
Neglect toolkit



	Definition of neglect: 





	Neglect can be complex and is often hard to define clearly. It differs by type, severity, frequency and impact. Neglect often co-exists with other forms of abuse and is often a pre-condition to allowing other abuse to take place. Increasingly, the psychological impact of neglect is being recognised.

Neglectful parenting can manifest itself through medical, nutritional, emotional, educational, physical, and supervisory deficits. If not addressed early, parental deficits (both intentional and unintentional) are likely to become cumulatively worse over time which can have serious adverse effects on the child which will impact on their health, education, and social outcomes.  

In terms of safeguarding and child protection the official description, used by all professionals responsible for children’s welfare and including children up to the age of 18 years, is set out in the government’s statutory guidance Working Together to Safeguard Children 2018:

The persistent failure to meet a child’s basic physical and/or psychological needs, likely to result in the serious impairment of the child’s health or development. Neglect may occur during pregnancy as a result of maternal substance abuse. Once a child is born, neglect may involve a parent or carer failing to:

a. provide adequate food, clothing and shelter (including exclusion from home or abandonment)
b. protect a child from physical and emotional harm or danger
c. ensure adequate supervision (including the use of inadequate caregivers)
d. ensure access to appropriate medical care or treatment 

It may also include neglect of, or unresponsiveness to, a child’s basic emotional needs.

 

	Neglect Strategy:
	https://www.westsussexscb.org.uk/wp-content/uploads/WSSCB-Neglect-Strategy-2016-19.pub_.pdf

The WSSCB Neglect Strategy 2016-19 outlines the partnership’s approach to tackling neglect in West Sussex. The strategy provides all professionals, both operational and strategic; with information they need to frame and direct their work with families experiencing neglect.

West Sussex categorises neglect into four types: emotional neglect, disorganised neglect, depressed / passive neglect, severe deprivation neglect. 



	NICE Guidance:
1.3 Neglect 
	https://www.nice.org.uk/guidance/cg89/chapter/1-Guidance 

The NICE (National Institute for Health and Care Excellence) provides comprehensive guidance on how to recognise signs that a child is being maltreated. Although it specifies healthcare professionals, the guidance can be referred to by any individuals that suspect a child is being harmed.

Section 1.3 focuses on neglect - failure of provision and failure of supervision: provision of basic needs; malnutrition; supervision; and ensuring access to appropriate medical care or treatment. Decision-making in situations of apparent neglect can be very difficult and thresholds hard to establish. Therefore It is essential to place the child or young person at the centre of the assessment.


	Identifying neglect:
	There are a number of factors which can adversely affect the parent’s ability to meet the needs of their child. Although these factors may be present it should not be assumed that the child is being neglected but they should at the least act as a signal to the professional to explore with the parent and child the impact of their situation or behaviour on the child. Child neglect is assessed using the assessment framework triangle.

The assessment framework provides practitioners with a working model for conceptualising parental neglect. Neglect cases usually involve a failure of parents/ care givers to provide one or more of the components of the assessment framework. The three domains; family and environmental factors, child’s development needs and parenting capacity provide a holistic assessment of both the child and the family:
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	Indicators and potential impact of neglect:
	It is important for practitioners to be able to distinguish between risk of neglect occurring and indicators of actual neglect. Indicators of neglect suggest that the child is experiencing actual neglect. Behavioural and developmental indicators are particularly helpful and should be taken seriously since both the causes and consequences of such parent/child behaviour may have important implications for the child. 

The attached categories are indicative rather than definitive; they are intended to illustrate how neglect can impact across the life course. It is not possible to predict when (or which) impacts may occur in any individual’s life.




https://www.nspcc.org.uk/preventing-abuse/child-abuse-and-neglect/neglect/signs-symptoms-effects-neglect/


https://learning.nspcc.org.uk/research-resources/?topic=4586

https://www.actionforchildren.org.uk/what-we-do/policy-and-research/keeping-children-in-safe-and-loving-homes/

Sources: NSPCC/ NICE Guidelines/ Action for Children:




The Cardiff University, Department of Child Health and NSPCC have produced Core-Info leaflets on how neglect and emotional abuse affects children of different ages:







	Neglect threshold matrix:
	This matrix is a useful guide in terms of thinking where a family may sit on the Continuum of Need. However because a family may tick one box indicating level 4 it does not automatically mean it needs to be stepped up as the overall picture needs to be considered.





	Assessment of risk factors:
	Neglect is a factor in 60% of serious case reviews and is the most common form of child abuse. A child who’s neglected will often suffer from other forms of abuse as well. 

Neglect is a corrosive and significantly damaging form of child abuse. The signs of neglect may not be immediately obvious to the professional and are often part of a complex family picture that can on occasions be explained away or that simply overwhelm the professional. Sometimes symptoms can be masked by apparently good or warm care from the parent. The cumulative impact of a series of seemingly minor incidences can sometimes be lost but, when considered together, warrant a coordinated professional response. Parental needs can also potentially blind professionals to the impact of neglectful parenting on the child. Children who are in neglectful environments require the same robust and structured assessment process as children who are in other abusive situations.

Protecting children and young people involves professionals in the difficult task of analysing complex information about human behaviour and risk. It is rarely straightforward and responses should be based on robust assessment, sound professional judgement and where appropriate statutory guidance.

Most neglectful families have complex needs so interventions frequently involve different agencies. Practitioners' understandings of neglect, however, are often shaped by different professional backgrounds and can vary within and across different services. This can contribute to vital pieces of information being lost or not being effectively communicated across agencies. Consequently, an effective interagency approach to cases of neglect is essential. A chronology is essential to build the profile of neglect.

Effective assessments include evidence of:
· whether harm has occurred to the child (include the child's perspective/ lived experience; and potential long-term impact of neglect on each child)
· what caused that harm, and whether it can be attributable to the parent(s)
· what can be done about the situation and in particular, whether the parent(s) can change things sufficiently to ensure that the child is well cared for into the future (short versus long term)

Clearly document your concerns:
· Describe the child or young person that you see in front of you
· What is the impact on the child or young person?
· The on-going and future risks if nothing changes
· Verbatim what is said by child / young person/ parent
· Your observations around interaction between child/ young person and parent
· Define how you have explained your concerns to parents/carers including what needs to change and how this can be achieved

Risk factors vary and may include:
· child’s age (e.g. unborn babies; young children; adolescents)
· children with disabilities
· parental behaviours
· child’s environment



	Neglect assessment tools:
	The Graded Care Profile can be used to work with parents and carers to reduce neglect. The model was adopted not so much for its hierarchical nature but for its comprehensiveness. It is based on Maslow’s hierarchy of needs. There are four domains of care: physical; safety; affection/love; and esteem. 
https://www.westsussexscb.org.uk/professionals/neglect-and-abuse/graded-care-profile/

The Quality of Care Tool is based on a similar process to the Graded Care Profile. It is an assessment model that was specifically designed by Jane Wiffin with Hounslow Local Safeguarding Children’s Board to look at neglect, and help professionals and parents to focus on the key areas that need intervention. 

The model aims to:
· support social workers and other professionals to analyse neglectful parenting and the impact on actual care provided to the child
· enable parents to understand why change is needed and show more directly what those changes might look like
· enable workers to create more precise and focused plans to impact parents’ care and improve the day to day lives of their children

It supports open discussions with families, and enables a very clear baseline of current functioning to be taken. Focussed plans to address difficulties are easier to develop, and “rescoring” at key intervals enables all involved to measure progress objectively. This tool is used by a number of Local Authorities. 




The Neglect Identification and Measurement Tool (NIMT) aims to help workers across the range of universal services, such as health, education, and early years, to think in more detail about a family where they are concerned a child is experiencing neglect. The tool is based on a Signs of Safety approach and prompts professionals to consider the risks, strengths and protective factors around the family in relation to: the child’s developmental needs; parenting capacity; and family and environmental factors.
https://www.westsussexscb.org.uk/professionals/neglect-and-abuse/neglect-identification-and-measurement-tool/#

Home Environment Assessment Tool
This assessment is a very brief overview of whether there are concerns regarding the home environment and, if so, how many concerns there are. It can then be used to inform whether a more in depth assessment is required and will give an early indication of what interventions may be beneficial to the family. 

The scoring is binary: 0 if there are no concerns; 1 if there are concerns.

[bookmark: _MON_1615021069]
 

Action for Children Neglect Toolkit
This document provides guidance regarding neglect, as well as providing a comprehensive and easy to use assessment tool.  




DoH - The Family Pack of Questionnaires and Scales
Questionnaires and Scales included in the document: Strengths and Difficulties Questionnaire; The Parenting Daily Hassle Scale; Home Conditions Scale; Adult Wellbeing Scale; The Adolescent Wellbeing Scale; The Recent Life Events Questionnaire; The Family Activity Scale; and The Alcohol Scale.




 






Clutter Image Rating Tool




Attachment and Bonding Observation Checklist




Assessing Parental Capacity to Change
An assessment of capacity to change adds a time dimension and asks whether parents over a specified period of time and if provided with the right support are ready, willing and able to make the necessary changes to ensure their child’s well-being and safety.

Professionals need to:
· ensure they monitor change by having clear, observable goals by which to determine whether change has occurred
· understand that parents may be unwilling to recognise and address some aspects of their situation 
· recognise that parents with multiple problems may find the challenge of making changes overwhelming
· acknowledge that some parents may show an initial willingness to engage in the change process but fail to make changes that indicate a capacity to improve their parenting remember that willingness to work with a particular professional or participate in a particular programme should not be equated with capacity to change.
Source: Assessing parenting capacity, NSPCC 2014

Consideration should be given to the following:
· Does the parent demonstrate the skills and knowledge to care, protect, nurture, stimulate and provide boundaries for the child?
· Where a parent is vulnerable, for example, to mental health or learning difficulties, is the child, other adults, the community and the resources sufficiently present and robust to meet the needs of the child?
· Does the parent demonstrate understanding and genuine acceptance of the impact of their role in harming the child?
· Does the parent demonstrate an understanding of the child’s cognitive, emotional, behavioural response to being harmed?
· Does the parent have the ability to repair any damage they or the circumstances have caused to the child?
· Does the parent demonstrate genuine effective attunement with their child and “mind-mindedness” for their child? 
· Does the parent demonstrate a meaningful intention to change and have they engaged in the process of change? Is there both behavioural evidence (first order change) and psychological evidence (second order change)?
· Does the parent demonstrate an ability to have an open and transparent relationship with professionals?
· Are maladaptive behaviours that compromised parenting no longer in evidence, or sufficiently minimised (drug and alcohol, dysfunctional or violent relationships, mental health)?
· Has the parent addressed their own developmental trauma, or is there evidence of the development of a consistent narrative about past trauma?
· Have practical issues that undermine the quality of parenting been addressed, such as housing, financial circumstances, employment and education for the parent and the child, and is community support sufficient?
· Are the protective factors understood and assessed as being genuinely sufficient to mitigate future risk?

In addition, it is important to evaluate service factors, for example:
· Have appropriate interventions been offered or trialled with the family?
· Have goals been set conjointly with the parent where possible?
· Were the goals specific, realistic and time-limited with appropriate methods of assessing change?

The attached document offers some guidelines on what can be considered as part of the assessment of parental capacity to change.





	Direct work tools:
	This section provides direct work tools and links to resources that will give you some ideas that may help you to develop positive relationships with the children and young people you work with. They are not specific to neglect but will help you to gain understanding of children’s wishes and feelings, their lived experiences, and ensure that the voice of the child remains central to your work.

Signs of Safety:
The importance of involving children in their assessments and plans and ensuring they have a voice cannot be overstated. The Three Houses and the Wizard and Fairy tools give a way of eliciting the child’s view on 3 key areas :-
1.	What are you worried about?
2.	What’s working well?
3.	What needs to happen?

https://www.westsussex.gov.uk/media/3181/signs_of_safety_three_houses.pdf
You can explore the same three questions using the drawing of a fairy with a magic wand or a wizard figure.

The signs of safety model and direct work tools (from page 31)are explained in detail in the attached workbook:



Social Workers Toolbox:
http://www.socialworkerstoolbox.com/all-about-me-worksheets-gaining-wishes-16-pages/

http://www.socialworkerstoolbox.com/say-way-40-worksheets-facilitating-childrens-participation-assessment/

CAFCASS Resources:
https://www.cafcass.gov.uk/grown-ups/professionals/resources-for-professionals/

Children’s Society:
https://www.childrenssociety.org.uk/substance-misuse-domestic-violence/substance-misuse/practice-resources/worksheets

Worksheets:
There are a range of worksheets developed by the Children's Involvement Team, to aid direct work with children and young people. The worksheets are focussed on children's wishes and feelings.

http://www.sheffkids.co.uk/adultssite/pages/communicrateworksheets.html
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 Multi-agency Neglect Strategy 

Practitioners have told us that improving outcomes for children experiencing neglect is difficult, and as a partnership we need to help you work together more effectively.

 

Agencies across the partnership have worked together to produce a Neglect strategy which sets out how we will all work together to identify, assess and tackle neglect in West Sussex.  



The strategy includes an agreement that all agencies will:

· use the same four categories when working with neglect in order to build a common language



· apply the same key principles to our work with neglect



· Review the tools, guidance and training available on an annual basis to ensure they are fit for purpose



What does this mean for you?

                                                                   

· All practitioners working with children and families are asked to familiarise themselves with the Howe four categories of neglect and use them in their work and communication around children 



· All practitioners are asked to reflect on the 11 best practice approaches and consider how they can apply them to their work





How do I get involved?

We want your help in reviewing the tools, guidance, and training available. 

· Complete the neglect practice survey which will be sent to you shortly

· Work directly with the WSSCB to make improvements by joining our practitioner working groups

If you want to be involved in the work to improve tools and guidance please contact the WSSCB Business Team here 



How do I find out more?

To read the Neglect Strategy in full click here



 The Howe four types of neglect 

Emotional Neglect

· This ranges from the child being ignored to being completely rejected

· There is persistent ill treatment of the child

· The child feels worthless and inadequate

· Families may keep the child silent, scapegoat the child or, withhold affection or emotion and may not do things for the child

Depressed/Passive Neglect

· Parents or carers are unmotivated or do not understand the child’s needs

· Parents or carers do not believe that anything can change and feel passive and helpless

· Frequently there is a failure to meet the child’s emotional and physical needs

· This may sometimes be due to parental mental health issues













Disorganised Neglect

· This ranges from inconsistent parenting to chaotic parenting

· Families are frequently coming into contact with services and are often characterised as “problem families” or “crisis ridden” families

· There is often little hostility towards professionals and a willingness to engage

· Frequent change in family life

· Parents’ feelings dominate behaviour

· Children display demanding or attention seeking behaviour

Severe Deprivation Neglect

· This can range from a child being left to cry to a child being left to die

· The children and their home can be dirty and smelly

· Children can be completely deprived of love, stimulation, emotional warmth, or completely ignored

· Children can be left unattended or let out inappropriately by themselves

· In the most extreme cases prognosis is usually poor.

















11 Best practice approaches



· Take a long term view; think about the family now, in the past and in the future

· Address underlying causes; including the impact of neglect on adolescents

· Hold the child at the centre; challenge and change how we work if the child needs you to

· Hear the child; seek to understand their lived experience

· Know the children we work with across our diverse community 

· Consider a range of interventions; tailor the response to the family

· Whole system approach; consider the impact of parental issues on children

· Promote best practice; challenge and escalate concerns about drift and delay 

· Support early help approaches

· Collaborate; use best practice in information sharing

· Escalation; Championing the child and challenging decisions that won’t improve outcomes
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Indicators of Actual Neglect/Impact of Neglect



		Infants 0 – 3



		

Physical 



		

Development 

		

Behaviour



		· Faltering growth / weight / height / head circumference due to inadequate diet

· Obesity

· Recurrent, persistent infections

· Delayed treatment of childhood illnesses due to late presentation

· Due to poor supervision increased injuries and frequent attendances to GP and A&E

· Cold injuries

· Poor management of health conditions including failure to present for health appointments and not administering prescribed medication

· Poor standard of hygiene that affects the child’s health and presentation

		· Alterations in the body’s stress response

· Late attainment of developmental milestones

· Decreased language function

· Delayed/declining cognitive development

		· Alterations in the body’s stress response

· Attachment disorders, anxious, avoidance, difficult to console

· Lack of social responsiveness

· Frozen watchfulness

· Little or no distress when separated from carer







		3 – 5 years



		

Physical 

		

Development 

		

Behaviour





		· Faltering growth/weight and height affected

· Obesity

· Unkempt and dirty/poor hygiene

· Repeated accidents at home

· Recurrent, persistent minor infections

· Delayed treatment of childhood illnesses due to late presentation

· Due to poor supervision increased injuries and frequent attendances to GP and A&E

· Cold injuries

· Poor management of health conditions including failure to present for health appointments and not administering prescribed medication 

· Poor standard of hygiene that affects the child’s health and presentation

		· Language delay, attention span limited

· Socio-emotional immaturity

· Delayed/declining cognitive development

· Low achievement in school

· Poor problem solving skills

		· Overactive, aggressive and impulsive

· Indiscriminate friendliness.

· Seeks physical contact from strangers

· Low confidence

· Low self-esteem

· Withdrawal/difficulty in making friends

· Acting out / aggression / impulsivity







		5 – 17 years



		

Physical 

		

Development 

		

Behaviour





		· Poor hygiene, poor general health

· Faltering growth / weight / height / head circumference due to inadequate diet/ emotional harm 

· Obesity

· Recurrent, persistent minor infections

· Delayed treatment of childhood illnesses due to late presentation

· Due to poor supervision increased injuries and frequent attendances to GP and A&E

· Cold injuries

· Poor management of health conditions including failure to present for health appointments and not administering prescribed medication

· Poor standard of hygiene that affects the child’s health and presentation

· Unkempt appearance 

· Delayed puberty

· Substance misuse and addiction

· Suicide attempts

· Self-harm injuries.

· Sexually transmitted diseases

· Pregnancy

		· Mild to moderate learning difficulties 

· Low self-esteem 

· Socio emotional immaturity 

· Poor attention

· Poor problem solving skills

· Low achievement in school

· Poor coping abilities

		· Disordered or few relationships

· Self-injurious behaviour 

· Soiling, wetting

· Conduct disorders, aggressive, destructive, withdrawn

· Poor/erratic attendance in school. Missing from school

· Depression and anxiety 

· Missing from home

· Anti-social behaviour 

· Substance misuse and addiction

· Social withdrawal, social isolation

· Conflict and hostility in relationships

· Negative – self representations

· Acting out / aggression / impulsivity

· Unpredictable and unprovoked violent outbursts

· Child sexual exploitation 

· Harmful sexual behaviour 

· Risk facing behaviour 

· Low self esteem
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Children’s Bureau/ACYF/ACF/HHS
800.394.3366  |  Email: info@childwelfare.gov  |  https://www.childwelfare.gov


ISSUE BRIEF
April 2015


Understanding the 
Effects of Maltreatment 
on Brain Development


WHAT’S INSIDE


How the brain develops


Effects of maltreatment 
on brain development


Implications for 
practice and policy


Summary


Additional resources


References


In recent years, there has been a surge 
of research into early brain development. 
Neuroimaging technologies, such as magnetic 
resonance imaging (MRI), provide increased 
insight about how the brain develops and how 
early experiences affect that development.


One area that has been receiving increasing 
research attention involves the effects of 
abuse and neglect on the developing brain, 
especially during infancy and early childhood. 
Much of this research is providing biological 
explanations for what practitioners have 
long been describing in psychological, 
emotional, and behavioral terms. There 
is now scientific evidence of altered brain 
functioning as a result of early abuse and 
neglect. This emerging body of knowledge 
has many implications for the prevention 
and treatment of child abuse and neglect.
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This issue brief provides basic information on 
typical brain development and the potential effects 
of abuse and neglect on that development. The 
information is designed to help professionals 
understand the emotional, mental, and behavioral 
impact of early abuse and neglect in children who 
come to the attention of the child welfare system.


How the Brain Develops


What we have learned about the process of brain 
development helps us understand more about the 
roles both genetics and the environment play in our 
development. It appears that genetics predispose us to
develop in certain ways, but our experiences, including 
our interactions with other people, have a significant 
impact on how our predispositions are expressed. 
In fact, research now shows that many capacities 
thought to be fixed at birth are actually dependent on 
a sequence of experiences combined with heredity. 
Both factors are essential for optimum development 
of the human brain (Shonkoff & Phillips, 2000). 


Early Brain Development


The raw material of the brain is the nerve cell, called 
the neuron. During fetal development, neurons are 
created and migrate to form the various parts of the 
brain. As neurons migrate, they also differentiate, or 
specialize, to govern specific functions in the body 
in response to chemical signals (Perry, 2002). This 
process of development occurs sequentially from 
the “bottom up,” that is, from areas of the brain 
controlling the most primitive functions of the body 
(e.g., heart rate, breathing) to the most sophisticated 
functions (e.g., complex thought) (Perry, 2000a). 


The first areas of the brain to fully develop are the 
brainstem and midbrain; they govern the bodily functions 
necessary for life, called the autonomic functions. 
At birth, these lower portions of the nervous system 
are very well developed, whereas the higher regions 
(the limbic system and cerebral cortex) are still rather 
primitive. Higher function brain regions involved in 
regulating emotions, language, and abstract thought 


grow rapidly in the first 3 years of life (ZERO TO 
THREE, 2012). (See Exhibit 1 for more information.)


Exhibit 1 – Functions of Brain Regions 


 


Lower 
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Concrete Thought 
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Attachment 


Sexual Behavior 
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Motor Regulation 
Arousal 
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Sleep 


Blood Pressure 
Heart Rate 


Bruce D. Perry, M.D., Ph.D. 
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Cortex 


Limbic 


Midbrain 


Brainstem 


The Growing Child’s Brain


Brain development, or learning, is actually the process 
of creating, strengthening, and discarding connections 
among the neurons; these connections are called 
synapses. Synapses organize the brain by forming 
pathways that connect the parts of the brain governing 
everything we do—from breathing and sleeping to 
thinking and feeling. This is the essence of postnatal 
brain development, because at birth, very few synapses 
have been formed. The synapses present at birth 
are primarily those that govern our bodily functions 
such as heart rate, breathing, eating, and sleeping. 


The development of synapses occurs at an astounding 
rate during a child’s early years in response to that child’s 
experiences. At its peak, the cerebral cortex of a healthy 
toddler may create 2 million synapses per second (ZERO 
TO THREE, 2012). By the time children are 2 years old, 
their brains have approximately 100 trillion synapses, 
many more than they will ever need. Based on the 
child’s experiences, some synapses are strengthened 
and remain intact, but many are gradually discarded. 
This process of synapse elimination—or pruning—is 
a normal part of development (Shonkoff & Phillips, 
2000). By the time children reach adolescence, about 
half of their synapses have been discarded, leaving the 
number they will have for most of the rest of their lives. 
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Another important process that takes place in the 
developing brain is myelination. Myelin is the white fatty 
tissue that forms a sheath to insulate mature brain cells, 
thus ensuring clear transmission of neurotransmitters 
across synapses. Young children process information 
slowly because their brain cells lack the myelin 
necessary for fast, clear nerve impulse transmission 
(ZERO TO THREE, 2012). Like other neuronal growth 
processes, myelination begins in the primary motor 
and sensory areas (the brain stem and cortex) and 
gradually progresses to the higher-order regions that 
control thought, memories, and feelings. Also, like other 
neuronal growth processes, a child’s experiences affect 
the rate and growth of myelination, which continues 
into young adulthood (Shonkoff & Phillips, 2000).  


By 3 years of age, a baby’s brain has reached almost 
90 percent of its adult size. The growth in each 
region of the brain largely depends on receiving 
stimulation, which spurs activity in that region. This 
stimulation provides the foundation for learning.


Adolescent Brain Development


Studies using MRI techniques show that the brain 
continues to grow and develop into young adulthood (at 
least to the midtwenties). White matter, or brain tissue, 
volume has been shown to increase in adults as old as 32 
(Lebel & Beaulieu, 2011). Right before puberty, adolescent 
brains experience a growth spurt that occurs mainly in 
the frontal lobe, which is the area that governs planning, 
impulse control, and reasoning. During the teenage 
years, the brain goes through a process of pruning 
synapses—somewhat like the infant and toddler brain—
and also sees an increase in white matter and changes to 
neurotransmitter systems (Konrad, Firk, & Uhlhaas, 2013). 
As the teenager grows into young adulthood, the brain 
develops more myelin to insulate the nerve fibers and 
speed neural processing, and this myelination occurs last 
in the frontal lobe. MRI comparisons between the brains 
of teenagers and the brains of young adults have shown 
that most of the brain areas were the same—that is, the 
teenage brain had reached maturity in the areas that 
govern such abilities as speech and sensory capabilities. 


The major difference was the immaturity of the teenage 
brain in the frontal lobe and in the myelination of that 
area (National Institute of Mental Health, 2001).


Normal puberty and adolescence lead to the 
maturation of a physical body, but the brain lags 
behind in development, especially in the areas that 
allow teenagers to reason and think logically. Most 
teenagers act impulsively at times, using a lower area 
of their brains—their “gut reaction”—because their 
frontal lobes are not yet mature. Impulsive behavior, 
poor decisions, and increased risk-taking are all part 
of the normal teenage experience. Another change 
that happens during adolescence is the growth and 
transformation of the limbic system, which is responsible 
for our emotions. Teenagers may rely on their more 
primitive limbic system in interpreting emotions and 
reacting since they lack the more mature cortex that 
can override the limbic response (Chamberlain, 2009).


Plasticity—The Influence of Environment


Researchers use the term plasticity to describe the brain’s 
ability to change in response to repeated stimulation. 
The extent of a brain’s plasticity is dependent on the 
stage of development and the particular brain system 
or region affected (Perry, 2006). For instance, the lower 
parts of the brain, which control basic functions such 
as breathing and heart rate, are less flexible, or plastic, 
than the higher functioning cortex, which controls 
thoughts and feelings. While cortex plasticity decreases 
as a child gets older, some degree of plasticity remains. 
In fact, this brain plasticity is what allows us to keep 
learning into adulthood and throughout our lives.


The developing brain’s ongoing adaptations are the 
result of both genetics and experience. Our brains 
prepare us to expect certain experiences by forming 
the pathways needed to respond to those experiences. 
For example, our brains are “wired” to respond to the 
sound of speech; when babies hear people speaking, 
the neural systems in their brains responsible for speech 
and language receive the necessary stimulation to 
organize and function (Perry, 2006). The more babies are 


This material may be freely reproduced and distributed. However, when doing so, please credit Child Welfare Information 
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exposed to people speaking, the stronger their related 
synapses become. If the appropriate exposure does 
not happen, the pathways developed in anticipation 
may be discarded. This is sometimes referred to as the 
concept of “use it or lose it.” It is through these processes 
of creating, strengthening, and discarding synapses 
that our brains adapt to our unique environment. 


The ability to adapt to our environment is a part of normal 
development. Children growing up in cold climates, 
on rural farms, or in large sibling groups learn how to 
function in those environments. Regardless of the general 
environment, though, all children need stimulation 
and nurturance for healthy development. If these are 
lacking (e.g., if a child’s caretakers are indifferent, hostile, 
depressed, or cognitively impaired), the child’s brain 
development may be impaired. Because the brain adapts 
to its environment, it will adapt to a negative environment 
just as readily as it will adapt to a positive one. 


Sensitive Periods


Researchers believe that there are sensitive periods 
for development of certain capabilities. These refer to 
windows of time in the developmental process when 
certain parts of the brain may be most susceptible to 
particular experiences. Animal studies have shed light 
on sensitive periods, showing, for example, that animals 
that are artificially blinded during the sensitive period for 
developing vision may never develop the capability to 
see, even if the blinding mechanism is later removed.


It is more difficult to study human sensitive periods, but 
we know that, if certain synapses and neuronal pathways 
are not repeatedly activated, they may be discarded, 
and their capabilities may diminish. For example, infants 
have a genetic predisposition to form strong attachments 
to their primary caregivers, but they may not be able to 
achieve strong attachments, or trusting, durable bonds 
if they are in a severely neglectful situation with little 
one-on-one caregiver contact. Children from Romanian 
institutions who had been severely neglected had a much 
better attachment response if they were placed in foster 
care—and thus received more stable parenting—before 


they were 24 months old (Smyke, Zeanah, Fox, Nelson, 
& Guthrie, 2010). This indicates that there is a sensitive 
period for attachment, but it is likely that there is a 
general sensitive period rather than a true cut-off point for 
recovery (Zeanah, Gunnar, McCall, Kreppner, & Fox, 2011).


