. Decisions that are made seem
to be highly influenced by chance factors (which particular staff happen to
become involved) and pragmatic factors (such as availability of mother-baby
foster placements, and resources to supervise and provide transport for
contact). To record the rationale for these decisions would focus thinking in
a systematic way, and also ensure that the evidence base of the decision
would be transparent and available as a contemporary record in any subse-
quent dispute (such as a formal complaint or challenge to the proportionality
of a decision in the course of care proceedings). Similarly, when ‘unreason-
able’ behaviour of families is reported in evidence by social services in court
proceedings, there should be a requirement also to report how this interpre-
tation was made and what efforts were made to address and resolve such
behaviour in a constructive way. 

As mentioned in Chapters 6, 8 and 9, there is also a very important issue
about the nature and levels of professional skills required to respond construc-
tively to parents who are agitated and angry (and often very frightened) in
the face of child protection interventions. We have discussed the traumatic
impact on parents/carers of the circumstances of the injury, including the
frightening immediate aftermath of medical, police and social service inter-
ventions, and the post-traumatic chronic anxiety experienced by families
separated from their children during the many months before the final hearing
in the care proceedings. 

This begs a number of questions. Are social workers receiving sufficient
training to deal with highly emotionally aroused people in the midst of such
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traumatic and post-traumatic situations? Are social workers in general
trained as well as police officers and nurses in methods of calming and
defusing highly stressful and conflictual incidents? As social work becomes
an increasingly female profession, is there a particular issue in relation to
effective skills in dealing with distressed, indignant and angry men? Do
social workers have sufficient training and clinical supervision (i.e. supervision
of their practice rather than monitoring of their administration) to recognise
and respond constructively to moments of intense negative transference on
the part of family members – that is to say, not taking personally expressions
of anger by family members who are in the midst of a child protection crisis
and its aftermath? Do social workers have sufficient skills to surf such negative
transference – allowing both its expression and constructive containment
rather than being emotionally triggered into their own counter-transference
reactions such as fear, fight or flight? 

On this point, we turn back to an example of highly effective child protection
practice that was presented in Chapter 6. Readers will recall the mother in this
case describing her angry and hostile behaviour toward the social worker: 

At first it was not very good – I kept losing my temper – which is bound to
happen when they are threatening to take your son off you. . . . As it’s gone
along, things have got better . . . we’ve got more friendly – we talk to each other –
instead of shouting and bawling at each other (laughs). . . . She actually stayed
quite calm – she tried to calm me down. I just couldn’t hold my temper back – I
had to let it out. She either just sat there and let me say what I had to say – or
she’d sit there and talk to me and tell me to calm down. (Ms Durgan, a mother,
in Dale 2002c, p. 44) 

Fortunately, the social worker concerned had the knowledge to understand
that this behaviour was a traumatic response, and the skills to be able to
allow its expression and gradual containment without feeling provoked into
a personal defensive or persecutory reaction (and without taking her profes-
sional eye off the child protection ‘ball’). This case might well have had a
very different outcome if the mother had been unlucky enough to encounter
a social worker who did not have such knowledge and skills, and who
responded in a fearful or emotionally intensifying way, thereby provoking
the intensity of the mother’s anger. This example accords with the findings
of several researchers (Fernandez 1996; MacKinnon 1998; Thorpe & Thomson
2003; Trotter 2004) who analysed the skills of child protection social workers
in Australia: 

When workers made use of the various relationship skills the clients generally
did better on the outcome measures. The clients saw the worker’s ability to listen
and understand their problems as particularly valuable. These qualities were
also related to improved outcomes. When workers were judgmental and critical
the outcomes were particularly poor. (Trotter 2004, p. 162) 
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Unknown proportions of parents who are ‘written off’ by social services can
be worked with very productively when approached in specific ways (as
described in Chapters 8 and 9). Many initially ‘unreasonable’ families can be
influenced over time into a much more amenable and cooperative stance
(Trotter 1999). The skill levels, experience and orientation of child protection
professionals is a key factor in this; and it is important in individual cases
that judges pay full attention to whether child protection interventions have
met this criterion to a reasonable degree. 

In the concluding section of this book, we address the options open to the
court in making decisions that will profoundly affect children, siblings, parents
and families for the rest of their lives. 

