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	A Concise Practice Review was commissioned by West Glamorgan Safeguarding Board on the recommendation of the Practice Review Management Group (PRMG) in accordance with Part 7 of The Social Services and Wellbeing Act (Wales) 2014, specifically Volume 2 Child Practice Review Guidance. 

The criteria for this Review were met under section 7.1 of the above guidance namely: A Board must undertake a 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 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; 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

Background
For the purpose of anonymity, the following pseudonyms will be used
Child A – subject of review
Adult A – Mother of Child A
Adult B – Father of Child A
Child B – Friend of Child A
Adult C – Foster Carer
Adult D – Foster Carer
Child A has 4 siblings who will be referred to indirectly throughout the report.

Child A and her siblings had been known to the local Social Services Department since 2011. The main reasons for the referrals and contacts had indicated concerns about parental conflict and Adult A and Adult B being unable to manage their children’s behaviour and implement appropriate boundaries. 
There were several referrals from school and police over the years, and support was provided by the Early Help Hub (EHH). In September 2017 all 5 siblings were placed on the Child Protection Register under the category of Emotional Abuse. The children’s names were removed from the register in January 2018, with continued support being provided by the EHH. However the family were opened back up to Social Services (SS) in 2022 following a reoccurrence of past issues, assessment at this point indicated that it would be appropriate for the EHH to support the family.
 Child A was then referred into SS in January 2023 by the Early Help Hub practitioner who had been made aware that Child A had been living outside of the family home for longer than 28 days. An assessment is completed of her private foster carers (Known as Adult C and Adult D) as per the regulations. This assessment was positive of Adult C and Adult D. During the assessment, there is mention of Child A being sexually active and being taken to the Emergency Department (ED) by her carers for abdominal pains. The Nurse in the department notes that they appear more like friends rather than parental figures the same observation was also noted by the Early Help Hub practitioner who knew the family well. This was not fully explored in the assessment but there is a recommendation for the couple to be referred to the EHH for a parenting course around understanding teenagers. The case is then closed to SS.
Police refer Child A back into SS on the 8.5.23 as an allegation had been made by Child A against her carers Adult C and Adult D. Adult C and Adult D had been privately fostering Child A for a number of months (c. 6 months), Adult C and Adult D are noted to be relatives of Child B, Child A’s best friend.
Child A is now back home with Adult A and B following disclosure that Adult C and Adult D sexually assaulted her after they had all been consuming alcohol. Child A then took an overdose of paracetamol and was taken to hospital.
Adult C and Adult D have been arrested and admitted to the sexual offence and currently serving a custodial sentence
The time period to be considered for review was agreed at the first panel meeting as 15.03.22 - 08.05.23. This would enable the panel to consider all aspects of agency involvement and take into account service intervention and outcomes.