While sensitive periods exist for development and 
learning, we also know that the plasticity of the brain 
often allows children to recover from missing certain 
experiences. Both children and adults may be able 
to make up for missed experiences later in life, but 
it is likely to be more difficult. This is especially true 
if a young child was deprived of certain stimulation, 
which resulted in the pruning of synapses (neuronal 
connections) relevant to that stimulation and the loss of 
neuronal pathways. As children progress through each 
developmental stage, they will learn and master each 
step more easily if their brains have built an efficient 
network of pathways to support optimal functioning.


Memories


The organizing framework for children’s development 
is based on the creation of memories. When repeated 
experiences strengthen a neuronal pathway, the pathway 
becomes encoded, and it eventually becomes a memory. 
Children learn to put one foot in front of the other to 
walk. They learn words to express themselves. And they 
learn that a smile usually brings a smile in return. At some 
point, they no longer have to think much about these 
processes—their brains manage these experiences 
with little effort because the memories that have been 
created allow for a smooth, efficient flow of information. 


The creation of memories is part of our adaptation to our 
environment. Our brains attempt to understand the world 
around us and fashion our interactions with that world in a 
way that promotes our survival and, hopefully, our growth, 
but if the early environment is abusive or neglectful, our 
brains may create memories of these experiences that 
adversely color our view of the world throughout our life.


Babies are born with the capacity for implicit memory, 
which means that they can perceive their environment 
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and recall it in certain unconscious ways (Applegate 
& Shapiro, 2005). For instance, they recognize their 
mother’s voice from an unconscious memory. These 
early implicit memories may have a significant impact 
on a child’s subsequent attachment relationships.


In contrast, explicit memory, which develops around 
age 2, refers to conscious memories and is tied to 
language development. Explicit memory allows children 
to talk about themselves in the past and future or in 
different places or circumstances through the process 
of conscious recollection (Applegate & Shapiro, 2005). 


Sometimes, children who have been abused or suffered 
other trauma may not retain or be able to access explicit 
memories of their experiences; however, they may retain 
implicit memories of the physical or emotional sensations, 
and these implicit memories may produce flashbacks, 
nightmares, or other uncontrollable reactions (Applegate 
& Shapiro, 2005). This may be the case with very young 
children or infants who suffer abuse or neglect.


Responding to Stress


We all experience different types of stress throughout 
our lives. The type of stress and the timing of that stress 
determine whether and how there is an impact on the 
brain. The National Scientific Council on the Developing 
Child (2014) outlines three classifications of stress:


 


 


 


� Positive stress is moderate, brief, and generally a 
normal part of life (e.g., entering a new child care 
setting). Learning to adjust to this type of stress is an 
essential component of healthy development.  


� Tolerable stress includes events that have the 
potential to alter the developing brain negatively, but 
which occur infrequently and give the brain time to 
recover (e.g., the death of a loved one).


� Toxic stress includes strong, frequent, and prolonged 
activation of the body’s stress response system (e.g., 
chronic neglect).


Healthy responses to typical life stressors (i.e., positive 
and tolerable stress events) are very complex and may 


change depending on individual and environmental 
characteristics, such as genetics, the presence of a 
sensitive and responsive caregiver, and past experiences. 
A healthy stress response involves a variety of hormone 
and neurochemical systems throughout the body, 
including the sympathetic-adrenomedullary (SAM) system, 
which produces adrenaline, and the hypothalamic-
pituitary-adrenocortical (HPA) system, which produces 
cortisol (National Council on the Developing Child, 2014). 
Increases in adrenaline help the body engage energy 
stores and alter blood flow. Increases in cortisol also help 
the body engage energy stores and also can enhance 
certain types of memory and activate immune responses. 
In a healthy stress response, the hormonal levels will 
return to normal after the stressful experience has passed.


Effects of Maltreatment on 
Brain Development


Just as positive experiences can assist with healthy 
brain development, children’s experiences with child 
maltreatment or other forms of toxic stress, such as 
domestic violence or disasters, can negatively affect brain 
development. This includes changes to the structure 
and chemical activity of the brain (e.g., decreased size 
or connectivity in some parts of the brain) and in the 
emotional and behavioral functioning of the child (e.g., 
over-sensitivity to stressful situations). For example, 
healthy brain development includes situations in which 
babies’ babbles, gestures, or cries bring reliable, 
appropriate reactions from their caregivers. These 
caregiver-child interactions—sometimes referred to 
as “serve and return”—strengthen babies’ neuronal 
pathways regarding social interactions and how to get 
their needs met, both physically and emotionally. If 
children live in a chaotic or threatening world, one in 
which their caregivers respond with abuse or chronically 
provide no response, their brains may become hyperalert 
for danger or not fully develop. These neuronal pathways 
that are developed and strengthened under negative 
conditions prepare children to cope in that negative 
environment, and their ability to respond to nurturing and 
kindness may be impaired (Shonkoff & Phillips, 2000). 
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The specific effects of maltreatment may depend 
on such factors as the age of the child at the time 
of the maltreatment, whether the maltreatment was 
a one-time incident or chronic, the identity of the 
abuser (e.g., parent or other adult), whether the child 
had a dependable nurturing individual in his or her 
life, the type and severity of the maltreatment, the 
intervention, how long the maltreatment lasted, and 
other individual and environmental characteristics. 


Effects of Maltreatment on Brain 
Structure and Activity


Toxic stress, including child maltreatment, can have 
a variety of negative effects on children’s brains:


 


 


 


 


� Hippocampus: Adults who were maltreated may 
have reduced volume in the hippocampus, which is 
central to learning and memory (McCrory, De Brito, & 
Viding, 2010; Wilson, Hansen, & Li, 2011). Toxic stress 
also can reduce the hippocampus’s capacity to bring 
cortisol levels back to normal after a stressful event has 
occurred (Shonkoff, 2012). 


� Corpus callosum: Maltreated children and 
adolescents tend to have decreased volume in the 
corpus callosum, which is the largest white matter 
structure in the brain and is responsible for inter-
hemispheric communication and other processes (e.g., 
arousal, emotion, higher cognitive abilities) (McCrory, 
De Brito, & Viding, 2010; Wilson, Hansen, & Li, 2011).


� Cerebellum: Maltreated children and adolescents 
tend to have decreased volume in the cerebellum, 
which helps coordinate motor behavior and executive 
functioning (McCrory, De Brito, & Viding, 2010). 


� Prefrontal cortex: Some studies on adolescents 
and adults who were severely neglected as children 
indicate they have a smaller prefrontal cortex, which is 
critical to behavior, cognition, and emotion regulation 
(National Scientific Council on the Developing Child, 
2012), but other studies show no differences (McCrory, 
De Brito, & Viding, 2010). Physically abused children 
also may have reduced volume in the orbitofrontal 
cortex, a part of the prefrontal cortex that is central to 
emotion and social regulation (Hanson et al., 2010). 


� Amygdala: Although most studies have found that 
amygdala volume is not affected by maltreatment, 
abuse and neglect can cause overactivity in that area 
of the brain, which helps determine whether a stimulus 
is threatening and trigger emotional responses 
(National Scientific Council on the Developing Child, 
2010b; Shonkoff, 2012).


� Cortisol levels: Many maltreated children, both in 
institutional and family settings, and especially those 
who experienced severe neglect, tend to have lower 
than normal morning cortisol levels coupled with 
flatter release levels throughout the day (Bruce, Fisher, 
Pears, & Levine, 2009; National Scientific Council on 
the Developing Child, 2012). (Typically, children have 
a sharp increase in cortisol in the morning followed 
by a steady decrease throughout the day.) On the 
other hand, children in foster care who experienced 
severe emotional maltreatment had higher than 
normal morning cortisol levels. These results may 
be due to the body reacting differently to different 
stressors. Abnormal cortisol levels can have many 
negative effects. Lower cortisol levels can lead to 
decreased energy resources, which could affect 
learning and socialization; externalizing disorders; 
and increased vulnerability to autoimmune disorders 
(Bruce, Fisher, Pears, & Levine, 2009). Higher cortisol 
levels could harm cognitive processes, subdue immune 
and inflammatory reactions, or heighten the risk for 
affective disorders.


� Other: Children who experienced severe neglect 
early in life while in institutional settings often have 
decreased electrical activity in their brains, decreased 
brain metabolism, and poorer connections between 
areas of the brain that are key to integrating complex 
information (National Scientific Council on the 
Developing Child, 2012). These children also may 
continue to have abnormal patterns of adrenaline 
activity years after being adopted from institutional 
settings. Additionally, malnutrition, a form of neglect, 
can impair both brain development (e.g., slowing the 
growth of neurons, axons, and synapses) and function 
(e.g., neurotransmitter syntheses, the maintenance of 
brain tissue) (Prado & Dewey, 2012).
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Exhibit 2 provides an illustration of these brain areas.


Exhibit 2—Brain Diagram


Credit: Tapert, S. F., Caldwell, L., & Burke, C. (2004/2005).
Alcohol and the adolescent brain: Human studies. 
Alcohol Research & Health, 28(4), 205–212.


We also know that some cases of physical abuse can 
cause immediate direct structural damage to a child’s 
brain. For example, according to the National Center 
on Shaken Baby Syndrome (n.d.), shaking a child can 
destroy brain tissue and tear blood vessels. In the short-
term, this can lead to seizures, loss of consciousness, 
or even death. In the long-term, shaking can damage 
the fragile brain so that a child develops a range of 
sensory impairments, as well as cognitive, learning, 
and behavioral disabilities. Other types of head injuries 
caused by physical abuse can have similar effects.


Epigenetics


A burgeoning field of research related to brain 
development is epigenetics. Epigenetics refers 
to alterations to the genes that do not include 
structural changes to the DNA nucleotide 
sequence (Orr & Kaufman, 2014). An epigenetic 
modification occurs when chemical “signatures” 
attach themselves to genes, which, in turn, helps 
determine how the genes are expressed (i.e., 
whether they are turned on or off). These changes 
can affect the expression of genes in brain cells, 
may be permanent or temporary, and can be 
inherited by the person’s offspring (National 
Scientific Council on the Developing Child, 2010a). 
The chemical experiences are initiated by life 
experiences, both positive and negative, as well as 
nutrition and exposure to toxins or drugs (National 
Scientific Council on the Developing Child, 2010a). 


Although the field of epigenetics is still in its infancy, 
studies have indicated that child maltreatment 
can cause epigenetic modifications in victims. In 
one study of individuals with posttraumatic stress 
disorder (PTSD), those who had been maltreated 
as children exhibited more epigenetic changes 
in genes associated with central nervous system 
development and immune system regulation than 
nonmaltreated individuals with PTSD (Mehta et 
al., 2013). Furthermore, the findings indicated 
that the maltreated individuals had up to 12 times 
more epigenetic changes than nonmaltreated 
individuals, which may mean that maltreated 
individuals may experience PTSD uniquely and 
may require different types of treatment than 
other groups with PTSD. Another study found 
decreased hippocampal glucocorticoid receptor 
expression, which affects HPA activity, in suicide 
victims with histories of child abuse compared to 
nonabused suicide victims (McGowan et al., 2009).


Credit: Tapert, S. F., Caldwell, L., & Burke, C. (2004/2005). Alcohol and the adolescent 
brain: Human studies, Alcohol Research & Health, 28(4), 205–212.
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Effects of Maltreatment on Behavioral, 
Social, and Emotional Functioning


The changes in brain structure and chemical 
activity caused by child maltreatment can have a 
wide variety of effects on children’s behavioral, 
social, and emotional functioning.


Persistent Fear Response. Chronic stress or repeated 
trauma can result in a number of biological reactions, 
including a persistent fear state (National Scientific 
Council on the Developing Child, 2010b). Chronic 
activation of the neuronal pathways involved in the fear 
response can create permanent memories that shape the 
hild’s perception of and response to the environment. 
While this adaptation may be necessary for survival 
in a hostile world, it can become a way of life that is 
difficult to change, even if the environment improves. 
Children with a persistent fear response may lose their 
ability to differentiate between danger and safety, and 
they may identify a threat in a nonthreatening situation 
(National Scientific Council on the Developing Child, 
2010b). For example, a child who has been maltreated 
may associate the fear caused by a specific person or 
place with similar people or places that pose no threat. 
This generalized fear response may be the foundation 
of future anxiety disorders, such as PTSD (National 
Scientific Council on the Developing Child, 2010b).


Hyperarousal. When children are exposed to chronic, 
traumatic stress, their brains sensitize the pathways for 
the fear response and create memories that automatically 
trigger that response without conscious thought. This 
is called hyperarousal. These children may be highly 
sensitive to nonverbal cues, such as eye contact or 
a touch on the arm, and they may be more likely to 
misinterpret them (National Scientific Council on the 
Developing Child, 2010b). Consumed with a need to 
monitor nonverbal cues for threats, their brains are 
less able to interpret and respond to verbal cues, even 
when they are in an environment typically considered 
nonthreatening, like a classroom. While these children 
are often labeled as learning disabled, the reality is that 
their brains have developed so that they are constantly 


on alert and are unable to achieve the relative calm 
necessary for learning (Child Trauma Academy, n.d.).


Increased Internalizing Symptoms. Child maltreatment 
can lead to structural and chemical changes in the areas 
of the brain involved in emotion and stress regulation 
(National Scientific Council on the Developing Child, 
2010b). For example, maltreatment can affect connectivity 
between the amygdala and hippocampus, which can 
then initiate the development of anxiety and depression 
by late adolescence (Herringa et al., 2013). Additionally, 
early emotional abuse or severe deprivation may 
permanently alter the brain’s ability to use serotonin, 
a neurotransmitter that helps produce feelings of 
well-being and emotional stability (Healy, 2004).


Diminished Executive Functioning. Executive 
functioning generally includes three components: 
working memory (being able to keep and use information 
over a short period of time), inhibitory control (filtering 
thoughts and impulses), and cognitive or mental 
flexibility (adjusting to changed demands, priorities, 
or perspectives) (National Scientific Council on the 
Developing Child, 2011). The structural and neurochemical 
damage caused by maltreatment can create deficits in 
all areas of executive functioning, even at an early age 
(Hostinar, Stellern, Schaefer, Carlson, & Gunnar, 2012; 
National Scientific Council on the Developing Child, 2011). 
Executive functioning skills help people achieve academic 
and career success, bolster social interactions, and assist 
in everyday activities. The brain alterations caused by 
a toxic stress response can result in lower academic 
achievement, intellectual impairment, decreased IQ, and 
weakened ability to maintain attention (Wilson, 2011).


Delayed Developmental Milestones. Although neglect 
often is thought of as a failure to meet a child’s physical 
needs for food, shelter, and safety, neglect also can be 
a failure to meet a child’s cognitive, emotional, or social 
needs. For children to master developmental tasks in 
these areas, they need opportunities and encouragement 
from their caregivers. If this stimulation is lacking during 
children’s early years, the weak neuronal pathways that 
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developed in expectation of these experiences may 
wither and die, and the children may not achieve the 
usual developmental milestones. For example, babies 
need to experience face-to-face baby talk and hear 
countless repetitions of sounds in order to build the brain 
circuitry that will enable them to start making sounds 
and eventually say words. If babies’ sounds are ignored 
repeatedly when they begin to babble at around 6 
months, their language may be delayed. In fact, neglected 
children often do not show the rapid growth that normally 
occurs in language development at 18–24 months 
(Scannapieco, 2008). These types of delays may extend to 
all types of normal development for neglected children, 
including their cognitive-behavioral, socio-emotional, 
and physical development (Scannapieco, 2008).


Weakened Response to Positive Feedback. Children 
who have been maltreated may be less responsive to 
positive stimuli than nonmaltreated children. A study 
of young adults who had been maltreated found 
that they rated monetary rewards less positively than 
their peers and demonstrated a weaker response to 
reward cues in the basal ganglia areas of the brain 
responsible for reward processing (Dillon et al., 2009).   


Complicated Social Interactions. Toxic stress can 
alter brain development in ways that make interaction 
with others more difficult. Children or youth with toxic 
stress may find it more challenging to navigate social 
situations and adapt to changing social contexts 
(Hanson et al., 2010). They may perceive threats in 
safe situations more frequently and react accordingly, 
and they may have more difficulty interacting with 
others (National Scientific Council on the Developing 
Child, 2010b). For example, a maltreated child may 
misinterpret a peer’s neutral facial expression as anger, 
which may cause the maltreated child to become 
aggressive or overly defensive toward the peer.  


Impact of Maltreatment 
on Adolescents


The effects of maltreatment can continue to 
influence brain development and activity into 
adolescence and adulthood. These effects may 
be caused by the cumulative effects of abuse or 
neglect throughout their lives or by maltreatment 
newly experienced as an adolescent.


Most teens act impulsively at times, but for teens 
who have been maltreated, this impulsive behavior 
may be even more apparent. Often, these youth 
have developed brains that focus on survival, 
at the expense of the more advanced thinking 
that happens in the brain’s cortex (Chamberlain, 
2009). An underdeveloped cortex can lead to 
increased impulsive behavior, as well as difficulties 
with tasks that require higher-level thinking and 
feeling. These teens may show delays in school 
and in social skills as well (Chamberlain, 2009). 
They may be more drawn to taking risks, and they 
may have more opportunities to experiment with 
drugs and crime if they live in environments that 
put them at increased risk for these behaviors. 
Maltreatment as a younger child can have 
longitudinal negative effects on brain development 
during adolescence. Adolescents with a history 
of childhood maltreatment can have decreased 
levels of growth in the hippocampus and amygdala 
compared to nonmaltreated adolescents (Whittle 
et al., 2013). Adolescents also may experience 
the effects highlighted in the previous section.
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Implications for Practice and Policy


The knowledge we gained from research examining the 
effects of maltreatment on brain development can be 
helpful in many ways. With this information we are better 
able to understand what is happening within the brains 
of children who have been abused and neglected. In 
fact, much of this research is providing concrete/scientific 
evidence for what professionals and caregivers have long 
described in behavioral, emotional, and psychological 
terms. We also now know that children who were reared 
in severely stressful environments can see positive 
effects on brain development and functioning when 
their living environments improve. For example, children 
who lived in Romanian institutions and then moved into 
foster care settings had larger total volumes in cortical 
white matter and the posterior corpus callosum than 
children who remained in institutional care (though 
these volumes were smaller than never-institutionalized 
children) (Sheridan, Fox, Zeanah, McLaughlin, & Nelson, 


2012). We can use this information to improve our systems 
of care and to strengthen our prevention efforts.


The Role of the Child Welfare System


While the goal of the child welfare system is to protect 
children, many child welfare interventions—such as 
investigation, appearance in court, removal from home, 
placement in a foster home, etc.—may actually reinforce 
the child’s view that the world is unknown, uncontrollable,
and frightening. A number of trends in child welfare 
may help provide a more caring view of the world to 
an abused or neglected child. These trends include:


 


 


 


 


� Trauma-informed care


� Family-centered practice and case planning, including 
parent-child interaction therapy


� Individualized services for children and families


� The growth of child advocacy centers, where children 
can be interviewed and assessed and receive services 
in a child-friendly environment 


� The use of differential response to ensure children’s 
safety while providing nonadversarial support to 
families in low-risk cases


� The promotion of evidence-based practices


Federal Focus on Trauma-
Informed Care


More child welfare agencies are using a trauma-
informed approach to serve children and families. 
They are considering the impact of traumatic 
events, such as maltreatment, domestic violence, 
being separated from loved ones, and the 
effects of poverty, on children and families and 
incorporating practices that acknowledge the 
effects of current and intergenerational trauma. 
During the past decade, the U.S. Department of 
Health and Human Services (HHS) has emphasized 
the use of trauma-informed care by agencies 
and professionals. It funded grants focusing on 
this approach, such as the Promoting Well-Being 
and Adoption After Trauma cluster (2013) and 
the Integrating Trauma-Informed and Trauma-
Focused Practice in Child Protective Service (CPS) 
Delivery cluster (2011). (For more information 
about the latter cluster, view the related 
Children’s Bureau Express article at https://
cbexpress.acf.hhs.gov/index.cfm?event=website.
viewArticles&issueid=132&articleid=3392.) HHS 
also has incorporated trauma-informed care 
into its guidance to States, including a letter to 
all the directors of State and Tribal child welfare 
agencies (see http://www.hhs.gov/secretary/
about/blogs/childhood-trauma-recover.html). 


For more information about trauma-
informed care, visit Child Welfare Information 
Gateway at https://www.childwelfare.
gov/topics/responding/trauma. 
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Prevention. Child welfare systems that devote significant 
efforts to prevention may be the most successful in 
helping children and families and promoting healthy 
brain development. By the time a child who has 
been abused or neglected comes to the attention 
of professionals, some negative effects are likely. 
Prevention efforts should focus on supporting and 
strengthening children’s families so that children have 
the best chance of remaining safely in their homes 
and communities while receiving proper nurturing and 
care. These efforts may target the general population 
(“primary” or “universal” prevention) by educating the 
public and changing policies to promote healthy brain 
development. Prevention efforts also may target children 
and families considered to be at-risk of developing 
problems (“secondary” or “selected” prevention). 


Prevention efforts for at-risk families should focus on 
strengthening the family and building on the family’s 
positive attributes. Recent prevention resource guides 
from the HHS Children’s Bureau (2015) encourage 
professionals to promote six “protective factors” 
that can strengthen families, help prevent abuse and 
neglect, and promote healthy brain development:


� Nurturing and attachment


� Knowledge of parenting and of child and youth 
development


� Parental resilience


� Social connections


� Concrete supports for parents


� Social and emotional competence for children


Brain research underscores the importance of prevention 
efforts that target the youngest children. For example, 
early childhood home visiting programs for expectant 
and new mothers, who might be at-risk because of their 
age, income, or other circumstances, show promise for 
mitigating maternal stress, thus keeping adversity from 
becoming toxic stress (Garner, 2013). Parent education 
programs also serve as a prevention method that 
can promote protective factors and lead to positive 
outcomes for both parents and children. The Centers for 


Disease Control and Prevention (CDC) developed the 
Essentials for Childhood Framework to help communities 
prevent child maltreatment. This framework is based 
on establishing safe, stable, and nurturing relationships 
between children and caregivers. (See http://www.
cdc.gov/ViolencePrevention/childmaltreatment/
essentials/index.html for more information.)


Early Intervention. Intensive, early interventions 
when the brain is most plastic are much more effective 
than reactive services as the child ages (Perry, 2009). 
In recognition of this fact, Federal legislation requires 
States to develop referral procedures for children ages 
0–36 months who are involved in a substantiated case 
of child abuse or neglect. Once a child is identified, 
States must provide intervention services through Early 
Intervention Plans funded under Part C of the Individuals 
with Disabilities Education Improvement Act. A number 
of States developed innovative programs to meet these 
requirements and to identify and help the youngest 
victims of abuse and neglect (Child Welfare Information 
Gateway, 2013). (For more information about early 
intervention, refer to Addressing the Needs of Young 
Children in Child Welfare: Part C—Early Intervention 
Services at https://www.childwelfare.gov/pubs/partc/.)


One theory about healing a damaged or altered brain 
is that the interventions must target those portions of 
the brain that have been altered (Perry, 2000b). Because 
brain functioning is altered by repeated experiences that 
strengthen and sensitize neuronal pathways, interventions 
should not be limited to weekly therapy appointments. 
Interventions should address the totality of the child’s life, 
providing frequent, consistent replacement experiences 
so that the child’s brain can begin to incorporate a new 
environment—one that is safe, predictable, and nurturing. 


The following are examples of models and interventions 
available to child welfare and related professionals 
to assist children and youth who have been 
maltreated or otherwise exposed to toxic stress:


� The neurosequential model of therapeutics (NMT) 
is based on the fact that the higher brain functions 
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(e.g., speech, relational interactions) depend on input 
from lower brain functions (e.g., stress responses) 
(Perry, 2009). Many clinical interventions, however, 
focus on the higher brain functions rather than the 
lower brain functions, which may be the source of the 
child’s issues. NMT has three central elements: (1) a 
developmental history that helps delineate the timing, 
nature, and severity of developmental challenges; (2) 
a current assessment of functioning to help determine 
which neural systems and brain areas are affected 
and what the developmental level of the child is in 
various areas (e.g., speech, social skills); and (3) specific 
recommendations for the interventions to be used, 
with a focus on the sequence of the interventions 
(i.e., focusing on deficits in the lower brain first and 
progressing to the higher brain functions).


 


 


� The Attachment and Biobehavioral Catch-up (ABC) 
for Infants and Young Children intervention is 
designed for the parents of young children who have 
experienced early adversity (Dozier & Fisher, 2014). 
ABC is implemented during 10 sessions in the parents’ 
homes and includes both the parents and children. The 
sessions focus on providing clear feedback to parents 
about nurturance and following their child’s lead, 
and include the review of video clips of interactions 
between the parents and child. A study of ABC found 
that children who received the intervention showed 
a steeper slope of cortisol production and higher 
wake-up cortisol values (i.e., healthier cortisol levels) 
than nonintervention children (Dozier & Fisher, 2014). 
These effects were still seen even at 3 years after the 
intervention.


� Multidimensional Treatment Foster Care for 
Preschoolers (MTFC-P), which typically lasts 9 to 12 
months, helps parents learn and practice behavior 
management techniques (Dozier & Fisher, 2014). This 
helps children experience a more controlled and 
stable environment, which, in turn, helps enhance their 
regulatory capabilities. Foster parents are trained prior 
to placement, and program staff are available 24 hours 
a day to provide support. A support group is available, 
too. Children also participate in a weekly therapeutic 
playgroup to practice self-regulatory skills. If children 


will be returning to their birth families, MTFC-P staff 
provide training to the birth parents as well. Similar 
to the ABC intervention, children receiving MTFC-P 
had more stable cortisol levels than those who did not 
receive MTFC-P (Dozier & Fisher, 2014).


Children’s recovery depends on a variety of factors, 
including the timing, severity, and duration of the 
maltreatment or other toxic stress, the intervention itself, 
and the individual child’s response to the maltreatment 
(National Scientific Council on the Developing Child, 2012). 


In some cases, doctors may prescribe psychotropic 
medications for certain mental health conditions, 
such as depression or anxiety. The Children’s Bureau 
developed a guide, Making Healthy Choices: A Guide 
on Psychotropic Medications for Youth in Foster Care, 
to help adolescents better understand their options. 
The guide is available at https://www.childwelfare.gov/
pubs/makinghealthychoices. For more information about 
psychotropic medications, visit Child Welfare Information 
Gateway at https://www.childwelfare.gov/topics/
systemwide/mentalhealth/effectiveness/psychotropic. 


The Role of Caregivers


Many children who suffered abuse and neglect are 
removed from their homes (for their safety) by the child 
welfare system. Extended family, foster parents, or group 
home staff may temporarily care for these children, and 
some will be adopted. In these cases, educating caregivers 
about the possible effects of maltreatment on brain 
development, and the resulting symptoms, may help 
them to better understand and support the children in 
their care. Child welfare workers may also want to explore 
any past abuse or trauma experienced by parents that 
may influence their parenting skills and behaviors.


It is important for caregivers to have realistic expectations 
for their children. Children who havebeen abused 
or neglected may not be functioning at their chronological 
age in terms of their physical, social, emotional, and 
cognitive skills. They may also be displaying 
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unusual and/or difficult coping behaviors. For 
example, abused or neglected children may:


 


 


 


 


 


 


 


� Be unable to control their emotions and have frequent 
outbursts


� Be quiet and submissive


� Have difficulties learning in school


� Have difficulties getting along with siblings or 
classmates


� Have unusual eating or sleeping behaviors


� Attempt to provoke fights or solicit sexual experiences


� Be socially or emotionally inappropriate for their age


� Be unresponsive to affection


Understanding some basic information about the 
neurobiology underlying many challenging behaviors 
may help caregivers shape their responses more 
effectively. They also need to know as much as 
possible about the particular circumstances and 
background of the individual children in their care.


In general, children who have been abused or neglected 
need nurturance, stability, predictability, understanding, 
and support (Committee on Early Childhood, Adoption 
and Dependent Care, 2000). They may need frequent, 
repeated experiences of these kinds to begin altering 
their view of the world from one that is uncaring or 
hostile to one that is caring and supportive. Until that 
view begins to take hold in a child’s mind, the child may 
not be able to engage in a truly positive relationship, 
and the longer a child lives in an abusive or neglectful 
environment, the harder it will be to convince the child’s 
brain that the world can change. Consistent nurturing 
from caregivers who receive training and support may 
offer the best hope for the children who need it most.


Summary


In 2012, approximately 686,000 children were determined 
to be victims of abuse and/or neglect (U.S. Department 
of Health and Human Services, 2013), but it is likely 
that many more children are actually suffering under 
adverse conditions. These children may have already 


suffered damage to their growing brains, and this 
damage may affect their ability to learn, form healthy 
relationships, and lead healthy, positive lives.


