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North Wales Safeguarding Childrens Board  

2023/2 Child Practice Review  

 
Brief outline of circumstances resulting in the Review 

 
To include here: 

• Legal context from guidance in relation to which review is being undertaken 
• Circumstances resulting in the review 
• Time period reviewed and why 

 
 
Legal Context: 
 
A Concise Child Practice Review was commissioned by the North Wales 
Safeguarding Children’s Board on the recommendation of the Child Practice Review 
Sub-Group in accordance with the Guidance for Multi Agency Child Practice 
Reviews. The criteria for this review are met under the Social Services and Well-being 
[Wales] Act 2014; Working Together to Safeguard People Volume 2 Child Practice 
reviews published 2016 (updated, 2021); The Safeguarding Boards (Functions and 
Procedures) (Wales) Regulations 2015. 
 
The criteria for this review are met under Chapter 6, Concise Child Practice Reviews: 
 
A Board must undertake a Concise Child Practice Review in any of the following 
cases where, within the area of the Board, abuse or neglect of a child is known or 
suspected, and the child has: 
 

• Died; or 
• Sustained potentially life-threatening injury; or 
• Sustained serious and permanent impairment of health or development; and 

the child was neither on the child protection register nor a looked after child 
on any date during the 6 months preceding 

• The date of the event referred to above; or 
• The date on which a Local Authority or relevant partner identifies that a child 

has sustained serious and permanent impairment of health and 
development. 
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The purpose of this Child Practice Review is to identify learning that will benefit 
future practice. It involved practitioners, managers, and senior officers who explored 
the details and context of agencies' work with the family. 
 

The outcome of the review will generate professional and organisational learning to 
promote improvement in future interagency practices with children and families. It 
includes the circumstances which led to the review, including highlighting effective 
practice and considerations about what needs to be done differently to improve 
future practice (Working Together to Safeguard People – Volume 2 – Child Practice 
Reviews (Welsh Government, 2016).  
 
Background 
 
The family first came to the attention of Children's Social Services in 2014 following a 
report of domestic violence between the children's mother (Adult A) and father 
(Adult B). Support was offered by Children's services to Adult A but were declined 
and no further action was taken at that time. 
 
Further safeguarding referrals were received throughout 2022 regarding domestic 
violence and substance misuse between Adult A and Adult B. The family were 
opened to Children's Services for a Part 2 Assessment (Care & Support as per Social 
Services & Wellbeing Act, 2014). 
 
While Adult A had separated from Adult B (and had their own addresses), Adult B 
frequently stayed at the address with Adult A and the children, leading to concerns 
over witnessing of domestic abuse by the children. 
 
Adult A (as victim) and Adult B (as perpetrator) were listed for Multi-Agency Risk 
Assessment Conference (MARAC) on 14th June 2022 and 13th September 2022 
following North Wales Police referral. As a result of assessments, the family were 
opened to Children's Services under Care & Support. Domestic Abuse Support Unit 
were also involved providing support to Adult A and the children. 
After the relationship with Adult B ended, Adult A formed a new relationship with 
Adult C. There is evidence of this relationship starting as early as July 2022. 
Children's Services began to receive safeguarding referrals raising concern around 
this relationship during the latter half of 2022. 
 
On 18th December 2022, report had been made to North Wales Police that Adult C 
had slapped Child B on the leg. Adult C was arrested for this offence, but no further 
action taken due to insufficient evidence. A Strategy Discussion took place between 
Children's Social Services and North Wales Police. 
 
Further incidents were reported to North Wales Police and other agencies, with 
escalation in the nature evident. On 19th April 2023 a further assault was reported to 
North Wales Police after Adult C assaulted Adult A by pushing her against the stairs 
and grabbing her around the throat. It was also reported that Adult C assaulted Child 
B by grabbing him around the throat and throwing him to the floor. No complaint was 
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pursued by Adult A and stating they were no longer in a relationship. Adult A didn’t 
wish to have any further support from the local authority, and the case was closed to 
Children's Services with no further action taken in relation to the assault reported on 
both Adult A and Child B. The incident was discussed at MARAC on 25th April 2023. 
 
Circumstances Resulting in the Child Practice Review: 
 
In May 2023, Adult C attended at the home address of Adult A and her three children. 
Adult C woke the three children and made them stand against the wall and told them 
to watch as he violently assaulted Adult A with a knife. Adult C also assaulted the 
two eldest children, with the youngest child present and watching. Child B was able 
to flee the address to seek assistance from a nearby family member. 
Adult C left the address, with Adult A in a critical condition suffering multiple stab 
wounds, a pneumothorax, skull fracture and multiple fractures to the ribs. Child A & 
Child B suffered stab wounds requiring hospital treatment, with Child B requiring 
surgery as part of the treatment. 
 
Adult C was arrested following the attack and subsequently convicted of attempted 
murder. 
 
Following this incident, a referral was made by the Local Authority to the North Wales 
Safeguarding Board on 12th May 2023. 
 
The case was presented to the North Wales Child Practice Review Subgroup on 23rd 
June 2023, where the recommendation was to hold a Concise Child Practice Review. 
 
The review commenced with the first Panel Meeting on 2nd July 2024. 
 
Learning Event: 
 
A Learning Event was convened on 1st May 2025, and key practitioners working with 
the children and family from all key agencies were invited. The Chair & Reviewers 
thanked all those who attended for their active engagement and transparent 
reflection. The Learning Event facilitated individual and group work to support multi-
agency discussion, professional challenge, and develop knowledge of agency 
processes, policies, and procedures. While children do not usually directly 
participate in the event, their experiences and perspectives remained central to the 
discussions and learning throughout. 
 
The themes from this Child Practice Review were identified and discussed within the 
Learning Event, including solution-focused suggestions for individual or multi-
agency recommendations. 
 