‘DISPOSALS’ 

At the ‘disposal’ or ‘welfare’ stage of care proceedings, the court has already
made a ‘finding of fact’ at the causation stage that, on the balance of prob-
abilities, the nature of the serious injuries constitutes significant harm. The
court may or may not have been able to make a finding in respect of which
parent/carer was responsible, and whether any relevant person ‘failed to
protect’ the child from the significant harm that occurred. 

At disposal hearings the court will consider a wider range of evidence relating
to the child’s family and social circumstances and will hear evidence from the
family and a range of professional and expert witnesses in relation to proposals
for subsequent placement of the child. The court will formally consider whether
the welfare of the child requires a care order to be made, which would transfer
parental authority to the local authority. In considering a recommendation by a
local authority for a care order to be made, the court will give consideration to
the ‘care plan’ of the local authority. The care plan is the local authority’s state-
ment of its intentions with regard to the child should the court make a care
order. As was discussed in Chapter 4, for various reasons local authorities do
not always implement the care plans presented to courts, and many family
judges regret the loss of the wardship powers to monitor and compel the actions
(and inactions) of local authorities in this respect. 

In cases of serious suspicious injuries to infants, there are usually three
main options for the court to consider: 

● that the child is placed outside the family with a prospective adoptive
family (compulsory adoption) 

● that the child is moved from foster parents into the care of specified
extended family/kinship carers (kinship care) 

● that the child is returned (usually from foster parents) to the care of his/
her parent(s) (reunification). 
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During the disposal/welfare stage of care proceedings, significant differ-
ences of opinion can arise regarding the best interests of infants who have
suffered serious suspicious injuries. Professionals have different views about
the circumstances where it can be considered appropriate to take considered
risks in relation to reunification, and the resources and timescales that are
justifiable to facilitate parents making sufficient positive changes in their
lives and relationships. To what extent should efforts be made to identify
placements within the extended family and kinship network so that the
infant is able to grow up as a member of his/her biological family with its
specific cultural and social identity? Or, in what circumstances should place-
ments be quickly found with prospective adoptive parents so that the child
can benefit from the formation of new positive (more consistently respon-
sive) attachments (and often the benefits of a socially advantageous new
family environment)? 

In addition to the professional knowledge and research base that is called
upon to support these very different outcomes, judicial decisions since October
2000 have (more formally than before) had to consider explicitly the human
rights of the children, parents and families concerned. 

European Convention for the Protection of Human Rights and 
Fundamental Freedoms (1950) (ECHR), and the Human Rights 

Act 1998 

The implementation (in October 2000) of the Human Rights Act 1998
requires the judiciary in the UK to be compliant with the ECHR. This affects
judgments in contested childcare cases. The following articles of the European
Convention for the protection of Human Rights and Fundamental Freedoms
(1950) (ECHR) are particularly significant (emphasis added): 

● Article 2(1): ‘Everyone’s right to life shall be protected by law.’ 
● Article 3: ‘No one shall be subjected to torture or to inhuman or degrading

treatment or punishment.’ 
● Article 6: ‘In the determination of his civil rights and obligations or of any

criminal charge against him, everyone is entitled to a fair and public hearing within
a reasonable time by an independent and impartial tribunal established by law.’ 

● Article 8(1): ‘Everyone has the right to respect for his private and family life,
his home and his correspondence.’ 

● Article 8(2): ‘There shall be no interference by a public authority with the exercise
of this right except such as is in accordance with the law and is necessary in a demo-
cratic society in the interests of national security, public safety or the economic well-
being of the country, for the prevention of disorder or crime, for the protection of
health or morals, or for the protection of the rights and freedoms of others.’ 
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Articles 2 and 3, ‘right to life’ and freedom from ‘torture or to inhuman or
degrading treatment or punishment’, are fairly explicit rights for children
not to be abused and re-abused by their parents/carers. In relation to Article
8(1) and Article 8(2), courts have to balance the tension between them when
considering alternative proposals about the futures of suspiciously injured
infants. In particular, courts must ensure that the proposed ‘disposal’ of the
child is proportionate to the degree of harm experienced and the degree of
identified future risk. 