One lesson we have learned from the research on 
brain development is that environment has a powerful 
influence on development. Stable, nurturing caregivers 
and knowledgeable, supportive professionals 
can have a significant impact on these children’s 
development. Focusing on preventing child abuse 
and neglect, helping to strengthen families through 
trauma-informed systems and practices, and ensuring 
that children receive needed services are some of 
the most important efforts we can undertake.
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Glossary
� Amygdala: A component of the limbic system that is involved in the expression and perception of emotion1


1 National Institutes of Health, National Institute on Drug Abuse. (2010). The brain: Understanding neurology. Retrieved from http://science.
education.nih.gov/supplements/nih2/addiction/other/glossary/glossary.html


� Axon: The fiber-like extension of a neuron through which the cell carries information to target cells1


� Basal ganglia: Deeply placed masses of gray matter within each cerebral hemisphere that assist in voluntary 
motor functioning2


2 National Institutes of Health, National Library of Medicine, MedlinePlus (http://www.nlm.nih.gov/medlineplus/mplusdictionary.html)


� Brainstem: The structure at the base of the brain through which the forebrain sends information to, and 
receives information from, the spinal cord and peripheral nerves1


� Cerebellum: A portion of the brain that helps regulate posture, balance, and coordination1


� Cerebral cortex: The intricately folded surface layer of gray matter of the brain that functions chiefly in 
coordination of sensory and motor information. It is divided into four lobes: frontal, parietal, temporal, and 
occipital2


� Corpus callosum: The largest white matter structure in the brain. It connects the left and right cerebral 
hemispheres and facilitates communication for emotion and higher cognitive abilities3


3 Hart, H., & Rubia, K. (2012). Neuroimaging of child abuse: A critical review. Frontiers in Human Neuroscience, 6. Retrieved from http://www.
ncbi.nlm.nih.gov/pmc/articles/PMC3307045/


� Cortisol: A glucocorticoid produced by the adrenal cortex that mediates various metabolic processes, has 
anti-inflammatory and immunosuppressive properties, and whose levels in the blood may become elevated 
in response to physical or psychological stress2


� Epigenetics: The study of how environmental factors like diet, stress, and post-natal care can change gene 
expression (when genes turn on or off) without altering DNA sequence4


4 National Institutes of Health, National Institute of Mental Health. (n.d.). Brain basics. Retrieved from http://www.nimh.nih.gov/health/
educational-resources/brain-basics/brain-basics.shtml#Glossary


� Executive functioning: A group of skills that help people focus on multiple streams of information at the 
same time and revise plans as necessary5


5 National Scientific Council on the Developing Child. (2011). Building the brain’s “air traffic control” system: How early experiences shape 
the development of executive function (Working Paper 11). Retrieved from http://developingchild.harvard.edu/index.php/resources/
reports_and_working_papers/working_papers/wp11/


� Frontal lobe: One of the four divisions of each cerebral hemisphere. The frontal lobe is important for 
controlling movement, thinking, and judgment1


� Gray matter: Neural tissue, especially of the brain and spinal cord, that contains cell bodies as well as 
some nerve fibers, has a brownish gray color, and forms most of the cortex and nuclei of the brain, the 
columns of the spinal cord, and the bodies of ganglia2


� Hippocampus: A component of the limbic system that is involved in learning and memory1


� Hypothalamic-pituitary-adrenocortical (HPA) system: A hormonal system that produces cortisol in the 
outer shell of the adrenal gland to help regulate the body’s stress response system6


6 National Scientific Council on the Developing Child. (2014). Excessive stress disrupts the architecture of the developing brain (Working 
Paper 3). Retrieved from http://developingchild.harvard.edu/resources/reports_and_working_papers/working_papers/wp3/
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� Limbic system: A set of brain structures that regulates our feelings, emotions, and motivations and 
that is also important in learning and memory. Includes the thalamus, hypothalamus, amygdala, and 
hippocampus1


� Midbrain: The upper part of the brainstem, which controls some reflexes and eye movements7


7 National Institutes of Health, National Institute of Mental Health. (n.d.). Brain’s inner workings: Student manual. Retrieved from http://www.
nimh.nih.gov/health/educational-resources/brains-inner-workings/brains-inner-workings-student-manual.shtml#Glossary


� Myelin: Fatty material that surrounds and insulates axons of some neurons1


� Neuron: A unique type of cell found in the brain and body that is specialized to process and transmit 
information1


� Neurotransmitter: A chemical produced by neurons to carry messages to other neurons1


� Plasticity: The capacity of the brain to change its structure and function within certain limits. Plasticity 
underlies brain functions, such as learning, and allows the brain to generate normal, healthy responses to 
long-lasting environmental changes1


� Prefrontal cortex: A highly developed area at the front of the brain that plays a role in executive functions 
such as judgment, decision-making, and problem-solving, as well as emotional control and memory4


� Receptor: A protein that recognizes specific chemicals (e.g., neurotransmitters, hormones) and transmits the 
message carried by the chemical into the cell on which the receptor resides1


� Sensitive period: Windows of time in the developmental process when certain parts of the brain may be 
most susceptible to particular experiences


� Sympathetic-adrenomedullary (SAM) system: A hormonal system that produces adrenaline in the central 
part of the adrenal gland to help regulate the body’s stress response system and triggers the “fight or flight” 
response6


� Synapse: The site where presynaptic and postsynaptic neurons communicate with each other1


� Temporal lobe: One of the four major subdivisions of each hemisphere of the cerebral cortex that assists in 
auditory perception, speech, and visual perceptions1


� White matter: Neural tissue, especially of the brain and spinal cord, that consists largely of myelinated nerve 
fibers bundled into tracts that help transmit signals between areas of the brain. It gets its name from the 
white color of the myelin2


This material may be freely reproduced and distributed. However, when doing so, please credit Child Welfare Information 
Gateway. This publication is available online at https://www.childwelfare.gov/pubs/issue-briefs/brain-development.



https://www.childwelfare.gov

http://www.nimh.nih.gov/health/educational-resources/brains-inner-workings/brains-inner-workings-student-manual.shtml#Glossary  

http://www.nimh.nih.gov/health/educational-resources/brains-inner-workings/brains-inner-workings-student-manual.shtml#Glossary  





https://www.childwelfare.govUnderstanding the Effects of Maltreatment on Brain Development


16
This material may be freely reproduced and distributed. However, when doing so, please credit Child Welfare Information 
Gateway. This publication is available online at https://www.childwelfare.gov/pubs/issue-briefs/brain-development.


Additional Resources


California Evidence-Based Clearinghouse for 
Child Welfare (CEBC)—The CEBC identifies 
and disseminates information about evidence-
based practices in child welfare, including trauma 
treatment for children and youth. http://www.
cebc4cw.org/topic/trauma-treatment-for-children/


Center on the Developing Child—Founded and 
directed by Jack Shonkoff, M.D., the Center publishes and 
links to research on early brain development, learning, 
and behavior and how to apply that knowledge to policies 
and practices. www.developingchild.harvard.edu


Centers for Disease Control and Prevention (CDC)— 
The CDC website offers several publications that promote 
safe, stable, and nurturing relationships to prevent 
child maltreatment. CDC also sponsors the Adverse 
Childhood Experiences study. http://www.cdc.gov/
ViolencePrevention/childmaltreatment/essentials/index.html 
http://www.cdc.gov/violenceprevention/acestudy/


Child Trauma Academy—This website offers 
online courses, trainings, and other resources 
on early brain development and the impact 
of maltreatment. www.childtrauma.org/


From Neurons to Neighborhoods: The Science of 
Early Childhood Development—This book was written 
in 2000 by a committee of experts (Committee on 
Integrating the Science of Early Childhood Development, 
J. P. Shonkoff and D. A. Phillips, eds.). It highlights 
findings of neurobiology and explores how we can 
nurture and protect young children. http://www.nap.
edu/catalog/9824/from-neurons-to-neighborhoods-
the-science-of-early-childhood-development. 


The National Child Traumatic Stress Network—
This federally funded initiative is a collaboration of 
academic and community-based service centers with 
a mission to improve access to care, treatment, and 
services for traumatized children and adolescents. 


The website includes an assortment of publications, 
toolkits, and trainings. http://www.nctsn.org/


ZERO TO THREE—This national nonprofit organization 
offers resources, training, and support for professionals 
and parents of young children. The online Baby Brain 
Map is a useful tool for showing how brain development 
parallels very young children’s behavior/ http://
www.zerotothree.org/ www.zerotothree.org/site/
PageServer?pagename=ter_util_babybrainflash 
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CORE-INFO: 
Emotional neglect and 
emotional abuse in  
pre-school children







Introduction


This leaflet summarises what is currently known 
about children aged less than six years who have 
been emotionally neglected or emotionally abused. 
It considers the behaviour that can be observed in  
these children and in the interactions between them  
and their parents. 


We would have liked to explore this subject in relation 
to both mothers and fathers but, unfortunately, there are 
insufficient scientific studies of emotional neglect and 
emotional abuse of pre-school children by fathers. The 
points here, therefore, relate to mother-child interactions. 


At a time when there is increased concern about the damaging impact  
of emotional neglect and emotional abuse, this leaflet will help a wide range  
of professionals in different disciplines who work with babies, young children 
and their families, including:


•	 health visitors


•	 general practitioners


•	 paediatricians


•	 nursery nurses 


•	 pre-school workers and reception teachers 


•	 social workers 


•	 infant and child mental health professionals.


This leaflet is based on a systematic review of worldwide research into the features 
of emotional neglect or abuse on young children less than six years old. 


Full details are available at: www.core-info.cardiff.ac.uk







Why we are doing this work


The NSPCC’s own research has shown that one in 10 children are experiencing 
severe neglect in childhood. We have therefore conducted the first comprehensive 
systematic review of scientific evidence relating to the recognition of emotional neglect 
or emotional abuse of pre-school children to assist in recognising these children  
at a young age, and provide appropriate interventions to minimise the damage done.


Although children may experience child abuse or neglect at all ages, this  
piece of work focuses on the youngest infants and children, aged 0-6 years, 
as many practitioners lack confidence in identifying emotional neglect or abuse 
at this age. 


Emotional neglect or abuse has a profound effect in early infancy. Exposing 
an infant or young child to chronic stress has been shown to be associated with 
post-traumatic stress disorder, depression and antisocial behaviour later in life. 
Emotional neglect or abuse of children in the first two years of life has a strong 
association with later aggression.


What we mean by emotional neglect and emotional abuse
Definitions of emotional neglect and emotional abuse vary, but all include  
persistent, harmful interactions with the child by the caregiver.


Examples of emotional neglect include: 


•	 ignoring the child’s need to interact 


•	 failing to express positive feelings to the child, showing no emotion  
	 in interactions with the child


•	 denying the child opportunities for interacting and communicating  
	 with peers or adults.  


Examples of emotional abuse include:


•	 persistently telling a child they are worthless or unloved


•	 bullying a child or frequently making them frightened


•	 persistently ridiculing, making fun of or criticising a child.


We have used the World Health Organisation (WHO) definitions of emotional 
neglect and emotional abuse. We use the terms emotional neglect and emotional 
abuse throughout as both have similar consequences for the child. 







Signs to look out for in parent-child interactions


There are key features in identifying emotional neglect or emotional abuse.  
We have set these out below. The age bands chosen reflect published literature.


What you might notice in the mother-child interaction 
in infants (less than 12 months old)
The mother may not seem to be tuned in to their child’s needs, or sensitive  
to their child’s feelings. They speak little to them, and when they do it is often  
in the form of orders, with very little positive feedback. They describe their  
babies as irritating and demanding. Even within the first few days of life, you may 
observe that the mother fails to engage with their child emotionally during feeds.


What you might notice in the mother-child interaction 
among toddlers (1-3 years)
As the child becomes older, it may be obvious that the parent remains unresponsive 
and uninvolved with their child, or fails to respond to them appropriately (known  
as ‘lacking attunement’). They are often critical of the child, and ignore their child’s 
signals for help. In some instances they even seem comfortable when their child is 
struggling to complete a task. When the parents are critical or verbally aggressive, 
the child shows more anxiety.


What you might notice in the mother-child interaction 
among older children (age 3-6)
In this age group, it may be evident that the parents are not engaged in playing with 
the child, they show little affection and are unlikely to reach out to the child to relieve 
their distress. The mothers may offer less praise, and show less positive contact. 
They speak little to the child, which may contribute to language delay that is evident 
in emotionally neglected or abused children of this age. Neglectful mothers are more 
likely to resort to physical punishment than other mothers.







Signs to look out for in the child


What behaviour in a child aged 0-18 months 
might concern you?
A young baby or toddler may be unnaturally quiet and passive, gradually becoming 
more angry or aggressive as they reach two years of age. You may notice that when 
the mother is separated from the child, the child does not seem upset and when the 
mother returns, the child either avoids them or is not comforted by them, or instead 
seems preoccupied with their toys. 


In contrast, secure infants are often upset on separation, but are easily soothed by 
the mother on her return, greeting her with smiles and positive gestures. Emotionally 
neglected and abused infants may demonstrate developmental delay within the first 
year, particularly in the area of speech and language.


What behaviour in a child aged 1-3 years 
might concern you?
As emotionally neglected or abused children grow older, they become less 
passive and more aggressive and hostile, particularly with other children.  
They may become angry when trying to solve puzzles or problems, and are 
noticeably angry or avoidant of their mother, perceiving them as unavailable 
to meet their needs. 


What behaviour in a child aged  3-6 years 
might concern you?
When playing, the older child can be angry or disinterested and show little creativity. 
They may also become more socially isolated, having poor interactions with other 
children. They may be disinterested, hostile, have poor attention, and have difficulty  
correctly interpreting emotions in others. They also tend to be less likely to help 
others or expect others to help them. 


When tested with ‘story stem battery’ (see glossary) they perceive others as being 
sad or fearful and tend to have poor self-esteem. Play leaders can find that these 
children are disruptive, that they act out, demand attention and require more 
discipline than other children.


As they get older, they may have a noticeable learning delay, in particular  
a delay in both understanding and constructing sentences. 







Implications for practice


Record precisely what you see
It’s of vital importance to record your observations of the child and the interaction 
of their parents or care givers with them. Obtain information about the child from 
all of those involved, including nursery staff to gain as full a picture as possible.


See things from the child’s point of view
It is important to try and understand what the child’s view of their parents is, 
as the mother’s interaction with the child, and the child’s perception of their 
parents, is a key element of emotional neglect or abuse. Explore how the child 
feels towards their parent, and what help or support a child might expect from 
their parent. Assess the parent’s views of the child in relation to this. Do they find 
the child difficult or demanding? Do they enjoy playing with their child?


Consider a formal developmental assessment
Developmental delay may be a feature of emotional neglect or abuse, particularly 
delays in language. It is important to have a formal developmental assessment 
if emotional neglect or abuse is suspected. 


Many of the features found in emotionally neglected or abused children may also  
be observed in those with Autistic Spectrum Disorder or ADHD. An infant mental 
health specialist may need to assess the child, in order to distinguish which children 
are suffering emotional neglect or abuse, and which have a medical explanation 
for their difficulties. 


Consider the risk factors 
This systematic review did not encompass ‘risk factors’ for emotional neglect or 
abuse, but it is clear that many of these children live in homes where certain risk 
factors are present. These may include domestic abuse, maternal substance misuse, 
parental unemployment or mental health issues, an absence of a helpful supportive 
social network, lack of intimate emotional support and poverty. 


As with all child protection assessments, factors like this should be specifically 
explored when assessing the child.


Be aware of emotional neglect and abuse during  
all assessments of children
The longer that the child is left in an emotionally neglectful or emotionally abusive 
environment, the greater the damage. However, intensive work with these families, 
specifically to increase parental sensitivity to their child’s needs, can lead to an 
improvement in the child’s emotional development. 


While early recognition and intervention is vital, it is never too late to help the child. 
All practitioners need to consider emotional neglect and abuse when assessing 
a child’s welfare.







Glossary


Systematic review 
A review of a clearly formulated question 
that uses systematic and explicit 
methods to identify, select, and critically 
appraise relevant research, and to collect 
and analyse data from the studies that 
are included in the review. Statistical 
methods (meta-analysis) may or may not 
be used to analyse and summarise the 
results of the included studies.


Definitions: Emotional neglect/
emotional abuse 
The World Health Organisation (WHO) 
defines neglect (including emotional 
neglect) as:
“The failure of a parent to provide for the 
development of the child – where the 
parent is in a position to do so – in one 
or more of the following areas: health, 
education, emotional development, 
nutrition, shelter and safe living 
conditions. Neglect is distinguished 
from circumstances of poverty in that 
neglect can occur only in cases where 
reasonable resources are available to 
the family or caregiver.” (World report 
on violence and health [2002] page 60. 
Edited by Etienne G. Krug, Linda L. 
Dahlberg, James A. Mercy, Anthony B. 
Zwi and Rafael Lozano.)


Emotional abuse is defined as:
“Emotional abuse includes the failure of a 
caregiver to provide an appropriate 
and supportive environment, and 
includes acts that have an adverse effect 
on the emotional health and development 
of a child. Such acts include restricting a 
child’s movements, denigration, ridicule, 
threats and intimidation, discrimination, 
rejection and other non-physical forms 
of hostile treatment.“ (World report on 
violence and health (2002) page 60. 
Edited by Etienne G. Krug, Linda L. 
Dahlberg, James A. Mercy, Anthony B. 
Zwi and Rafael Lozano.)


The UK definition of neglect is:
“The persistent failure to meet a child’s 
basic physical and/or psychological 
needs, likely to result in the serious 
impairment of the child’s health or 
development. Neglect may occur during 
pregnancy as a result of maternal 
substance abuse. Once a child is born, 
neglect may involve a parent or carer 
failing to:


•	� provide adequate food, clothing and 
shelter (including exclusion from home 
or abandonment)


•	� protect a child from physical and 
emotional harm or danger


•	� ensure adequate supervision 
(including the use of inadequate 
care-givers) 


•	� ensure access to appropriate medical 
care or treatment.


It may also include neglect of,  
or unresponsiveness to, a child’s  
basic emotional needs.”


Taken from the Department 
of Education website  
www.education.gov.uk/publications


Story stem battery testing 
This is used with children aged 3-8 years 
to assess their attachment relationships. 
It relies on the assessor using dolls or 
a story, where they give the child the 
beginning of the story, and the child then 
enacts the rest. Within this the child and 
family members are identified, and it 
allows the assessor to see how the child 
views themselves, their family, friends 
and their relationships with others.







Further support from the NSPCC


If you are worried about a child, the NSPCC is here to help,  
24 hours a day, seven days a week, free of charge.


Phone 0808 800 5000
Email help@nspcc.org.uk
Text 88858 (Text 07786 200001 in Channel Islands, 
standard call rates apply)
Or visit www.nspcc.org.uk/help


NSPCC information service
The NSPCC’s library is the most comprehensive collection of specialist resources 
relating to child protection in the UK. It contains over 40,000 
records and you can access it online at www.nspcc.org.uk/inform 


You can also subscribe to CASPAR, a news service that signposts you 
to the latest policy, practice, and research in child protection. 


Sign up at www.nspcc.org.uk/inform 


To download this leaflet for free, or for printed copies of this leaflet, 
please go to www.nspcc.org.uk/core-info for price details.


The information in this leaflet was current at May 2012. 
For the most up to date information on this review and the project’s other systematic 
reviews visit the Core info website www.core-info.cardiff.ac.uk


Further details of this review can be found by scanning the QR code below.


This is a collaborative project between the Early Years Research Programme, 
Cochrane Institute of Primary Care & Public Health, School of Medicine,  
Cardiff University and the NSPCC.


© Copyright NSPCC and Cardiff University, 2012. 
Photography by iStock, posed by a model. 
NSPCC registered charity numbers 216401 and SC037717. 
0489/12. NS2192






image7.emf
5-14  core-info-emotional-neglect.pdf


5-14 core-info-emotional-neglect.pdf


CORE-INFO: 
Neglect or emotional 
abuse in children 
aged 5-14







Introduction


This leaflet summarises what is currently known about 
children aged 5-14 years who have been neglected or 
emotionally abused (some children may experience 
both forms of maltreatment). It considers the children’s 
behaviour, school performance, and their interaction 
with others. 


Most of the studies that inform this leaflet compared children1 who were being 
neglected or emotionally abused (or both) with a similar group of children, who were 
not suffering from these forms of abuse. The studies were conducted either in the 
community, at school or at home. 


At a time when there is increased concern about the damaging impact of neglect 
and emotional abuse, this leaflet will help a wide range of professionals in different 
disciplines who work with children, young people, and their families. These include: 
education staff such as teachers, teaching assistants and education welfare officers; 
general practitioners; health visitors; paediatricians; psychologists; social workers; 
youth and play workers; family support workers and sports coaches.


This leaflet is based on a collaborative project by the NSPCC and Core Info Cardiff 
Child Protection Systematic Reviews at Cardiff University. 


Full details are available at core-info.cardiff.ac.uk


Why we are doing this work


Neglect of any type (physical, supervisory, medical, educational or emotional) remains 
the most common reason for a child to be the subject of a child protection plan or on a 
child protection register in the UK.


Emotional abuse is an extremely damaging form of abuse, which may occur in isolation, 
or may co-exist with neglect. Many research studies combine these two forms of abuse 
together under the term ‘psychological maltreatment’. Both neglect and emotional 
abuse can have long-term consequences for children and lead to a wide range of 
problems in adulthood. Early intervention can prevent the long-term consequences 
of neglect or emotional abuse and improve the outcome for these children. 


We have therefore conducted a systematic review of the research literature, to identify 
the features that may be observed in children aged 5-14 years who are experiencing 
neglect or emotional abuse. Other features may be observed in individual children, 
which have not been identified in the research, but all concerning features should 
be recorded. 


1	 Unless otherwise stated, the descriptions apply to children who are being neglected, and/or emotionally abused. 
Details of what constitutes neglect or emotional abuse are given in the glossary at the end of this leaflet.



http://www.core-info.cardiff.ac.uk





Signs to look out for in children aged 5-14 years2


The key features in identifying neglect and emotional abuse are set out below.


Behaviour:


•	 The impact on behaviour is often greatest when neglect starts early in a child’s life, 
or if the child is both neglected and emotionally abused. 


•	 They may present as aggressive and hostile, for example, the child may be prone to 
angry outbursts or lashing out towards others.


•	 They may be more impulsive than other children, and may show features seen in 
Attention Deficit Hyperactivity Disorder (ADHD), for example, poor concentration 
or impulsive behaviour.


•	 Neglected children specifically, may be particularly quiet or withdrawn.


Relationships with other children:


•	 The children may have difficulty with friendships and have more problems 
socialising, than other children do. They may describe another child as their ‘best 
friend’ but the other child does not reciprocate this.  


•	 The child may have few friends, and be perceived by other children as more likely 
to be aggressive or disruptive.


Emotional or self-perception issues:


•	 They may have little self-confidence, and the more severe neglect they experience, 
the lower their self esteem.


•	 They are more likely than their classmates to experience symptoms of depression.


•	 They have difficulty interpreting emotions, such as anger or sadness.


•	 They may also experience more mood swings than would be expected for their age, 
or show levels of affection towards others, which are inappropriate for the situation. 


•	 Neglected children may see themselves as being worthless to others. They often 
believe that what happens is beyond their control, which leads to anxiety and 
helplessness to do anything to improve their situation. Many of these children give 
up on tasks before they have even started, because they simply do not see the 
point in trying.


2	 While this age band covers a wide range of children, the current literature does not allow for narrower age bands to 
be separated out. The majority of literature addresses children aged 7-11 years.







•	 They have fewer effective coping skills than other children. When they become 
upset they are less likely to distract themselves through play, or talk it over with 
someone else. They may become angry, or restrict their emotional displays.


•	 Some children may think about, plan or attempt suicide.


School performance:


•	 They often have more difficulty than their classmates carrying out complex tasks, 
particularly when they are required to understand and follow instructions that 
involve visual and motor integration; this was tested by asking the children to trace 
geometric shapes of increasing difficulty against the clock. 


•	 They are likely to have a lower IQ than their classmates, although results of literacy 
or numeracy assessments varied across studies. 


•	 Despite poor performance in some areas, neglected children may be better 
at problem solving, planning and abstract thinking than other children.


Relationships with parents:


One study of neglected children showed that:


•	 Living in the family can be lonely for both parent and child because there is little 
exchange of information, and there may be a lack of emotional warmth between 
them.


•	 Some parents are more negative in comparison to non-neglecting parents.


•	 The parents may make more demands of their children, and are unlikely to respond 
to requests from their children for support. Neglected children come to expect less 
support from their mothers, in comparison to non-neglected children. 


Full details of the studies from which these points are drawn are detailed at 
core-info.cardiff.ac.uk



http://www.core-info.cardiff.ac.uk





Implications for practice


Practitioners working with children aged 5-14 years may observe some of the key 
features described in the previous section. Getting help for the child and family as 
early as possible gives the best chance of a good outcome.


Children who experience neglect or emotional abuse in childhood are more likely to 
have mental health problems, poor physical health, difficulties with relationships and 
reduced employment in their adult life.


If your observations lead you to have concerns about a child you may (depending 
on your role and responsibilities) seek advice from a colleague or manager, speak to 
the parent or speak to the child. You should familiarise yourself with child protection 
procedures and guidance on sharing information and follow them if you think a child 
is at risk of harm:


•	 Make a written record of your observations, concerns and any conversations that 
you have, as soon as possible.


•	 Don’t forget that neglect rarely occurs in isolation, and it is more common that 
neglect co-exists with other forms of abuse. Therefore, when exploring for abuse of 
any type, consider whether neglect or emotional abuse may also be present, and 
vice versa.


•	 Speak to a senior colleague or to someone who works with the child and knows 
them and may also know their family situation. Clearly identify who needs to take 
what action, and by when. If you are still worried, do not let your concerns go 
assuming that someone else will take action.


•	 Find out who has spoken to the child or, where you can do this in a sensitive and 
appropriate way, speak to the child yourself. See things from the child’s point of 
view – ask the child in an open and sensitive way about their view of themselves, 
their relationships with their parents and their friendships. While ensuring that these 
discussions are non-intrusive, let them know that you are there for them if they 
wish to speak with you. Ensure the child understands that you may have to report 
your concerns.


•	 If you have concerns about the child, make sure that you talk to other professionals 
who may have contact with the child, eg school teacher, GP, hospital staff, etc.


•	 The longer a child is living in a neglectful or emotionally abusive environment, the 
greater the damage and likelihood of other abuse. Therefore, it is essential not to 
be put off; make sure you make your concerns known and that action is taken.







•	 This systematic review did not include ‘risk factors’ for neglect and emotional 
abuse. However, increased risk of neglect and emotional abuse may be more 
likely in homes where there is domestic abuse; substance misuse; unemployment; 
mental ill health; an absence or perceived absence of a helpful supportive 
network; lack of intimate emotional support or poverty. As with all child protection 
assessments, factors like this should be specifically explored when assessing the 
child, although their absence does not mean neglect or emotional abuse will not 
be present.


•	 Child protection is everyone’s responsibility; if you have a concern about any 
child, you can call the police, social services or the NSPCC (0808 800 5000). And 
remember that children can contact ChildLine 24/7 (0800 1111; childline.org.uk).


While early recognition and intervention are vital, it is never too late to help a child 
or young person. If concerns about possible neglect or emotional abuse arise it is 
important you take action as soon as possible.



http://www.childline.org.uk





Glossary


Attention Deficit Hyperactivity Disorder (ADHD):


This is a neurodevelopmental disorder associated with problems of attention or 
concentration, hyperactivity and impulsivity.


Systematic review:


A review of a clearly formulated question that uses systematic and explicit methods to 
identify, select, and critically appraise relevant research, and to collect and analyse data 
from the studies that are included in the review. Statistical methods (meta-analysis) may 
or may not be used to analyse and summarise the results of the included studies.


Definitions of neglect and emotional abuse across the UK:


Government guidance on safeguarding varies across England, Wales, Scotland and 
Northern Ireland and slightly different definitions of neglect and emotional neglect 
apply to each jurisdiction. For the definition applying to your country, readers are 
advised to consult the online guidance for your jurisdiction.


The definitions contain common elements as outlined below:


Neglect is the persistent failure to meet a child’s basic physical and/or psychological 
needs, and is likely to result in the serious impairment of the child’s health or 
development. Examples of neglect include: failing to provide adequate food, clothing 
and shelter; failing to protect a child from physical and emotional harm or danger; 
failing to ensure adequate supervision; failing to ensure access to appropriate medical 
care or treatment; disregard or unresponsiveness to a child’s basic emotional needs.