Involvement of Adults A, B & C: 
 
Participating in a Child Practice Review where such a significant incident has taken 
place is an incredibly difficult and sensitive process for any parent. Unfortunately, 
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despite best efforts of the Local Authority Social Worker, and a direct discussion with 
the Reviewer, Adult A chose not to engage with the Child Practice Review. This 
decision is clearly understood and respected by the Chair & Reviewers. 
 
Adult B does have parental responsibility for the children, and attempts have been 
made by the Reviewers to contact via telephone. Unfortunately, these have been 
unsuccessful, with no contact being forthcoming. There has been further liaison with 
the Local Authority, and no current contact details are available. The Reviewers 
would continue to encourage Adult B to make contact with the Local Authority 
allocated Social Worker and/or with the North Wales Safeguarding Board. 
 
With regards to Adult C, given they do not hold any parental responsibility for the 
children and were the perpetrator of such significant harm to Adult A and the 
children, the Chair & Reviewers made the decision not to involve or engage them 
within this Child Practice Review. 
 
Involvement of Child A, B & C 
 
As reflected above, participating in a Child Practice Review where such a significant 
incident has taken place is an incredibly difficult and sensitive process for any child. 
Given the current ages of the children, via their Local Authority Social Worker and 
their mother, an opportunity was given to them to meet the Reviewers in person, or to 
use other non-verbal communication methods. 
 
The Chair & Reviewers were notified by the Local Authority Social Worker that the 
children made a decision not to engage with the Child Practice Review. This decision 
is clearly understood and respected by the Chair & Reviewers. 
 
The process followed by the Board and the services represented on the Review 
Panel 
 
A Panel Chair and two Independent Reviewers were appointed, all of whom were 
independent of the case management and possessed the relevant expertise, 
experience, and skills appropriate to the case and its specific circumstances. The 
Review Panel consisted of representation from the following services, all of whom 
had had involvement with the individuals at the centre of this review: 
 

• Local Authority Children’s Socials Services 
• Local Authority Education Services 
• Local Authority Housing Department 
• North Wales Police 
• Health 
• Domestic Abuse Support Unit 

 
The Welsh Ambulance Service NHS Trust also engaged by providing information for 
the multi-agency chronology, primarily in relation to the incident which occurred in 
Spring 2023.  In total, the Panel met on seven occasions. 
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Joint Inspection of Child Protection Arrangements (JICPA) 
 
During the timeline review period, Care Inspectorate Wales (CIW), His Majesty's 
Inspectorate of Constabulary and Fire & Rescue Services (HMICFRS), Healthcare 
Inspectorate Wales (HIW) and Estyn carried out a joint inspection of the multi-
agency response to abuse and neglect of children. 
 
Scope of the inspection: 
The Joint Inspectorate Review of Child Protection Arrangements (JICPA) reviewed: 
 

• The response to allegations of abuse and neglect at the point of identification 
• The quality and impact of assessment, planning and decision-making in 

response to notifications and referrals 
• Protecting children aged 11 and under at risk of abuse and neglect 
• The leadership and management of this work 
• The effectiveness of the multi-agency safeguarding partner arrangements in 

relation to this work. 
 

This Child Practice Review wishes to acknowledge the JICPA and its findings, given 
the crossover within timelines and similar findings occurring within this Child 
Practice Review period. 
 
It is important to recognise that following the JIPCA, a multi-agency improvement 
action plan has been developed and remains under review, with aligned 
responsibility to the North Wales Safeguarding Board. 
 

 
Practice and organisational learning 

Identify each individual learning point arising in this case (including highlighting effective 
practice) accompanied by a brief outline of the relevant circumstances 

 
Domestic Abuse: Recognising, Managing, and Recording the Impact on  Children 
and Families 
 
The JICPA identified concerns that agency records are not supportive of helping 
practitioners focus upon children and young people, with the voice of the child and 
knowledge of their lived experiences being inconsistent. Through the introduction of 
the Domestic Abuse Act 2021, children and young people are recognised as victims 
of domestic abuse in their own right. 
 
Through Panel Meetings and discussions within the Learning Event, there is a 
continued concern that current processes and systems, particularly in the context of 
domestic abuse, are primarily focused on the adult victims. 
 
The Child Safeguarding Practice Review Panel (2022) provided a briefing paper 
following an analysis of reviews where domestic abuse had been a significant factor. 
The key findings of the review are similar to those within this Child Practice Review, 
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particularly the lack of assessment demonstrating understanding of domestic abuse 
experienced by Adult A and the children. 
 
The review raised concerns about practitioners using and documenting the term 
‘domestic abuse’ without full exploration, assessment or understanding the nature 
of the abuse, and its impact on children and families. Naming ‘domestic abuse’ as a 
concern for a child is not enough, it is an overly simplistic and, at times, a dangerous 
assumption that leads to potentially avoidable harm. 
 
The 2022 review recommended four core practice principles; 
 

1. Domestic abuse informed 
 
A domestic abuse-informed response names the source of the harm and describes 
the behaviours of the abuser and the impact on adults and children. Being domestic 
abuse-informed means not taking an incident-based approach but focusing on the 
continuous patterns of behaviour. 
 

2. Trauma informed 
 
Children and adults who experience domestic abuse are likely to be traumatised. A 
trauma-informed approach recognises that people who come to the attention of 
services have histories, experiences and contexts that are relevant to, and impact 
on, their current circumstances. 
 

3. Whole family approach 
 
A whole-family approach considers the impact of abuse on the non-abusing parent 
and their care for the children. There is a requirement to understand the care and 
support needs of each individual, contributing towards a family plan. This is also true 
for risk-management plans for individuals and the family as a collective. 
 

4. Intersectional 
 
An intersectional approach to domestic abuse means services must seek to 
understand the unique experiences of each family, including their histories, 
characteristics, and current context. 
 