23.03.22 to 28.11.22
Concerns were raised from Education in respect of poor school attendance for Child A and siblings. The Education Welfare Officer who was involved with the family due to the poor attendance carried out a home visit where the potential of a formal warning was explained to Adult A.
Police report submitted reporting a violent domestic incident between Adult A and one of Child A’s siblings. Police had attended the address and spoken to Adult A who said that she is struggling with her eldest sibling  behaviour, she feels intimidated and requires support.  Information shared with multi agencies as per policy and procedure. Child A not present at the incident as stated in the police report. A further two reports of occurrences of the same nature were received, one of which raised concerns about home conditions.
Adult C makes a referral to SS reporting that Child A is not happy at home, Child A is spending a lot of time with Adult C and D. It is suggested that Child A is self-harming. 
01.12.22 to 30.01.23
SS information that ‘at some point’ late 2022, Child A goes to stay with Adult C and D.
Visit to Child A and Adult D after Child A shared she no longer wanted to live at home, Early Help Hub Worker had a conversation with Child A and Adult D sharing that Child A could not stay away from home for longer than 28 days unless a Private Fostering Arrangement was in place Police checks requested on Adult C and D.
SS receive an email from Adult D raising concerns in respect of Adult B following a disclosure of violence from Child A. Adult D states that Adult A has agreed that Child A can move in with Adult C and D when she is 15. Child A currently living with Adult C and D.
Emergency Department attendance Child A presents with abdominal pain accompanied by Adult D. Private carer’s arrangement explained at time of examination, Integrated Referral Form submitted from the Emergency Department. Joint meeting convened (EHH, PCSO, Child A, Adults A, C and D) informed of limit to Private Fostering arrangement and the need to initiate an assessment.
General Practitioner record, Child A seen alone regarding abdominal pain, consultation initiated by ‘Foster Mother’ Adult D. Full history taken and Child A examined. Plan and review in place no concerns raised by General Practitioner.
01.02.23 to 10.03.23
During this timeframe the chronology noted that following a family meeting, Child A was not open to the EHH and was now open to SS (Intake Team) due to the Private Fostering Arrangements. South Wales Police noted in their records that the EHH were seeking clarity around the legalities of the situation with Child A staying long periods with Adult C and D and refusing to return to the family home. It should be noted that the police early help hub sits outside of the police public protection. The chronology noted that during this timeframe Adult A did not want to damage the relationship with Child A. There was no further role from South Wales Police at this time.
Within this timeframe a friend of Child A raised concerns to teachers that there had been a photograph on social media of Child A and Adult C on the bed drinking and the friend was worried. Education had documented that at this time interactions had with Child A were unusual and out of character. Direct work was undertaken with Child A approximately three weeks after, addressing self-harm, sex, consent and teenage behaviour, this work took place via telephone call and direct work.  It was also within this timeframe that Child A did not want Adult A to know about the Child and adolescent Mental Health Service (CAMHS) referral.  Records noted in a statement of concern that SS were dealing with the living arrangements for Child A.
22.03.23 to 08.04.23
 Within this timeframe Child A had started contact with Adult A and siblings after school at the end of the week. SS also noted that closure of the case was being recommended with reintegration into school planned and a parenting referral for Adult C and D via the EHH. In the April it was noted that upon signing a support letter Adult A was upset.  Within this timeframe the Education Welfare Officer visits Adult C and D at home, Child A present. Concerns were raised around Child A vaping in their presence and around the lack of boundaries in place. It was noted that Child A had not appeared nervous or any apprehension regarding their return to school. Adult C and D’s home conditions were described as excellent. The ending of this timeline concludes where a referral from South Wales Police report of sexual abuse from friend of Adult D towards child A, sexual abuse when intoxicated in a house party. Child A noted that they were happy with the living arrangements and didn’t want to get anyone in trouble.  Child A following Child Protection strategy discussion returned to live with Adult A and Adults C and D were arrested. Consideration of Part 5 Safeguarding procedure (working in a position of trust) concerning Adult C.
Learning Event	
A learning event took place on the 14th of May 2024 with representatives of School and Education Welfare, South Wales Police, Children’s Social Services, Early Help Hub, Emergency department. Apologies received from the Child Protection Unit and Nurse Practitioner from the Minor Injury Unit.
The main discussion points arising from the learning event were: 
Home conditions/ Child A and siblings’ presentation:
It was noted that home conditions in the family home fluctuated and there was a contrast in presentation between Child A and her siblings who on times could present as dishevelled whereas Child A was noted to take an interest in their presentation. Also noted was a contrast in home environments between the family home and the home of Adult C and D. Child A shared a bedroom with her sibling and there was conflict in the family home where police attendance was required on several occasions which may have meant Adult C and Adult D’s home was more desirable in some respects to the family home. 
School attendance:
Whilst Child A was residing with Adult A and B school attendance was low, Education were monitoring the situation and there were regular meetings. Child A’s siblings were also known to Education Welfare Officers and there was non-attendance from the siblings of Child A. Low school attendance being a clear concern for all children.
CAMHS referral and rejection
A referral to the Child and Adolescent Mental Health Service was made on Child A’s request due to an attempted overdose, this was made by the Social Worker undertaking the Private Fostering assessment. The referral did not meet threshold and Child A was signposted to support services. The lack of parental consent was questioned on the referral outcome response from the Child and Adolescent Mental Health Service, no further exploration of this query was documented. 
Consent  and engagement:
Both Adult A and Adult B had parental responsibility. Adult B had declined meetings with professionals and appeared to have a passive role in the home. It was noted Adult B presented as neurodiverse and it remains unclear what steps were undertaken to promote engagement, Adults A and B had indicated dissatisfaction with the arrangement verbally, Adult B communicating  via Adult A  who then communicated this to professionals. However, Adult A had consented via paperwork and telephone calls, it transpired that professionals were receiving different accounts from Adult A.
Professionals faced challenges when attempting to engage with Child A, she was reluctant to participate with the work that was being carried out by the EHH, her school attendance was deteriorating and there appeared to be an unknown barrier inhibiting successful engagement. It would appear that there was an acceptance of the level of engagement and perhaps a missed opportunity to gain a greater understanding of Child A’s views. It is impossible to enforce meaningful engagement there should have been an element of professional curiosity around the reasons for why Child A did not wish to engage. The learning event identified that Child A presented very differently from her siblings when attending school, perhaps an indicator that Child A was distancing herself from her family identity.