Emotional abuse is the persistent emotional maltreatment of a child, causing severe 
and adverse effects on the child’s emotional development. It may involve conveying 
to a child that they are worthless or unloved, inadequate, or valued only because they 
meet the needs of another person; not giving the child opportunities to express their 
views; making fun of what they say or how they communicate; age or developmentally 
inappropriate expectations being imposed on children; interactions beyond a child’s 
developmental capability; overprotection and limitation of exploration and learning, or 
preventing the child participating in normal social interaction; seeing or hearing the ill 
treatment of another; serious bullying (including cyber bullying), causing children to 
feel frightened or in danger; the exploitation or corruption of children. 


Some degree of emotional abuse is involved in all types of ill treatment, but it may also 
occur alone.







Further support from the NSPCC


If you are worried about a child, the NSPCC is here to help,  
24 hours a day, seven days a week, free of charge.


Phone 0808 800 5000
Email help@nspcc.org.uk
Text 88858 (Text 07786 200001 in Channel Islands, standard call rates apply)
Or visit nspcc.org.uk/help


NSPCC information service
The NSPCC’s library is the most comprehensive collection of specialist resources 
relating to child protection in the UK. It contains over 40,000 records and you can 
access it online at nspcc.org.uk/inform 


You can also subscribe to CASPAR, a news service that signposts you to the latest 
policy, practice, and research in child protection. 


Sign up at nspcc.org.uk/inform 


To download this leaflet for free, or for printed copies of this leaflet, 
please go to nspcc.org.uk/core-info for price details.


The information in this leaflet was current at August 2014. 
For the most up to date information on this review and the project’s other systematic 
reviews visit the Core info website core-info.cardiff.ac.uk


Further details of this review can be found by scanning the QR code below.


This is a collaborative project between the Early Years Research Programme, 
Cochrane Institute of Primary Care & Public Health, School of Medicine,  
Cardiff University and the NSPCC.


© Copyright NSPCC and Cardiff University, 2014. 
J20141090. Photography by Jon Challicom, posed by a model.  
Store code: NS2456. NSPCC registered charity numbers 216401 and SC037717. 
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CORE-INFO: 
Neglect or emotional 
abuse in teenagers 
aged 13-18







Introduction 
 
This leaflet summarises the scientific literature that 
describes what teenagers aged 13-18 years who are 
experiencing neglect or emotional abuse tell us 
about themselves.


It focuses on how these teenagers view themselves and their experiences. The 
literature review did not account for findings observed by others as only self-reported 
features were taken into account. For all of the teenagers in the studies that were 
reviewed, neglect and/or emotional abuse were confirmed by the statutory agencies; 
many were in out-of-home care at the time of the studies. For many of the teenagers, 
although they were being neglected or emotionally abused at the time of the studies, 
this may have also been going on throughout their younger years. The impact of this 
earlier childhood neglect and abuse is outside the scope of this summary.


This leaflet will be of particular interest to: child health practitioners; education staff, 
including teachers and education welfare officers; children’s social care services; 
police and youth offending services; primary and secondary healthcare services. 


Why we are doing this work 


Emotional abuse is an extremely damaging form of abuse, which may occur in 
isolation, or may coexist with other forms of abuse or neglect. Emotional neglect is 
also recognised and many research studies combine emotional abuse and emotional 
neglect together (under the term ‘psychological maltreatment’). This leaflet addresses 
children who are experiencing any form of neglect (physical, emotional, educational, 
medical etc) and/or emotional abuse.1


In this leaflet we aim to explore the association between teenage neglect or emotional 
abuse, and the likelihood that their maltreatment may manifest itself in issues such as 
suicidal ideation, depression, victimisation, dating violence and delinquency. Many 
of the behaviours exhibited by emotionally abused or neglected teenagers may be 
interpreted by others as a lifestyle choice or ‘acting out’. A better understanding of 
teenage neglect and emotional abuse may enable teenagers to access appropriate 
and timely help.


This leaflet has been compiled following a systematic rapid review of studies published 
worldwide between 1990-2014. We report here on teenagers’ emotions, general 
wellbeing, and lifestyle.


1	 Details of what constitutes neglect or emotional abuse are given in the glossary at the end of this leaflet.







Key findings 


Victimisation


In one study neglected girls reported being the victims of physical assault, but the 
neglected boys did not. Another study reported that neglected teenagers may be the 
victims of dating violence.	


Emotionally abused boys and girls have also reported being the victims of dating 
violence.


Perpetrators of violence or delinquency


One study has shown that physically neglected boys are no more likely to be the 
perpetrators of dating violence than other teenagers. However, one study showed that 
emotionally abused boys may perpetrate dating violence. One study reported that 
older neglected boys may exhibit delinquency.


Future expectations


Emotionally neglected teenagers did not express confidence in their future. They have 
high levels of daily stress, including anxieties relating to school, work, health, and 
finance. Neglected boys tend to engage more in school, while neglected girls tend to 
engage less in school.


Emotional wellbeing


Compared with similar age groups in the community who had not been maltreated, 
neglected teenagers were more likely to experience depression, particularly if they 
were younger than 15 years old. However, they were not more likely to express 
suicidal ideation.  


Emotionally abused and neglected teenagers did express more internalising features, 
such as being withdrawn, anxious, depressed, angry, experiencing post-traumatic 
stress symptoms, or sexual concerns than teenagers who hadn’t been maltreated. And 
they were three times more likely to express suicidal ideation than children at risk of 
other types of abuse or neglect.  


The research found no association between teenagers who were neglected or 
emotionally abused and low self-esteem.







Risky behaviours 


Adolescence is a time of increasing independence and exploration, which can include 
trying out different lifestyles and engaging in some risk-taking as part of normal 
development. However, this can lead to teenagers’ actions being written off as ‘typical 
teenage behaviour’ instead of a sign of emotional abuse or neglect. Below are some of 
the key findings from the review relating to risky behaviour and emotionally abused and 
neglected teenagers. 


Substance misuse: Some neglected teenagers may exhibit alcohol-related problems 
in both early and late teens. Although it is clear that neglected teenagers may be highly 
likely to engage in substance misuse, particularly those aged 14-16 years, many of the 
studies did not compare them to other teenagers in the same community. Therefore, it 
is difficult to determine how much more likely they are to engage in substance misuse. 
The studies did not find any association between teenagers who had been emotionally 
abused and their reported alcohol or substance misuse. 


Sexual behaviour: One small study showed an increased risk of teenage pregnancy 
amongst neglected teenagers. However, there is little research relating to risky sexual 
behaviour and the links with neglect or emotional abuse.  


 







Implications for practice


Practitioners working with children aged 13-18 years may observe some of the key 
features described in the previous section. Getting help for the child and family as 
early as possible gives the best chance of a good outcome.


Neglect and emotional abuse are often not recognised in teenagers and even where 
they are they may not be taken seriously by professionals. Not much is known about 
their personal experiences, as there is a lack of research which identifies the feelings, 
or experiences of this population. Many of the behaviours exhibited by emotionally 
abused or neglected teenagers may be interpreted by others as a lifestyle choice 
or ‘acting out’ when they may in fact be an indicator of neglect or emotional abuse. 
Consequently their conduct may lead them to enter the juvenile justice system rather 
than the child protection system. A better understanding of teenage neglect and 
emotional abuse may enable teenagers to access appropriate and timely help.


•	 All practitioners coming into contact with teenagers who exhibit the behaviours and 
issues above must actively consider neglect or emotional maltreatment, rather than 
simply addressing the problems they present, such as alcohol use.


•	 Remember, teenagers who have experienced neglect or emotional abuse may be 
particularly vulnerable to other forms of victimisation; therefore appropriate action 
should be taken.


•	 A sensitive exploration of teenagers’ experiences may help professionals 
understand their situation, and allow the teenagers to access appropriate support 
themselves.


•	 Hospital emergency departments and mental health providers need to be 
particularly aware that teenagers, especially the victims of violence, may be 
experiencing neglect or emotional maltreatment.


While early recognition and intervention are vital, it is never too late to help a child or 
teenager. If concerns about possible neglect or emotional abuse arise it is important 
you take action as soon as possible regardless of the age of the teenager. 


If you have a concern you can call the police, social services or the NSPCC 
(0808 800 5000). And remember that children can contact ChildLine 24/7 
(0800 1111; childline.org.uk).



http://childline.org.uk





Glossary


Delinquency:


An offence or misdeed, act of vandalism, or antisocial behaviour, usually of a minor 
nature, especially one committed by a teenager, who may be brought before a 
juvenile court.


Post-traumatic stress disorder (PTSD):


A psychological condition characterised by flashbacks, distressing intrusive thoughts 
or memories, distorted sense of blame, estrangement from others, aggression, sleep 
disturbance and self-destructive behaviour that may follow a traumatic experience, 
such as emotional abuse.


Suicidal ideation:


Thinking about, considering, or planning for suicide.


Systematic rapid review:


A search of the relevant literature published in the English language as identified 
through a limited number of databases searched for a defined period of time. All 
identified articles are then critically reviewed in a standardised manner, by two 
independent trained reviewers, with details synthesised in an explicit manner.







Definitions of neglect and emotional abuse across the UK:


Government guidance on safeguarding varies across England, Wales, Scotland and 
Northern Ireland and slightly different definitions of neglect and emotional neglect 
apply to each jurisdiction. For the definition applying to your country, readers are 
advised to consult the online guidance for your jurisdiction.


The definitions contain common elements as outlined below:


Neglect is the persistent failure to meet a child’s basic physical and/or psychological 
needs, and is likely to result in the serious impairment of the child’s health or 
development. Examples of neglect include: failing to provide adequate food, clothing 
and shelter; failing to protect a child from physical and emotional harm or danger; 
failing to ensure adequate supervision; failing to ensure access to appropriate medical 
care or treatment; disregard or unresponsiveness to a child’s basic emotional needs.


Emotional abuse is the persistent emotional maltreatment of a child, causing severe 
and adverse effects on the child’s emotional development. It may involve conveying 
to a child that they are worthless or unloved, inadequate, or valued only because they 
meet the needs of another person; not giving the child opportunities to express their 
views; making fun of what they say or how they communicate; age or developmentally 
inappropriate expectations being imposed on children; interactions beyond a child’s 
developmental capability; overprotection and limitation of exploration and learning, or 
preventing the child participating in normal social interaction; seeing or hearing the ill 
treatment of another; serious bullying (including cyber bullying), causing children to 
feel frightened or in danger; the exploitation or corruption of children.


Some degree of emotional abuse is involved in all types of ill treatment, but it may 
also occur alone.







Further support from the NSPCC


If you are worried about a child, the NSPCC is here to help. 
24 hours a day, seven days a week, free of charge.


Phone 0808 800 5000
Email help@nspcc.org.uk
Text 88858 (Text 07786 200001 in Channel Islands, standard call rates apply)
Or visit nspcc.org.uk/help


NSPCC information service
The NSPCC’s library is the most comprehensive collection of specialist resources 
relating to child protection in the UK. It contains over 40,000 records and you can 
access it online at nspcc.org.uk/research 


You can also subscribe to CASPAR, a news service that signposts you to the latest 
policy, practice, and research in child protection. 


Sign up at nspcc.org.uk/research  


To download this leaflet for free, or for printed copies of this leaflet, 
please go to nspcc.org.uk/core-info for price details.


The information in this leaflet was current at August 2014. 
For the most up-to-date information on this review and the project’s other systematic 
reviews visit the Core info website core-info.cardiff.ac.uk


This is a collaborative project between the Early Years Research Programme, 
Cochrane Institute of Primary Care & Public Health, School of Medicine,  
Cardiff University and the NSPCC.


Further details of this review can be found by scanning the QR code below.
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Neglect threshold matrix



1. Parenting Capacity

		Physical care



		Level 1

		Level 2

		Level 3

		Level 4



		Physical needs are provided for – e.g. food, drink, appropriate clothing, medical and dental care

		Basic physical care needs are provided but could be improved

		Inconsistent availability of food in the house and irregular mealtimes/ routines

		Empty cupboards, decaying food, children go unfed



		

		Parent/s can cope without the provision of support/ resources but if support provided parenting would be enhanced

		Sporadic loss of heating and lighting

		Regular absence of heating/ lighting, house is cold and unlit



		

		Young, inexperienced parents with inconsistent support from family/ friends

		Inappropriate weaning, too early/ too late

		Unweaned child regularly given solids and dangerous food items



		

		

		Child sometimes presents in school as hungry

		Child often in school reporting no breakfast



		

		

		Inconsistent application of medication

		Critical medication not given



		

		

		Child regularly presents as tired and pale

		Child falls asleep in class, potentially aneamic



		

		

		Child dressed in poorly fitting clothes, wrong size shoes

		Child constantly inadequately clothed for the weather conditions



		

		

		Child has poor hygiene, sometimes smells and has untreated injuries take time to heal

		Child often has persistent untreated head lice, infected injuries, and has a very strong smell of urine, damp or body odour



		

		

		Child presents in school with illness but no explanation from parents

		Child sent to school with acute illness



		

		

		Child often arrives late for school and is last to be collected

		Poor school attendance



		

		

		Child has poorly maintained dental health

		Child has untreated tooth decay



		

		

		Evidence that parent/carer is prioritising own needs over needs of the child

		Child not taken for essential medical appointment or investigations that may have a long term effect on health









		Safe care



		Level 1

		Level 2

		Level 3

		Level 4



		Parent/s protect from danger and harm at home and elsewhere

		Inconsistent supervision, parents aware of child/ young person’s whereabouts but not always physically present when they should be

		Parent inconsistently allows child to play at great risk of physical injury e.g. in the road, on walls/ high level activities

		Child sustains injuries whilst playing dangerously, falls off play equipment, is knocked down by cars



		

		Child has frequent presentation to GP for low level accidents which may indicate inconsistent supervision

		Child has had a recent admissions to Accident & Emergency due to lack of supervision from parents/ carers

		Child has multiple admissions to Accident & Emergency and parents ignore advice



		

		Safety equipment, e.g. fireguards and stair gates, not used consistently

		Child under 10 years sometimes left alone either at home or in the street without appropriate supervision

		No active supervision, left to own devices, seeks company of much older children. Found wandering in the street or around shops



		

		Limited awareness of dangers and risks to child/ young person but readily develops understanding with support

		Child has access to dangerous equipment, fire, hot objects, drugs etc

		Child sustains scalds, ingests harmful drugs/ chemicals, in possession of knives and other dangerous objects



		

		Inconsistent child care arrangements – e.g. carers too inexperienced, or a number of different carers

		Child left in care of young children

		Child left with inappropriate carers e.g. who are under the influence of drugs and alcohol. Child is injured whilst being cared for by carers due to lack of supervision



		

		Parent/s offer inconsistent boundaries

		No boundaries set around young person’s behaviour resulting in aggressive, challenging, disruptive behaviour

		Parent’s behaviour is frightening to the child resulting in the child presenting with disturbed behaviour (mental health problems)



		

		Child has inappropriate levels of sexual knowledge

		Child/young person is exposed to sexually explicit material

		Child/Young person not protected from contact with perpetrators of sexual harm












		Emotional care



		Level 1

		Level 2

		Level 3

		Level 4



		Parent/s show warmth, praise and encouragement

		Parent’s emotional response is not always consistent

		Child often made the scapegoat

		Child is family scapegoat



		

		Parent/s have unmet emotional needs impacting on their ability to be attuned to their child

		Child not given praise

		Child singled out for punishment



		

		Child unsure of parental response which impacts on emotional relationships with parents

		Child given inconsistent physical contact and reassurance

		Child rarely comforted/ reassured physically



		

		Parent occupied with sibling/s with higher level needs, e.g. disabilities, and needs additional support

		Few age appropriate toys in the house

		Absence of age appropriate toys



		

		Child spends considerable amount of time alone, and has limited access to leisure facilities

		Child spends long, regular periods in their bedroom

		Child spends all their time in their bedroom



		

		Child/ young person’s key relationships with family members not always maintained

		Parent sometimes ignores child, child displays attention seeking behaviour

		Parent goes out of their way to ignore verbal/ nonverbal signals from the child



		

		Complex family dynamics result in ongoing levels of instability

		Child is rarely comforted when distressed

		Parent always ignores child’s distress and becomes angry



		

		

		Parent often indifferent to child’s presence

		Parent ignores child’s presence



		

		

		Parent rarely referees disputes between siblings

		Poor parenting contributes to sibling conflict










2. Environmental

		Level 1

		Level 2

		Level 3

		Level 4



		Housing has basic amenities and appropriate facilities, and appropriate levels of cleanliness/ hygiene are maintained

		Housing conditions are barely adequate – cramped living conditions

		Children of different sex sharing bedrooms, several children sharing a room. Bedding not always clean

		Children/parents sleeping in living space, several children in a room, inadequate beds (broken base, torn and soiled mattress). Bedding consistently soiled or not available



		

		Parents accruing rent arrears which may jeopardise tenancy if action is not taken

		Threat of eviction and sporadic periods of homelessness

		Unable to maintain accommodation, accommodated by friends/neighbours



		

		Parent/s struggling to maintain standards of hygiene/repair in the house

		Poorly maintained washing/toilet facilities, unhygienic conditions

		Blocked toilets, broken bathing and washing facilities



		

		

		Dirty dishes in sink and dirty surfaces

		Sharp objects on the floor, rotten food in kitchen and living area. Spilling bags of rubbish



		

		

		Keeping of pets which pose a threat to young children

		Pets, dogs etc. bite children and soil the floors etc.



		

		

		Accommodation requires repair - broken windows, doors, bare electrical cables, intermittent heating/ lighting etc., house sparsely furnished

		House unsecured, numerous serious health and safety hazards for children/ adults, no heating/lighting, no curtains, furniture etc.










3. Child development/ health

		Physical Care



		Level 1

		Level 2

		Level 3

		Level 4



		Child/ young person in good health and developing appropriately for age

		Child/ young person has organic reason for not reaching developmental milestones

		Child not encouraged to reach developmental milestones (limited stimulating activities on offer – few toys, delay in attending nursery, not encouraging attendance in sport or other activities)

		No attempts made to encourage/assist child to reach developmental milestones



		

		Child has persistent minor health problems

		Child left in pram/car seat for longer periods of time than necessary

		Child left for extended periods of time in pram/car seat



		

		Inconsistent attendance at key health appointments

		Infrequent attendance at key health appointments

		Baby not spending enough time on floor to meet physical developmental milestones (sitting up,

crawling, pulling self up to walking)



		

		Dental care not meeting recommended frequency for age of child

Child inconsistently wears prescribed glasses or other eye sight correctional aids or hearing devices

		Fails to consistently follow medication regimes

Dental appointments consistently missed

Hearing and visual aids not always used

		Failure to attend key health appointments

Critical medication not administered

Dental appointments not attended resulting in premature dental decay

Child prevented from wearing prescribed glasses or other correctional aids/ hearing devices



		

		Delay in response to minor injuries

		Minor injuries left untreated

		Failure to seek medical attention for serious injuries e.g. scalds, head injuries
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The Quality of Care Tool 

(QoC.)

Assessing the quality of parental care for children.
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Quality of Care Analysis and Planning Sheet



Name (Child):                                                               Date of Birth:

Main Carer/s:



Name of parent/carer participating in the QOC assessment:…………………………….



Has parent(s) consented to the sharing of information & completion of a QOC process: 

Yes     No



Assessor’s Name:                                                     Date of completion:

Position:



		

1. 

		

Child focused care giving.



		

The child's needs are appropriately prioritised.



		

2. 

		

Adult focused care giving.



		

Adult's needs sometimes get in the way of prioritising the child's needs.



		

3. 

		

Child’s needs secondary to adults.



		

Adults prioritise their own needs, some indifference to child’s needs. 





		

4. 

		

Child’s needs not considered.



		

Child’s needs disregarded, level of indifference or hostility to advice.











		Area

		Sub Area

		Score



		Comments and actions /proposal for support/change



		Physical Care





		FOOD



		1

		2

		3

		 4

		



		

		QUALITY OF HOUSING



		1

		2

		3

		4

		



		

		STABILITY OF HOUSING



		1

		2

		3

		4

		



		

		CHILD’S CLOTHING



		1

		2

		3

		4

		



		

		ANIMALS



		1

		2

		3

		4

		



		

		HYGIENE



		1

		2

		3

		4

		



		

		Overall Area Score 

		



		Health

		SAFE SLEEPING



		1

		2

		3

		4

		



		

		SEEKING ADVICE



		1

		2

		3

		4

		



		

		DISABILITY AND ILLNESS



		1

		2

		3

		4

		



		Safet

y and supervision

		SAFETY AWARENESS



		1

		2

		3

		4

		



		

		TRAFFIC AWARENESS



		1

		2

		3

		4

		



		

		HANDLING OF BABY



		1

		2

		3

		4

		



		

		RESPONDING TO ADOLESCENTS

		1

		2

		3

		4

		



		

		SUPERVISION OF CHILD



		1

		2

		3

		4

		



		

		CARE BY OTHER ADULTS



		1

		2

		3

		4

		



		Love and Care

		CARER’S ATTITUE TO CHILD

		1

		2

		3

		4

		



		

		BOUNDARIES



		1

		2

		3

		4

		



		

		ADULT ARGUMENTS & VIOLENCE

		1

		2

		3

		4

		



		

		YOUNG CARING



		1

		2

		3

		4

		



		

		POSITIVE VALUES



		1

		2

		3

		4

		



		

		ADULT BEHAVIOUR



		1

		2

		3

		4

		



		

		SUBSTANCE MISUSE

		1

		2

		3

		4

		



		Stimulation & Education





		UNBORN



		1

		2

		3

		 4

		



		

		0-2 YEARS



		1

		2

		3

		4

		



		

		2-5 YEARS



		1

		2

		3

		4

		



		

		SCHOOL



		1

		2

		3

		4

		



		

		SPORT AND LEISURE



		1

		2

		3

		4

		



		

		FRIENDSHIPS



		1

		2

		3

		4

		



		

		ADDRESSES BULLYING



		1

		2

		3

		4

		



		Parental motivation

		

		1

		2

		3

		4

		








Targeting Particular Item of Care:-

Any sub area that has been identified as a concern should be considered as part of an action plan.



		

		

		Current Overall Score

		Target for change- what do you want to see change for the child – be specific



		Support to be provided 

		Changes at first review

		Further Action 



		1

		Physical Care 

		

		

		

		













		



		2

		Health

		

		

		

		











		



		3

		Safety

		

		

		

		









		



		4

		Love and Care 

		

		

		

		















		



		5

		Stimulation & education

		

		

		

		















		



		6

		Parental Motivation to change 

		

		

		

		















		











		
Additional Questions to aid analysis



		What is the impact on the child of the current caregiving and what specific action has been taken to address this? 











		









		What is causing the neglect and what action has been taken to address this?









		



		Are parents aware of professional concerns and open to thinking about change?









		



		Overall Conclusion 





















The completed QOC tool shared and discussed with the parent.  Yes     No



Parent/carer comments:
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Guidance on using the  Quality of Care (QoC) structured judgement tool.



The QoC tool promotes professional judgment, enabling workers to apply this judgement within a clearly structured approach. It was introduced to support workers to assess the quality of parental care provided to children.  In families where concerns about parental care are substantiated the tool supports balanced and considered professional judgement of the extent to which children may be harmed.  This clarity in turn assists in developing appropriate and specific plans to assist parents to change.



The tool provides a relatively simple framework (below) to enable workers to gauge and describe the quality of care provided for child/ren giving an overview of the extent to which the parent/s hold in mind and act upon the care of their child/ren . It allows worker and family alike to see where strengths lie, where care might be in need of improvement and where serious concerns lie.  A child is anyone under the age of 18.

For further information around neglect please refer to the West Sussex Safeguarding Board Neglect Strategy.



		

1. 

		

Child focused care giving.



		

The child's needs are appropriately prioritised.



		

2. 

		

Adult focused care giving.



		

Adult's needs sometimes get in the way of prioritising the child's needs.



		

3. 

		

Child’s needs secondary to adults.



		

Adults prioritise their own needs, some indifference to child’s needs. 





		

4. 

		

Child’s needs not considered.



		

Child’s needs disregarded, level of indifference or hostility to advice.









Quality of Care Analysis and Planning Sheet



Name (Child):                                                               Date of Birth:

Main Carer/s:



Name of parent/carer participating in the QOC assessment:…………………………….



Has parent(s) consented to the sharing of information & completion of a QOC process: 

Yes     No



Assessor’s Name:                                                     Date of completion:

Position:

	





Assessment summary overview.







AREA OF CARE. PHYSICAL CARE.  Food. 



		1. Child focused care giving.  

		2. Adult focused care giving.  

		3. Child’s needs secondary to adults. 

		4. Child’s needs not considered.



		Child is provided with appropriate quality of food and drink, appropriate to their age and stage of development.

Meals are organised and there is a routine which includes the family sometimes eating together

Children’s special dietary requirements are always met

Carer understands importance of foods

		Child is provided with reasonable quality of food and drink and seems to receive an adequate quantity for their needs, but there is a lack of consistency in preparation and routine.  Children’s special dietary requirements are inconsistently met.

Carer understands the importance of appropriate food and routine but sometimes their personal circumstances impact on ability to provide.

		Child receives low quality food and drink, often not appropriate to their age and stage of development and there is a lack of preparation or routine.

Child appears hungry

Children’s special dietary requirements are rarely met.

The carer is indifferent to the importance of appropriate food for the child.

		 Child does not receive an adequate quantity of food and is observed to be hungry.



The food provided is of a consistently low quality with a predominance of sugar, sweets, crisps and chips etc.   



Children’s special dietary requirements are never met and there is a lack of routine in preparation and times when food is available.



Carer hostile to advice about appropriate food and drink and the need for a routine.





 




AREA OF CARE. PHYSICAL CARE. Quality of housing.



		1. Child focused care giving.  

		2. Adult focused care giving.  

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.   



		The accommodation has all essential amenities such as heating, shower, cooking facilities, adequate beds and bedding and a toilet and is in a reasonable state of repair and decoration.  

Carer understands the importance of the home conditions to child’s well-being. 

		The accommodation has some essential amenities, but is in need of decoration and requires repair. Carers are aware of this, and have taken steps to address these issues.  

The accommodation is reasonably clean, but may be damp, but the carer addresses this.  

Carer recognises the importance of the home conditions to the 

child’s sense of well-being, but is 

hampered by personal circumstances. 

		The accommodation is in a state 

of disrepair, carers are unmotivated to address this and the child has suffered accidents and potentially poor health as a result.  

The look is bare and possibly dirty/smelly and there are inadequate amenities such as beds and bedding, a dirty toilet, lack of clean washing facilities and the whole environment is dirty and chaotic.  

The accommodation smells of damp and there is evidence of mould. 

		The accommodation is in a dangerous state of disrepair and this has caused a number of accidental injuries and poor health for the child.  

The look is dirty and squalid and there is a lack of essential amenities such as a working toilet, showering/bathing facilities, inappropriate and dirty bed and bedding and poor 

facilities for the preparation of food.  

Faeces or other harmful substances are visible, and house smells. 

The accommodation smells strongly of damp and there is extensive mould which is untreated and the carer is hostile to advice about the impact of the home circumstances on child’s well being. 










AREA OF CARE. PHYSICAL CARE:  Stability of housing. 



		1. Child focused care giving.  

		2. Adult focused care giving.  

		3. Child’s needs secondary to adults. 

		4. Child’s needs not considered.  



		Child has stable home environment without too many moves (unless necessary). 

Carer understands the importance of stability for child. 

		Child has a reasonably stable home environment, but has experienced house moves/ new adults in the family home.  

Carer recognises that this could impact on child, but the carer’s personal circumstances occasionally impact on this. 

		Child does not have a stable home environment, and has either experienced lots of moves and/or lots of adults coming in and out of the home for periods of time. 

Carer does not accept the importance of stability for child. 

		Child experiences lots of moves, staying with relatives or friends at short notice (often in circumstances of overcrowding leading to children sleeping in unsuitable circumstances). 

The home has a number of adults coming and going. 

Child does not always know these adults who stay over. Carer is hostile about being told about the impact on child of instability. 










AREA OF CARE. PHYSICAL CARE: Child’s clothing.

 

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		Child has clothing which is clean and fits appropriately.  

Child is dressed appropriately for the weather and carers are aware of the importance of appropriate clothes for the child in an age appropriate way. 

		Child has clothes which are appropriate, but are sometimes poorly fitting, unclean and crumpled.  

The carer gives consideration to the appropriateness of clothes to meet the needs of the child in an age appropriate way, but their own personal circumstances can get in the way.  

		Child has clothing which is dirty and crumpled, in a poor state of repair and not well fitting. The child lacks appropriate clothes for the weather and does not have sufficient clothing to allow for regular washing.  

Carer(s) are indifferent to the importance of appropriate clothes for the child in an age appropriate way. 

		 Child has clothes which are filthy,   ill-fitting and smelly. The clothes are usually unsuitable for the weather. 

