
  

 
 

  

Page | 1 
 
 

 

 

Child Practice Review Report 
 

West Glamorgan Safeguarding Board 
 

Extended Child Practice Review 
 

Re: WG CPR S54 2019 
 

 

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 
• Summary timeline of significant events to be added as an annex 

Legal Context: 

The Social Services and Wellbeing (Wales) Act 2014, Working Together to 

Safeguard People Volume 2 – Child Practice Reviews sets out the requirements to 

undertake reviews in specific circumstances. Under these regulations an Extended 

Child Practice Review was commissioned by the West Glamorgan Safeguarding 

Board (WGSB) on the recommendation of the Practice Review Management Group 

(PRMG). The criteria for this Review were met under section 7.1 of the above 

guidance namely: 

A Board must undertake an Extended 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: 

(a) Died; or 

(b) Sustained potentially life-threatening injury; or 

(c) Sustained serious and permanent impairment or health or development  

and  
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the child was on the Child Protection Register and/or was a looked after child 

(including a care leaver under the age of 18) on any date during the 6 months 

preceding – 

• The date of the event referred to above 
•    The date on which the local authority or relevant partner identifies that a 

child   has sustained serious and permanent impairment of health and 
development. 

 
 
 

1. Background 
 

A was known to the Local Authority Children’s Services team, on and off, since 2006 
(one year old) for the following reasons: domestic violence and abuse, parental 
mental health, parental substance misuse, neglect and alleged physical abuse. 
 
A was accommodated in 2016 at ten years of age. In February 2017 at eleven years 
old A was made the subject of a Care Order. A was settled in placement until July 
2018 at thirteen years old, when she moved to an emergency foster placement. In 
October 2018 she was in her third placement. The then foster carers reported that 
they ‘struggled to manage’ A and A understandably ‘yearned’ for quality time with 
her own family. A was struggling to cope with the lack of control she had over her 
own life and the deep wish to be with her birth family (her mother and maternal 
grandmother). In March 2019 at fourteen years of age A moved placement on 
average every two weeks and during this time it is noted that she ‘sought the 
emotional support and security she desperately needed and wanted from her 
mother’. 
  
On 26th April 2019, at fourteen years of age, A went missing for five days. She was 
found by police in a caravan in West Wales with two males and was taken to a place 
of safety. She was later placed in a Residential Children’s home where she has 
remained to date. A criminal investigation ensued. 
 
 

 
 

2. Circumstances Leading to the Review 
 

This Review was commissioned following a referral to the West Glamorgan 
Safeguarding Board from the Police and Local Authority (LA), dated 28th November 
2019. The referral to the Safeguarding Board was triggered following a significant 
Missing Persons (MISPER) episode during which time it was alleged that A had been 
subject of both sexual and criminal exploitation. The Child Practice review was 
undertaken to understand the lead up to the alleged offence(s) and the response(s) 
of professionals and agencies thereafter.  
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3. Scope of the Review 
 

The scope of the Review was from 30th April 2018 to 31st October 2019. As A resided 

across other Local Authority areas the respective LA and Safeguarding Boards were 

notified of this Review and involved as appropriate.     

Following the decision to carry out this Review a Child Practice Review Panel was 

formed: 

Chair of Panel – Bryan Heard – South Wales Police 

Independent Reviewers – Chris Frey-Davies - Neath & Port Talbot CBC (Child 

and Adult Services) and Jamie Weeks – Neath & Port Talbot CBC (Children’s 

Services) 

Panel Members -  

South Wales Police 
Dyfed-Powys Police 
Swansea Local Authority  
Education  Swansea  
Swansea Bay University Health Board 
Hywel Dda University Health Board   
Welsh Ambulance Service NHS Trust (WAST)  
NSPCC 
 
Contact with the Child A and Family 

Prior to the learning event A’s mother and maternal grandmother were written to 
informing them of the Review and inviting them to meet with the Reviewers to share 
their view. Neither adults responded.  
 

Contact was made with A through the social work team. A, with the support of her 
social worker at the time, initially engaged with the Reviewers and the process was 
explained. However, A later communicated, through her social worker, that she did 
not feel ready to engage with this Review. The Reviewers felt that it was important 
to inform A that she may re-join the Review at any stage during the process. 
However, A has not wished to re-join the Review.  Therefore, one of the limitations 
of this Review is that the findings and subsequent recommendations are not 
grounded in the experience of those subject to services.    
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The Learning Events  

The multiagency learning event took place on the 23rd September 2021.  