The unsuccessful attempts to engage Child A was accepted and may have facilitated the path towards the Private Fostering Arrangement, considering alternative methods of engagement may have been beneficial. Child A had contact with professionals from various agencies, professionals need to become more effective and indeed more creative when attempting to engage teenagers in difficult conversations. It is noteworthy that, Child A did engage with SS for direct work. Child A’s decisions in respect of her living arrangements were not challenged, there was not a clear picture of why she no longer wished to remain at home with her family or who facilitated  or initiated the relationship and move to Adult C and Adult D’s home. Her decision to live with Adult C and D was accepted by professionals. Adult A appears to have been concerned about further damaging her relationship with Child A and was therefore hesitant to further challenge the arrangement.
Private fostering guidance:
It appears that the questions and clarity in respect of a Private Fostering Arrangement was perhaps the main theme throughout. A significant amount of time was spent trying to identify how the process had guided decisions made about Child A’s living arrangements and exactly what date Child A had chosen to live with Adult C and Adult D. Professionals from SS and Education who were involved with the family, appeared to have received conflicting information about how Child A’s involvement and relationship with Adult C and D began. This potentially caused some confusion as to when the Private Fostering Arrangement actually commenced.
Discussions at the learning event established that outside of the regulations there was not any practitioner guidance available to them to support completing an assessment in relation to Private Fostering Arrangements. The student social worker, who was case manager did their own research and the student facilitator had limited knowledge and experience of private fostering. The team Manager had experience of private fostering but it highlighted that in comparison to day to day work the frequency of such private fostering assessments is unusual. A serious case review published in 2010 by Swansea Safeguarding Children’s Board highlighted the need for improved understanding of private fostering across agencies.
In the case of Child A, the course of events that led her into the Private Fostering arena are unclear.  Her home life was not without its difficulties and her Mother, Adult A was struggling with the management of 4 children one of which has additional learning needs. The Police were called on several occasions due to arguments between Adult A and the siblings of Child A, however Child A was not mentioned as being present at the time of Police visits. It is unclear how the relationship between Child A and Adult C and D started and who initiated the idea that Child A would move from her family to reside on a permanent basis with Adult C and D. 
Professional curiosity, evidence based practice, analysing observations and professional challenge:
The learning event noted that there were some observations by differing professionals which made them curious and described that they had a “gut feeling” but they had no “evidence” to support this feeling and as such the information was not shared across partners.  The concerns around lack of boundaries were shared in respect of the vaping and alcohol use, there was a Social Media photograph with Child A in bed with Adult C and D said to be using alcohol. 
The concern was raised by a fellow pupil who was described to be concerned about what they had seen, Child A’s sibling had also viewed the photograph and was noted to be upset. There were missed opportunities for timely exploration of what had they observed in the photograph, context and detail of the photograph that led to the friend and siblings reaction. The narrative from Adult C and Child A is in contrast to the reactions of those who saw the photograph.  Child A and Adult C were spoken to several weeks later about the photograph and gave a narrative which indicated that there was nothing of concern in the photograph or inappropriate. Relevant safety work and discussions around boundaries were completed by the Social Worker.
Whilst hindsight can have its merits, what became evident in the learning event was that there were some difficult observations noted by various professionals, which did make them curious but offered limited evidence to proceed to further exploration. One such example was a photo frame named as “family” and a photograph of Child A and Adult C and D. This was observed during a home visit to Adult C and D after Child A being in their care for only a few weeks. The professional recalled thinking this was unusual but had not shared this with others. A further example was noted by the professional from the EHH, Adult C and D were eager to have a second young person in their care and for two working adults with no children, the opportunity to explore what was their motivation to offer to care for two teenagers with their challenges, in their care. However, when analysing what they had observed it transpired, they were then able to determine what their concerns were, there was an overfamiliarity and questioning motivation to care for teenagers.
Interagency Working:
Interagency working is a well explored topic in numerous Child Practice Reviews, it appears as a frequent heading following a learning event. In the case of Child A, interagency working was evident, there was communication between SS, Police, Education and Health. The EHH had regular meetings to discuss the family’s progress, Police Reports (PPN’s) were shared with agencies. Education had regular meetings about Child A and her siblings and Adult A, C and D had communication with agencies involved. It should be recognised that at the time of this review and currently the police early help hub sits outside of the police safeguarding and public protection units. It is noted that Adult B (Child A’s Father) is not mentioned.
Effective interagency working and information sharing has to be more than just having a conversation with another professional. Practitioners in the learning event were quick to identify that information systems work in isolation, that a multiagency system would benefit information sharing and provide a timely overview of the progress of a case. An email is perhaps more effective than a telephone call as it provided a paper trail, however a multiagency case note may prove more beneficial in providing timely updates. There were discussions that the system used which were not accessible to all professionals involved and therefore it transpired there was information that not all relevant agencies would be aware of. The EHH and SS both use the same IT system however it was difficult to decipher who had completed what work. There were system processes which made information confusing, such as a case being documented as ‘open’ which suggested a date the assessment started. However because it was not allocated at that point the actual date was incorrect.
Interagency working is also about having a full understanding of professional’s roles, responsibilities, and indeed limitations. When there are new roles introduced into a team, from different agencies it is imperative that the purpose of that role be fully understood. Professional accountability is paramount and it is the responsibility of each individual to understand their own limitations and that of others. 
Agencies cannot work in isolation and practitioners have to be confident to be able to share important and sensitive information in the best possible way. At this time practitioners from Education did not routinely receive full police reports, with limited information shared via Operation Encompass. This process has now changed where Education now receives the full police report. There is a School Health Nurse assigned to each school who receives Police reports when there are children aged 5-18 years linked to an occurrence, this may be a useful source for sharing appropriate information.
Post Covid: 
Post Covid Impact discussions were held around demands, complexity of cases increasing and resources dealing with more cases than Pre Covid. There is now greater use of more remote / virtual meetings which don’t provide the depth and breadth of information of in person meetings and can create barriers to engagement from family members.