Child may sleep in day clothes and is not provided with clean clothes when they are soiled. 

The carer is hostile to advice about the need for appropriate clothes for the wellbeing of the child. 










AREA OF CARE. PHYSICAL CARE. Care of animals. 



		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		Animals are well cared for and do not present a danger to children or adults.  

Children are encouraged to behave appropriately towards animals. 

		Animals look reasonably well cared for, but contribute to a sense of chaos in the house.  

Animals present no dangers to children or adults and any mistreating of animals is addressed.  

 

		Animals not always well cared for or ailments treated.  

Presence of faeces or urine from animals not treated appropriately and animals not well trained.  

The mistreatment of animals by 

adults or children is not addressed. 

		Animals not well cared for and presence of faeces and urine in living areas. 

Animals dangerous and chaotically looked after.  

Carers do not address the ill treatment of animals by adults or children.  








AREA OF CARE. PHYSICAL CARE.  Hygiene.

 

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		The child is clean and is either given a bath/washed daily or encouraged to do so in an age appropriate way.  

The child is encouraged to brush their teeth and head lice, skin complaints etc are treated appropriately.  

Nappy rash is treated appropriately.  

Carers take an interest in the 

child’s appearance 

		The child is reasonably clean, but the carer does not bath/wash the child regularly and/or the child is not consistently encouraged to do so in an age appropriate way. 

The child does not always clean their teeth, and head lice and skin conditions etc are treated in an inconsistent way.  

Nappy rash is a problem, but parent treats if given encouragement and advice. 

		The child looks unclean and is only occasionally bathed/ washed or encouraged to do so in an age appropriate way.  

 

There is evidence that the child does not brush their teeth, and that head lice and skin conditions etc are not treated appropriately. 

Carer does not address concerns about nappy rash and is indifferent to concerns expressed by others.  

Carers do not take an interest in child’s appearance and do not acknowledge the importance of hygiene to the child’s wellbeing 

		The child looks dirty, and is not bathed or washed or encouraged to do so.  

The child does not brush teeth. Head lice and skin conditions are not treated and become chronic.  

Carer does not address concerns about nappy rash and is hostile to concerns expressed by others.  

The carer is hostile to concerns expressed by others about the child’s lack of hygiene. 





 




AREA OF CARE. PHYSICAL CARE.  Safe sleeping arrangements and co-sleeping for babies. 



		1.  Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		Carer has information on safe sleeping and follows the guidelines. 

There is suitable bedding and carers have an awareness of the importance of the room temperature, sleeping position of the baby and carer does not smoke in household.  

Carer aware of guidance around safe co-sleeping and recognises the importance of the impact of alcohol and drugs on safe co-sleeping.   

There are appropriate sleeping arrangements for children. 

		Carer has information on safe sleeping, but does not always follow guidelines, so bedding, temperature or smoking may be a little chaotic and carer may not be aware of sleeping position of the baby. (Be aware this raises risk of cot death). 

Carer aware of the dangers of co-sleeping and recognises the dangers of drugs and alcohol by the carer on safe co-sleeping, but this is sometimes inconsistently observed.   

Sleeping arrangements for children can be a little chaotic.  

   

		Carer unaware of safe sleeping guidelines, even if they have been provided.  

Carer ignores advice about beds and bedding, room temperature, sleeping position of the baby and smoking. (Be aware this raises risk of cot death). 

Carer does not recognise the importance of safe co-sleeping or the impact of carer’s alcohol /drug use on safety.  

Sleeping arrangements for children are not suitable and carer is indifferent to advice regarding this. 

Carer not concerned about impact on child. 

		Carer indifferent or hostile about safe sleeping guidance. Sees it as interference and does not take account of beds and bedding, room temperature, sleeping position of the baby and adults smoke in the household. (Be aware this raises risk of cot death). 

Carer hostile to advice about safe sleeping and the impact of carer ‘s drug and alcohol on safe co-sleeping for the baby.  

Sleeping arrangements for children are not suitable and carer is hostile to advice regarding this. 

Carer not concerned about impact on child or risks associated with this, such as witnessing adult sexual behaviour.  





 




AREA OF CARE. HEALTH. Preparation for birth. 



		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.





		

		The mother acknowledges the pregnancy and seeks care as soon as her pregnancy is confirmed. 



The mother attends all her antenatal appointments and seeks medical or other advice if there is a perceived problem.



She prepares for the birth of the baby and has the appropriate clothing, equipment and cot in time. 









		

The mother attends antenatal clinic and prepares for the birth of her baby, and she is acutely aware of her mental ill health or substance misuse problems which could negatively impact on her unborn baby. 



		

The mother is unaware of the impact that her mental ill health and/or substance misuse problems might have on her unborn child. 



		

		The mother does not attend  antenatal clinic appointments; she ignores medical advice during the pregnancy. 



She has not prepared for the birth of her baby. 



She engages in activities that could hinder the development, safety and welfare of her baby. 



		














AREA OF CARE. HEALTH. Seeking advice. 

 

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		Advice sought from professionals/ experienced adults on matters of concern about child’s health.   

Appointments are made and consistently attended.  

Preventative care is carried out such as dental/optical and all immunisations are up to date.  

Carer ensures child completes any agreed programme of medication or treatment. 

		Advice is sought about illnesses, but this is occasionally delayed or poorly managed as a result of carer difficulties.  

Carer understands the importance of routine care such as optical/dental but is not always consistent in keeping routine appointments.  

Immunisations are delayed, but eventually completed.  

Carer is inconsistent about ensuring that the child completes any agreed programme of medication or treatment, but does recognise the importance to 

the child, but personal circumstances can get in the way. 

		The carer does not routinely seek advice about childhood illnesses but does when concerns are serious or when prompted by others.  

Dental care and optical care are not routinely attended to. 

Immunisations are not up to date, but  carer will allow access to children if home visits are carried out.  

Carer does not ensure the child 

completes any agreed programme of medication or treatment and is indifferent to the impact on child’s wellbeing. 

		Carer does not attend to childhood illnesses, unless severe or in an emergency.  

Childhood illnesses allowed to deteriorate before advice/care is sought.  

Carer hostile to advice from others (professionals and family members) to seek medical advice. 

Routine appointments such as dental and optical not attended to, immunisations not up to date, even if a home appointment is offered. 

Carer does not ensure that the child completes any agreed programme of medication or treatment and is hostile to advice about this from others, and does not recognise likely impact on child. 





 




AREA OF CARE. HEALTH. Attitude to disability and/or illness.

 

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		Carer positive about child’s identity and values him/her.  

Carer complies with needs relating to child’s disability. 

Carer is proactive in seeking appointments and advice and advocating for the child’s well-being. 

		Carer does not always value child and allows issues of disability to impact on feelings towards the child.  

Carer is inconsistent in their compliance with needs relating to child’s disability, but does recognise the importance to the child, but personal circumstances get in the way.  

Caregiver accepts advice and support but is not proactive in seeking advice and support around the child’s needs. 

		Carer shows anger and frustration at child’s disability. Often blaming the child and not recognising identity. 

Carer does not ensure compliance with needs relating to child’s disability, and there is significant minimisation of child’s health needs.  

The carer does not seek or accept advice and support around the child’s needs, and is indifferent to the impact on the child. 

		Carer does not recognise child’s identity and is negative about child as a result of the disability. 

Carer does not ensure compliance with needs relating to child’s disability, which leads to deterioration of the child’s well-being. 

Carer hostile when instructed to seek help for the child, and is actively hostile to any advice or support around child’s disability 










AREA OF CARE. SAFETY & SUPERVISION. Safety awareness.  

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		Carer aware of safety issues and there is evidence of safety equipment use and maintenance 

		Carer is aware of safety issues, but is inconsistent in use and maintenance of safety equipment, and allows personal circumstances to get in the way of consistency. 

		The carer does not recognise dangers to child and there is a lack of safety equipment, and evidence of daily dangers to the child. 

Carer indifferent to advice about this and does not recognise or acknowledge the impact on the child. 

		Carer does not recognise dangers to the child’s safety and hostile to advice regarding this, does not recognise the importance to the child, and can hold child responsible for accidents and injuries. 





 




AREA OF CARE. SAFETY & SUPERVISION. Handling of baby and response to baby.

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		Carer responds appropriately to the baby’s needs and is careful whilst handling and laying the baby down, frequently  checks if unattended. 

Carer spends time with baby, cooing and smiling, holding and behaving warmly. 

		The carer is not always consistent in their responses to the baby’s needs, because their own circumstances get in the way.  Carer is a bit precarious in handling and is inconsistent in supervision. 

Carer spends some time with the baby, cooing and smiling, but is led by baby’s moods, and so responds negatively if baby unresponsive. 

		Carer does not recognise the importance of responding consistently to the needs of the baby. Handling is precarious and baby is left unattended (bottle left in the mouth). 

Carer does not spend time with baby, cooing or smiling, and does not recognise importance of comforting baby when distressed. 

		Carer does not respond to the needs of the baby and only addresses issues when carer chooses to do so.  

There is dangerous handling and the baby is left dangerously unattended. 

The baby is strapped into a car seat or some other piece of equipment for long periods and lacks adult attention and contact. 

Carer hostile to advice to pick baby up, and provide comfort and attention. Carer does not recognise importance to baby. 





 




AREA OF CARE. SAFETY & SUPERVISION. Supervision of the child 

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		Appropriate supervision is provided in line with age and stage of development.  

Carer recognises the importance of appropriate supervision to child’s well-being. 

		Variable supervision is provided both indoors and outdoors, but carer does intervene where there is imminent danger.  

Carer does not always know where child is and inconsistent awareness of safety issues when child away from home.  

Shows concern about when child should be home. 

Carer aware of the importance of supervision, but does allow personal circumstances too impact on consistency. 

		There is very little supervision indoors or outdoors and carer does not always respond after accidents.  

There is a lack of concern about where child is or who they are with and the carer is inconsistently concerned about lack of return home or late nights. 

Carer indifferent to importance of supervision and to advice regarding this from others. 

		Complete lack of supervision.  

Young children contained in car seats/pushchairs for long periods of time.  

The carers are indifferent to whereabouts of child, and often do not know where child is or who they are with, and are oblivious to any dangers. 

There are no boundaries about when to come home or late nights. 

Carer hostile about advice from others regarding appropriate supervision and does not recognise the potential impact on children’s wellbeing. 








AREA OF CARE. SAFETY & SUPERVISION. Care by other adults 

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		Child is left in care of a vetted adult.  

Never in sole care of an under 16. 

Parent/child always aware of each other’s whereabouts.  

Out of necessity a child aged 1-12 is left with a young person under 14 who is familiar and has no significant problem for no longer than necessary as an isolated incident. 

		Child 0-9 year old is sometimes left with a child age 10-13 or a person known to be unsuitable. 

Parents unsure of child’s whereabouts. 

Carer inconsistent in raising the importance of a child keeping themselves safe from others and provides some advice and support. 

Carer aware of the importance of safe care, but sometimes is inconsistent because of own personal circumstances. 

		Child 0-7 year old is left with an 8-10 year old or an unsuitable person.  

Child found wandering and/or locked out. 

Carer does not raise awareness of the importance of child keeping themselves safe from others and provides no advice and support. 

Carer is indifferent to the importance of safe care of the child and leaves the child with unsuitable or potentially harmful adults and does not recognise the potential risks to the child. 

		Child 0-7 year old is left alone or in the company young child or an unsuitable person. 

Child often found wandering and/or locked out. 

Carer does not provide any advice about keeping safe, and may put adult dangers in the way of the child. 

Carer hostile to advice or professional challenge about giving safe care and impact of children being left with unsuitable and/or unsuitable or dangerous adults. 





 




AREA OF CARE. SAFETY & SUPERVISION. Responding to adolescents. 

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		The adolescent’s needs are fully considered with appropriate adult care.  

Where risky behaviour occurs it is identified and responded to appropriately by the carer. 

		The carer is aware of the adolescent’s needs but is inconsistent in responding to them. 

The carer is aware that the adolescent needs appropriate care but is inconsistent in providing it. 

Where risky behaviour occurs the carer responds inconsistently to it. 

		The carer does not consistently respond to the adolescent’s needs and recognises risky behaviour but does not always respond appropriately. 

		The adolescent’s needs are not considered and there is not enough appropriate adult care. 

The carer does not recognise that the adolescent is still in need of guidance with protection from risky behaviour i.e. lack of awareness of the adolescent’s whereabouts for long periods of time or seeking to address either directly or by seeking support of risky and challenging behaviour.  

The carer does not have the capacity to be alert to and monitor the adolescent moods for example recognising depression which could lead to self harm. 





 




AREA OF CARE. SAFETY & SUPERVISION. Traffic awareness & in-car safety. 

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		Infant is well secured in pram or pushchair.



Where a toddler is walking, their hand is held safely. 



3-5 year olds are allowed to walk without holding hands but are close and in vision of parent.



5-8 year olds are allowed to cross road with 13+ year old. 



Child is taught developmentally appropriate traffic skills. 





		Baby/infant not always secured in pushchair and 3-5 year old not fully supervised. 

7 years onwards are allowed to cross with another young child alone and 8 years old crosses regardless of suitability. 

Child given some guidance about traffic skills. 

		Baby/infant not secured in pushchair and 3- 5 year old dragged along with annoyance or left to follow behind alone, with supervision.  

Under 7s onwards are allowed to cross road alone.  

Child not taught traffic skills. 

		Babies/infants are unsecured in pram/pushchair and carer is careless with pram.  

There is a lack of supervision around traffic and an unconcerned attitude.  

Lacks understanding of why teaching traffic skills might be important for the child.   





 




AREA OF CARE. LOVE AND CARE. Parent/carer’s attitude to child, warmth and care  

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		Carer talks warmly about the child and is able to praise and give appropriate emotional reward. 

The carer values the child’s cultural identity and seeks to ensure child develops a positive sense of self. 

Carer responds appropriately to child’s needs for physical care and positive interaction. 

The emotional response of the carer is one of warmth.  

Child is listened to and carer responds appropriately.  

Child is happy to seek physical contact and care.  

Carer responds appropriately if child distressed or hurt.  

Carer understands the importance of consistent demonstrations of love and care. 

		Carer talks kindly about the child and is positive about achievements most of the time but allows their own difficulties to impact. 

Carer recognises that praise and reward are important but is inconsistent in this. 

Carer recognises child’s cultural identity and is aware of the importance of ensuring child develops a positive sense of self, but sometimes allows personal circumstances to impact on this. 

Child is main initiator of physical interaction with carer who responds inconsistently or passively to these overtures. 

Child not always listened to and carer angry if child seeks comfort through negative emotions such as crying. 

Does not always respond appropriately if child distressed or hurt.   

Carer understands the importance of demonstrations of love and care, but own circumstances and difficulties sometimes get in the way.

		Carer does not speak warmly about the child and is indifferent to the child’s achievements. 

Carer does not provide praise or reward and is dismissive of praise from others.  

Carer does not recognise the child’s cultural identity and is indifferent to the importance of ensuring that the child develops a positive sense of self  

Carer seldom initiates interactions with the child and carer is indifferent if child attempts to engage for pleasure, or seek physical closeness. 

Emotional response is sometimes brisk or flat and lacks warmth. 



Can respond aggressively or dismissively if child distressed or hurt. 

Carer indifferent to advice about the importance of love and care to the child. 

		Carer speaks coldly and harshly about child and does not provide any reward or praise and is ridiculing of the child when others praise. 

Carer is hostile to advice about the importance of praise and reward to the child. 

Carer hostile to the child’s cultural identity and to the importance of ensuring that the child develops a positive sense of self. 

Carer does not show any warmth or physical affection to the child and responds negatively to overtures for warmth and care. 

Responds aggressively or dismissively if child distressed or hurt. 

Carers will respond to incidents of harm if they consider themselves to be at risk of involvement with the authorities. 

 The emotional response of carers is harsh,  critical and lacking warmth. 

Carer hostile to advice about the importance of responding appropriately to the child.





AREA OF CARE. LOVE AND CARE. Boundaries.

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		Carer provides consistent boundaries and ensures child understands how to behave and to understand the importance of set limits.  

Child is disciplined appropriately with the intention of teaching proactively. 

		Carer provides inconsistent boundaries and uses mild physical and moderate other sanctions.  

The carer recognises the importance of setting boundaries 

for the child, but is inconsistent because of own personal circumstances or difficulties. 

		Carer provides few boundaries, and is harsh and critical when responding to the child’s behaviour and uses physical sanctions and severe other sanctions.  Carer can hold child responsible for their behaviour. Carer indifferent to advice about the need for more appropriate methods of disciplining. 

		Carer provides no boundaries for the child and treats the child harshly and cruelly, when responding to their behaviour. 

Carer uses physical chastisement and other harsh methods of discipline. 

Carer disregards or is hostile to advice about appropriate methods of discipline. 





 




AREA OF CARE. LOVE AND CARE. Adult arguments and violence. 

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		Carers do not argue aggressively and are not physically abusive in front of the children. 

Carer has a good understanding of the impact of arguments and anger on children and is sensitive to this. 

		Carers sometimes argue aggressively in front of children, but there is no physical abuse of either party. 

Carer recognises the impact of severe arguments on the child’s wellbeing but personal circumstances sometimes get in the way. 

		Carers frequently argue aggressively in front of children and this leads to violence. 

There is a lack of awareness and understanding of the impact of the violence on children and carers are indifferent to advice regarding this. 

		Carers argue aggressively frequently in front of the children and this leads to frequent physical violence. 

There is indifference to the impact of the violence on children and carers are hostile to advice about the impact on children. 










AREA OF CARE. LOVE AND CARE. Young caring responsibility. 

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		 Child contributes to households tasks as would be expected for age and stage of development. 

Does not take on additional caring responsibilities. 

Carer recognises the importance of appropriateness regarding caring responsibilities. 

		Child has some additional responsibilities within household, but these are manageable for age and stage of development and do not interfere with child’s education and interfere minimally with leisure/sporting activities.  

Carer recognises that the child should not be engaged in inappropriate caring responsibilities but is inconsistent in their response. 

		Child has onerous caring responsibilities that interfere with education and leisure activities.  

Carer indifferent to impact on child. 

		Child has caring responsibilities which are inappropriate and interfere directly with child’s education/leisure opportunities. 

This may include age inappropriate tasks, and /or intimate care. 

The impact on the child’s well being is not understood or acknowledged. 

Carer is hostile to advice about the inappropriateness of caring responsibilities. 





 




AREA OF CARE. LOVE AND CARE. Positive values. 

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		Carer encourages child to have positive values, to understand right from wrong, be respectful to others and show kindness and helpfulness. 

Carer understands importance to child’s development. 

This includes an awareness of smoking, underage drinking and drug misuse as well as early sexual relationships. 

Carer gives clear advice and support. 

Carer ensures child does not watch inappropriate films/TV   or play with computer games which are inappropriate for child’s age and stage of development. 

		Carer inconsistent in helping child to have positive values, to understand right from wrong, be respectful to others and show kindness and helpfulness.

Carer aware of importance to child’s development, but not always able to impose framework.

Carer has variable awareness of smoking, underage drinking and drug misuse as well as early sexual relationships.

Carer gives some advice and support.

Carer aware of need to monitor child watching inappropriate material and playing inappropriate computer games , but is inconsistent in monitoring  because of own personal difficulties and circumstances.

		Carer does not teach child positive values. Is indifferent to issues of right and wrong, kindness and respect to others. 

Carer does not understand importance to child’s development. 

Carer gives little advice about smoking, underage drinking and drug misuse as well as early sexual relationships. 

Carer does not monitor the watching of inappropriate materials or playing inappropriate games and is indifferent about the impact on the child. 

		Carer actively encourages negative values in child and has at times condoned anti-social behaviour. 

Carer indifferent to the impact on child’s development. 

Carer indifferent to smoking, underage drinking and drug misuse, and early sexual relationships. No advice given, and may, at times, have encouraged some of these activities. 

Carer(s) allows child(ren) to watch inappropriate TV /film material and inappropriate computer games. 

Is hostile to advice about inappropriateness and to the impact on child (s) wellbeing. 





 

AREA OF CARE. LOVE AND CARE. Adult behaviour. 

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		Carer does not talk about feelings of depression /low mood in front of the children and is aware of potential impact. 

Carer does not misuse drugs or alcohol. 

		Carer does discuss feelings of depression and low mood, but does not discuss suicide and is aware of the impact of parental mood on children, but their own mood or circumstances means there is inconsistency in awareness of this. 

Carer uses drugs and alcohol, but ensures that this does not impact on child. 

		Carer talks about depression and suicide in front of child and is unaware of potential impact on child. 

Carer indifferent to advice about the importance of not talking about this issue. 

Carer misuses drugs and/or alcohol, and is not aware of impact on child. 

		Caregiver has attempted suicide in front of child. 

Carer can hold the child responsible for feelings of depression and is open with the child and/or others about this. 

Carer is hostile to advice focussed on stopping this behaviour and carer does not recognise the impact on the child. 

Carer misuses drugs and alcohol and does not ensure that this does not impact on the child and this impacts on safety and wellbeing. 

Carer hostile to advice about this. 





 




AREA OF CARE. LOVE AND CARE. Substance misuse. 

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		Alcohol and drugs are stored safely, if in the home. 

The carer models low consumption or does not drink or use in front of the child. The carer’s use does not impact on the child in terms of carer’s emotional availability and provides consistency of care or they have physical ability to care or respond to the child. 

The carer is able to respond to emergency situations should they arise appropriately. 

The carer talks appropriately about substances to the child, being aware of the child’s development, age and understanding.  

The carer is aware of the impacts of substances on an unborn child and follows recommendations regarding the child’s wellbeing. Appropriate antenatal care is sought. 

Alcohol and substances do not impact on the family finances. The child’s needs are fully met and a wide network of family and supportive others are involved.

		The carer believes it is normal for children to be exposed to regular alcohol and substance use. 

The carer maintains boundaries and routines but these are changed and/or adapted to accommodate use at times. 

The carer understands the importance of hygiene, emotional and physical care of their child and arranges for additional support when unable to fully provide for the child. 

Finances are affected but the child’s needs are generally met. 

The mood of the carer can be irritable or distant at times. 

The carer is aware of the impact of substances on an unborn child 

but inconsistently follows recommendations regarding the child’s wellbeing. 

		The carer lacks awareness of the impact their substance use has on their child and is inconsistent in their engagement with specialist agencies. 

The carer’s use leads to an inconsistency in caring and the child takes on inappropriate responsibilities at home. 

The carer needs support in order to manage their use during pregnancy and lacks awareness on the impact this may have on their baby in terms of immediate and medium to long term future. 

Substances can be accessed by the child. 

The child’s access to appropriate medical or dental care is delayed and education is disrupted. 

The finances are affected and the carer’s mood is unpredictable. 

		The carer holds the child responsible for their use & blames their continual use on the child. 

The carer significantly minimises and is hostile to advice around their use or refuses to acknowledge concerns. 

The carer involves the child in their using behaviour (i.e. asking the child to get the substances or prepare the substances). 

The carer refuses antenatal care or does not attend care offered. 

The carer cannot respond to the child’s needs or shows little awareness of the child’s wellbeing (i.e. attending school) 

There is an absence of supportive family members or a social network. 

The child is exposed to abusive or frightening behaviour of either the carer or other adults (i.e. delusions/hallucinations). 

  Education is frequently disrupted. 

The carer does not recognise and respond to the child’s concerns and worries about the carer’s circumstances.





AREA OF CARE STIMULATION & EDUCATION: Pre-school. 2-5 years. 

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		The child receives appropriate stimulation such as carer talking to the child in an interactive way, as well as reading stories and the carer playing with the child. 

Carer provides all toys that are necessary. Finds a way even if things are unaffordable (uniform, sports equipment, books etc). 

Outings: Carer takes child to child centred places locally such as park, or encourages child in an age appropriate way to make use of local resources. 

		The carer provides adequate stimulation. Carer’s own circumstances sometimes get in the way because there are many other demands made on 

the carer’s time and there is a struggle to prioritise. However, the carer does understand the importance of stimulation for the child’s well-being. 

The child has essential toys and the carer makes an effort to ensure appropriate access to toys even if things are unaffordable, but sometimes struggles. 

Outings: Child accompanies carer wherever carer decides, usually child friendly places, but sometimes child time taken up with adult outings because of carers needs. 

		The carer provides little stimulation and does not see the importance of this for the child. 

The child lacks essential toys, and this is not because of financial issues, but a lack of interest or recognition of the need. 

Carer allows presents for the child but the child is not encouraged to care for toys. 

Child may go on adult oriented trips, but these are not child centred or child left to make their own arrangements to plays outdoors in neighbourhood. 

Child has responsibilities in the house that prevents opportunities for outings. 

		No stimulation is provided and carer hostile to child’s needs or advice from others about the importance of stimulation. 

The child has no toys and carer may believe that child does not deserve presents. No toys, unless provided by other sources, gifts or grants and these are not well kept. 

 No outings for the child, may play in the street but carer goes out locally e.g. to pub with friends. 

Child prevented from going on outings with friends or school. 








AREA OF CARE STIMULATION & EDUCATION: Education and stimulation. School. 



		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		Carer takes an active interest in schooling and support at home, attendance is regular. 

Carer engages well with school or nursery and does not sanction missed days unless necessary. 

Carer encourages child to see school as important. 

Interested in school and support for homework. 

		Carer maintains schooling but there is not always support at home. 

Carer struggles to link with school, and their own difficulties and circumstances can get in the way. 

Can sanction days off where not necessary. 

Carer understands the importance of school, but is inconsistent with this and there is also inconsistency in support for homework. 

		Carer makes little effort to maintain schooling. 

There is a lack of engagement with school. No interest in school or homework. 

Carer does not recognise child’s need for education and is collusive about child not seeing it as important. 

		Carer hostile about education, and provides no support and does not encourage child to see any aspect positively. 

Total lack of engagement and no support for any aspect of school such as homework, outings etc. 





 




AREA OF CARE STIMULATION & EDUCATION. Sport and leisure. 



		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		Carer encourages child to engage in sports and leisure, if affordable. 

Equipment provided where affordable, or negotiated with agencies/school on behalf of child. 

Carer understands the importance of this for child’s wellbeing. 

 Recognises when child good at    something and ensures they are able to pursue it.

		Carer understands that after school activities and engaging in sports or child’s interests is important, but is inconsistent in supporting this, because own circumstances get in the way. 

Does recognise what child is good at, but is inconsistent in promoting a positive approach.

		Child makes use of sport through own effort, carer not motivated and not interested in ensuring child has equipment where affordable. 

Does not recognise the value of this to the child and is indifferent to wishes of child or advice from others about the importance of sports/leisure activities, even if child is good at it.

		Carer does not encourage child to take part in activities, and may be active in preventing this. 

Does not prevent child from being engaged in unsafe/unhealthy pursuits. Carer hostile to child’s desire to take part or advice from others about the importance of sports/leisure activities, even if child is good at it.







 


 AREA OF CARE. EDUCATION AND STIMULATION. Friendships. 

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		This is supported and carer is aware of who child is friends with. 

Aware of safety issues and concerns. 

Fully aware of the importance of friendships for the child. 

		Carer aware of need for friends,  does not always promote, but

ensures friends are maintained and supported through opportunities for play etc. Aware of importance to child.

		Child finds own friendships, no help from carer unless reported to be bullied. 

Does not understand importance of friendships.  

 

		Carer hostile to friendships and shows no interest or support. 

Does not understand importance to child. 







AREA OF CARE. EDUCATION AND STIMULATION. Addressing bullying. 

		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		 Carer alert to child being bullied and addresses immediately. 

		Carer aware of likelihood of bullying and does intervene when child asks. 

		Carer unaware of child being bullied and does not intervene. 

		Carer indifferent to child being bullied. 





 

 









PARENTAL MOTIVATION TO CHANGE.



		1. Child focused care giving.

		2. Adult focused care giving.

		3. Child’s needs secondary to adults.

		4. Child’s needs not considered.



		Carer is concerned about children’s welfare; wants to meet 

their physical, social, and emotional needs to the extent he/she understands them. 

Carer is determined to act in best interests of children. 

Has realistic confidence that he/she can overcome problems and is willing to ask for help when needed.  Is prepared to make sacrifices for children. 

		Carer seems concerned about children’s welfare and claims he/she wants to meet their needs, but has problems with own pressing circumstances and needs. 

Professed concern is often not translated into effective action, but carer expresses regrets about own difficulties dominating. 

Would like to change, but finds it hard. May be disorganised, does not take enough time, or pays insufficient attention; may misread ‘signals’ from children; may exercise poor judgement. 

		Carer is not concerned enough about children’s needs to change or address competing demands on their time and money. This leads to some of the children’s needs not being met. 

Carer does not have the right ‘priorities’ when it comes to child care; may take an indifferent attitude. 