This principle of proportionality has become very significant in Human
Rights Act adjudications, and is specifically applicable to professional
opinions and legal judgments about the appropriate placements of suspi-
ciously injured infants. Taking all relevant Articles of the Human Rights Act
(1998) into account, and recognising the importance of proportionality, an
eminent legal academic recently came to two important conclusions regarding
cases of serious suspicious injuries to infants where the identity of the
person who caused the harm remains uncertain: 

Proportionality in the face of uncertainty requires that the door is left open to a
child’s eventual reintegration with her family. This will normally, although not
necessarily, be in the interests of the child. (Hayes 2004, p. 63) 

In an ‘uncertain attribution’ case where there would be a very serious risk to
the child should she be looked after by the parent who harmed her, a care order
with a care plan of fostering with supervised and relatively infrequent contact
by either parent might be deemed necessary in order to protect the child from
the real possibility of further significant harm. But a care plan of fostering with
a view to the child’s closed adoption would probably be a disproportionate
response, even if otherwise thought best for the child. (Hayes 2004, pp. 84–5) 

These are crucial points that should give considerable cause for reflection
within many social services departments about a culture which advocates
rapid compulsory adoption for infants (often without prior specialist assess-
ment) at the disposal/welfare stage of care proceedings. Cases have arisen
where such proposals have been made to courts without the local authority
having made significant efforts to assess the potential for change in the family
(and to provide services to promote such change). If reasonable efforts to facili-
tate the appropriate return of a child to his/her family are not made, local
authorities are failing in their duty under s23(6) Children Act 1989 – ‘Any local
authority looking after a child shall make arrangements to enable them to live
with a relative, friend or other person connected with him, unless that would
not be reasonably practicable or consistent with his welfare’ – and are not
complying with the ECHR Article 8 requirement to promote family life. In this
context, a senior member of the judiciary has expressed concern that local
authorities do not fully recognise the implications for their practice that stem
from the implementation of the Human Rights Act 1998 (Munby 2004). 
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Adoption 

There are cases where infants who have sustained serious suspicious injuries
cannot return to their parents or extended family/kinship carers with a
reasonable degree of anticipated safety. These are likely to be situations
involving combinations of the following factors: 

● where serious suspicious injuries have occurred on several occasions 
● where it appears that there was intent to cause harm and/or sadistic

motivation 
● where the injuries occurred in the context of significant child neglect 
● where the parents’ commitment to and attitudes toward the child are

indicative of ambivalence and/or emotional rejection 
● where parenting skills remain inadequate despite the opportunity for

coaching interventions 
● where the parents/carers have continuing significant intellectual

impairment, mental health problems and/or personality disorder involving
habitual aggression and poor impulse control 

● where the parents/carers exhibit significant substance/alcohol dependence 
● where domestic violence continues to be a significant feature of the

parents’ relationship 
● where the parents continue to have an inherently unstable lifestyle (which

itself would present dangers to an infant) 
● where the parents are unable to move over time into a position of

cooperation with reasonable professional assessment interventions (and
to address areas of identified difficulties) 

● where assessments indicate that there are no extended family members
who are in a position to provide suitable, stable and secure substitute
care. 

When it is assessed that an infant cannot return to the parents or extended
family members, long-term fostering is likely to be recommended in preference
to an adoptive placement only in exceptional circumstances. This is in recog-
nition of robust research evidence that for very young children, outcomes for
adoption are likely to be superior to those of long-term fostering (Triseliotis
2002, 2003). 

There have been several stages in the evolution of adoption philosophy
and practice. At its inception in the UK (1926–30), adoption was predomi-
nantly the legal transfer of babies from shameful unmarried mothers to
anonymous childless couples. The process was private (the relinquishing
mother knew nothing about the adopters), secret (the adoptee was rarely
informed of family history) and closed (all contact between natural
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parent(s) and the adopted infant was totally severed). It is now generally
recognised that such practice was psychologically misguided, and across
several decades commentators (e.g. Gupta 2003; Kirk 1964) have
questioned the maladaptive effects on the development of individual
identity of adopted children/adults who did not have full information
about their family, and genetic and cultural backgrounds. Concerns about
the consequences of such ‘genealogical bewilderment’ were raised (Sants
1964). Extensive research in the 1980s and 1990s raised further doubts
about the social transplantation model of closed adoption in respect of
healthy identity formation and stability of placements (e.g. Banks 1994;
Fratter et al. 1991; Howe & Feast 2000; Smith & Logan 2004; Thoburn
1994). 