The overarching concern and theme of this review is domestic abuse, particularly the 
lack of recognition, management and recording of its impact on children and 
families. The North Wales Safeguarding Board (2021) guidance states ‘if we are able 
to understand what life is actually like through their eyes, professionals will have a 
clearer picture of the needs that are or are not being met for the child as well as the 
impact of professional concern for the child”. 
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The remainder of this report will explore areas of practice and organisational leaning, 
with recognition and acknowledgement of the Child Safeguarding Practice Review 
Panel (2022) four core principles. 
 
Multi-Agency Risk Assessment Conference (MARAC) 
 
Within this Child Practice Review chronology there were four Weekly MARAC 
Meetings. The objective for weekly MARAC is to share relevant information and to set 
multi-agency safeguarding actions in a timely manner. 
 
Since 2022, the MARAC Operating Procedure has been under review. At that time, it 
was proposed that North Wales Police would no longer provide minutes for weekly 
MARAC, however audio recording would be undertaken and saved using MS Teams 
software. The MARAC Operating Procedure states all agencies will research their 
own systems and provide an update in the meeting, and states individual agencies in 
attendance may record their own notes. 
 
Within the chronology there is limited evidence of any meaningful record keeping 
across agencies attending Weekly MARAC to demonstrate the impact of domestic 
abuse, ongoing safeguarding concerns, and risk assessment plans. This presents as 
a concern with limited assurances available to demonstrate a shared understanding 
of risk, particularly to the children, with emphasis being on the adult-victim. 
 
Apart from Children’s Social Services, each agency had evidence of attendance and 
record keeping associated to the Weekly MARAC. It is of significant concern that 
Children’s Social Services had not completed any contemporaneous records 
regarding attendance or actions. This also included an omission of the MARAC 
Action Tracker on local authority Client Information systems. As the main 
safeguarding children’s statutory agency, this lack of information available within 
their records presents a risk when reviewing and analysing safeguarding themes and 
trends. Had this information been available within the records, it would support 
individual practitioner and management supervision and oversight. Having 
comprehensive and accurate records is fundamental in ensuring holistic viewpoints 
are accessible, including analysis of historical, present and future risks. This was 
identified in the National Independent Safeguarding Boards (2023) thematic review 
for an area of learning. 
 
When acknowledging Panel Meeting discussions and feedback from the Learning 
Event there were several questions raised regarding the MARAC Operating Procedure 
and actual practice. For example, in the procedure it states; 
 

• Agency representatives should complete and send pre-prepared research to 
the MARAC Coordinator 

 
Within this Child Practice Review there is no evidence of information being 
forwarded to the MARAC Coordinator prior to the meeting. Given the time 
constraints associated to Weekly MARAC in terms of the agenda being sent and 
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received, the ability to send pre-prepared research is a potentially unachievable and 
requires review. 
 

• Clear role and responsibility of agency representatives to use specialist 
knowledge to suggest improvements to the risk management plan 
 

Within this Child Practice Review there is no evidence available of multi-agency 
professional challenge or use of knowledge to demonstrate development of 
safeguarding actions or risk management plans. An Action Tracker is available, 
however does not provide evidence of discussion or safeguarding considerations. 
 

• MARAC representative must have the authority to commit appropriate 
resources to the multi-agency risk management plan 

 

Within this Child Practice Review there is limited evidence of senior-decision making 
within the Action Tracker. There needs to be a review of agency representative 
attendances, to ensure senior-decision makers meaningfully contribute to risk 
management plans. 
 
At the Learning Event, professionals directly involved with the family raised concerns 
that relevant and proportionate information was not being shared and often 
attendees at MARAC were management representatives. In the context of 
safeguarding children there needs to be a shared agency understanding regarding 
the purpose of MARAC, with clear actions for other meetings to take place within 
safeguarding frameworks. For example, escalation to Strategy Discussion / Meeting. 
This would then provide a clear safeguarding framework for information sharing and 
ensuring the ‘Right People, are at the Right Meeting, at the Right Time’. 
 
There appears to be an overreliance on MARAC being a single process to safeguard 
children, young people and their families when there are incidences of domestic 
abuse. This Child Practice Review has identified the risk management discussion 
and plan being solely focused upon the adult-victim, with limited evidence of 
recognition, management or impact on the children. Within documentation 
available, there also appeared to be an overreliance on Adult A self-reporting that 
relationships had ceased, with limited professional curiosity surrounding this. All 
professionals should be domestic abuse informed with recognition that the risk of 
serious assault and death for woman is highest when she leaves an abusive 
relationship (Femicide Census, 2020). There needs to be clear recognition that a 
victim leaving a relationship is not a safeguard in its own right and should form part 
of a wider multi-agency risk management plan, which should apply equally to child 
safeguarding procedures. 
 
Guidance for MARAC via Safe Lives regarding management of cases complex needs 
state assessments should not be finalised until the MARAC, or other multi-agency 
meetings, have been held so that all relevant information shared at the meeting can 
be included in child safeguarding decisions. It is vital that there are visible links 
between all multi-agency meetings, to enable all information available (about all 
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members of a family) for informed safeguarding decision-making. The guidance 
states working in this way will prevent silo working and improve the response to and 
outcomes for each member of the family, particularly children and young people. 
 
Domestic Violence Disclosure Scheme / Child Protection Disclosures 
 
Within this review, the first reference to Adult A being in a relationship with Adult C 
was during July 2022, where there was a report to Police of a domestic incident. The 
three children were present during this incident. An outcome of assessment that 
followed by Social Services was to proceed to a Care and Support Plan. There were 
several further safeguarding reports from Police and Local Authority Housing 
Department regarding incidents involving Adult A and Adult C. 
 