There is lack of interest in the children and in their welfare and development. 

		Carer rejects the parental role and takes a hostile attitude toward child care responsibilities. 

Carer does not see that they have a responsibility to the child, and can often see the child as totally responsible for themselves or believes that harm befalling the child is the child’s own fault. 



Perception that there is something about the child that deserves ill treatment and hostile parenting. 



May seek to give up the responsibility for children. 
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		Home Environment Assessment Tool	



		Name of family:

		

		Name(s) and age(s) of children:

		



		Date of assessment:

		

		

		



		Was the visit announced?

		yes								no

		

		



		Practitioner undertaking assessment: Name

																							

		Job title:

		

		Service

		



		

		Initial visit date:

		Impact on child/ren



Specific details (if required)

 



		

		Yes

(strength) or N/A



(0)

		No

(requires

improvement)



    (1)

		



		1.0

		Observations of interior and exterior of home



		1.1

		Home free from pet/animal hazards including faeces/ vermin.

		

		

		



		1.2

		Home free from rubbish/clutter/ hoarding which is likely to pose a safety risk to children.

		

		

		



		1.3

		Home in state of good repair.

		

		

		



		1.4

		Adequate home furnishings.

		

		

		



		1.5

		Adequate basic amenities including services to kitchen and bathroom.

		

		

		



		1.6

		Basic kitchen items and provisions appropriate to children and family (eg. weaning).

		

		

		











		

		Initial visit date:

		Impact on child/ren

Specific details (if required)





		

		Yes

(strength) or N/A

(0)

		No

(requires

improvement)

(1)

		



		2.0

		Health & Safety Issues



		2.1

		Safe home environment clear of hazards and age appropriate safety equipment present.

		

		

		



		2.2

		Home is warm, well ventilated and pleasant odour.

		

		

		



		2.3

		No evidence of exposed needles/ drug paraphernalia/ medicines/alcohol in sight or reach of children.

		

		

		



		2.4

		Evidence of animals in the home being well cared for and supervised around the child/ren. The dog is not considered dangerous and / or there is not a history of dog bites?

		

		

		



		2.5

		Smoke alarms and carbon monoxide alarms present and in working order.

		

		

		



		3.0

		Sleeping Arrangements



		3.1

		Safe sleeping environment.

		

		

		



		3.2

		Beds and furnishings clean and in good state of repair.

		

		

		



		3.3

		Mattress and bedclothes on children’s bed.

		

		

		



		3.4

		No evidence of locks/bolts on outside of bedroom doors.

		

		

		





		

		Initial visit date:

		Impact on child/ren

Specific details (if required)





		

		Yes

(strength) or N/A

(0)

		No

(requires

improvement)

(1)

		



		4.0

		Care of babies/young children



		4.1

		Evidence of sterilizing equipment/baby milk/nappies.

		

		

		



		4.2

		Evidence of age appropriate toys.

		

		

		



		4.3

		Evidence of babies/ young children being offered space and freedom to play.

		

		

		



		4.4

		Evidence of age appropriate supervision (also consider age appropriate babysitters )

		

		

		



		5.0

		Child appearance/demeanour/health



		5.1

		Child displays happy/sociable/ active behaviour appropriate to age.

		

		

		



		5.2

		Child seen to have clean skin/nails/hair/ clothes.

		

		

		



		5.3

		No evidence of head lice/other infestation.

		

		

		



		5.4

		No evidence of bald patches/cold extremities.

		

		

		



		5.5 

		The child has access to a toothbrush and visits a dentist regularly. Child has no dental pain / toothache.

		

		

		









		

		Initial visit date:

		Impact on child/ren

Specific details (if required)





		

		Yes

(strength) or N/A

(0)

		No

(requires

improvement)

(1)

		



		5.6

		No   evidence child underweight/ overweight.

		

		

		



		5.7

		Child appropriately dressed for weather in well-fitting clothes

		

		

		



		5.8

		Child exhibits social behaviour appropriate to age.

		

		

		



		6.0

		Parental behaviour



		6.1

		Parents responsive to child’s needs.

		

		

		



		6.2

		Parents responsive to child’s requests for attention/ affection/help.

		

		

		



		6.3

		Parents have realistic

expectations of the child.

		

		

		



		6.4 

		Family budgeting meets child’s needs

		

		

		



		7.0

		Any other issues or observations the practitioner or family member wishes to raise?



		7.1
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Introduction
Section 1a


Background information
Action for Children is committed to tackle 
neglect as early as possible. In April 2009, 
the literature review commissioned by the 
DCSF, ‘Noticing and helping the neglect child’, 
pointed to the need for research and practice 
to examine particular features. Including those 
that contribute to accurate assessment and 
planning, understanding the child and  
the parents help seeking behaviour,  
and processes for integrated teams.


The statistics are stark whilst no-one knows 
exactly how many children are neglected studies 
suggest,  in the UK, this could be up to 1.5 
million children1.


Overall findings identified there was limited 
evidence and support materials for practitioners 
within the UK about ‘what works’ in preventing 
or intervening to reduce neglect and its  
adverse outcomes. 


What we did
We commissioned Salford University to 
undertake a four year longitudinal evaluation  
of our services working with neglect. The 
objective of our four year  programme of 
research was to bridge this gap in  knowledge.


We have carried out other extensive research 
into Child neglect, further reports can be found 
at www.actionforchildren.org.uk with our 
‘Seen and Now Heard’ and ‘Experience from  
the Frontline’ reports.


1. www.statistics.gov.uk/children/downloads/child_pop.pdf
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Research overview 


Research overview


Section 1b


The researchers worked with 11 of Action for 
Children services across the UK and considered; 


͡͡ Theoretical underpinning from previous research


͡͡ The circumstances in which families are referred 
for intervention


͡͡ The kind of interventions applied


͡͡ The short and long-term outcomes for children  
of the interventions


͡͡ The costs of interventions and the relationship  
to outcomes


The criteria focused on:


͡͡ children under the age of 8 years. This age  
range was chosen partly due to the nature of  
the services and the cohort of families  and more 
importantly, to enable a focus on intervening 
early to reduce adverse outcomes on children


͡͡ where neglect had been identified by an external 
agency at the point of referral to our services 


͡͡ where a child was attending a service  and 
an emerging concern relating to neglect was 
identified 


The tools used:


All services used Action for Children E-aspire, 
Outcomes Framework and Assessment Tool adapted 
from the Graded Care Profile1


What the research told us; 


In order to address neglect effectively  
there needs to be:


͡͡ proactive, multi-disciplinary assessment 


͡͡ staff who are confident enough to identify  
early which families are unable to make  
the necessary changes


͡͡ a focus on addressing causes not symptoms 


͡͡ an understanding of family histories and 
patterns


͡͡ robust assessments that match interventions  
to identified needs with clear objectives and  
built in review timescales


Evidence from the researchers and all the staff 
involved in the services has provided a greater 
insight of what works in practice and the 
overwhelming message was a need to invest  
in supporting staff with this practice toolkit.


The full research report can be found in our 
research section at www.actionforchildren.org.uk
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1. Graded Care Profile developed by Luton Child Development Centre
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Toolkit summary
Section 1c


We would like to acknowledge the Action for 
Children toolkit has been adapted from the  
work of Dr O P Srivastava, Consultant 
Community Paediatrician, and Luton Child 
Development Centre who developed the original 
Graded Care Profile. 


This toolkit is for practitioners to use with 
parents/ carers.  Section 3a provides guidance 
for how to use the assessment tool.


This toolkit was created with involvement of the 
practitioners involved in the services researched 
and by Salford University and consists of 
guidance, assessment tools and recording 
documents to support practitioners to:


͡͡ Identify early, children whose developmental 
needs are being insufficiently met placing 
them at risk of achieving poor educational, 
emotional and social outcomes


͡͡ Focus on the main areas of concern – when 
things can seem overwhelming and chaotic


͡͡ Engage parents in looking at their parenting 
using pictures and descriptions that help 
discussion and provide an opportunity for 
working together and agree required actions


͡͡ Feel more confident in making judgments  
and decisions that they can share with  
other agencies


͡͡ Deliver better outcomes for vulnerable 
children and their families


͡͡ Develop an improved service response that 
can be rolled out across the setting 


͡͡ Improve co-working relationships with social 
care, health, education and other agencies
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Neglect is the most prevalent form of child 
maltreatment in the UK. We know that intervening 
in neglect is likely to be costly, requiring intensive, 
long-term, multi-faceted work by a highly skilled 
workforce. Neglect is the most prevalent form of 
child maltreatment in the UK.  


Neglect can have a devastating impact on all 
aspects of child development, and this impact can 
last throughout their life. It differs from other forms 
of abuse because it is frequently passive, it is more 
likely to be a chronic condition than crisis led and 
often overlaps with other forms of maltreatment. 
There is a repeated need for intervention with 
families requiring long term support. The indicators 
are often missed with no early intervention and a 
lack of clarity between professionals on the agreed 
intervention threshold.


It is estimated that 10% of children experience 
neglect or psychological abuse1. In addition, the 
risks of recurring maltreatment are higher with 
neglect than for other types of abuse.  


On-going neglect is likely to affect precisely 
those factors that encourage resilience 


and so provide protection in adversity; 
namely a secure base, good self 


esteem and a sense of self-efficacy


Government statistics show that while the number 
of children subject to child protection proceedings 
has fallen, the number registered on the grounds of 
neglect has increased (neglect is now the highest 
category). We also know that data collected on 
child protection proceedings provides only a partial 
picture. A substantial number of cases will not 
be picked up at all and others will be addressed 
through provision for children in need rather than 
through the child protection framework. In England 
45% 2  of children going through child protection 
proceedings are on the grounds of neglect.


1. 10% of children are neglected or psychologically abused: Ruth 
Gilbert, Cathy Spatz Widom, Kevin Browne, David Fergusson, Elspeth 
Webb, Staffan Janson (The Lancet, Child Maltreatment Series, articles 
1-3, published December 2008 and January 2009)


2. Source: referrals, assessments and children and young people who 
are the subject of a child protection plan, England - year ending 31 
March 2008


What we know 
about neglect 


Section 2a







1.	Trends
Child neglect has been the most frequently reported 
form of maltreatment in the developed world over 
the last 10 years1.  It is the main reason for child 
protection registrations in the UK, most often as the 
sole reason but sometimes coupled with another 
form of abuse.


2. Definition
The Department of Health 1999  defines neglect 
as, “the persistent failure to meet a child’s basic 
physical and/or psychological needs, likely to 
result in the serious impairment of the child’s 
health or development.  It may involve a parent or 
carer failing to provide adequate food, shelter and 
clothing, failing to protect a child from physical 
harm or danger, or the failure to ensure access to 
appropriate medical care or treatment.  It may also 
include neglect or, unresponsiveness to, a child’s 
basic emotional needs”.2


The following definition is also helpful:  
“neglect occurs when the basic needs of children 
are not met, regardless of cause” 


Managing neglect is complex and multi-faceted and 
cannot be easily defined.  Neglect differs from other 
forms of abuse because it is:
i.		  frequently passive
ii.		  the intent to harm is not always present
iii.		 it is more likely to be a chronic condition 


rather than crisis led and therefore impacts 
on how we respond as agencies


iv.		 overlaps often with other forms of 
maltreatment


v.		  is often a revolving door syndrome where 
families require long term support


vi.		 lacks clarification between professionals on 
the agreed threshold for intervention.


Therefore the way in which we define neglect can 
determine how we respond to it.


What the 	
literature 	
tells us


Section 2b


1  Moran P (2009) Neglect: Evidence to inform Practice, 
Action for Children briefing, London.


2  The Department of Health, Home Office and Department for 
Education and Employment (1999).  Working Together to Safeguard 
Children, A guide to interagency working to safeguard and promote  
the welfare of children.  The Stationery Office.  London.
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3. Principle
Professional Values


Professional values can inhibit the ability to 
recognise neglect and intervene appropriately  
due to:


i.		  a belief that children do not die of neglect
ii.		  fear of imposing our own values on families 


living in poor conditions
iii.		 a belief that poverty causes neglect 


and resources and support services are  
the answer


Research indicates that these professional values 
and assumptions lead to ‘professional inertia’ 
because families are viewed as ‘needy’ and ‘doing 
their best’, resulting in a failure to consider the 
impact of neglect upon the child.


Action for Children are committed to ensuring that 
systems are in place which enable consistent early 
identification, assessment and management in all 
cases where neglect is suspected.


4. Identification
It is unusual for concerns in respect of neglect to 
be identified as a crisis situation where some form 
of immediate action is necessary.  However, there 
will occasionally be circumstances where this is 
the case and in these instances Action for Children 
Safeguarding policy and Local Safeguarding 
Children’s Board (LSCB) child protection  
procedures will apply.


It is more usual for concerns to develop over a 
period of time in families who are well known 
to the statutory agencies and where there have 
been repeated efforts to engage with the family 
in achieving and sustaining improvements in 
standards of care.


The Action for Children Assessment Tool for Neglect 
is an adaptation of the Graded Care Profile and the 
North East Links LSCB model and should be used 
in all cases at an early stage when neglect is first 
suspected. The accompanying assessment tool 
should be used in partnership with families, as 
far as possible, to identify areas of strength and 
difficulty and to measure periodically, over time, 
change that has or has not occurred.


5. Assessment
In order to assess a parent’s capacity to meet their 
child’s needs, it is important in cases where neglect 
is suspected to examine and gain an understanding 
of both the current circumstance and the parents 
own early experience.  This should form the basis 
for any assessment undertaken.







Section 2b. What the literature tells us © Action for Children 2012. 
Registered charity nos. 1097940/SC038092/company no. 4764232. Produced by Action for Children 04/2012. 12/13 0020 3 of 5


i.		  Family violence, modelling of inappropriate 
behaviour


ii.		  Multiple co-habitation and change of partner
iii.		 Alcohol and substance abuse
iv.		 Maternal low self-esteem and self-confidence
v.		  Poor parental level of education and 


cognitive ability
vi.		 Parental personality characteristics inhibiting 


good parenting
vii.	 Social and emotional immaturity
viii.	 Poor experience of caring behaviour 


in parents own childhood


ix.		 Depriving physical and emotional 
environment in parents own childhood


x.		  Experience of physical, sexual, emotional 
abuse in parents own childhood


xi.		 Health problems during pregnancy
xii.	 Pre-term or low birth weight baby
xiii.	 Low family income
xiv.	 Low employment status
xv.		 Single parenting
xvi.	 Teenage pregnancy


6.	 Factors which contribute to neglect


Cumulative effect


neglect


Child careHousing Abuse Self esteem Crime


Debt RelationshipsEmployabilityPositive NegativeDependency
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7. Management
Effective interventions to achieve the best outcome 
for the child must be based upon clear assessment 
processes. Neglectful parental behaviour is least 
understood, but a growing body of research 
suggests that defining the causation of neglect in 
individual families can help to determine the most 
effective management response. Each intervention 
must be targeted and tailored to meet the individual 
and unique needs of every family.


Research3  suggests neglect can be described in 
three ways.  The following guidance may help to 
facilitate the planning and management of neglect 
cases to provide the most effective professional 
response.


	 i.	 disorganised neglect
	 ii.	 emotional neglect
	 iii.	depressed neglect


i.	 Disorganised neglect


	 Description:


▸ 	 families have multi-problems and are 
crisis-ridden


▸ 	 care is unpredictable and inconsistent, 
there is a lack of planning, needs have  
to be immediately met


▸ 	 mother/parent appears to need/want help 
and professionals are welcomed, but efforts 
by professionals are often sabotaged.


	 Consequence or Impact:


▸ 	 children became overly demanding to gain 
attention


▸ 	 families constantly recreate crisis, because 
feelings dominate behaviour


▸ 	 parents feel threatened by attempts to put 
structures and boundaries into family life


▸ 	 interpersonal relationships are based on the 
use of coercive strategies to meet need.


	


Case Management:


▸	 these families respond least to attempts 
by professionals to create order and safety  
in the family


▸	 feelings must be attended to develop 
trust, express empathy and reassurance,  
be predictable and provide structure in  
the relationship


▸	 mirror the feelings
▸	 gradually introduce alternative strategies 


to build coping skills
▸	 support will be long term.


ii.	Emotional neglect


	 Description:


▸	 opposite of disorganised families, 
where focus is on predictable outcomes


▸	 family may be materially advantaged and 
physical needs may be met but no emotional 
connection made


▸	 children have more rules to respond to 
and know their role within the family


▸	 parental responses lack empathy and are 
not psychologically available to the child


▸	 parental approval/attention achieved through 
performance. 


	 Consequence/Impact:


▸	 children learn to block expression/or 
awareness of feelings


▸	 they often do well at school and can appear 
overly resilient, competent/mature


▸	 they take on the role of care giver to the 
parent which permits some closeness that is 
safer for the parent


▸	 children may appear falsely bright, self-
reliant, but have poor social relationships due 
to isolation


▸	 the parent may have inappropriate 
expectations, in relation to the child’s 
age/development.


	
3	 Child Neglect: Causes and Contributors by P McKinsey  Crittenden 
in H Dubowitz, Neglected Children:  Research, Practice and Policy - 
Sage Publications 1999, p47 - 68.
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Management:


▸	 as families appear superficially successful 
there is likely to be less professional 
involvement


▸	 parents will feel particularly threatened by 
any proposed intervention.  The impact of 
separating the child from an emotionally 
neglectful parent can be particularly 
devastating for the child when they have 
taken on a parental role


▸	 parents need to learn how to express feelings 
- practice smiling, laughing, soothing, to 
emotionally engage with the child


▸	 children will benefit from opportunities that 
are socially inclusive and open them up to 
other emotionally positive experiences


▸	 help parents to access other sources of 
support/activities to reduce the impact of 
their withdrawn state


▸	 goal - to move families towards the less 
withdrawn version of emotional neglect


iii.	 Depressed neglect


	 Description:


▸	 parents love their children but do not perceive 
their needs or believe anything will change


▸	 parent is passive and helpless
▸	 uninterested in professional support and 


is unmotivated to make change
▸	 parental presentation is generally dull/


withdrawn.


	 Consequences/Impact:


▸	 parents have closed down to awareness and 
understanding of children’s needs


▸	 parents may go through the basic functions of 
caring - feeding, changing, but there is a lack 
of response to child’s signals


▸	 child is likely to either give up when 
persistently given no response and become 
withdrawn/sullen or behaviour may become 
extreme.


	 Management:


▸	 children benefit from access to stimulation, 
responsive alternative environments  
eg. day care


▸	 parents are unlikely to respond to strategies 
which use a threatening/punitive approach 
that requires parents to learn new skills


▸	 medication may be helpful but beware 
side effects


▸	 emphasise strengths
▸	 parental education needs to be incremental 


and skills practised and reinforced over time 
to overcome parents belief that change is  
not possible


▸	 support will most likely need to be long 
term and supportive in nature.


Whilst categorisation can aid planning and 
management it can also be deceptive as situations 
vary and will require tailored support.


8. Roles and responsibilities
All agencies whether in the statutory or voluntary 
sector have a duty:


͡͡ to share information about children who are 
suspected to be at risk of harm from neglect  


͡͡ to make a contribution to the assessment 
process and where appropriate 


͡͡ to take the lead responsibility for co-ordinating 
the assessment and multi-agency meetings


The assessment tool will provide a benchmark for 
determining what change, if any, occurs over time.  
It will assist in clarifying when legal advice should 
be sort.  The research also highlights it enables 
parents to recognise needs of their child and for the 
practitioner to keep the focus on the child.


For policies linked to this guidance please visit our 
intranet for information on the following


͡͡ Safeguarding framework 


͡͡ Information sharing 


͡͡ Joint child protection policy guidelines 
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Section 3a


The aim of this guidance is to establish a  
common standard of care that is given to  
children by parents/carers in Action for Children.


This tool gives an objective measure of the care of 
a child by a carer. The tool provides a qualitative 
grading for actual care delivered to a child taking 
account of commitment and effort shown by the carer. 


Personal attributes of the carer, social environment 
or attributes of the child are not accounted for 
unless actual care is observed to be affected by 
them. Thus, if a child is provided with adequate 
food, appropriate clothes and a safe house, the 
Assessment Tool for Neglect, will score better  
even if the carer happened to be poor. 


The grades are on a five point (extending from  
best to worst) continuum. Grade one is the best 
and five the worst. This grading is based on how 
carer(s) respond to the child’s needs. This is applied 
in three areas of need – physical, safety, love and 
esteem. Each area is made up of different sub-areas 
and some sub-areas are further broken down into 
different elements of care. The score  
for each area is made up of scores obtained from 
each of these elements. The highest score is 
the overall score for the assessed area to focus 
practitioners activity.


Methods are described in detail. It can be scored by 
the parent/carer if need be or practicable.


Blank forms for the ‘record sheet’  
and ‘individual service plan’ can  
be found in section 3d.


The record sheet (See section 3c)  


The toolkit covers the following indicators 
of neglect:


▸ Nutrition


▸ Housing


▸ Clothing


▸ Hygiene and Health


▸ Awareness


▸ Practice 


▸ Traffic


▸ Safety feature


▸ Carer Behaviour


▸ Mutual Engagement 


▸ Stimulation


Assessment tool  
practice guidance


Area of care & safety


Area of physical care


Area of care of love & relationships
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1.	 Family name: Fill in the clients name and the date 
of assessment at the top of the Record Sheet. 


2.	 Family name/ the main carer: the person to 
whom these observations relate (one or both 
parents as the case may be, substitute carer or 
each parent separately if need be):


͡͡ One or both parents 


͡͡ Substitute carer


͡͡ Each parent separately


	 Make note of it in the appropriate place at 
the top right corner of the Record Sheet.


3.	 Methods: The first session with the family should 
include a friendly explanation of the assessment 
toolkit and copies of any forms relevant to new 
families, such as sharing information leaflet, our 
welcome leaflet, consent and complaints forms.
The Practice Toolkit is used as part of the review 
process prior to team around the family meeting 
review (every three months). For prescriptive 
scoring it may be necessary to visit the home 
to make observations. Lists of prompts are 
available with the tool and should be referred 
to during the visit. It can be used where there is 
already enough information on the elements or 
sub-areas to enable scoring. It is vital to include 
the voice of the child within the assessment.


4.	 Situations:
	 a)	 So far as practicable, use the steady state 


of an environment and discount any 
temporary insignificant upsets  
e.g. no sleep the night before


	 b)	 Discount the effect of extraneous factors on 
the environment (e.g. house refurbished by 
welfare agency) unless carers have made 
a positive contribution – keeping it clean, 
making additions in the interest of the child 
such as a safe garden, outdoor or indoor play 
equipment, or safety features etc.


	 c)	 Allowances should be made for background 
factors which can affect interaction 
temporarily without necessarily upsetting 
steady state e.g. bereavement, recent loss 
of job, and illness in parents. It may be 
necessary to revisit and score at another time.


	 d)	 If the practitioner feels like they are being 
deliberately mislead choose grade 5 
otherwise score as if it is not true


Obtaining information on different  
items or sub-areas


1.	 Nutritional 


(a) quality 


(b) quantity 


(c) preparation and 


(d) organisation 


(e) emotional care


	 Take a comprehensive history about the 
meals provided including nutritional contents 
(milk, fruits etc.), preparation, set meal times, 
routine and organisation. Also note the carers’ 
knowledge about nutrition, and the carers’ 
reaction to suggestions made regarding nutrition 
(whether keen and accepting or dismissive).


	 Without being intrusive observe for evidence 
of provision, kitchen appliances and utensils, 
dining furniture and its use. It is important not 
to lead, but to observe the responses carefully 
for honesty. Observation at a meal time in the 
natural setting (without special preparation) is 
particularly useful. Score on amount offered,  
and the carers intention to feed younger 
children, rather than the actual amount 
consumed. Be aware some children may  
have eating/feeding problems.


2.	 Housing 


(a) maintenance 


(b) décor 


(c) facilities


	 Observe. If deficient, ask to see if effort has 
been made to remedy. Ask yourself if the carer 
is capable of doing them him/herself. Discount 
if the repair or decoration is done by welfare 
agencies or landlord.


Area of physical care
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3.	 Clothing 


(a) insulation 


(b) fitting 


(c) look


	 Observe. See if effort has been made  
towards restoration, cleaning and ironing.  
Refer to the age band.


4.	 Health & Hygiene 


(a) sought 


(b) follow-up 


(c) surveillance 


(d) disability


	 Child’s appearance (hair, skin, behind ears  
and face, nails, rashes due to long term neglect 
of cleanliness, teeth). Ask about practice.  
Refer to age band.


	 Sought information from other professionals 
or some knowledgeable adults on matters 
of health, check about immunisation and 
surveillance uptake, and reasons for non-
attendance if any, see if reasons can be 
appreciated particularly if appointment does not 
offer a clear benefit. Corroborate with relevant 
professionals. Distinguish genuine difference 
of opinion between carer and professional from 
non-genuine misleading reasons. Beware of 
being over sympathetic with carer if the child has 
a disability of chronic illness. Remain objective.


(a) awareness 


(b) practice 


(c) traffic 


(d) safety features


This Sub-Area covers how safely the environment 
is organised. It includes safety features and the 
carer’s behaviour regarding safety in every day 
activity (e.g. lit cigarettes left lying in the vicinity 
of child). The awareness may be inferred from the 
presence and appropriate use of safety fixtures 
and equipment in and around the house or in the 
car (child safety seat etc.), by observing handling 
of young babies and supervision of toddlers. Also, 
observe how the carer instinctively reacts to the 
child being exposed to danger. 


If observation is not possible, then ask about the 
awareness. Observe or ask about the child being 
allowed to cross the road, play outdoors etc.  
If possible, verify from other sources.  
Refer to the age band where indicated.


Area of care & safety
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1.	 Carer Behaviour


	 This mainly relates to the carer. Sensitivity 
denotes the carer showing awareness of any 
signal from the child. The carer may become 
aware, yet respond a little later in certain 
circumstances. Response synchronisation 
denotes the timing of carer’s response in the 
form of appropriate action in relation to the 
signal from the child. Reciprocation represents 
the emotional quality of the response.


2.	 Mutual Engagement 


	 Observe mutual interaction during feeding, 
playing, and other activities. Observe what 
happens when the carer and the child talk, 
touch, seek out for comfort, seek out for play, 
babies reaching out to touch while feeding or 
stop feeding to look and smile at the carer. Skip 
this part if child is known to have behavioural 
problems as it may become unreliable.


	 Spontaneous interaction is the best opportunity 
to observe these items. Observe if carer 
spontaneously talks and verbalises with 
the child or responds when the child makes 
overtures. Note if both the carer and the child, 
either or neither, derive pleasure from the 
activity. Note if it is leisure engagement or 
functional (e.g. feeding etc).


3. Stimulation 


	 Observe or enquire how the child is encouraged 
to learn. Examples with infants (0-2 years) 
include: stimulating verbal interaction, 
interactive play, nursery rhymes or joint story 
reading, learning social rules, providing 
developmentally stimulating equipment. If 
lacking, try to note if it was due to carer being 
occupied by other essential chores. The four 
elements (i, ii, iii and iv) in age bands 2-5 years 
and 5 years are complimentary. A score in one 
of the elements could suffice. If more elements 
are scored, use which ever column describes the 
case best. In the event of a tie, choose the  
higher score.


Approval


Find out how and how much the child’s achievement 
is rewarded or neglected. It can be assessed by 
asking how the child is doing or simply by praising 
the child and noting the carer’s response (agrees 
with delight or neglects).


Disapproval


If the opportunity presents, observe how the child is 
reprimanded for undesirable behaviour, otherwise 
enquire tactfully (does the child throw tantrums? 
How do you deal if it happens when you are tired 
yourself?) Beware of discrepancy between what is 
said and what is done. Any observation is better in 
such situations e.g. child being ridiculed or shouted 
at. Try and prove if carer is consistent.


Acceptance


Observe or probe how carer generally feels after  
she has reprimanded the child, or when the child 
has been reprimanded by others (e.g. teacher), 
when child is underachieving, or feeling sad for 
various reasons. See if the child is rejected or 
accepted in such circumstances as shown by  
warm and supportive behaviour.


Area of care of love & relationships
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5.	 Scoring 
Go through the items  in order and tick the 
box which most represents the situation.  See 
example in section 4b. case study examples.  
Use a pencil which can be erased and Record 
Sheet can be re-used.  The number of the column 
is the score for that item. Where more than one 
element represents a sub area, use the method 
described below to obtain the overall score for 
the sub area.


6.	 Obtaining a score for a sub-area from 
score in its elements
If there is even a single score above point 3, 
score that point regardless of mode.


This method helps identify the problem even if it 
is one sub-area or element. Its primary aim is to 
safeguard child’s welfare while being objective. 
Being able to target such elements or areas is 
an advantage with this scale. This is why it has 
been left as a categorical scale.