Legal concerns have also arisen regarding the potential infringement of
human rights and ‘rights of the child’ stemming from the legal fiction that
adopted children do not have natural family members separate from their
adoptive family. The review of adoption law in New Zealand in 2000
commented forcefully on this point: ‘deeming an adopted child to have been
born to adoptive parent is a repugnant and an unnecessary distortion of reality’
(Law Commission of New Zealand 2000, pp. 43–4). 

Compulsory Adoption 

Infants may be subject to compulsory adoption if courts decide that it is not
safe for them to be returned to the care of their parents or extended families.
Compulsory closed adoption is a draconian measure (legal parlance derived
from Draco, a lawgiver of Athens in 621 BC, whose measures were so severe
they were said to be written in letters of blood): 

Adoptions made without family consent represent the loss of a lifetime for
children and their original families. Many such placements have been made
with far too little consideration for the gravity of the consequences for all parties
involved, and far too little regard for a process that is fair and just. (Ryburn
1994a, p. 174) 

In certain circumstances, it is difficult to envisage an alternative to com-
pulsory adoption that could provide appropriately for the long-term
security and safety of infants. We point readers’ attention back to the case
examples of sustained sadistic abuse of children reported in Chapter 2. In
many such cases, there is negligible prospect of sufficient positive
changes being made and sustained by parents that could result in their
having a direct role in the future of their children. If the poor child had
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not died, it is difficult to imagine any circumstances in which Tangaroa
Matiu could have been cared for again by his mother and stepfather, or
indeed have any beneficial contact with them (see Chapter 2, page 10).
The nature of parental personality disorders that are often associated
with prolonged sadistic violence to children makes it likely that such
parents’ knowledge of their child’s placement would put the substitute
family at risk of manipulative, intimidating or violent behaviour. In such
specific (but relatively rare) circumstances, compulsory adoption seems
unavoidable. 

We are concerned, however, that recommendations for compulsory adoption
are increasingly made by social services and children’s guardians in a much
broader range of circumstances – what Thoburn (2003b) referred to as ‘the
calamity of over-hasty adoptions’. At the disposal/welfare stage of care
proceedings, social services core assessments and care plans for compulsory
adoption sometimes imply a contrast between irredeemably inadequate
natural families and hypothetically perfect prospective adoptive parents.
There is an inherent bias in such juxtapositions, given that: 

Research indicates that adoptive families are as prone to the insecurities and
calamities of modern life as any other families. There is no clear-cut group of
‘wonderpeople’ waiting to be identified who will give children in need the
total experience of love and security that all child care workers wish. (Jordan
1994, p. 17) 

Thoburn (2003a) has noted that it is only in the USA and the UK that substan-
tial numbers of children in care are placed for adoption – and that com-
pulsory adoption is not common across most of Europe: ‘The marked
difference with other European countries is explained by differing views
about whether it is ethically and legally possible to place children for
adoption when birth parents do not agree’ (Thoburn 2003a, p. 228). 

Ryburn also addressed the relativity of cultural/racial norms and values
regarding adoption: 

One of the factors which has most militated against the recruitment of permanent
new families for children of minority ethnic groups is the belief that adoption is
necessarily the most desirable form of substitute care. This is coupled with the
assumption that because formal legal adoption finds acceptance in the non-black
community it is right for all communities. Permanent and long-term substitute
care for children, where links with original family are usually maintained, are
common in many societies. The concept of a legal severance and the complete
transfer of a child from one family to another may be an alien concept for many
ethnic groups in Britain, and in Muslim countries, for example (with the exception
of Tunisia) it does not exist. (Ryburn 1994a, p. 165) 
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Adoption Outcomes and Open Adoptions 

Closed stranger adoption can now be seen for what it was – a social experiment
with unknown and uninvestigated outcomes conducted on a massive scale.
(Else 1991, p. 197) 

The courts have spent the last 20 years or more hearing from the ‘experts’ that
adoption with no contact with the natural family was best for children and that
life story books were enough. They need to be shown different models of adop-
tion, and be convinced that they are workable and in the best interests of the
child with whom they are concerned. (Lawson 1994, p. 49) 

It is surprising, given the draconian nature of compulsory adoption, that
there is actually minimal outcome evaluation to support a policy of total and
compulsory severance of all natural family links (Ryburn 1996). It is also
important to note that there is very little research focused specifically on out-
comes for very young children who have been adopted as a consequence of
abuse and neglect (Rushton 2004). 