	Practice And Organisational Learning 


	
Private Fostering Regulations 
A Private fostering arrangement is one that is made privately (that is to say without the involvement of a local authority) for the care of a child under the age of 16 (under 18, if disabled) by someone not a relative or approved foster carer with the intention that it should last for 28 days or more. 
A privately fostered child means: 
 The child must be under 16 (or if a child with a disability, under 18) 
 The arrangement is for 28 days or more. 
 The private foster carer is responsible for the day to day care of the child in a way which will promote and safeguard their welfare. 
 Responsibility for safeguarding and promoting their welfare rests with the parent or other with parental responsibility.
There was widespread media coverage following the death of Victoria Climbie in 2000 in relation to risks involved in Private Fostering. Victoria Climbie was privately fostered by her great-aunt and Lord Laming's report into her death recommended that the Government review the law regarding registration of private foster carers.
The National Assembly for Wales  In Figures: Looked after children Research Paper November 2009 notes as follows:
“The data on private fostering may be an underestimate of the total number of children in Private Fostering Arrangements as there is doubt over whether all parents, carers and other relevant third parties currently report the existence of these arrangements to the local authority. Arrangements to strengthen and enhance the notification scheme were made in the Children Act 2004 The Welsh Government revised the legislation and guidance in respect of private fostering in 2006 and these changes were subsequently reviewed by the Care and Social Services Inspectorate Wales in 2008.
During the year to 31 March 2008, 73 new Private Fostering Arrangements began, compared with 60 in the previous year, and 69 children received an initial visit. Of these visits, 47 (68 per cent) began within 7 working days of the fostering arrangement.” 