7.	 Transferring the score onto the record sheet 
Having worked out the score for the sub-areas 
and elements, transfer the scores onto the 
record sheet, tick the relevant boxes.


8.	 Targeting
If the care is of a poor grade in an element or 
sub-area, it can be identified for targeting by 
noting it in the table on the in the ‘individual 
service plan’. See blank form in section 3c. 
Interventions can then be planned with the 
family to aim for a better score after a period 
of intervention. Aiming for one grade better will 
place less demand on the carer than aiming for 
the ideal in one leap.


9.	 Measuring
It is envisaged that the Assessment Tool for 
Neglect should be used to bench mark change, 
progress and deterioration at specified intervals.  
See examples in section 4b. case study 
examples


10.	 Acknowledgements
We would like to acknowledge the work of 
Dr O P Srivastava, Consultant Community 
Paediatrician, and Luton Child Development 
Centre who developed the original Graded Care 
Profile.







We would like to acknowledge the Action for Children toolkit has 
been adapted from the work of Dr O P Srivastava, Consultant 
Community Paediatrician, and Luton Child Development Centre 
who developed the original Graded Care Profile.
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A. Area of physical care


1. Nutrition 


A. Quality Aware and proactive, 
provides quality food 
and drink


Aware and manages 
to provide reasonable 
quality food and drink


Provision of reasonable 
quality food but 
inconsistent


Provision of poor quality 
food through lack of 
effort


Quality not a 
consideration at all


B. Quantity Ample Adequate Adequate to variable Variable to low Mostly low or starved


C. Preparation Cooked/ prepared for 
the child’s needs/ age/ 
taste


Well prepared for 
the family always 
accommodating child’s 
needs


Preparation infrequent 
and mainly for the 
adults, child sometimes 
accommodated


More often no 
preparation. If there is, 
child’s need or taste 
not accommodated. 
Inadequate facilities  
for preparation


Hardly ever any 
preparation. Child lives 
on snacks/cereals, age 
inappropriate


D. Organisation Meals well organised 
– seating, timing, 
manners, with a  
regular routine


Meals mostly well 
organised- regular 
timing of meals and 
clean bottles


Poorly organised, 
lacks routine, improper 
seating, dirty bottles


Ill-organised, no clear 
meal time, unhygienic 
feeding equipment


Chaotic - eat when and 
what one can


E. Emotional care Mealtimes are planned, 
enjoyable, family 
focused, child’s needs 
attended to


Time allocated for 
meals, child aware of 
routine


Meal times rushed, no 
planned eating routines 


School lunch boxes not 
providing adequate 
daily calories/intake


Children appear 
underweight, seeking 
food/ stealing


Legal advice 
recommendedNo concern No concern


Prevention/
support services 
recommended


Child protection


Scoring


Date:Family name:


Main carer:
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a.	 Quality


 	 Carer gives toddler/baby food which is inappropriate for his/her age.


 	 There is no use of fresh vegetables/fruit.


 	 There is excessive use of sugar, sweets, crisps, chips.


 	 Special dietary needs are not met e.g. allergies.


b.	 Quantity


 	 Carer does not provide at least one prepared meal per day, including school meals.


 	 The child appears to be extremely hungry.


 	 The child has been observed to eat excessively/ravenously.


 	 School age child is not provided with adequate lunch or dinner money.


A. Area of physical care


1.	Nutrition: Prompt questions


Date:Family name:


Main carer:
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A. Area of physical care


c.	 Preparation


 	 There are inadequate working facilities which permit meals to be prepared, 
e.g. cooker. There is inadequate cooking equipment e.g. pots and pans.


 	 Feeding methods for young child/baby appear to be unhygienic 
e.g. unsatisfactory/dirty bottles.


 	 Scraps of old food are observed on the living/dining room floor.


d.	 Organisation


 	 Special dietary needs are not met e.g. allergies.


e.	 Emotional care


 	 Carer appears to feed baby without holding him/her.


 	 School age child is not provided with adequate lunch 
or dinner money.


1.	Nutrition: Prompt questions


Date:Family name:


Main carer:
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2.	Housing


a. Maintenance Well maintained No reported incidents in 
home and some repairs 
outstanding


State of repair 
adequate. Family 
address maintenance 
issues, no known 
accident to child in 
home


In disrepair, amenable 
to self repair but family 
unmotivated. 


More than one 
accident to child  
in home


Dangerous 
disrepair, amenable 
to self repair 
(exposed nails, live 
wires) More than 
one accident to child 
in home


b. Décor Excellent, child’s taste/
needs specially catered 
for are evident


Good, child’s taste/
needs accommodated


In need of decoration 
but reasonably clean 
and organised


Dirty/chaotic 
environment, exposure 
to hazards within  
the home


Squalid, bad odour, 
exposure to hazards 
within the home


c. Facilities Essential and additional 
amenities, heating, 
shower and bath, play 
and learning facilities 
are evident


All essential amenities, 
effort to maximise 
benefit for the child if 
lacking due to practical 
constraints (child first)


Essential to bare, no 
effort to maximise 
benefit to the child  
who shares equally. 


Essential to bare, 
inadequate bedding, 
lack of warmth, 
unclean, no heating 
system which works, 
dirty toilet and bath, 
does not have  
own bed


Child dangerously 
exposed or 
unprovided for


NOTE: Discount any direct external influences like repair done by another agency but count if the carer has spent  
a loan or a grant on the house or had made any other personal effort towards house improvement


 


A. Area of physical care


Legal advice 
recommendedNo concern No concern


Prevention/
support services 
recommended


Child protection


Date:Family name:


Main carer:


Scoring
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a. Maintenance


 	 The outside doors are badly fitted/do not work.


 	 Inside doors are left unfitted and damaged.


 	 Windows have been left unglazed/uncovered.


b. Décor


 	 The house has a bad smell.


 	 The furniture is broken or unhygienic.


 	 There is no covering on the floor.


 	 The bedroom window lacks curtains/blinds.


 	 Conditions in the carer’s bedroom are very superior to those in the child’s bedroom.


A. Area of physical care


2.	Housing: Prompt questions


Date:Family name:


Main carer:
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c. Facilities


 	 The home lacks showering/bathing facilities which work and are available for washing.


 	 The home lacks a toilet which works.


 	 The toilet and wash basin are dirty.


 	 The kitchen is dirty.


 	 The kitchen equipment is unwashed.


 	 The house lacks a heating system which works.


 	 The child has inadequate bedding.


2.	Housing: Prompt questions


A. Area of physical care
Date:Family name:


Main carer:
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3. Clothing


a. Insulation Well protected from 
exposure to the 
elements


Mostly well protected 
with appropriate 
garments to the 
weather


Adequate weather 
protection


Inadequate weather 
protection, lack of 
warmth, hat,  
gloves, shoes


Dangerously exposed


b. Fitting Excellent fitting and 
comfortable


Proper fitting and well 
maintained


Clothing inconsistent 
sometimes well fitted, 
sometimes not


Clearly improper fitting Grossly improper fitting


c. Look age 0-5 Newish, clean, ironed Effort to restore any 
wear, clean, ironed


Repair lacking, usually 
not quite clean or ironed


Worn, somewhat  
dirty and crumpled


Dirty, badly worn and 
crumpled, smelly


d. Look age 5+ Newish, clean, ironed Effort to restore any 
wear, clean, ironed


Repair lacking, usually 
not quite clean or ironed


Worn, somewhat dirty 
and crumpled


Dirty, badly worn and 
crumpled, smelly


 


Legal advice 
recommendedNo concern No concern


Prevention/
support services 
recommended


Child protection


A. Area of physical care
Date:Family name:


Main carer:


Scoring
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a. Insulation


 	 The child does not have clothes appropriate for the weather.


 	 The child has no waterproof coat.


 	 The child’s shoes let in water.


b. Fitting and adequacy


 	 The child has clothes that do not fit him/her.


 	 There are insufficient nappies for baby/toddler.


 	 The child sleeps in his/her day time clothes.


 	 The child lacks his/her own personal clothes.


 	 The child lacks enough clean clothes to allow regular changing.


3.	Clothing: Prompt questions


A. Area of physical care
Date:Family name:


Main carer:







Section 3b Assessment tool record sheet 
© Action for Children 2012. Registered charity nos. 1097940/SC038092/company no. 4764232. Produced by Action for Children 04/2012. 12/13 0020 10 of 27


3.	Clothing: Prompt questions


A. Area of physical care


d. Look - age 5+ years


 	 A child who soils/wets is left in 
dirty/wet clothes or dirty/wet bedding.


 	 There is no place for keeping the child’s 
clothes together e.g., cupboard/drawers/
basket/bag.


 	 The child lacks enough clean clothes 
to allow regular changing.


 	 The child’s clothes smell.


 	 The child’s clothes look really dirty.


 	 There are large holes/tears or 
several missing buttons/fasteners  
on the child’s clothes.


c. Look - age 0-5 years


 	 A child who soils/wets is left in 
dirty/wet clothes or dirty/wet bedding.


 	 There is no place for keeping the child’s 
clothes together e.g. cupboard/drawers/
basket/bag.


 	 The child lacks enough clean 
clothes to allow regular changing.


 	 The child’s clothes smell.


 	 The child’s clothes look really dirty.


 	 There are large holes/tears or 
several missing buttons/fasteners  
on the child’s clothes.


Date:Family name:


Main carer:
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4.	Health & 
hygiene


a. Opinion 
Sought


Not only on illnesses 
but also other genuine 
health matters. 
Preventative, including 
dental and  
optical care


From professionals/ 
experienced adults on 
matters of genuine and 
immediate concern 
about child health


On illness or any 
severity/or frequent 
non-genuine 
consultation and/or 
medication 


When illness becomes 
moderately severe 
(delayed), dental care 
and optical care not 
attended to


When illness becomes 
critical (emergencies)  
or ignored


b. Follow Up All appointments kept. 
Rearranges if problems


Fails one in two 
appointments due 
to doubt about their 
usefulness or due to 
pressing practical 
constraints


Fails one in two 
appointments even 
if of clear benefit for 
reasons of personal 
inconvenience


Attends after prompting 
by health professional. 
Contests its usefulness 
even if it is of  
clear benefit 
 to the child


Fails a needed follow 
up a third time despite 
reminders. Misleading 
explanations


c. Surveillance Up to date with 
immunisation unless 
genuine reservations


Up to date with 
immunisation unless 
exception or practical 
problems


Omission for reasons of 
personal inconvenience, 
takes up if  
persuaded


Omissions because of 
carelessness, accepts 
health input if accessed 
at home


Clear disregard of child’s 
welfare, no access home 
visits, child not seen


d. Disability/
chronic illness 
(3mths after 
diagnosis)/
illness


Compliance excellent, 
(any lack is due to 
difference of opinion)


Any lack of compliance 
is due to pressing 
practical reason


Compliance is lacking 
from time to time for 
no pressing reason 
(excuses)


Compliance frequently 
lacking for trivial 
reasons, significant 
minimisation of child’s 
health needs


Serious compliance failure, 
medication not given for no 
reasons, carer misleading 
with information, 
inexplicable  
deterioration


A. Area of physical care


Legal advice 
recommendedNo concern No concern


Prevention/
support services 
recommended


Child protection


Date:Family name:


Main carer:


Scoring
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4.	Health 
& hygiene 
Cont.
Hygiene
a. Age 0-4


Cleaned, bathed  
and groomed  
regularly daily


Cleaned, bathed  
and groomed  
regularly daily


Irregular but often  
less so with older 
toddlers


Occasionally bathed  
but seldom  
groomed 


Seldom bathed  
or clean


Hygiene


b. Age 5-7


Some independence at 
above tasks but always 
helped and supervised


Reminded and provided 
for regularly, followed 
and helped if need 
perceived 


Irregularly reminded 
and provided but not 
followed


Reminded only now 
and then, minimum 
supervision


Parental indifference/
no supervision


Hygiene


c. Age 7+


Reminded followed, 
helped regularly


Reminded regularly and 
followed if lapses


Irregularly reminded, 
and provision not 
consistent


Left to their own 
initiatives. Provision 
minimum and 
inconsistent


Parental indifference/
no supervision


A. Area of physical care


Legal advice 
recommendedNo concern No concern


Prevention/
support services 
recommended


Child protection


Date:Family name:


Main carer:


Scoring
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a. Opinion sought


 	 Carer has failed to report medical problems in the child, 
e.g. discharge from ears, squint, recurring diarrhoea.


 	 Carer appears to be unaware that the child has a need for dental treatment.


 	 Carer seeks medical opinion inappropriately.


4.	Health: Prompt questions


A. Area of physical care


c. Surveillance


 	 Carer fails to attend for regular developmental 
checks with young child.


b. Follow up


 	 Carer fails to follow through on planned medical 
appointments if required.


Date:Family name:


Main carer:


Signed: 
Family partner/ManagerParent/Carer
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B. Area of care & safety


Awareness Awareness of all 
safety issues. Pets 
appropriately managed 
with child appropriate 
care roles with  
animals


Aware of important 
safety issues


Poor awareness and 
perception except for 
immediate danger


Oblivious, dangerous 
animals/pets present


Parental indifference


Practice
pre-mobility 
age


Very cautious with 
handling and laying, 
seldom unattended


Cautious whilst 
handling and laying, 
frequent checks if 
unattended


A bit precarious 
handling, inconsistent 
supervision


Handling precarious 
unattended even during 
care chores (bottle left 
in the mouth)


Dangerous handling, 
left dangerously 
unattended, during care 
chores like bath


Acquisition of 
mobility


Vigilance and effective 
measures against any 
perceived dangers when 
up and about


Effective measures 
against any imminent 
danger


Inconsistent measures 
taken against imminent 
danger 


Ineffective measures 
if at all, improvement 
from mishaps soon 
lapses


Inadvertently exposes 
to dangers (dangerously 
hot iron near by)


Infant school


4 – 7 years


Close supervision 
indoor and outdoor


Supervision indoors, 
no direct supervision 
outdoor if known to be 
at a safe place


Little supervision 
indoors or outdoors, 
intervenes if in 
appreciable danger


No supervision. 
Intervenes after 
mishaps which soon 
lapses again


Minor mishaps ignored 
or the child is blamed, 
intervenes casually 
after major mishaps


Legal advice 
recommendedNo concern No concern


Prevention/
support services 
recommended


Child protection


Date:Family name:


Main carer:


Scoring
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Junior and 
Senior School


8 – 16 years


Allows out in known 
safe surroundings 
within appointed time 
checks if goes beyond


Can allow out in 
unfamiliar surroundings 
if thought to be safe 
and in knowledge, 
reasonable time limit. 
Checks if suspicious


Not always aware of 
whereabouts outdoors 
believing it is safe as 
long as returns in time


Parental indifference 
about daytime outings, 
concerned about late 
nights in case of child 
younger than 13


Parental indifference 
despite knowledge 
of dangers outdoors, 
railway lines, ponds, 
unsafe building or 
staying away until late


c. Traffic


Aged 0-4


Well secured in the 
pram, harnesses or 
walking hand clutched 
with child’s pace


3-4 years old allowed 
to walk but close by, 
always in vision, hand 
clutched if necessary 
i.e., crowd


Infants not secured 
in pram. 3-4 year old 
expected to catch 
up with adult when 
walking, intermittent 
glance back if left 
behind


Babies not secured, 
3-4 year olds left far 
behind when walking or 
dragged with irritation


Babies unsecured, 
careless with pram, 3-4 
year old left to wander 
and dragged along in 
frustration when found


Age 5 and 
above


5-10 year old escorted 
by adult crossing a 
busy road walking close 
together


5-8 year old allowed 
to cross road with a 
13+ child. 8-9 allowed 
to cross alone if they 
reliably can


5-7 year olds allowed to 
cross with an older child 
but below 13 simply 
watched, 8-9 crosses 
alone


5-7 year old allowed to 
cross a busy road alone 
in belief that they can


A child aged 7 crosses a 
busy road alone without 
any concern or thought


Legal advice 
recommendedNo concern No concern


Prevention/
support services 
recommended


Child protection


Date:Family name:


Main carer:


Scoring


B. Area of care & safety
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d. Safety 
Features


Abundant features, 
gate, guards, medicines 
out of reach, electrical 
safety devices, intercom 
to listen to the baby, 
safety with the garden 
pond and pool etc


Essential features, secure 
doors, windows and any 
heavy furniture item, 
safe gas and electrical 
appliances, drugs and 
toxic chemicals out of 
reach, smoke alarm 


Lacking in essential 
features, very little 
improvisation or DIY 
(done too casually to be 
effective)


No safety features. 
Some possible hazard 
due to disrepair 
(tripping hazard due to 
littered floor, unsteady 
heavy fixtures, unsafe 
appliances)


Definite hazard due to 
disrepair - exposed electric 
wires and sockets, unsafe 
windows (broken glass), 
dangerous medicines 
carelessly lying around


e. Supervision Child is left in care of a 
vetted adult, never in 
sole care of an under 
16. Parent/child always 
aware of each others 
whereabouts


Out of necessity a young 
child left with a young 
person under 16 or an 
unsuitable adult (not 
someone posing any 
known or suspected 
risk to children but 
might include an adult 
with mental illness or 
learning disabilities) who 
is familiar to the child 
for no longer than as 
necessary, as an isolated 
incident


As 2 but on more than 
one occasion


A child left in the care 
of another child or 
young person, or an 
unsuitable or unknown 
adult


For recreational reason a 
0-7 year old is left alone or 
in a company of a relatively 
older but less than 8 year 
old child or an unsuitable 
person.


Child found wandering. 
Child locked out.


Parent unaware of child’s 
whereabouts, welfare and 
not able to speak by phone 
with child


Legal advice 
recommendedNo concern No concern


Prevention/
support services 
recommended


Child protection


Date:Family name:


Main carer:


Scoring


B. Area of care & safety
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Acquisition of mobility


 	 The home has no 
safety gate in regular 
use for a toddler.


 	 If fires are used there 
is no fire guard.


 	 The child is left in an 
un-enclosed garden/
yard.


 	 The child has frequent 
accidents inside 
the house or in the 
garden involving 
injuries.


 	 The carer does not 
know where a young 
child is within the 
home/building.


Infant School 4-7 years


 	 The carer does not 
know where a young 
child is when he/she 
is out playing.


 	 The carer does not 
know where a young 
child is within the 
home/building.


 	 The child does 
not know where  
the carer is.


 	 The child has frequent 
accidents inside 
the house or in the 
garden involving 
injuries.


Junior and Senior School 
8-16 years


 	 The child has frequent 
accidents inside 
the house or in the 
garden involving 
injuries.


 	 The carer cannot state 
the agreed limits of 
the child’s play area.


 	 The child is locked 
out of the house.


a. Awareness


 	 The house or 
garden/yard is 
frequently fouled 
with animal 
faeces or urine.


b. Practice pre-mobility age 


Prompt questions


Date:Family name:


Main carer:
B. Area of care & safety
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Prompt questions


 	 The carer allows young child to cross busy roads on his/her own.


 	 The infant/nursery child makes his/her own way to school or nursery.


 	 The garden is full of rubbish.


 	 The home has no safety gate in regular use for a toddler.


 	 If fires are used there is no fire guard.


 	 Outside doors cannot be locked.


 	 Windows can easily be opened by small child.


 	 Dangerous substances are placed within young child’s reach.


 	 Potentially dangerous objects are left within easy reach of young child.


c.	 Traffic age 0-4 years Aged 5 + years


d.	 Safety features 


B. Area of care & safety
Date:Family name:


Main carer:


Signed: 
Family partner/ManagerParent/Carer
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C. Area of love & relationships


1.	Carer


a. Sensitivity Anticipates or picks 
up very subtle signals, 
verbal or non verbal 
expression or mood


Understands clear 
signals, distinct verbal 
or clear non verbal 
expression


Not sensitive enough, 
stimuli and signals 
have to be intense to 
make an impact e.g. 
cry, demand  
attention


Quite insensitive, needs 
repeated or prolonged 
intense signals, parents 
emotional difficulties 
dominate


Insensitive to even 
sustained intense 
signals or aversive. 
Parents insensitive to 
impact on child  
of their parenting


b. Response 
emotionally In 
tune with child


Responses in tune with 
signals or even before 
in anticipation


Responses mostly 
in tune except when 
occupied by essential 
chores


Inconsistent emotional 
response due to  
own needs  
dominating


Even when child in 
distress responses 
delayed


No responses unless a 
clear mishap for fear of 
incrimination


c. Reciprocation


 (quality)


Responses 
complimentary to 
the signal. Both 
emotionally and 
materially. Emotional 
warmth


Emotional responses 
warm and reassuring


Child exposed to carer’s 
inconsistent responses 
due to parental mood


Emotional response 
brisk, flat and 
functional, lacks 
warmth, annoyance 
if child in moderate 
distress but attentive if 
in severe distress


Aversive/punitive even 
if child in distress, 
acts after a serious 
mishap mainly to 
avoid incrimination, 
any warmth/remorse 
deceptive. Child 
indiscriminately 
affectionate to 
strangers


Legal advice 
recommendedNo concern No concern


Prevention/
support services 
recommended


Child protection


Date:Family name:


Main carer:


Scoring
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1.	Carer: Prompt questions


a. Sensitivity


 	 Carer response to child’s immediate need or behaviour is insensitive/inconsistent.


 	 Carer does not check spiteful play with siblings/pets.


 	 Carer expects child to look after him/herself inappropriately.


c. Reciprocation (quality)


 	 Child does not notice/care 
when carer leaves the room 
(age appropriate).


 	 Child is inappropriately 
withdrawn with other adults.


 	 Child is clingy/anxious 
for too long after short 
separation from carer (age 
appropriate)


b. Response emotionally In tune


 	 Carer does not comfort child 
when distressed.


 	 Child is provocative with 
carer to elicit boundary/
control setting.


Date:Family name:


Main carer:
C. Area of love & relationships







Section 3b Assessment tool record sheet 
© Action for Children 2012. Registered charity nos. 1097940/SC038092/company no. 4764232. Produced by Action for Children 04/2012. 12/13 0020 21 of 27


2.	Mutual 
engagement


a. Interaction Parent frequently 
initiates interaction 
with child and shows 
enjoyment


Parent and child both 
initiate interaction and 
show enjoyment


Interaction mainly by 
child, sometimes by 
carer


Parent seldom initiates 
interaction. Child 
seeking engagement 
with parent


Child appears resigned 
or apprehensive or 
wary, constantly seeks 
parental contact 


b. Quality Frequent pleasure 
engagement, mutual 
enjoyment


Quite often and both 
enjoy equally


Less often engaged for 
pleasure, child enjoys 
more, carer passively 
participates getting 
some enjoyment at times


Engagement mainly 
functional, indifferent 
when child attempts to 
engage for pleasure, 
child can derive some 
pleasure (attempts to sit 
on knees, tries to  
show a toy)


Parent aversive to 
seeking pleasure from 
relationship. Overtures, 
if any, mainly negative. 
Child resigned or plays 
on own


Legal advice 
recommendedNo concern No concern


Prevention/
support services 
recommended


Child protection


Date:Family name:


Main carer:


Scoring


C. Area of love & relationships
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2.	Mutual engagement: Prompt questions


a. Interaction


 	 Carer does not show physical affection to/for child.


 	 Carer spends very little time with child.


 	 Carer does not interact with child.


 	 Carer does not listen to child.


b. Quality


 	 Carer does not comfort child when distressed.


 	 Carer does not control child when control is needed.


 	 Child is indiscriminately affectionate to stranger.


Date:Family name:


Main carer:
C. Area of love & relationships
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3. Stimulation


a. Age 0-2 years Ample and appropriate 
stimulation (talking, 
touching, looking), toys, 
equipment plenty


Enough and appropriate 
intuitive stimulation 
but less of commercial 
equipment


Inadequate and 
inappropriate, baby 
left alone while carer 
pursues own recreation, 
inconsistent interaction 
with baby


Baby left alone while 
carer pursuing own 
pleasure unless 
prompted by baby’s 
demands


Absent, even mobility 
restricted (confined in 
chair/pram) for carer’s 
convenience. Irate at 
baby’s demands


B. Age 2-5 years Interactive stimuli, 
talking to and playing 
with, reading stories, 
varied topics and 
conversation


Toys and gadgets, sports 
equipment available and 
used frequently


Taking child out for 
recreational purposes to 
child-centred places


Events and occasions 
celebrated as significant 
days in family life


Sufficient and 
satisfactory stimuli


Provides toys as 
necessary and 
improvises


Some visits to child-
centred places


Some events and 
occasions well 
celebrated


Variable and adequate 
stimuli, parents needs 
encouragement to meet 
child’s development 
needs


Limited toys, those 
required by school or 
nursery, no effort to 
improvise


Takes child to child-
friendly places and non-
child friendly places


Mainly seasonal and 
low-key personal 
celebrations


Deficient stimuli


Lacking on essential 
toys, not encouraged to 
care for toys


Child plays locally 
without observation, 
goes with adult wherever 
adult goes


Seasonal but no 
personal celebrations


No stimuli


No toys unless provided 
by other sources gifts, 
grants, friends, relatives


No outings for child. 
Child may lay with other 
children outside while 
adult engaged in adult 
social activities e.g. pub


No seasonal or personal 
celebrations


Legal advice 
recommendedNo concern No concern


Prevention/
support services 
recommended


Child protection


Date:Family name:


Main carer:


Scoring


C. Area of love & relationships
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3. Stimulation


c. Aged 5+ years Education, active 
interest in schooling 
and support at home, 
attendance regular, 
Sports and Leisure, 
well organised outside 
school hours, e.g. 
swimming, scouts etc
Peer interaction, 
facilitated and approved
Provision, games and 
access to information 
and education sources, 
incl. possible access  
to computer


Active interest in 
schooling, support 
at home when free of 
essential chores


All affordable support


Facilities


Well provided and tries 
to provide more if could


Maintains schooling but 
little support at home 
even if has spare time


Not proactive in 
finding out but avails 
opportunities if offered


Support available 
through friendships


Under provided


Little effort to maintain 
schooling or mainly for 
other reasons like free 
meals etc


Child avails by self 
effort, carer not 
motivated


Child finds own 
friendships, no help 
from carer unless 
reported to be bullied


Poorly provided


Not bothered or can 
even be discouraging for 
other gains


Not bothered even if 
child is unsafe pursuit


Parental indifference, 
lacks motivation


Parental indifference


Approval Talks about the child 
with delight/praise 
without being asked, 
generous emotional 
reward for any 
achievement


Talks warmly about 
the child when asked, 
generous praise and 
emotional reward 
but only for major 
achievements


Doesn’t initiate praise 
of child, but agrees with 
others. Often countered 
by criticism


Indifferent if child 
praised by others, 
indifferent to child’s 
achievement which is 
quietly acknowledged


Negates if the child is 
praised, achievements 
not acknowledged, 
reprimand or ridicule is 
the only reward if at all, 
low warmth,  
high criticism


Legal advice 
recommendedNo concern No concern


Prevention/
support services 
recommended


Child protection


Date:Family name:


Main carer:


Scoring


C. Area of love & relationships
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3. Stimulation


Disapproval Consistent boundaries 
in place by carer if any 
set limits are crossed 


Mild verbal and 
consistent disapproval 
if any set limit is 
crossed


Inconsistent boundaries 
or methods, shouts 
or ignores for own 
convenience, mild 
physical and moderate 
other sanctions, 
parents argue 


Inconsistent, shouts/
harsh verbal, moderate 
physical or severe other 
sanctions. Parents 
frequently argue in front 
of the children


Ridiculed, severe 
physical or other cruel 
sanctions. Parents 
violent in front of the 
children


Acceptance Unconditional 
acceptance. Always 
warm and supportive 
even if child is failing


Unconditional 
acceptance even if 
temporarily upset by 
child’s behavioural 
demand but always 
warm and  
supportive


Annoyance at child’s 
failure, behavioural 
demands less well 
tolerated


Unsupportive to 
rejecting if child is 
failing or if behavioural 
demands are high. 
Failure to address 
child’s difficulties


Indifferent if child is 
achieving but rejects or 
admonishes if makes 
mistakes or fails


Scoring 


Legal advice 
recommendedNo concern No concern


Prevention/
support services 
recommended


Child protection


Date:Family name:


Main carer:


Scoring


C. Area of love & relationships
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3.	Stimulation: Prompt questions


a. Aged 0-2 years


 	 Carer is unaware of child’s age appropriate developmental needs.


 	 Carer has poor eye contact with child.


 	 Carer does not provide child based family routines.


 	 Carer does not provide books/toys for child.


b. Aged 2-5 years


 	 Carer does not provide child based family routines.


 	 Carer does not provide books/toys for child.


Date:Family name:


Main carer:
C. Area of love & relationships
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 	 Carer regularly withdraws her child 
from school/nursery.