Outcome measures for adoption in general are problematic (Quinton et al.
1997; Thoburn 2003c). Placement ‘breakdown rate’ is a crude measure and
does not provide information about the quality of adoptions that do not
actually reach the extreme point of breakdown. For example, in a major
study of nearly 400 adult adoptees (whose placements did not break down),
7% of those who had been placed before the age of 1 year rated their experi-
ence of growing up adopted in a negative way, and 32% of the same group
had mixed negative and positive feelings about their adopted childhoods
(Howe & Feast 2000). It is also difficult to establish whether the ‘successes’
identified in adoption research are related to adoption itself – or the fact that
most compulsory adoptions involve a social stratification shift between
working-class and middle-class families and communities: 

Children who will be adopted against the wishes of their families are highly
likely to be children of the poor. Our adoption and statutory substitute family
placement practice has always been of the transfer of children across wealth
and class barriers. (Ryburn 1994a, pp. 190–1) 

Over recent years, the philosophical and policy insistence on the benefit of
closed adoptions has significantly weakened in response to accumulating
evidence that having adopted children maintain varying forms of know-
ledge of and contact with their natural families can actually enhance the success
of adoptive placements. It is increasingly recognised that for substitute
parenting to be emotionally and developmentally optimal two factors are
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crucial. First, children need legal security (sense of permanence) with their
primary carers. Second, children need a genuine sense of personal and
cultural identity. To minimise the prospect of longer-term identity confu-
sion, children benefit from accurate knowledge of and continuing contact
with (where safe) significant members of their families of origin (Fahlberg
1991; Thoburn 1996). As Ryan noted: 

Recognising that there are cases where children need to be cared for on a long-
term basis by a new family, and, in some of those cases, that an order must be
permanent and irrevocable, does not lead logically to the conclusion that such
children have to lose their legal relationship with their families of origin in
order for permanence to be established. (Ryan 1994, p. 21) 

‘Open’ adoption refers to practice in adoption placements that do not follow
the traditional model of a child being placed with strangers without
natural and adoptive parents having contact with each other (or much
mutual knowledge), and with no subsequent contact between the families.
Opinion from research (e.g. Sellick & Thoburn 1996; Quinton et al. 1997) is
now fairly consistent that for children who are adopted, direct contact with
parents, siblings and significant extended family members contributes to the
stability of the placement, or has neutral effect (that is, such contact does not
have a negative effect). The influence of such research has reversed policy
underlying the openness of adoption to the current position where, when
adoption is indicated, the presumption is that this will involve some form of
continuing contact with the natural family unless it is demonstrably not in
the child’s best interests (Adcock et al. 1993; Ryburn 1994b; Thoburn 1996,
2003c). 

Exceptions to the presumption of direct contact apply mainly in situations
where a child is old enough to express a genuine view that this is not
desired, where a child is afraid of natural family members, where there is a
significant risk of the child being abducted as a consequence of such
contact, and where the natural family appear determined to undermine the
stability of the placement. 

From this perspective, the rights of each child concerned must be con-
sidered of paramount importance, including the right to an authentic sense of
personal identity moulded by nature (natural family characteristics) as well
as nurture (influence of adoptive family). The issue of children’s rights has
become an increasingly prominent factor supportive of open adoption. Both
the 1989 United Nations Convention on the Rights of the Child and the
Human Rights Act 1998 provide specific rights to children to maintain
personal relations and direct contact with both parents on a regular basis
(unless this is contrary to the child’s best interests). Article 8 of the Human



FINE JUDGMENTS 205

Rights Act approaches the same issue from the opposite direction, providing
parents with ‘the right to respect for his private and family life, his home and
his correspondence’. 