However, WG Statistical First Release, Experimental statistics: Private Fostering in Wales, 2017-18 notes some information is not available for 2016-17 onwards due to a change in source following commencement of the Social Services and Well-being (Wales) Act. England however continue to produce stats and annual review of Private Fostering Arrangements.
The SSWBA 2014 is noted to have changed the course of data gathering and reporting.  Where there is a notable decline in numbers, it would appear Private Fostering has dropped off the agenda suggesting that data surrounding this is no longer being collected. This perhaps would suggest that it is not the focus of practitioners, partners or the public. It is important that Private Fostering Arrangements are recognised and the need for an assessment of such arrangements acknowledged. Safeguarding Children is everyone’s duty and is encompassed also with a private fostering arrangement.
Most recent data held by Stats Wales is from 2018-2019 which indicate low numbers of referrals to Local Authorities around private fostering.  With 28 children across Wales in Private Fostering Arrangements in that year of which none were in the Safeguarding boards area. (Statistics Wales) This  number of referrals in comparison to the number of assessments undertaken by Children’s Services across Wales which is a total of 54,802( WG, 2019) demonstrates the low number and infrequency of requested Private Fostering Assessments, suggesting that practitioners will lack familiarity in respect of carrying out this type of assessment. 
It poses the question if the SSWBA and the need to no longer report is linked to the decline in numbers and is the increase prior to 2015 as a result of the wider public knowledge and promotion around Private Foster with the implementation from 2008 onwards of the Regulations.
The Children (Private Arrangements for Fostering) (Wales) Regulations 2006, provide clear directions as to the process required, however many Local Authorities in England have chosen to provide guidance on the statutory responsibilities.  In relation to this case, regulations are explicit on the duty of the Local Authority and that such arrangements are to remain open for review, closure of this case was a human error and oversight where Child A was closed to SS whilst being in a private fostering arrangement.  Regulations also note of documenting planned duration of said arrangements and this appears to have not been considered and has been accepted as an indefinite arrangement. This raises the need for increasing awareness of private fostering and to ensure that the arrangement is suitable in meeting the needs of the child and, if necessary, to prohibit unsuitable carers. This would be a useful guide for professionals involved in the assessment of Private Fostering Arrangements and would perhaps provide a more structured approach to process management. In this case it may have been beneficial to not delay assessment and wait until Child A had been in the arrangement for 28 days, as there was conflicting information of when the arrangement commenced. An earlier assessment may have allowed to gain a greater understanding of how the relationship between Child A and Adult C and D began and developed. 
Whilst there was inference that there were challenges in the family home including home conditions there appears to have been a missed opportunity to explore this further. A greater understanding of Child A’s perception of home life  with Adult A and B and siblings could have been explored in further detail and explained why Adult C and D were a more favourable option. 
Consent: 
Both Adults A and B had parental responsibility. Whilst it is good practice for all who have PR to give consent if one parent consents this can veto the others. Adult B was described as not engaging with professionals and appeared to have a passive role in the home. It was noted Adult B was thought to have traits of being neurodiverse and it remains unclear what steps to engage them were undertaken and what would have been most successful in meet their needs and encouraging engagement.  Adults A and B had indicated dissatisfaction with the arrangement verbally. Adult B was recorded in the assessment as non-agreeable with the private fostering arrangement and wanted Child A home, however Adult A had consented via the relevant paperwork. The learning event established that Adult A was communicating to Education that she did not consent however in contrast was consenting albeit it would appear to not upset Child A.
Child A being in a sibling group of 5 where there were noted long standing issues of low school attendance must be considered in the climate of post pandemic era and the impact not only on Child A, Adult A and B but also thresholds and workload capacities of practitioners. In relation to Child A, Adult A and Adult B firstly, low school attendance for a high volume of children post pandemic lockdowns were challenging returning to Education let alone those pre lockdowns experiencing barriers to attend school. Adult A was noted to be perceived as the main caregiver and Adult B adopting a more passive role. In addition to this the complexities of Adult A noted to have fluctuating difficulties with their own emotional well-being and the mental load and responsibilities of several children,  some of which there were physical outbursts resulting in police visiting the home, engaging with professionals and needing to get Child A and siblings back in Education. It could be suggested that Adult A was emotionally and physically fatigued with their parenting role and responsibilities as such had found some relief albeit with reservations in the arrangement and hence her comments and behaviours being in contrast to her signed consent and almost a go along with it rather than informed true consent and was accepted by practitioners. 
Child consent: 
Child A was seen in medical settings on a few occasions throughout the considered timeline. Whilst Gillick competence and Fraser guidelines will be considered depending on the nature of attendance, it is imperative that professionals consider the bigger presenting picture. An example of such practice was a submission of an integrated referral form (IRF) and telephone contact with SS, when Child A was seen in the ED accompanied by Adult C. The practitioner did not feel that the relationship between Child A and Adult C was that of carer and child, presenting as more of a friendship. This example also emphasises the importance of professional curiosity and lateral checks across multi agencies. Children of appropriate age are asked if they wish to be spoken to alone, perhaps consideration could be given as to how this is asked and presented to a young person who may say no if asked do you want to speak to me alone rather than can I speak to you alone.