The Practitioners Event was attended by practitioners from the following 

agencies:  

South Wales Police 
Dyfed-Powys Police 
Swansea Local Authority  
Education  Swansea  
Swansea Bay University Health Board 
Hywel Dda University Health Board   
NSPCC 
 

Within the Learning Event the reviewers spent time at the beginning of the day to 

ensure practitioners understood the purpose of the event: to learn and not to 

apportion blame.   

Some of the attendees only had limited involvement but were invited because they 

were involved with the family and their contribution was considered pertinent.  

 

 

 

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 
 

 
 

1. Placement Change/Matching 
 

This review considers an 18-month period after A’s long term foster placement broke 

down. A understood that placement to be her plan for permanence and A is known 

to have expressed disappointment that her care plan changed. In the 18 months 

after A left her long-term matched placement, A experienced 12 placement changes. 

These 12 placement changes all took place over a period of less than 14 weeks and 

were often unplanned from both the LA and A’s perspective. Whilst some of these 

placement changes were unavoidable, due to events outside of the LA’s control, it 

was understood by all at the learning event that placement instability may have 

contributed to A reporting that she felt “anxious”, “rejected”, and “a burden on 

others”. This was A’s lived experience and A is quoted in the chronology as 

describing the multiple unplanned moves as “stressful” and that she felt “homeless”.  
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Those feelings may have served to limit A’s capacity to emotionally invest in 

placements, whilst at the same time increasing the pull A felt towards her birth family 

and mother in particular. 

 

For this young person, it was for A recognised that there was a ‘shortage across all 

placement types’1 and as such the LA was finding it increasingly difficult to place A 

in a suitably matched and sustainable placement. At the learning event this 

challenge was particularly evident when looking to suitably match adolescents with 

foster carers.  

 

Currently, recognition of this resource gap coupled with a renewed focus on 

adolescence2 should lead to better outcomes for this cohort of young people.  

 

On a positive note, practitioners at the learning event spoke of investment by the LA 

in a “therapeutic hub”, designed to support foster carers to meet the often complex 

needs of children that are looked after. This practice development is positive and 

should help increase placement stability in future. 
 

2. Voice of the Child 
 

Unfortunately, but understandably, A did not wish to actively participate in this 
review. A was given the option to contribute but felt unable to, citing that she did not 
want to re-live events or get others in trouble. By virtue of sharing this position, A 
offers some insight into her thought process and her ongoing split loyalties, which 
remain despite the trauma that she has experienced.  
 
Throughout the chronology and learning event, there was significant evidence that 
a number of practitioners across agencies were motivated and made genuine effort 
to develop working relationships with A. It is noted that in particular A was supported 
consistently throughout this period by the student social worker jointly allocated to 
her case and by her advocate who supported A in numerous decision-making 
forums. Although efforts were clearly made to involve A in decision-making forums, 
it appears from the chronology that plans made by professionals were not effective 
for A.  
 
It is unfortunate that A felt unable to participate in this review and therefore we were 
unable to benefit from understanding her perspective on how her personal outcomes 
were central to care planning. There is increasing recognition of the importance of 
engaging young people in the care planning process to ensure their daily lived 
experience is represented and enabling positive outcomes to be achieved. The LA 
would benefit from consolidating their approach to ensuring that children and young 
people’s voices are represented in assessment and decision making processes to 

                                                           
1 Councils struggling to manage children’s homes market, amid placement shortage, study finds    
www.communitycare.co.uk/2022/03/09/councils-struggling-to-manage-childrens-homes-market-amid-
placement-shortage-study-finds/  
2 Not about us, without us’: Older children and young people’s experiences of support and services  
https://www.nuffieldfjo.org.uk/project/older-children-young-peoples-experiences-support 

http://www.communitycare.co.uk/2022/03/09/councils-struggling-to-manage-childrens-homes-market-amid-placement-shortage-study-finds/
http://www.communitycare.co.uk/2022/03/09/councils-struggling-to-manage-childrens-homes-market-amid-placement-shortage-study-finds/
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ensure there are holistic and representative of the wishes and needs of the children 
in its care.  
 

3. Child Information Form (CIF) 
 
Over the course of the Chronology, as is noted above, A changed placements 
frequently and was clearly vulnerable. Given the vulnerabilities coupled with the 
threat(s) and risk(s) for A it would have been advantageous for all involved to be 
prepared for Missing Persons (MISPER) episodes.    