The new relationship between Adult A and Adult C had been discussed in a Care & 
Support Plan meeting during September 2022, and during a joint Social Worker / 
Independent Domestic Violence Advisor visit with Adult A. Despite this knowledge of 
the new relationship and of concerns being identified by several agencies, there is no 
documentation of any disclosures being considered for either child protection 
reasons or under the Domestic Violence Disclosure Scheme (DVDS), also known as 
Clare’s Law. 
 
While it cannot be said whether a disclosure would be made, there were concerns 
identified of potential risk to both Adult A and the children from Adult C. The DVDS 
scheme allows for a disclosure to be made under the ‘Right to Know’ route where 
Police receive indirect information that may impact the safety of a person. Adult A 
could also have been made aware of the ‘Right to Ask’ route under DVDS, with due 
consideration for disclosure of information for child safeguarding purposes. 
 
The chronology documentation, particularly those between Police, Children’s Social 
Services and the Domestic Abuse Support Unit, cannot demonstrate whether DVDS 
or background checks had been considered as a safeguard for Adult A and the 
children. 
 
Record Keeping & Documentation 
 
The JICPA identified that Children’s Social Services recording is not always timely, 
which means key information can be missing. This is not to say that work with 
families is not happening, but the lack of recording cannot evidence key duties are 
being fulfilled. During Panel Meetings this has been a concern as Children’s Social 
Services meetings or visits could only be identified through records of partner 
agencies, or the third sector. Therefore, at times there were examples of positive 
communication from Children’s Social Services and professionals supporting the 
family. However, this does require urgent attention as it places children and young 
people at risk, particularly from an evidential perspective to escalate concerns or 
have meaningful supervision and management oversight within Children’s Social 
Services. 
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Within the chronology, during discussions within Panel Meetings, and at the Learning 
Event there were a number of concerns in relation to Children’s Social Services 
record keeping and documentation in relation to sibling groups. This included the 
inconsistency of information recorded on each child regarding referrals, strategy 
meetings, case notes, risk assessments, case supervision, and other internal 
documentation. Children’s Social Services made reference to documentation being 
within a sibling’s notes, however this was not always evident. This included 
management decision making and outcomes of referrals. This current way of working 
does not provide any individualised documentation, or consistency for reviewing and 
managing cases. 
 
During the timeline, the family had a significant number of contacts with a range of 
multi-agency professionals and were an open case to the Children’s Social Services. 
Despite this, there is no evidence of a chronology available. There is reference in the 
Wales Safeguarding Procedures (2019) ‘Pointers for Practice’ regarding chronologies 
and past agency involvement to support safeguarding practice. Children’s Social 
Services undertook Part 2 & Part 3 Assessments during the reviewed timeline, 
however there is no evidence of a multi-agency chronology as part of these 
assessments. The Wales Safeguarding Procedures (2019) suggest this should be 
used to increase understanding of past patterns of behaviours, significant events 
and service interventions. Within the timeline there is clear evidence to suggest the 
case should have been progressed to Initial Child Protection Case Conference and a 
chronology would have evidenced and supported this by identifying persistent 
themes and trends amongst Children’s Social Services practitioners and 
management. 
 
The purpose of a chronology is to promote good quality decision-making on the most 
up to date and comprehensive information, in an easily accessible format. It is 
intended to enable risk assessment by making sure that key information is readily 
available. The chronology should be an analytical tool to enable professionals to 
understand the impact of changes in the life of a child or young person. A chronology 
is not expected to be a repetition of the narrative contained in file or case recordings. 
This CPR recognises a recommendation and implementation by Gwent Safeguarding 
Board following a CPR in 2010, and revisions following further reviews in 2015, 2016, 
and 2022 regarding the benefit and requirement for multi-agency chronologies. 
 

The JICPA found that Children’s Social Services do not consistently meet statutory 
duties in line with the requirements of the WSP. There is inconsistent and insufficient 
evidence about how progress is occurring in Care and Support Protection Plans […] 
There can be deficiencies in the analysis, decision making and rationale […] In some 
areas of service, referrals are not being proportionately responded to nor escalated 
to child protection process in a timely way (page 11). Despite the JICPA referencing 
Care & Support Protection Plans, within this CPR it’s a concern that there was 
insufficient evidence within Children’s Social Services record keeping of the families 
Care & Support Plan, including minutes of meetings, general progress, or escalating 
concerns. This presents a joint risk for all agencies due to a lack of understanding 
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regarding the Care & Support Plan, whilst not having a clear escalation plan by 
practitioners should concerns continue or increase. 
 
This CPR found that agency records often focused upon the parent as a victim of 
domestic abuse, with insufficient evidence regarding acknowledging the children’s 
voice or their lived experience regarding the impact of domestic abuse upon them, 
something also identified within JICPA. Through Panel Meetings and within the 
Learning Event it was a clear theme that the children often spoke about their 
experiences of living within a domestic abuse household, however their voices were 
not heard and formulated within multi-agency risk assessments. 
 
Safeguarding Information Sharing & Statutory Duty to Report 
 
It is a reoccurring theme in previous reviews (Rees et al., 2021; The Child 
Safeguarding Review Panel, 2022, NSPCC, 2022) that the biggest challenge is the 
lack of ‘Information Sharing’. 
 
Within the chronology there was evidence of email communication between 
agencies to express safeguarding concerns for the children, including with the 
Children’s Social Services allocated worker. Significant incidents were identified 
amongst the professional group; however, a safeguarding referral had not been 
submitted to Children’s Social Services. The Wales Safeguarding Procedures (2019) 
stipulate all professionals have a statutory duty to report concerns to Children’s 
Social Services and this should be via the agreed agency documentation, rather than 
reliance upon emails. This supports management and oversight of new concerns or 
escalation in cases open to the local authority, rather than individual case-holder 
responsibility. 
 