In this context, future successful adopters (such as foster parents) will
increasingly be able to accept, maintain and promote meaningful relation-
ships between their adopted children and their natural families, while
having primary (but not sole) responsibility for the child’s upbringing,
welfare and development. This raises important training and support issues
for prospective and actual adoptive parents: 

Since some form of continuing contact with birth family members will be a part
of most adoptions, the ability to empathise not only with the child but also with
the child’s (often distressing) history, and with the birth parents themselves,
will be much in demand as a characteristic for the successful adopter of the
future. (Thoburn 2003a, p. 231) 

Adoption and Children Act 2002 

In a major reform of adoption legislation, the Adoption and Children Act
2002 introduces a new legal status, separate from adoption, of special guard-
ianship. This is a response to many of the concerns about traditional adop-
tion outlined above, and a recognition that legal adoption is not wanted and
is not appropriate or necessary in various circumstances. As an alternative
way of securing permanent status for children in need of substitute care,
special guardianship provides the carer with legal parental responsibility for
the child (meaning that the child is no longer ‘looked after’ by the local
authority). Special guardianship cements the relationship between a child
and the carer, who may be a foster carer or an adult with a residence order
(for example, a member of the child’s extended family). 

Local authorities are responsible for preparing reports for courts assessing
the suitability of people for the role of special guardians, and also assessing
needs for continuing support (which may be financial or therapeutic) in
relation to the special guardianship arrangement. At the time of writing, it
remains to be seen to what extent the special guardianship order will create a
practical and valuable third option for infants whose needs for alternative
safe and secure substitute parenting arrangements lie between the uncer-
tainties of long-term fostering and the absoluteness of adoption. 

The potential benefits of special guardianship are increased security for
children within more flexible, shared parenting relationships than was trad-
itionally possible with adoption, specifically facilitating the preservation of
the child’s links with his/her birth family. Moreover, unlike adoption
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orders, special guardianship orders can be varied or brought to an end – a
recognition that circumstances can change significantly over time and that
parenting arrangements need to have more flexibility than adoption to
accommodate such changes (especially when children are old enough to
express their own wishes and feelings). 

Concurrent and Parallel Planning 

Concern is generally expressed about the length of time infants may remain
in temporary foster care placements before definite decisions are made by
courts about their future. These problems are exacerbated in cases where
infants have several placements during this period of uncertainty. In
attempts to reduce the disadvantage (and damage) to infants caused by
extended periods of uncertainty (and multiple placements), social services
case-management processes of concurrent and parallel planning have
become established (Cousins et al. 2003; Katz et al. 1994). 

In concurrent planning, the primary intention is that the baby should be
returned home. Foster carers look after the infant on this basis and often
support parents in achieving this goal. However, should this not proceed,
the current foster parents are committed to keeping the child with a view to
adoption. On this basis, the child does not have a further move should the
attempt at reunification fail. 

In contrast, parallel planning (often also referred to as ‘twin-track plan-
ning’) involves social services searching at an early stage for an adoptive
placement during the assessment of the potential for reunification. If the
child is not reunified, prospective adoptive parents will already have been
identified, and the child will be quickly moved into their care (from the tem-
porary foster home). In this way, previous delays in identifying prospective
adoptive parents are minimised, and the infant is able to move into the
adoptive home at an earlier age than otherwise would have been the case
(which is advantageous for the forming of attachments with the adoptive
parents). 

Increasingly, in cases of infants who have suffered serious suspicious
injuries and ‘removals at birth’, local authorities are implementing these
case-management practices. In the UK, there are pilot concurrent planning
projects under way in London, Brighton and Manchester. An initial evalua-
tion concluded that concurrent planning had undoubtedly contributed to
decisions about infants’ placements being made more quickly, and to
reductions in the numbers of placements (Monck 2004). 

While the principles underlying concurrent/parallel planning (to mini-
mise delay and multiple placements) are valid, there are several potential
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unintended negative consequences that must be taken into account. In
theory, social workers undertake intensive assessment and support work
with the natural parents, while at the same time helping the foster parents to
prepare either to adopt or to relinquish the child (Gray 2003). One significant
concern is whether the professional commitment and resources will be forth-
coming from social services to invest in constructive assessments with
natural parents, and to explore appropriately and cultivate extended family/
kinship care resources. Or will this focus be unreasonably minimal, with
parents inadvertently being set up to fail – as social services take the safer,
cheaper and professionally simpler route of identifying prospective
adoptive parents? 