What does success look like?
Whilst it was noted Adult C and D were attending meetings and engaging with practitioners the concern around non-attendance at school had not improved through the assessment process.  Wider concerns had come to light around lack of boundaries, vaping, alcohol use and a photograph on social media of child A and Adult C drinking alcohol, none of which were behaviour concern when in the family home. The measure of success noted was that there had been improvement in Child A’s emotional wellbeing with a decline in self-harming behaviours.
Documenting professional curiosity: evidence based vs gut feelings: 
Professional curiosity and challenge are complex themes and applying them to evidence based practice is difficult. This may be thought of as ‘respectful uncertainty’ used by Lord Laming in his inquiry into the case of Victoria Climbie. Throughout the learning event the voice of professionals involved with Child A and her family often expressed as having ‘a feeling’, or ‘not being comfortable’, how is this evidenced when undertaking assessments of potentially vulnerable children. All agencies need to become more proficient in challenging these thoughts and feelings.
The learning event highlighted that there were some difficult observations noted by various professionals which made them curious but didn’t evidence obvious concerns. One of which was a photo frame with “family” and a photograph of child A and Adult C and D being in their home after only a few weeks of being in their care. The professional recalled thinking this was unusual but had not shared this with others. Whilst work is evidence based, and many professionals may experience “gut feelings” it is how this is articulated and documented and of course can be subjective. Such as the photograph could be viewed in isolation as both a negative and a positive. As a negative a working hypothesis may have been a concern that it is early in the dynamics and relationship between Adult C and D and child to be viewing as “family” and an over familiarity, on the positive side it could be viewed as Adult C and D embracing their role, building connection and making Child A feel involved, cared for and belonging which could be of contrast of their family home and therefore meeting Maslow basic needs.
A comment made by Adult C and D builds a wider picture where they were said to be eager to have Child B and Child A also in their care. It could be argued that the two individuals, Adult C and Adult D were being altruistic and wishing to be part of helping others, however their intentions and motivation to do so could have been explored further. Again in isolation would not necessarily raise concerns but coupled with the photo, comment from Adult A that “they wanted a child and they have mine now” and self-reports from Adult C and D that they desired and failed in attempts to foster and adopt, raises questions around motivations and also highlights the importance of practitioners being able to accurately document observations. There were concerns raised by several professionals of over familiarity and lack of boundaries from Adult C and D towards Child A, consideration of how this is then shared with partner agencies to try and understand the bigger picture should have been explored in further assessments.
Professionals continued to attempt to engage with Child A, she was not attending school and she had made the decision to live with Adult C and D, although her exact reasons for this decision were somewhat unclear. Agencies accepted this decision, likewise Adult A and Adult B although with reluctant consent allowed the decision to be formalised, again why? Adult B verbally expressed that he was not happy with Child A’s decision but was unwilling to engage with the EHH. Therefore, there were many opportunities for professional challenge, which may have provided a better understanding of the situation and identified actions to proactively address the difficulties. 
It must be acknowledged that all professional involved worked extremely hard to engage with Child A and her family, striving to achieve the best and safest outcome possible.  It is recognised that time restrictions and decline in staff capacity inhibit process and procedures. Identifying that the demand and supply complexity does not lend itself easily to professional challenge and curiosity. It is the responsibility of individual agencies to look at ways of addressing this inequity allowing practitioners the time and confidence to be respectfully challenging.
It is not clear if Child A had meaningful engagement with any professional until the Private Fostering Arrangement process started, as mentioned previously it was accepted that professionals struggled to engage with Child A. Family Network Meetings  were attempted but again poorly attended by essential family members. There is no evidence that Child A and Adult A and B had any relationship based work resulting in an insufficient curiosity about their lived experiences, perhaps the lack of resources in the assessment period inhibits this way of working. The relationship based work was focused on the plan for ongoing contact rather than reunification.
Professional challenge and curiosity must also be considered, professionals should be confident in challenging other professionals. West Glamorgan Safeguarding Board provides clear policy guidelines in relation to this, Multi-Agency Protocol for the Resolution of Professional Differences. The learning event highlighted that during the timeline of events certain professionals felt uncomfortable with information received in respect of Child A and her relationship with Adult C and D. There is evidence of good practice noted when an IRF was submitted following Child A’s attendance at Emergency Department raising concerns about her potential relationship with Adult C. (highlighted above)
Professionals need to be confident to challenge further. Child A had a referral declined from the CAMHS, one which she requested, the referral did not reach threshold and there was a concern about lack of parental consent. It would have been appropriate for this to have been explored further, a conversation between professionals may have provided a different perspective and an avenue for further exploration. It is ok to ask ‘why’, professional curiosity and challenge is accepted as good practice, not as a vehicle to assign blame to one particular agency.