The National Safeguarding Board (2023) thematic review identified concerns 
regarding uncertainty in understanding decision-making and thresholds following a 
safeguarding referral or report. The review noted that safeguarding concerns should 
not be seen in insolation, and all practitioners have a statutory duty to report abuse, 
harm and/or neglect when it persists. This is where the use of chronologies within 
safeguarding reports support the identification of themes and trends. 
 
Although the Wales Safeguarding Procedures (2019), Part 1: Section 3 state Local 
Authorities must provide outcomes, and the reasons for decision making, of referrals 
to the reporter, the JICPA and this Child Practice Review found this was not the case. 
This lack of information sharing from the Local Authority presents a potential risk 
due to professional uncertainty surrounding Local Authority engagement with the 
family. Despite this, it must be acknowledged that all reporters must exercise their 
professional curiosity and have the responsibility to ascertain outcomes from the 
Local Authority following a safeguarding referral. 
 
The remit of Operation Encompass is to inform schools about domestic abuse 
incidents that have occurred the night before. This should allow school professionals 
to engage with the family and support the child. The JIPCA, and this Child Practice 
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Review, raised concerns about the timeliness of receiving Encompass reports, and 
queries regarding notification of all incidents pertaining to domestic abuse. 
 
Management Supervision & Oversight 
 
The JICPA identified that there is variable management oversight of frontline practice 
with gaps in supervisor support to front line decision making. Managerial oversight in 
some service areas was often uncertain with rationale and oversight of decision 
making absent or unclear. This Child Practice Review found challenges in reviewing 
Children’s Social Services records due to the use of recording ‘NFA’ or ‘Natural End’, 
with a need for clearer narratives surrounding the rationale for decisions. 
 
During Panel Meetings and at the Learning Event there were discussions regarding 
the Local Authority automatically reviewing cases where three referrals had been 
received within six months, however this was not necessarily standard practice for 
open cases. There is acknowledgement that upon receipt of referrals for open cases, 
they are redirected to the allocated team for review. This does not appear to be a 
consistent approach for decision-making and following statutory safeguarding 
processes. 
 
Given the continued receipt of CID16s [Police referrals] and multi-agencies referrals, 
there is limited evidence of management scrutiny and oversight, which is a particular 
concern when the case-holder was a non-qualified social worker. Within the 
National Safeguarding Board (2023) thematic review, there is reference to staffing 
challenges and the need for a supportive work culture with the need for effective 
safeguarding supervision for all. 
 

Social Care Wales provide guidance for supervision as an accountable, two-way 
process to give opportunities for reflection, receive feedback and guidance, enable 
managers to review progress, and support safe practice. The Code of Professional 
Practice for Social Care Workers tells social care workers: “you must be accountable 
for the quality of your work and take responsibility for maintaining and developing 
knowledge and skills”. The Code tells managers they must provide “supervision and 
appraisal to support and motivate staff to meet their role, responsibilities and 
accountabilities”. 
 
It is of concern that there is insufficient evidence of professional curiosity and 
understanding of the impact of domestic abuse for the children, despite significantly 
high numbers of safeguarding reports submitted to the local authority. The North 
Wales Safeguarding Board (2022) ‘Professional Curiosity Guidance’ states 
professional curiosity is understanding one’s own responsibility and knowing when 
to act, rather than making assumptions or taking things at face value’. The guidance 
also acknowledges barriers to professional curiosity, including poor supervision, 
accumulating risk, and disguised compliance. Professional curiosity is likely to 
flourish when practitioners have access to good management support and 
supervision. 
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The Welsh Government in their ‘Keeping Learners Safe’ (2021) statutory guidance for 
school’s state local authorities should have effective safeguarding systems in place, 
including overseeing supervision for those with additional responsibility to ensure 
the role does not have a detrimental impact on their wellbeing and an opportunity to 
reflect. At the Learning Event a discussion took place regarding supervision for 
Designated Safeguarding Professionals, and it was identified that those in education 
with additional safeguarding responsibility do not receive formal safeguarding 
supervision. There was acknowledgement of informal arrangements with other 
Designated Safeguarding Person, however there is no formal process offering 
independent support and oversight to review children and young of people of 
concern and seek timely escalation where required. The statutory guidance 
encourages a group supervision model, whilst also referencing the need and 
availability of individual support where necessary. 
 
Escalation & Professional Differences 
 
This report has already acknowledged the Local Authority must provide outcomes to 
safeguarding referrals, whilst reporters should also exercise their professional 
curiosity to ascertain updates. Where professionals have identified safeguarding 
concerns and the outcome from the Local Authority is ‘No Further Action’, the Wales 
Safeguarding Procedures (2019) are clear that professionals must not be deterred 
from completing further reports if concerns continue and/or circumstances change. 
The Procedures also acknowledge that professional disagreements regarding 
outcomes of referrals will occur in practice, and where further resolution cannot be 
agreed, it recommends practitioners should instigate the Regional Safeguarding 
Boards Resolution of Professional Concerns & Differences Protocol. During Panel 
Meetings and the Learning Event there was evidence of professional disagreements, 
however informal and formal escalation processes had not been initiated. Working 
together effectively depends on an open approach and honest relationships 
between agencies. Problem resolution is an integral part of professional cooperation 
and joint working to safeguard children. 
 
During the Learning Event information had been shared by Children’s Social Services 
regarding their safeguarding threshold document, however it was evident that there 
was limited knowledge of this resource by partner agencies, something also 
identified in the JICPA. With an increased awareness within Children’s Social 
Services about their thresholds document, staff have an internal evidenced-based 
resource to escalate concerns and professionally challenge decision-making. Within 
the Learning Event there were queries as to whether the document could, or should, 
be available to partner agencies to support safeguarding referrals and utilise during 
professional differences. This has been further discussed within Panel Meetings, 
with Children’s Social Services highlighting the need to promote individual decision-
making regarding referring into the Local Authority with the threshold as per Wales 
Safeguarding Procedures (2019). 
 