 
‘The Safeguarding Children who go Missing from Home or Care’, All Wales Practice 

guide (2019) https://safeguarding.wales/chi/c6/c6.p9.html is designed for use with 

‘children who are looked after [this should be extended to include all children who 

are vulnerable to going missing] and should be completed for individual children, be 

kept up to date and include an up to date photograph of the Child or Young Person.  

The Local Authority should provide the form to the foster carer or placement provider 

for the child and ask that they amend the form following any changes in information’. 

Participants at the learning event welcomed the Child Information Form (CIF) and 

were of the view that it should be used routinely but many were unaware of its 

existence. There is a need for the Safeguarding Board to raise the profile of this 

essential document to develop guidance for practitioners, parents and carers, which 

will set out clear expectations for when the form should be completed and who is 

responsible for updating the document.   

 

 

 

4. Therapeutic Approaches 
 

Therapy was a theme identified during this Review through Chronology to Learning 

event. The Local Authority identified the need for ‘therapy’ when A’s first placement 

(2018) broke down but was not made available until post-incident/police 

investigation (2019). It was suggested during the learning event, that early ‘reflective 

discussions’ and ‘wrap around conversations’ take place, when a child becomes 

looked after to plan future work/intervention(s). For example, how the dynamics of 

adolescence may unfold as a result of developmental trauma; how the family may 

be supported to be part of the child’s life Post-Care Proceedings (i.e Life Journey 

work); how carers and professionals and which carers and professionals might best 

respond to the young person over the course of their interactions. 

  

It was unclear from recordings in this case what therapy entailed and why there was 

a delay in A accessing. It was later posited that the delay in accessing therapy early 

on was the result of a succession of placement breakdowns and the ensuing 

instability brought about from multiple placement breakdowns, which practitioners 

thought would undermine any therapy. It is beyond the scope of this Review to 

consider the efficacy of therapies per se. or indeed to suggest what may have been 

appropriate for A at the time. However, the evidence from the review points to not 

https://safeguarding.wales/chi/c6/c6.p9.html
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having sufficient information to understand the rationale for recommending therapy 

or what was meant by that. A would have benefited from consideration of different 

therapeutic approaches being considered once identified and defined.  

 

Since this review, the Local Authority has developed its in-house therapy service 

working in partnership at a regional level. This has taken the learning from the 

service previously only offered to looked after children to better understand the 

needs of children and young people through a timely holistic formulation so that the 

right therapeutic intervention is able to be offered at the right time. 

 

It would be beneficial for all working with A: Social Workers, Foster carers, Police, 

Health professionals and Education to have a common approach to understanding 

the impact of developmental trauma across the family and into the future. Whilst 

there is a growing understanding of Adverse Childhood Experiences (ACEs) across 

the partnership, this seems only to serve to identify adversity and further work is 

required to develop a coherent response, for example through trauma-informed 

practice, thus ensuring a more consistent and joined-up approach to working with 

children looked after. Some of those agencies involved in this review, such as 

Education, are working to embed trauma-informed practice however, there is a 

variation across Wales in ‘trauma-informed terminology and approaches’3 and all 

agencies should consider a more joined-up approach.  

 
 

5. Achieving Best Evidence 

 

A practice guidance or framework for how one approaches therapy would also serve 

to support decision-making when professionals are responding to allegations of 

abuse. A was spoken to and interviewed on multiple occasions by a number of 

Police specialist investigators but there was no clear overarching planning as to who 

would be best to elicit A’s views or what the best approach might be, for example, it 

may be worth the lead agency and police considering the recent findings in respect 

of the Lighthouse model when approaching cases of this nature4. Future strategy 

discussions/meetings should ensure enquiries and investigations are properly 

planned for by way of use of the Child and Young Person Witness Booklet (For 

planning - ‘Initial Contact’ pp7-11, ‘Child Assessment of Need’ pp 11-17); a 

therapeutic practice guidance/ framework. There is also a need to consider the part 

a social worker plays in Achieving Best Evidence (ABE) video Interviews and it is 

suggested, as is noted at 2.22 Achieving best evidence in criminal proceedings 

(cps.gov.uk), ‘Having responsibility for the criminal investigation does not mean that 

the police should always take the lead in the investigative interview’. The West 

Glamorgan Safeguarding Board, Welsh Government and all Welsh Police Forces 

should ensure that arrangements are made for sufficient resource and capacity for 

                                                           
3 Walker, A., Jones, V.J. and Hopkins, J.C. (2021) An exploration of the trauma informed terminology and 
approaches being used by significant projects, programmes and interventions in Wales. Cardiff: Public Health 
Wales Trust.  
4 https://learning.nspcc.org.uk/services-children-families/the-lighthouse#article-top 

https://www.cps.gov.uk/sites/default/files/documents/legal_guidance/best_evidence_in_criminal_proceedings.pdf
https://www.cps.gov.uk/sites/default/files/documents/legal_guidance/best_evidence_in_criminal_proceedings.pdf
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interviewing child witnesses, which may involve a review of the current 

arrangements to interview a child including, the literature and current thoughts on 

best-practice across the UK and Internationally, and then to agree a best practice 

model and compliance with PACE for interviewing children, including training across 

the region.  