Post Covid impact: 
In relation to practitioners, Post Covid, children services have seen an increase in referrals and greater complexities. The response and nature as such will then mean safeguarding is priority and thresholds subtly can change. In relation to private fostering assessments and the referrals for Child A and her family, what was originally raised would not have been a safeguarding matter and appropriate referrals to early intervention were made. However the work was primarily around the family home and siblings, Child A was notably absent and not engaging with early intervention. 
In relation to children and families, consideration must be given to the fatigue of compassion, impact on emotional well-being and those who already were under pressure and the impact that the pandemic had on those individuals and their responses as such. 
In a time where efficiency and demand are high the logistics and merit of remote working can also mean continuous demand, reduced time of transitions, distractions to allow periods of reflection which are essential in safeguarding and social care. From the learning event there was honesty and candour with respectful professional challenges in the in person learning event. It cannot be underestimated the power and richness of discussion achieved from an in person event and without distraction. Practitioners were honest and felt if it had been delivered remotely that they would have been distracted and not been able to provide full commitment as they had to the in-person event. 
Feedback provided also noted initial apprehensions and uncertainty of expectations as if the day of the learning event and that preparation discussions for the learning event were optional. Demand and capacity also meant this may not always be prioritised, it may be beneficial for preparation discussions with attendees is mandatory. 
Practice Reminders: 
Triangulation of information: 
From the learning event there were several pieces of information which may have provided more insight into Child A’s lived in experience if further information had been gathered? 
1. Child A was said to have previously lived in another Local Authority, lateral checks to understand and determine if there were any historical concerns.
2. Adult C and Adult D reported they had been unsuccessful in attempts to foster and adopt a child previously.  Checks with fostering and adoption team may have provided some greater insight of any applications made and rational of why they had been declined as being able to foster/adopt would have provided significant information.
3. Adult C was working in position of trust therefore lateral checks around any concerns in their working capacity held by the Local Authority or neighbouring authorities would have also been beneficial. 
4. The photograph with Child A and Adult C/D on the bed was not further explored to understand context and observations of why a friend and sibling was concerned. Why were they concerned, would this have been an opportunity where Child A had expressed more information to the friend which may have highlighted concerns? A missed opportunity to have established with Child B about their observations and concerns around the photograph at the time
5. Understanding how the connection and relationship with Adult C and D formed and who initiated the move to their home
6. Further direct work around why Child A was unhappy and spending more time away from the family home and did not wish to return.
No parallel planning: 
It is not clear from the information received, whether a plan for reunification or reparation of relationships was attempted. It appears that when it was identified that Child A had been residing with Adult C and D for 28 days that the assessment for Private Fostering Assessment commenced. This is not a criticism of the procedure or the legislation that governs it, it is simply an opportunity to further investigate the cause. In this situation there was no ending of the arrangement considered and accepted that this is where Child A would live going forward. Whilst there was one support session and contact plans in situ there were no clear plans to suggest the ending of the private fostering arrangement or a reunification plan for Child A to return home.
Child A had siblings who remained at home in the care of Adult A and Adult B, there were no known safeguarding indicators that the children were at risk of harm, Child A was not identified as a child who couldn’t be managed or who was displaying traits that could potentially put the family at risk. At this point could an alternative route have been taken, rather than an acceptance of family breakdown?
The learning event clearly identified the amount of work that had been completed by the EHH, Education were working closely with the family in an attempt to re-engage Child A and her siblings into the Education system. Child A had attended health settings and had been seen alone with Adult C and D. Agencies were compliant in their duty, however information indicates that perhaps they were working in silos. Would a more robust assessment been appropriate in order to understand what was going on for Child A and her family. This approach would have facilitated multi agency information sharing, offering a Care and Support Plan which considered individual needs.
Adult A (Mother of Child A) had worked willingly with the EHH; however, it is understood that Adult B (Father of Child A) did not wish to engage. He did however express that he was not happy about the pending Private Fostering Arrangement, Adult A presented as having an acceptance of the situation. Adult A struggled with her Mental Health and this was noted to have an impact on her emotional wellbeing, a precursor perhaps to motivation, ambivalence and uncertainty in respect of Child A’s decision. Why was Adult B unhappy, understandably he didn’t wish to engage with the work being undertaken by the EHH but should an alternative approach been considered?
It is well documented that caregivers play a large unassuming role in reunification, the information doesn’t suggest that this was the case in respect of Adult C and D who were offering to provide a home to a child of no relation or historical connection. They were completely unknown to the family of Child A and there doesn’t appear to be evidence of encouragement for reunification and return to the family home. Process was followed, checks were completed as required however professional curiosity and challenge could have been more robust.