There is evidence within the chronology timeline, as early as September 2022, that 
the Local Authority stated the safeguarding concerns for the family must progress to 
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an Initial Child Protection Case Conference should there be any further concerns or 
incidents reported. The timeline evidences further domestic abuse incidents and 
Section 47 enquiries being undertaken; however, the family were not escalated 
within the Local Authority for case conference consideration. Had the family been 
discussed at an Initial Child Protection Case Conference, this would have provided 
the opportunity to objectively analyse family strengths, protective factors, discuss 
relevant assessments undertaken, review current and previous safeguarding 
concerns held by professionals, amongst all professionals working (and supporting) 
the family. The Wales Safeguarding Procedures (2019), Section 3: Part 2, emphasise 
the importance that a Child Protection Case Conference is chaired by a practitioner 
independent of operational or line management responsibility for the case. The 
Chair’s primary role is to ensure that the conference is child-centred and that the 
care and support protection needs of the children are identified and addressed. This 
would have presented an opportunity for all professionals to consider the lived 
experiences of the children, rather than focussing upon domestic abuse and its 
impact on Adult A. 
 
Strategy Discussion & Meetings 
 
Under the Social Services & Wellbeing (Wales) Act (2014), Volume 5; Handling 
Individual Cases to Protect Children At Risk, where requested to do so practitioners 
from across other agencies have a duty to co-operate and provide information under 
section 164 of the 2014 Act. This Child Practice Review highlights a critical gap in the 
shared understanding of Strategy Discussions and Strategy Meetings across 
agencies. Despite the Wales Safeguarding Procedures (2019)—Part 3, Section 1—
clearly stating that these terms are interchangeable, evidence from Panel Meetings 
and the Learning Event indicates confusion and inconsistent application. 
 
Concerns raised within the JICPA reveal that initial child protection strategy 
discussions often exclude key partners, undermining the multi-agency approach 
essential to safeguarding. This raises questions about whether current practice 
reflects outdated cultural norms rather than statutory expectations. This review 
underscores the urgent need for timely, collaborative decision-making regarding 
individual or joint Section 47 enquiries. However, there is no evidence of structured, 
multi-agency Strategy Discussions or Meetings being used to present safeguarding 
findings, share and interrogate multi-agency information, develop joint risk 
management plans and foster professional curiosity and constructive challenge. 
 
This absence is particularly concerning in this case, where opportunities were 
missed to pursue Child Protection Medicals following disclosures of physical harm 
and to escalate appropriately to an Initial Child Protection Conference. 
 
The JICPA acknowledged that this is a key area for improvement to address effective 
communication, sharing of information and better understanding of risks and 
barriers in delivering safety for children. 
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Responses to Physical Harm in Children 
 
The JICPA identified ‘examples of escalating domestic abuse and physical injury 
incidents and inadequate safeguarding plans to manage risk […] saw some 
incidents where repetitive allegations were made and opportunities to review 
recent file history were missed. Timeliness is also an issue and there are incidents 
where children are not being seen following an allegation. Single agency responses 
by children’s services, especially with regards to allegations of physical injury and 
domestic abuse, requires urgent attention by children’s services and police 
managers to ensure children’s safety is not being compromised’. 
 
Within this Child Practice Review there were two disclosures of physical abuse by 
Child B. The Wales Safeguarding Procedures (2019) clearly state consideration 
should always be given to the need for a medical examination regardless of any 
apparent or visible injuries and should involve a discussion with a Paediatrician. 
Within the Learning Event it was acknowledged that, during normal working hours, 
there is an On-Call Paediatrician who is available for such discussions via telephone. 
The Wales Safeguarding Procedures highlight the purpose of the medical is not for 
criminal justice investigations, but to ensure the child is medically assessed and 
provided with required treatment, whilst ensuring any injuries or signs of abuse are 
noted for any further safeguarding considerations. 
 
Non-Fatal Strangulation 
 
Within the chronology there is clear evidence of concern for Adult A as a victim of 
domestic abuse, particularly physical assault. During Police attendances following a 
reported incident, there are disclosures of non-fatal strangulation, with records 
identifying bruises and marks to the neck. During Panel Meetings and within the 
Learning Event it is evident that there is no clear guidance to manage these 
disclosures by Police from a welfare perspective, including how and when to seek 
medical attention. 
 
It’s important for all practitioners to know that strangulation became a standalone 
criminal offence in England and Wales in 2022 under the Domestic Abuse Act (2021). 
In the first year there were 23,817 reports of strangulation made to the Police. A key 
finding report by the Home Office, which examined Domestic Homicide Reviews that 
took place between October 2019 to October 2020 found that in 25% of homicides 
the method of killing was strangulation, with 80% of victims being female. Where 
strangulation is disclosed and/or identified, professionals be domestic abuse 
informed and acknowledge the significant risk faced by the victim, including the 
impact on children and young people as witnesses and/or potential victims of 
physical abuse. 
 

The Institute for Addressing Strangulation have developed ‘Guidance for Police 
Management of Strangulation’, which identifies the need for an active offer for the 
victim to seek medical assessment. Additionally, it is important that the victim is 
informed of the potential medical risks associated to strangulation and is aware that 
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they can access support in the future if not taken up immediately. The Institute for 
Addressing Strangulation have further developed an ‘Information for Victims of 
Strangulation’ leaflet which is a free to use resource. 
 
Within the timeline there is evidence that safeguarding concerns were identified for 
Child B following disclosure of physical harm, specifically use of force to the neck. 
Whilst this was not described as strangulation by Child B, professionals should be 
aware of age-appropriate terminology and descriptions provided by children. Where 
there are any concerns of suspected use of force to the neck or head, an acute 
medical assessment should be sought immediately.  
 