 
 

6. Communication between Adults/Children’s services/Emergency Duty 
Team (EDT)  
 

Within the discussion at the learning event, it was accepted that the Local Authority 

did not consistently share information whilst working with A and her mother. 

Furthermore, there was an acceptance that the communication difficulties evident in 

this case, are representative of a long-standing wider issue between the 

departments. 

 

A’s mother was open to Adult Services for the duration of the chronology and A was 

evidently keen to spend time with her mother and intent on initiating this, outside of 

formally agreed contact arrangements. Within the chronology it is apparent that A 

and her mother held concerns regarding each other’s wellbeing, and that this 

concern influenced their decision-making and how they engaged with services. Adult 

Services were invited to LAC reviews but not strategy discussions. The limited 

communication between the departments can be considered to have undermined 

practitioners’ efforts to consider A and her mother's behaviour in a wider context.  

 

Practitioners spoke of their experience of an IT system that did not prompt or 

intuitively facilitate, information sharing between departments; a lack of accessible 

guidance as to what information can and should be shared across the departments, 

with or without client consent; and practitioners from both departments offered a 

reflection that there is an element of a ‘blind-spot’ within regards to this type of cross 

department information sharing. 

 

Although there is some evidence in the chronology of two-way information sharing 

between Local Authority Adult and Children’s Services, this seemed to be on an ad-

hoc basis. Discussion at the learning event highlighted that practitioners were not 

averse to sharing information across departments, as they saw the value in it, but 

that the departments were working in silo with A and her mother.  

 

To develop practice in this area there would be a benefit from clarifying expectations 

regarding information sharing between those who work with Adults and Children. 

The creation of joint protocols would help to develop a culture of proactive 

appropriate information sharing and will be enhanced by current I.T systems and 

initiatives to enhance information sharing interfaces.  

 

There was a consensus amongst practitioners at the learning event that if 

information sharing prompts could be introduced onto the LA’s IT system, it would 
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drive appropriate and timely information sharing between departments. Whilst the 

emphasis cannot solely be on IT systems to develop this culture, if it is within the 

gift of the LA to evolve its IT system, this change should be considered.  

 

 

7. Responding to harm outside the family home 
 

All Agencies paid little attention to A’s peer-group, persons of concern or places of 

concern. The Local Authority at the time would not have found itself alone in its 

approach as the traditional Child Protection (CP) model cast its lens exclusively on 

the individual child and the parents’ shortcomings and in so doing over–looked those 

harms and risks that sit outside of the family home.  

 

To the credit of the LA and partner agencies, practice has changed considerably 

since then and the LA have now embedded a Contextual Safeguarding approach 

across practice.  

 

This case does however illustrate the difficulties all Local Authorities and partner 

agencies experience when responding to Extra-Familial Harm and Risk (EFHR), this 

being that the existing CP process does not lend itself well to responding to EFHR. 

In this case A was the subject of multiple strategy meetings beginning as MISPER 

and then becoming CSE strategy meetings. A Section 475 enquiry was triggered 

and subsequently a Child Protection Case Conference convened. At one point A 

continued to be the subject to strategy meetings for Child Sexual Exploitation (CSE), 

was on the at-risk register and was also subject to Children Looked After 

arrangements.  

 

The Safeguarding Board is currently engaged in a pan-Wales work-stream, which is 

looking at the response to EFHR. The Local Authority is working closely with the 

University of Durham to further develop its response to EFHR.  

 

 

       
8. Professional Strategy Meeting 

 
Following Police Powers of Protection being exercised, with A being effectively 
removed from the care of her foster carers, a Professional Strategy Meeting (PSM) 
was requested. No PSM was held and it was unclear, from both Local Authorities 
who received the police report and from Police records, why this was. All PSM 
reports received by Local Authorities are ordinarily passed to a Senior Officer or 
Designated Officer for Safeguarding for oversight of Section 5 reports – this did not 
happen in this case. Furthermore, the outcome of the report was not followed up by 
the report-maker, in this case the police. 
 