Placement with Extended Family/Kinship Carers 

Utilisation of extended family and kinship resources has been an underdevel-
oped resource in UK child protection policy and practice. It is, however, a sig-
nificant aspect of statutory child care in many other countries including the
USA and New Zealand. In New Zealand in the 1960s, it had become common
for Maori children to be compulsorily adopted into white families, a practice
that adversely affected the mental health of adult Maori adoptees. Since then,
New Zealand childcare practice has enshrined in law the recognition and utili-
sation of the value of Maori kinship practices and resources (whangai) by
means of family group conferences. New Zealand also leads the world in the
implementation of open adoption practice, recognising that ‘the legal transfer
and severance of a child’s heritage is foreign to Maori’ (Goldson 2003, p. 247). 

When it cannot be considered safe for infants who have sustained serious
suspicious injuries to return to the parents/carers who were responsible for
their care at the time of the injuries, it is a requirement of the Children Act
1989 and the Human Rights Act 1998 that local authorities actively consider
whether there are appropriate alternative carers within the extended families/
kinship networks of the infants concerned. Often the first matter to be
explored is the circumstances of the grandparents, aunts and uncles of the
infant concerned. This raises a fundamental question: what are the nature of
the ‘hurdles’ that extended family members have to jump to convince social
services, children’s guardians and judges that they are fit, suitable and appro-
priate people to look after the child? Do extended family members have to
be assessed to the same standards as stranger foster parents? At what age are
grandparents considered to be too old to be primary carers for their
grandchild? 

It can appear to families at times that a double standard operates, so that,
if the infant had been orphaned by a tragic accident to his/her parents, social
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services would welcome and encourage grandparents to assume care, but
after a serious suspicious injury the grandparents may be excluded, ostensibly
on grounds of age (e.g. early 50s) or may have to match the criteria of hypo-
thetical adoptive parents. On this point, grandparents and other extended
family members express strong feelings about ways in which they feel
discriminated against in assessments by social services and treated unfairly
in courts (grandparents often cannot get legal aid for representation in care
proceedings). Another grievance is the variable (often poor) levels of support
they receive if they do ultimately assume care of the child (Clarke & Cairns
2001; Jenkins 2001; Laws 2001; Nixon 2001; Ryburn 1994b; Tapsfield 2001;
Tingle 1994). 

Extended family/kinship care, however, is not a panacea. When an infant
has sustained a serious suspicious injury and the local authority has been
given parental authority (through an interim care order, or care order), the
local authority has a heavy responsibility to ensure (so far as is ever possible)
that the subsequent permanent caring arrangements for the infant are safe
and appropriate. While in many cases extended families/kinship carers do
offer such outcomes, not all grandparents and extended family members are
suitable alternative carers. 

Assessments must establish to what extent parenting problems (that
resulted in the serious injury to the infant) are intergenerational. To
what extent are the problems of the current parents related to highly
unsatisfactory and/or abusive parenting they received from their
parents (the infant’s grandparents)? To what extent do grandparents
and extended family members have significant mental health problems,
alcohol/substance misuse problems, domestic violence, unstable
relationships and lifestyles, and perhaps relevant criminal histories?
What is the nature of current family dynamics? In particular, how
would the infant’s mother and father react to an extended family
member becoming their child’s primary parent/carer? While this may
be with a sense of relief (if it avoids compulsory out-of-family adoption),
it may also generate powerful feelings of resentment and hostility. If so,
how might this affect the stability and security of the placement over
time? 

These are all factors that have to be taken into account, meaning that
extended family/kinship care cannot be a presumed ‘disposal’ outcome
simply on the basis of family members putting themselves forward. How-
ever, when appropriate extended family/kinship care placements are
made – and necessary professional (and financial) support is offered and
sustained – outcomes are generally good (Broad 2001; Farmer 2001; Hunt
2001; McGill 2003; Waterhouse 2001). 
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Reunification with Parents/Carers 

There are two main ways in which infants who have sustained serious suspi-
cious injuries may be reunified with their parents after periods of assess-
ment. First, the child may return to the same household within which the
injuries occurred. Second, the parents/carers may have separated, and the
child may be returned to one of them as a single parent (invariably with
extended family support, and sometimes with a new partner). In the latter
scenario, assessment questions will arise regarding the new partner, and
appropriate contact arrangements with the parent/carer who is no longer
the custodial parent. 