Good Practice: 
 

Despite this report identifying a number of concerns in relation to processes and 
systems to safeguard children and adults, the Reviewers do acknowledge the 
compassion and commitment to protect and support families, with the below 
examples highlighted as good practice.  
 

Safety, Trust and Respect (STAR) Programme: 
 
A referral had been sent by the children’s Primary School to the STAR Programme due 
to the concerns associated to their experience of, and being victim to, domestic 
abuse. 
 
The STAR programme is an early intervention and prevention service provided by 
Domestic Abuse Support Unit. STAR programme has specifically designed courses 
aimed at children, teenagers and younger adults to look at promoting healthy 
relationships, safety, trust and raise awareness of who they can access for support. 
 
All three children were able to access sessions, over a period of eleven months, with 
a specialist worker and express their views and wishes. There is clear evidence 
within the chronology that the children spoke openly about their lived experiences of 
domestic abuse between Adult A & B. 
 

All STAR sessions took place within the children’s primary school and there is clear 
evidence of positive communication and information sharing between specialist 
workers and education staff. The chronology highlights a number of examples to 
support the continued well-being of the children when returning to classes and to 
the care of education staff. The emotional wellbeing and compassion for the children 
is clearly evident from reviewing records. 
 
The child-focused and support to all children is demonstrated through their 
individual comments to the specialist about their engagement and enjoyment of 
attending sessions, and there were a number of examples of education staff 
positively commenting on the children’s demeanour following sessions. 
 
 



17 
 

Education – Focal Point in the Community 
 

Welsh Government (2022) emphasised the need for all schools in Wales to; 
 

• Build strong partnership with families, 
• Respond to the needs of their communities, and 
• Collaborate effectively with other services. 

 
Within the chronology there is continued evidence of education staff being 
approached by the family, and by other families, wishing to discuss the wellbeing of 
the children. In addition to this there were lengthy discussions during the Panel 
Meetings and the Learning Event regarding the rurality of the community and the 
school being seen as a focal point for support. 
 
The guidance discusses education staff being trusting and non-judgemental to 
support and enable children, parents, and families to feel listened to, valued and 
respected. 
 
There is evidence of: 
 

• Child A, B & C directly disclosing their concerns and lived experiences to 
education staff 

• Adult A discussing concerns with education staff and seeking support 
• Other families raising concerns for the welfare and wellbeing of Child A, B & C 
• Education staff proactively engaging Adult A where concerns have been 

identified 
• Education staff proactively referring for specialist support 
• Education staff completing Child at Risk Reports following safeguarding 

concerns 
 
Within Education records there is evidence of utilising the school premises as a 
positive and safe environment to enable support, for example facilitating multi-
agency meetings and intervention. 
 
Safeguarding is ‘Everyone’s Responsibility’ 
 
Although this report has previously identified learning for agencies to ensure all 
safeguarding concerns are referred via agency documentation (rather than reliance 
on email), the Reviewers acknowledged that there were in excess of 20 formal 
safeguarding reports submitted to Children’s Social Services, predominantly 
highlighting concerns surrounding domestic abuse. 
 
The National Safeguarding Board Wales (2021) emphasises that safeguarding 
children and adults is everyone’s responsibility. This Child Practice Review positively 
highlights a number of agencies formally reporting their concerns to Children’s 
Social Services, which has to be recognised as proactive and good practice in an 
attempt to safeguard Child A, B & C from significant harm. 
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Improving Systems and Practice 
In order to promote the learning from this case the review identified the following 
actions for the Board and its member agencies and anticipated improvement 
outcomes: 
 
Recommendation 1: 
North Wales Safeguarding Board and Violence & Exploitation Board to commission 
multi-agency training for all practitioners working with children regarding domestic 
abuse and its impact upon children and young people within a safeguarding context, 
to include learning from this Child Practice Review; 
 

• Non-fatal strangulation 
• Accumulative risk factors 
• Child’s voice and lived experiences. 
• Role of MARAC within overarching safeguarding frameworks 
• Escalation of Professional Differences 
• Joint Investigation Training to include domestic abuse specific examples 

 
Recommendation 2: 
The MARAC Operating Procedure has been under review since 2022, and it is 
therefore recommended that the Violence & Exploitation Board complete and 
implement this review as priority activity, ensuring a shared understanding of 
individual and collective roles and responsibilities. This must also include 
operational decision-making regarding the requirement for standardised minutes 
provided to all agencies for shared understanding of safeguarding risks and agency 
actions. 
 
Recommendation 3:  
All agencies represented at MARAC to ensure agency representatives receive 
appropriate training regarding individual and collective responsibilities. This should 
include joint accountability for information sharing, positive professional challenge, 
development of risk management plans and actions (including further safeguarding 
processes beyond the remit of MARAC). 
 
Recommendation 4:  
North Wales Safeguarding Board jointly with Violence & Exploitation Board to 
develop a 7 Minute Briefing and Information Leaflet with regards to non-fatal 
strangulation to be used by all agencies to support victims (and practitioners) to 
understand the health risks associated to this form of abuse. 
 
Recommendation 5: 
Children Social Services to review its Safeguarding Supervision Policy for all workers, 
including non-qualified social work staff. This should include details on the 
frequency, duration, objectives of supervision, and how supervisions will be 
recorded. 
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Recommendation 6:  
Children's Social Services to review processes with regards to receiving and 
responding to referrals for children and young people open to the department, to 
include independent management reviews where multiple referrals are received on 
open cases. 
 
Recommendation 7:  
Children's Social Services to review processes with regards to documenting referrals 
and general record keeping for siblings to ensure consistency and accuracy of 
information is available on all child records. 
 
Recommendation 8:  
Children's Social Services to review processes with regards informing safeguarding 
referral report makers of the initial decision in line with the Wales Safeguarding 
Procedures. 
 