                                                           
5 ‘The purpose of s47 enquiries is to establish whether a child is suffering or is likely to suffer 

significant harm and requires intervention to safeguard and promote their well-being.’ Wales 
Safeguarding Procedures (2019) https://safeguarding.wales/  

https://safeguarding.wales/
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A reminder of practice in respect of responding to allegations or concerns about 
professionals and persons in a position of trust should be circulated across Social 
Care and the Partnership. The Project Board responsible for the Wales 
Safeguarding Procedures (2019) is currently revising Section 5, under which this 
matter is governed and therefore once this work is complete and published the 
Safeguarding Board should ensure awareness is further raised of this process.   
 
 

9. Social Media 
 
Over the course of this practice review, particularly in the chronology and learning 
event, it became apparent that social media use between A, her family and peers 
significantly undermined the plans and work undertaken by all Agencies and 
partners. There is a need for the Safeguarding Board and partners to be cognisant 
of how social media impacts upon practice and how this is factored into future work 
i.e. Contingency plans, and training. Currently the Safeguarding Board have not 
published any guidelines for practitioners or partners on how to work in this 
technological era.  
 
 
 
 
 
Good Practice 
 

 There was clear evidence in this case that the student social worker had 
developed a trusting relationship with A.  

 There was evidence of a person-centred approach adopted by the student 
social worker and CSE Police Officer. 

 There were clear lines of communication between the student social worker 
and the police investigation.   

 Evidence was found in the review that professionals were able to challenge 
existing practice and exercised professional curiosity 

 
 
  
 

 
 

 
 
Improving Systems and Practice 
 
In order to promote the learning from this case the review identified the following 
actions for the LSCB and its member agencies and anticipated improvement 
outcomes:- 
 

(What needs to be done differently in the future and how this will improve future 
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practice and systems to support practice) 
 

1. All agencies are reminded to be child centred in their approach which 

includes the use of language to accurately reflect the voice of the child.   

2. All agencies are reminded of the benefit from formalising the frequency in 

which it undertakes holistic assessments, which includes the wishes and 

needs of Children Looked After.  

3. The profile of Child Information Form (CIF) to be raised across the 

partnership to ensure practitioners, partners, children, carers and parents are 

clear as to the part they play in the completion of the CIF.  

4. The partnership should consider adopting an approach to serve as the 

cornerstone of, the glue to, all practice – a common language - such as, 

trauma-informed practice.  

5. The Safeguarding Board and South Wales Police should review the current 

arrangements for interviewing child witnesses in partnership with Social 

Services and agree best practice and compliance with PACE for interviewing 

children, including training across the region.  

6. SWP should consider extending the current use of the Child Witness Booklets 

to Strategy Discussions, Strategy Meetings and Section 47 Enquiries.   

7. A reminder to all agencies to consider children and adults within their practice 
in relation to proactive information sharing.  

8. The Safeguarding Board should send out a reminder of practice across the 

Partnership in respect of Section 5 of the Wales Safeguarding Procedures 

(2019).     

9. The Safeguarding Board should develop and publish guidelines for 

practitioners and partners on how to work in this ever developing 

technological era and the impact social media has on Safeguarding children 

and Young people. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Statement by Reviewer(s) 
 

  REVIEWER  
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REVIEWER 1 2 (as 
appropriate) 

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. 

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) 

 Reviewer 2 
(Signature) 

 

Name 
(Print) 

Chris Frey-Davies Name 
(Print) 

Jamie Weeks 

 
Date ………………………..……………….   Date 
………………………..………..……… 

Chair of Review 
Panel                     …………………. 

(Signature) 
Name 
(Print)                    Bryan Heard 

 

Date                      …………………. 

 

Appendix 1: Terms of Reference 
Appendix 2: Summary Timeline 
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Child Practice Review process 
 
To include here in brief:: 
 

• The process followed by the LSCB 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 

 

For Welsh Government use only 
 
Date information received ……………………………………………………………….. 
 
Date acknowledgement letter sent to LSCB chair ……………………………………. 
 
Date circulated to relevant inspectorates/Policy leads ………………………………. 
 

Agencies Yes No Reason 

CSSIW ☐ ☐  

Estyn ☐ ☐  

HIW ☐ ☐  

HMI Constabulary ☐ ☐  

HMI Probation ☐ ☐  

 
 

 