We noted in Chapter 8 that the making of recommendations for or against
reunification in cases of serious suspicious injuries to infants requires a
balancing act of the significance of risk factors, the degree to which risk factors
can be ameliorated, the identification of family strengths, and the availability
of appropriate resources for a specific risk-management strategy. While
caution is always indicated, it is clear that there are cases of successful
reunifications after serious injuries to infants with unsatisfactory explanations.
In our view, this is most likely in the cases following: 

● The injuries were not inflicted on multiple occasions. 
● The injuries were unlikely to reflect intentional or sadistic motivation. 
● The injuries occurred in a context of identified stressors. 
● The injuries occurred in a context of otherwise good parenting. 
● The infant does not present any exceptionally difficult parenting

challenges. 
● There is an absence of serious parental mental health concerns, alcohol/

drug abuse and domestic violence. 
● There is the presence of committed extended family support. 
● Parents have engaged (and continue to engage) with professional ser-

vices, focusing on assessment, stress management, child management and
any identified therapeutic issues. 

Systematically gathered follow-up information about outcomes after reunifi-
cation in cases of serious suspicious injuries to infants is virtually non-existent.
Neither social services nor courts have systems for capturing long-term out-
comes in such cases. Specialist assessment and therapeutic services invariably
have very limited evaluation resources (systematic follow-up evaluation can
be far more expensive than actually providing the services). Reports of a
number of clinical specialist treatment centres indicate that, over time, varying
proportions of seriously injured children are returned home. Reported



210 CHILD PROTECTION ASSESSMENT: FINE JUDGMENTS

reunification rates are 95% (Baher et al. 1976), 88% (Lynch & Roberts 1982),
70% (Asen et al. 1989), 65% (Dale et al. 1986) and 52% (Miller et al. 1999).
None of these samples were subject to extended follow-up, so that rates of
re-injury and general welfare outcomes over a long period of time are
simply not known. 

As discussed in Chapter 4, research has more systematically evaluated
re-abuse outcomes from general child protection system case management.
These findings (incorporated in the Messages from Research conclusions)
indicate that between one-third and one-quarter of children were known to
have been re-abused after they had come to the notice of child protection
agencies (Cleaver & Freeman 1995; Farmer & Owen 1995; Gibbons et al.
1995; Terling 1999). These studies also noted that when re-injuries did occur,
the proportion that were severe was very low. This was recently confirmed
by the extensive 3-year follow-up study in Wales of a large sample of reuni-
fied babies who had suffered non-accidental injuries (Ellaway et al. 2004)
from which a serious re-injury rate of 2% can be deduced (see discussion of
this study in Chapter 4). 

The defining feature of the assessments we have been concerned about in
this book is that parent/carer explanations for a serious injury or injuries to
their infant is either absent, inconsistent or discrepant with expert medical
opinion. We have discussed in Chapter 7 the complexities facing courts in
determining whether, on the balance of probabilities, an injury was due to
abuse (and who was responsible), or whether there was an alternative non-
abuse explanation or unknown (improbable) non-abuse event. In Chapter 6,
we also noted that some parents feel that judgments made on the ‘balance of
probability’ by a single judge is an unreasonable basis for decisions to be
taken about the future of children that will have profound, lifelong family
consequences. 

Nevertheless, after the causation hearing and ‘findings of fact’ about the
injuries, assessments will explore with parents/carers (and wider family
members) the finding that has been made as to who, on the balance of prob-
ability, was responsible for the injuries. Assessments of future risk have to
be based on such judgments. It is not common, however, that ‘findings of
fact’ change the beliefs of significant family members about how injuries
were caused (and we noted in Chapter 5 that ‘confessions’ rarely emerge
subsequently in such cases). 

The nature and severity of injury is one important factor to take into
account in child protection assessments, but it is not the determining factor.
If this were so, no infants who have suffered multiple fractures and/or brain
injuries (or later siblings of infants who have been killed) would ever
successfully return to their families, and this is not the case. There is clinical
and research evidence that demonstrates that successful reunifications do
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occur in some cases after serious injuries to infants where there are absent,
inadequate or discrepant explanations (Asen et al. 1989; Bentovim 2003; Dale
et al. 2002a,b; Ellaway et al. 2004; Essex et al. 1995; Robinson & Whitney 1999;
Turnell & Edwards 1999). 

Consequently, in principle, and in general child protection practice, the
fact that a serious injury to an infant remains unexplained or in dispute is
not, in itself, a barrier to some such children being returned home in the
context of protection plans involving appropriate monitoring, family support
and therapeutic services.
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