Recommendation 9:  
North Wales Safeguarding Board to develop chronology guidance and proforma, to 
be used by all agencies within child safeguarding processes. This CPR recognises a 
recommendation and implementation by Gwent Safeguarding Board following CPR 
recommendations in 2010, and revisions following further reviews in 2015, 2016, and 
2022. Once completed, North Wales Safeguarding Board to disseminate and raise 
awareness. 
 
Recommendation 10:  
North Wales Safeguarding Board must have assurance that all Local Authorities have 
reviewed their Strategy Discussions / Meeting documentation to ensure Child 
Protection Medicals are considered in all cases where suspected physical harm 
takes place and rationale is documented for not requesting a medical examination. 
 
Recommendation 11:  
BCUHB to promote the availability of On Call Community Paediatricians (during 
normal office working hours) with Children Social Services and Police for telephone 
consultations regarding suspected inflicted injuries to children and young people. 
This can include invitations and engagement within Initial Strategy Discussions / 
Meetings. 
 

Recommendation 12:  
In keeping with the statutory guidance, Keeping Learners Safe (2023): 
Local Authority Education Services must ensure they have a process to oversee the 
supervision arrangements for Designated and Deputy Safeguarding Leads. 
 
School leaders should ensure that the Designated Safeguarding Person (DSP) has 
adequate support and supervision to undertake their role effectively. The supervision 
should support the DSP with the emotional impact of their role and provide an 
opportunity for reflection on their practice. 
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Welsh Government to review the Keeping Learners Safe (2023) guidance to address 
the assumption that the Designated Safeguarding Person and the Headteacher are 
different individuals, and the resulting difficulties for Headteachers holding this dual 
role. 
 
Recommendation 13:  
All agencies, including the North Wales Safeguarding Board, to ensure their 
safeguarding policies, procedures and training material makes clear reference to 
Wales Safeguarding Procedures – ‘Statutory Duty to Report’. Specifically, that a 
‘referral’ is completed by any practitioner who believes a child or young person is 
experiencing or at risk of abuse, neglect, or other kinds of harm. This includes 
‘referrals’ for children and young people already known to services. 
 

Statement by Reviewer(s) 

Reviewer 1 Reviewer 2 

Statement of independence from the case 
Quality Assurance statement of qualification 

Statement of independence from the case 
Quality Assurance statement of qualification 

 
I make the following statement that prior to 
my involvement with this learning review: 
 
• I have not been directly concerned with the 

child or family or have given professional 
advice on the case. 

• I have had no immediate line management 
of the practitioner(s) involved. 

• I have the appropriate recognised 
qualifications, knowledge and experience 
and training to undertake the review. 

 
The review was conducted appropriately and 
was rigorous in its analysis and evaluation of 
the issues as set out in the Terms of 
Reference. 
 
Reviewer 1 (Signature): 

  
Name (Print): Rob Mahoney 
Date: 24/06/2026 

 
I make the following statement that prior to 
my involvement with this learning review: 
 
• I have not been directly concerned with the 

child or family or have given professional 
advice on the case. 

• I have had no immediate line management 
of the practitioner(s) involved. 

• I have the appropriate recognised 
qualifications, knowledge and experience 
and training to undertake the review. 

 
The review was conducted appropriately and 
was rigorous in its analysis and evaluation of 
the issues as set out in the Terms of 
Reference. 

Reviewer 2 (Signature):  
 
Name (Print): Richard Dolphin  
Date: 06/07/2026 
 

 
Chair of the Review Panel (Signature):  
 
 
 
Name (Print): Rhiannon Lloyd  
Date: 24/06/2026 
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Child Practice Review Process 
 

To include here in brief: 
 

• The process followed by the Board and the services represented on the 
Review Panel 

• A learning event was held and the services that attended. 
• Family members had been informed, their views sought and represented 

throughout the learning event and feedback had been provided to them. 
 

Family declined involvement  ☒ 
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2. Gwent Safeguarding Board (2023) – Chronology Guidance 

3. Institute for Addressing Strangulation (2025) – Victim Information Leaflet  
4. Home Office (2024): Research & Analysis  
5. Welsh Government (2021): Keeping Learners Safe - the Role of local authorities, governing 

bodies and proprietors of independent schools under the Education Act 2002  
6. National Safeguarding Board (2023): Thematic Review  
7. The Child Safeguarding Practice Review Panel (2022) 
8. Welsh Government (2022) 
9. National Independent Safeguarding Board (2021)  
 
 

For Welsh Government use only 
 

Date information received:  
Date acknowledgement letter sent to Board Chair:  
Date circulated to relevant inspectorates/ Policy Leads: 
 

 

Agencies Yes No Reason  
CIW    
Estyn    
HIW    
HMI Constabulary    
HMI Probation     

 

 

230517-Denbighshire-JICPA-en.pdf
Children%20Adults%20Multi%20Agency%20Chronology%20Guidance%20-%2002.05.23
IFAS%2001%20-%20Patient%20Information%20v2.indd
Key%20findings%20from%20analysis%20of%20domestic%20homicide%20reviews:%20October%202019%20to%20September%202020%20(accessible)-%20GOV.UK
Keeping%20Learners%20Safe
Keeping%20Learners%20Safe
Briefing-Report-Risk-Response-Review-CPRs-Wales-2023.pdf
Multi-agency%20safeguarding%20and%20domestic%20abuse
Community%20Focused%20Schools%20|%20GOV.WALES
Safeguarding%20is%20Everyone’s%20Responsibility%20–%20an%20interactive%20guide%20and%20directory%20-%20Safeguarding%20Board%20%20Wales

	Structure Bookmarks
	 





Accessibility Report





		Filename: 

		NWSB CPR 2023 2 Report eng.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 1



		Passed manually: 1



		Failed manually: 0



		Skipped: 1



		Passed: 29



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Passed manually		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