Parents and Child A’s views.
As part of the child practice review, a letter was sent to the Child A ‘s mother and a telephone discussion with reviewer explaining that a review was being undertaken, explaining its purpose and seeking their engagement. The parents and Child A did not engage at the beginning of the review. 
At the end of the review, a letter was sent to the parents and to Child A, explaining a review  had been undertaken and seeking their engagement. Although Child A did respond once at the end of the review, so far neither the family or Child A, have taken up the opportunity to review the final report or provide additional comments at this stage.
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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 SCB and its member agencies and anticipated improvement outcomes:

	Recommendations
1 The WGSB need to be assured that practitioners, relevant partners and the wider public have the relevant understanding of what Private Fostering Regulations are, and parental responsibility and their duty to report.  


2 The WGSB needs to be assured that practitioners are confident in assessing suitability and triangulating information through assessment prior to approving a private fostering arrangement, including previous referrals/ assessments with other Local Authorities. Further exploration is needed when a proposed carer states they have not been successful in any attempts to have a child in their care, or where they work in a position of trust to consider if any Part 5 concerns have been raised previously.

3 All agencies need to record that practitioners are documenting consent which is valid, evidenced as voluntary and informed in their own words in line with their displayed behaviour. The person giving consent must have the capacity to make the decision with due consideration of all those who hold PR.


4 All agencies should ensure that practitioners record their ‘respectful uncertainty’ as part of their rationale and defensible decision making. This should include how to share appropriately with relevant partner agencies, pooling of this accumulative information could present a bigger picture. This may be considered as a multi-agency training requirement.

5 The Regional Safeguarding Board should develop guidance for practitioners for completing assessments for Private Fostering Arrangements. This should be in line with regulations where the case remains open with reviews. In addition to this a parallel plan of reunification with family or rebuilding relationships with family should be part of the plan.


6 All agencies must prepare attendees for the learning events. Panel members have a duty of care to staff to reduce apprehensions, anxieties and provide clarity on the expectations of the day and follow up post event for any relevant emotional support. Panel members are to ensure they meet with all individuals of their agency pre and post the learning events. A wellbeing support plan will be identified and is mandatory for appropriate support to be in place throughout the process.

7 All agencies to cascade the Resolution of Professional Differences Policy for practitioners to revisit and raise awareness surrounding the use of this process.


8 Police to review the connection between early help and police safeguarding units.










	STATEMENT BY REVIEWER(S)

	REVIEWER 1


	
	REVIEWER 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:- 

1. I have not been directly concerned with the child or family, or have given professional advice on the case
1. I have had no immediate line management of the practitioner(s) involved. 
1. I have the appropriate recognised qualifications, knowledge and experience and training to undertake the review
1. 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:- 

1. I have not been directly concerned with the child or family, or have given professional advice on the case
1. I have had no immediate line management of the practitioner(s) involved. 
1. I have the appropriate recognised qualifications, knowledge and experience and training to undertake the review
1. 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)
	R. Jones
	
Reviewer 2
(Signature)

	K. Rees

	Name
(Print)
	Rebecca Jones
	Name
(Print)
	Kathryn Rees

	
Date
	
08.07.25
	
Date
	
08.07.25



	Chair of Review Panel  (Signature)
	B. Heard

	Name
(Print)
	
Bryan Heard

	
Date
	
08.07.25
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	Agencies
	Yes
	No
	Reason

	CSSIW
	|_|
	|_|
	

	Estyn
	|_|
	|_|
	

	HIW
	|_|
	|_|
	

	HMI Constabulary
	|_|
	|_|
	

	HMI Probation
	|_|
	|_|
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