 	 Child turns up late for school/nursery.


 	 Carer fails to respond to school liaison 
requests.


 	 Carer does not return school diary/notes 
etc relevant to the child’s welfare.


 	 Carer does not provide child based family 
routines e.g. appropriate for schooling.


 	 Carer does not provide books/toys for child.


3.	Stimulation: Prompt questions


Disapproval


 	 Carer is involved in violence with 
partner/other adult in front of child.


 	 Carer frequently quarrels with 
partner/adult in front of child.


 	 Carer has made suicidal 
threats in front of child.


 	 Carer has attempted suicide 
in the presence of the child.


 	 Carer has threatened to leave 
the child or put him/her into car.


Approval


 	 Carer does not show 
pride in child’s 
achievement.


 	 Child does not seek 
praise from carer.


c. Aged 5+ years


C. Area of love & relationships
Date:Family name:


Main carer:


Signed: 
Family partner/ManagerParent/Carer







Section 3c


͡͡  Blank template record sheet


͡͡  Blank individual service plan


Blank forms
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5 = Child protection + legal strategy meeting
4 = Child protection			 
3 = Preventative support services recommended
2 = No concern
1  = No concern


Physical care Care & safety Emotional care
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Individual  
objective Tasks Who is involved  


who is responsible When
Progress toward 


meeting the objective 
(narrative)


3c. Individual service plan
Name:	 Staff name:	


Pin No: Date:







Section four:  
Additional information 
and case studies
4a: Summary of findings
4b: Case study examples







The following additional  
information summarise  
our research approach  
and learning from practice


Section 4a
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Used as a team approach the  
assessment tool provides focus and;


͡͡ Common language, common reference


͡͡ Objective measure – child focussed


͡͡ Effective tools to promote partnership  
assessments and planning with parents 


͡͡ User friendly – child and carer specific


͡͡ Comprehensively covers all areas of care


͡͡ Clear elements to assess 
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Agreed definition of neglect


“The persistent failure to meet a child’s basic physical and/or 
psychological needs, likely to result in the serious impairment  


of the child’s health or development.  


It may involve a parent or carer failing to provide adequate food, shelter 
and clothing, failing to protect a child from physical harm or danger, or 
the failure to ensure access to appropriate medical care or treatment.  


It may also include neglect or, unresponsiveness to, a child’s basic 
emotional needs”.


“neglect occurs when the basic needs of 
children are not met, regardless of cause”* 


*The Department of Health 1999
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Research and practice wisdom  
on the impact of neglect


͡͡ Neglect differs from other forms of abuse  
because it is frequently passive


͡͡ The intent to harm is not always present


͡͡ It is more likely to be a chronic condition rather 
than crisis led and therefore impacts on how we 
respond as agencies


͡͡ Overlaps often with other forms of maltreatment


͡͡ Is often a revolving door syndrome where families  
require long term support


͡͡ Lacks clarification between professionals  
on the agreed threshold for intervention


͡͡ Managing neglect is complex and multi-faceted  
and cannot be easily defined


‘See Neglecting  
the Issue report’   


details in references 
section
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Research and practice wisdom  
on the impact of neglect


͡͡ Neglect can have a devastating effect on a child in the following ways;


▸▸ Emotional regulation


▸▸ Formation of attachment


▸▸ Development of autonomous self 


▸▸ Moral development


▸▸ Formation of peer development


▸▸ Adaptation to schooling


▸▸ Personality organisation


Reasons it needs to be at the top of everyone’s agenda 
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Parental participation  


͡͡ Asking parents focused questions, helps them reflect  
on the issues, seems to help parents stop and think.  
Noticeable ‘light-bulb’ moments


͡͡ Record Sheet provides a visual illustration of progress,  
more user friendly than pages of written description


͡͡ Scoring helps to highlight strengths, concerns and progress  
and promotes motivation


͡͡ Having longer term supports in place with time limited pieces of work 
taking place alongside seemed to work particularly well


͡͡ The importance of providing practical assistance like escorting parents to 
appointments and physically showing them how to clean the toilets or cook 
a one pot meal proved invaluable in securing their engagement and trust


͡͡ See Professional Relationships Framework – details in references section
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Impact on practice 


͡͡ Provides a common language and baseline


͡͡ Promotes partnership with other agencies and joint 
assessment and planning


͡͡ Comprehensively covers all areas of care and details  
the areas to be targeted 


͡͡ Based on observation and fact, therefore clearly presented 
and easier for parents to understand and act upon


͡͡ This leads on to further explanatory discussion, how each 
of these areas impact on the child, supports parents’ 
learning, feedback from parents was often that they didn’t 
realise they were being neglectful
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͡͡ Promotes partnership and participation of parent with 
other disciplines, assessment that they have contributed 
to can be presented at multi-disciplinary meetings.


͡͡ Framework supported assessment and planning – more 
focused and targeted. Able to work through issues 
systematically, this was important as tend to find that life 
with families where neglect is a feature, is often chaotic 
and eventful


͡͡ Challenged staff’s perception of what was seen as ‘good 
enough’ home conditions, would now have lower threshold 
and have a greater insight into the impact of home 
conditions on children


Impact on practice continued
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Impact on practice continued


͡͡ Improvements in recording by staff was noted in other 
cases also – less of the story, recording more of what  
was seen and or said


͡͡ Reinforced acknowledgement of the importance of the 
relationship and how the worker introduces and works  
with the tool and concept of neglect


͡͡ Would acknowledge  a level of skill is required by 
practitioners to work with families using the tool,  
but also the tool itself supports learning and skill 
development of practitioners







Case studies
Section 4b
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͡͡ Referral from Health Visitor for crèche  
and parental support


͡͡ Mum – postnatal depression


͡͡ Gradual deterioration in home conditions


͡͡ Suggested to mum work together using  
Action for Children Assessment Tool


͡͡ Worked together for 3 ½ months with 
maintenance and monitoring further  
1 ½ months. 


Case study – family 1
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5 = Child Protection + Legal Strategy Meeting
4 = Child Protection			 
3 = Preventative Support Services recommended
2 = No concern
1  = No concern


Physical care Emotional care


Nutrition


Carer


In presence


Housing


M
utual 


engagem
ent


Stim
ulation


Traffi
c


Clothing


Health


Approval


Absence


Hygiene


Disapproval


Accept












  
  





Assessment at the beginning – family 1


Care & safety
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Family 1


What did we do?


Visits by 
health visitor


Early years assessment  
and developmental support


Social worker gateway
Applied to Family Support 


Panel for Financial Assistance


Support worker
Individual work, weekly 


visits and telephone calls.  
SMART goals set.







Section 4b Case study examples © Action for Children 2012. Registered charity nos. 1097940/SC038092/company no. 4764232. 
Produced by Action for Children 04/2012. 12/13 0020 5 of 13


Assessment after 3½ months  – family 1


5 = Child Protection + Legal Strategy Meeting
4 = Child Protection			 
3 = Preventative Support Services recommended
2 = No concern
1  = No concern


Physical care Emotional care


Nutrition


Carer


In presence


Housing


M
utual 


engagem
ent


Stim
ulation


Traffi
c


Clothing


Health


Approval


Absence


Hygiene


Disapproval


Accept


   



     


Care & safety
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͡͡ Referral from Health Visitor for crèche, 
afterschool therapeutic group and parental 
support.


͡͡ Home conditions, safety in the home, 
clothing, supervision, school attendance. 
(see neglect summary analysis).


͡͡ Suggested to mum work together using 
Action for Children Assessment Tool.


͡͡ Work is on-going after 6 months.


Case study – family 2
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5 = Child Protection + Legal Strategy Meeting
4 = Child Protection			 
3 = Preventative Support Services recommended
2 = No concern
1  = No concern


Physical care Emotional care


Nutrition


Carer


In presence


Housing
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Clothing
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


Assessment at the beginning – family 2


Care & safety
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Let’s talk 
parents group


Driving 
lessons


Summer 
scheme


Early years 
assessment and 


support Parenting 
group


 
Environmental 


assessment project


Social worker
family intervention 


service


Family outings and 
christmas party


Drop inAfterschool 
therapeutic 


group


Visits by  
health visitor


Individual work 
with child


GP 
support


School


Family 2


What did we do?
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Review assessment 2 – family 2


5 = Child Protection + Legal Strategy Meeting
4 = Child Protection			 
3 = Preventative Support Services recommended
2 = No concern
1  = No concern


Physical care Emotional care


Nutrition
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In presence
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Review assessment 3 – family 2


5 = Child Protection + Legal Strategy Meeting
4 = Child Protection			 
3 = Preventative Support Services recommended
2 = No concern
1  = No concern
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Review assessment 4 – family 2


5 = Child Protection + Legal Strategy Meeting
4= Child Protection			 
3 = Preventative Support Services recommended
2 = No concern
1   = No concern


Physical care Emotional care


Nutrition
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Review assessment 5 – family 2


5 = Child Protection + Legal Strategy Meeting
4 = Child Protection			 
3 = Preventative Support Services recommended
2 = No concern
1  = No concern
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In the Family 2 case study example at the time of assessment 5 the father of the 
youngest child was released from prison and had been in contact with the family, 
the review highlighted very quickly the impact of this on the mothers inability to 
sustain the positive level of parenting she had achieved and it demonstrated for 
staff the importance of regular reviews when working with neglect.
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Review of Child Neglect in Scotland (2012)
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1 Introduction


This pack, which accompanies the Framework for the Assessment of Children in
Need and their Families (2000), sets out how a number of questionnaires and scales
can be used by social work and other social services staff when assessing children and
their families. The materials were piloted in a number of child care situations within
five social service departments and modified to suit children and families and the
requirements of staff working in this setting. The instruments can assist staff preparing
reports for the Court, by providing a clear evidence base for the judgements and
recommendations made regarding a child, and inform the child care plan.


2 Summary of Questionnaires and Scales


The following eight questionnaires and scales are included in the pack:


2.1 The Strengths and Difficulties Questionnaires (Goodman, 1997; Goodman et al,
1998). These scales are a modification of the very widely used instruments to screen
for emotional and behavioural problems in children and adolescents – the Rutter A +
B scales for parents and teachers. Although similar to Rutter’s, the Strengths and
Difficulties Questionnaire’s wording was re-framed to focus on a child’s emotional
and behavioural strengths as well as difficulties. The actual questionnaire incorporates
five scales: pro-social, hyperactivity, emotional problems, conduct (behavioural)
problems, and peer problems. In the pack, there are versions of the scale to be
completed by adult caregivers, or teachers for children from age 3 to 16, and young
people between the ages of 11–16. These questionnaires have been used with disabled
children and their teachers and carers. They are available in 40 languages on the
following website: http://chp.iop.kcl.ac.uk/sdq/b3.html


2.2 The Parenting Daily Hassles Scale (Crnic and Greenberg, 1990; Crnic and Booth,
1991). This scale aims to assess the frequency and intensity/impact of 20 potential
parenting ‘daily’ hassles experienced by adults caring for children. It has been used in a
wide variety of research studies concerned with children and families – particularly
families with young children. It has been found that parents (or caregivers) generally
like filling it out, because it touches on many aspects of being a parent that are
important to them. 


2.3 Home Conditions Scale (The Family Cleanliness Scale. Davie et al, 1984) addresses
various aspects of the home environment (for example, smell, state of surfaces in
house, floors). The total score has been found to correlate highly with indices of the
development of children.
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2.4 Adult Wellbeing Scale (Irritability, Depression, Anxiety – IDA Scale. Snaith et al,
1978). This scale looks at how an adult is feeling in terms of depression, anxiety and
irritability. The questions are framed in a 'personal' fashion (i.e. I feel..., My 
appetite is…). The scale allows the adult to respond from four possible answers.


2.5 The Adolescent Wellbeing Scale (Self-rating Scale for Depression in Young People.
Birleson, 1980). It was originally validated for children aged between 7–16. It involves
18 questions each relating to different aspects of a child or adolescent’s life, and how
they feel about these. As a result of the pilot the wording of some questions was altered
in order to be more appropriate to adolescents. Although children as young as seven
and eight have used it, older children’s thoughts and beliefs about themselves are more
stable. The scale is intended to enable practitioners to gain more insight and
understanding into how an adolescent feels about their life.


2.6 The Recent Life Events Questionnaire This scale was taken from Brugha et al
(1985), with nine additional items added. It focuses on recent life events (ie. those
occurring in the last 12 months) but could be used over a longer time-scale. It is
intended to assist in the compilation of a social history. Respondents are asked to
identify which of the events still affects them. It is intended that use of the scale will:


• result in a fuller picture of a family’s history and contribute to greater contextual
understanding of the family’s current situation;


• help practitioners explore how particular recent life events have affected the carer
and the family;


• in some situations, identify life events which family members have not reported
earlier.


2.7 The Family Activity Scale (Derived from The Child-Centredness Scale. Smith,
1985). These scales give practitioners an opportunity to explore with carers the
environment provided for their children, through joint activities and support for
independent activities. This includes information about the cultural and ideological
environment in which children live, as well as how their carers respond to their
children’s actions (for example, concerning play and independence). They aim to be
independent of socio-economic resources. There are two separate scales; one for
children aged 2–6, and one for children aged 7–12.


2.8 The Alcohol Scale This scale was developed by Piccinelli et al (1997). Alcohol abuse
is estimated to be present in about 6% of primary carers, ranking it third in frequency
behind major depression and generalised anxiety. Higher rates are found in certain
localities, and particularly amongst those parents known to social services
departments. Drinking alcohol affects different individuals in different ways. For
example, some people may be relatively unaffected by the same amount of alcohol that
incapacitates others. The primary concern therefore is not the amount of alcohol
consumed, but how it impacts on the individual and, more particularly, on their role
as a parent. This questionnaire has been found to be effective in detecting individuals
with alcohol disorders and those with hazardous drinking habits.
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3 Principles underpinning the use of the questionnaires and scales


3.1 Clarity of Purpose. Clarity about aims is fundamental to all assessment. In practice
these can be broad ranging or more focused, depending on timing and context, but in
general there will be an intention to gather a range of relevant information in a manner
that promotes, or sustains, a working relationship with the children and families being
assessed: in most circumstances information is of limited use if collaboration has
broken down.


3.2 Assessment is not a static process. The process of assessment should be therapeutic.
An assessment has many purposes. It should inform future work, and evaluate the
progress of interventions. The way in which the assessment is carried out is also
important. It should enable those involved to gain fresh perspectives on their family
situation, which are in themselves therapeutic.


3.3 Partnership is informed by professional judgement. It follows that, although
partnership is a fundamental principle, this does not mean that every detail of
information gained, or in particular the practitioners judgement about that
information, is shared immediately and in full with those being assessed. Sustaining
partnership and positive therapeutic impact are overriding principles.


3.4 Assessment does not take place in a vacuum. Assessments benefit from multiple
sources of information, and multiple methods. Any one source used alone is likely to
give either a limited or unbalanced view. This applies to all the main approaches:
interviewing, observation, and the use of standardised tests and questionnaires.
Limitations should be recognised. Contrasting data from different methods and/
or sources is vital to develop a deeper and more balanced understanding of the
situation.


4 Background


4.1 Many practitioners will be unfamiliar with the use of instruments in day-to-day
practice. They are often thought to be limited, judgmental, and superficial. However
these are dangers with all assessment approaches. The vital issue is how and when an
approach is used.


4.2 Standardised Questionnaires and Scales must be distinguished from Standardised and
Semi-structured interviews. Questionnaires are (usually) brief, use set questions, and
are frequently designed to be completed by a respondent – a person who is being
assessed or contributing to the assessment, but is not themselves the professional with
responsibility for pulling together the whole picture.


4.3 The respondent does not have to interact directly with the assessor while they are
completing the questionnaire and can, therefore, concentrate on voicing their needs
and concerns unimpeded. Indeed, there is evidence that responses to questionnaires
can be more frank than in an interview.


4.4 Although most questionnaires have been designed to be completed by respondents,
they can be used in other ways, for example as mental check-lists for the assessor,
either with regard to what they observe or what they take up with the respondent.
They can be administered verbally, or provide prompts that are the basis for further
discussion.
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4.5 In whatever ways they have been used or presented in day-to-day practice, question-
naires should always prompt discussion between worker and respondent. To pick up
the questionnaire and leave, or ask the questions and just note the answers is not
appropriate, although as a questionnaire is administered verbally it may be best to
keep fuller discussions to the end.


4.6 Many questionnaires have been designed to screen for particular problems or needs.
They have been standardised so that a score above a particular cut-off indicates the
strong probability of a significant problem of the type for which the questionnaire is
screening. This can be a useful guideline, but it must be remembered that scores above
or below a particular cut-off do not guarantee the presence or absence of a significant
problem in the individual case. Further discussion can help to clarify whether
respondents are over-or-under-representing their needs. Furthermore, there may be
highly significant needs picked up by individual questions, even when the overall score
is well below the cut-off.


4.7 Questionnaires can not only be used in different ways, they can be used with different
respondents, for example, foster or birth parents, residential or nursery workers,
children or young people and in different contexts. 


5 Testing the use of the questionnaires and scales in practice


5.1 The questionnaires and scales in this pack have been piloted by staff in a variety of
settings – metropolitan, urban and rural – with adult carers of children and young
people, and with some children and young people themselves. The children involved
were children in need (section 17 of the Children Act, 1989): they included children
who were living with their families and children who were accommodated including
those who were experiencing respite care. Some of these children were being assessed
as part of s47 enquiries and the names of some other children were on a child
protection register. The children’s needs were varied; physical, cognitive, education
and behavioural. Most children had behavioural needs alone or in combination with
other needs. 


5.2 During piloting practitioners took time to get acclimatised to the use of the question-
naires, and indeed how to use them most effectively, but increasingly found them easy
to administer and of immediate benefit. For example, they revealed needs of which
staff were unaware, or modified their views of needs with which they were already
familiar. Often there was increased understanding of the nature and extent of the
problems facing family members. One of the instruments, the Recent Life Events
Questionnaire, raised new issues on three quarters of the occasions it was used: for
several other questionnaires it was more than half the times they were given.


5.3 The questionnaire proved helpful both for initial and core assessments and for
reviewing progress. The context of some instruments provided a valuable focus for
work with the families.


5.4 In many cases use of the questionnaires and scales helped consolidate the relationship
between the staff member and family. Children and parents reported that they liked
filling in the questionnaires and scales.
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6 The use of the Questionnaires and Scales in practice


When should I use a questionnaire/scale?


6.1 Practitioners have to decide when and why they are going to use a particular
questionnaire or scale. Piloting suggested they can be of use in almost any context,
even those where the practitioner considers they already have a good grasp of the
family’s needs. However, questions were raised about their appropriateness in several
particular circumstances.


6.2 For example, sometimes it felt inappropriate to use questionnaires where the problems
potentially tapped by the instruments were not at all evident, but it is in these circum-
stances that they may be of particular value in providing a way to bring out what the
respondent has thought irrelevant or been reluctant to divulge.


Where certain problems are not evident, those that are can be acknowledged and
summarised. The questionnaire can then be introduced as a way of speedily checking
out another area before discussing it in more detail if appropriate.


6.3 On occasions, it was also considered insensitive to present a questionnaire when needs
in a particular area were very evident. In practice it often offered a way to obtain a
fuller understanding or established a baseline for measuring improvement.


One approach is to summarise what the practitioner and respondent already share and
explain that the questionnaire may do just that, acknowledge the extent of current
understanding, or help to mark the present situation so that progress can be readily
established.


6.4 Emergencies and crises were considered to be occasions when respondents would not
have enough time and mental space to address a form. However, even when there is a
crisis there are times when professionals are consulting with each other and carers or
children are waiting. Appropriately presented a questionnaire can help carers or
children feel that they are still active partners, and that the professionals are still
listening.


What about when working with disabled children?


6.5 Staff working with disabled children, including those with learning disabilities, had
reservations about giving carers forms concerned with children’s behaviour or family
activities. This was because they felt the carers would feel judged adversely for not
providing an adequate range of activities for their child, or blamed for the child’s
behaviour. This reticence demonstrates that it is vital that the instruments are
presented as ways to understand families’ concerns or difficulties, not to judge them.
Behavioural problems are particularly prevalent amongst disabled children, and it is
especially hard to organise a full range of family activities with such children. If 
these facts are acknowledged to the carers, and it is explained that the questionnaire 
is a basis for discussion of how matters may be improved, for example how other activities
might be arranged with Social Services support, then the instruments can be useful.


How do I introduce the questionnaires to families?


6.6 Whenever a questionnaire is introduced, it is not just a matter of considering its
appropriateness, but explaining its purpose and potential relevance. The respondent
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should also be able to comprehend where it fits into the assessment as a whole and how
it may be able to extend understanding of the current family situation. 


What other purposes can I use a questionnaire for?


6.7 Certain questionnaires may be useful as mental checklists, either for observation or
structuring discussion with the respondent. For example, this applies to the Home
Conditions Scale and Alcohol Use Questionnaire. Social services staff should assess the
family’s physical environment. The Home Conditions Scale is a list of items that can be
used in isolation from, for example, an evaluation of the quality of the parent-child
relationship. However, it provides a guideline as research has found the total score to be
strongly correlated with child cognitive development. In addition, the individual items
can point to specific targets to work on if there is a concern that the lack of cleanliness is
a danger to the child. Establishing whether the family can work to achieve these targets
is another way that this and some of the other scales can be used.


6.8 In summary, a questionnaire can be introduced as a way of understanding the families’
or individual members’ needs or to acknowledge the extent of current shared
knowledge of the family’s predicament. With some it may be relevant to indicate, at
the outset, that the questionnaire may provide suggestions for the support the family
requires, or aspects that the carer and social worker can work on together.


7 Using information gathered to inform work with the family


7.1 Unless the questionnaire has been used simply as a mental checklist, it should be
discussed with the respondent. Discussion should cover their overall thoughts and
feelings about completing it, and individual items which raise possible issues or
indicate improvements.


In piloting several practitioners mentioned the value of the questionnaire in making
progress.


7.2 Discussion is probably best at the completion of the questionnaire, whether
administered verbally or filled in by the respondent, but there will be times when it is
important to pick up individual items during completion if they are of very immediate
significance. For example, some carers were unhappy about the question on self-harm
in the Adult Wellbeing scale. Their concerns need to be understood. If such a question
is disturbing it could well mean that the respondent worries that they will be thought
inadequate as a parent, or that they have indeed had thoughts of injuring themselves.


7.3 Thus practitioners should be prepared to take up issues that arise, whether indicators
of needs or progress. In piloting some workers commented that observing the
respondent and the way they completed the questionnaire was also valuable. It is
important to remain alert while the instrument is being filled out.


7.4 When respondents are unsure of the meaning of individual items it is better to find out
what they think it means before attempting to clarify, but the practitioner must be
prepared to explain if necessary. In doing so, it is worth remembering that mutual
understanding between family member and worker is more important than whether a
form is correctly filled in.
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7.5 If there has not been an opportunity to do so, the practitioner should remember to explain
how using the instrument fits into broader assessment work, whenever appropriate.


7.6 Piloting suggests that it is often useful and good for the worker-family member
relationship, if they score the questionnaire together, but acknowledgement of the
needs expressed is the priority for further work.


7.7 Sometimes it may be appropriate to emphasis the questionnaire’s screening status, and
that definite conclusions should not be reached on the basis of one form. However, it
is important to keep the door open to the possibility of significant needs, even if the
information derived from the questionnaire does not appear to fit with other
knowledge about the family.


Where needs are mutually accepted by social worker and respondent, it will not be
necessary to reassure the family member.


7.8 There will be times when issues raised require the practitioner to consult with others,
for example if the respondent expresses thought of self-harm, or the child has marked
emotional and behavioural problems that might merit referral to another agency. As in
other circumstances this will require discussion.


7.9 The questionnaire should not be administered to the same individual, or about the
same individual too frequently. Responses may become less valid, or respondents
irritated. At least a 3 month gap is recommended.


8 The Family Assessment Pack of Questionnaires and Scales


8.1 Each questionnaire and scale is set out in the following pages, with accompanying
guidance on its use. Where appropriate, the scoring system is included separately.


8.2 The questionnaires and scales have been included in the pack also in a form for ease of
photocopying. They are intended to be photocopied back-to-back and folded for use
with children and families.
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Strengths and Difficulties
QUESTIONNAIRE 


TO BE COMPLETED BY A MAIN CARER OF A CHILD AGED BETWEEN 3 AND 4
For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help us if you
answered all items as best you can even if you are not absolutely certain, or the items seem daft! Please give your
answers on the basis of the child’s behaviour over the last six months.


Child’s Name Male/Female Date of Birth


Not True Somewhat True Certainly True 


Considerate of other people’s feelings ■■ ■■ ■■
Restless, overactive, cannot stay still for long ■■ ■■ ■■
Often complains of headaches, stomach-aches or sickness ■■ ■■ ■■
Shares readily with other children (treats, toys, pencils etc.) ■■ ■■ ■■
Often has temper tantrums or hot tempers ■■ ■■ ■■
Rather solitary, tends to play alone ■■ ■■ ■■
Generally obedient, usually does what adults request ■■ ■■ ■■
Many worries, often seems worried ■■ ■■ ■■
Helpful if someone is hurt, upset or feeling ill ■■ ■■ ■■
Constantly fidgeting or squirming ■■ ■■ ■■
Has at least one good friend ■■ ■■ ■■
Often fights with other children or bullies them ■■ ■■ ■■
Often unhappy, downhearted or tearful ■■ ■■ ■■
Generally liked by other children ■■ ■■ ■■
Easily distracted, concentration wanders ■■ ■■ ■■
Nervous or clingy in new situations, easily loses confidence ■■ ■■ ■■
Kind to younger children ■■ ■■ ■■
Often argumentative with adults ■■ ■■ ■■
Picked on or bullied by other children ■■ ■■ ■■
Often volunteers to help others (parents, teachers, other children) ■■ ■■ ■■
Can stop and think things over before acting ■■ ■■ ■■
Can be spiteful to others ■■ ■■ ■■
Gets on better with adults than with other children ■■ ■■ ■■
Many fears, easily scared ■■ ■■ ■■
Sees tasks through to the end, good attention span ■■ ■■ ■■
Please complete questions on the next page…
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Overall, do you think that your child has difficulties in one or more of the following areas: 
emotions, concentration, behaviour or being able to get on with other people?


No Yes – Yes – Yes – 
difficulties minor difficulties more serious difficulties severe difficulties


■■ ■■ ■■ ■■


If you have answered ‘Yes’, please answer the following questions about these difficulties:


• How long have these difficulties been present? 


Less than a month 1–5 months 5–12 months Over a year


■■ ■■ ■■ ■■


• Do the difficulties upset or distress your child?


Not at all Only a little Quite a lot A great deal 


■■ ■■ ■■ ■■


• Do the difficulties interfere with your child’s everyday life in the following areas?


Not at all Only a little Quite a lot A great deal


Home life ■■ ■■ ■■ ■■
Friendships ■■ ■■ ■■ ■■
Learning ■■ ■■ ■■ ■■
Leisure activities ■■ ■■ ■■ ■■


• Do the difficulties put a burden on you or the family as a whole?


Not at all Only a little Quite a lot A great deal 


■■ ■■ ■■ ■■


Signature


Date


Mother/Father/Other (please specify)


Thank you very much for your help 


11







Strengths and Difficulties 
QUESTIONNAIRE


TO BE COMPLETED BY A MAIN CARER OF A CHILD AGED BETWEEN 4 AND 16
For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help us if you
answered all items as best you can even if you are not absolutely certain, or the items seem daft! Please give your
answers on the basis of the child’s behaviour over the last six months.


Child’s Name Male/Female Date of Birth


Not True Somewhat True Certainly True 


Considerate of other people’s feelings ■■ ■■ ■■
Restless, overactive, cannot sit still for long ■■ ■■ ■■
Often complains of headaches, stomach-aches or sickness ■■ ■■ ■■
Shares readily with other children (treats, toys, pencils etc.) ■■ ■■ ■■
Often has temper tantrums or hot tempers ■■ ■■ ■■
Rather solitary, tends to play alone ■■ ■■ ■■
Generally obedient, usually does what adults request ■■ ■■ ■■
Many worries, often seems worried ■■ ■■ ■■
Helpful if someone is hurt, upset or feeling ill ■■ ■■ ■■
Constantly fidgeting or squirming ■■ ■■ ■■
Has at least one good friend ■■ ■■ ■■
Often fights with other children or bullies them ■■ ■■ ■■
Often unhappy, downhearted or tearful ■■ ■■ ■■
Generally liked by other children ■■ ■■ ■■
Easily distracted, concentration wanders ■■ ■■ ■■
Nervous or clingy in new situations, easily loses confidence ■■ ■■ ■■
Kind to younger children ■■ ■■ ■■
Often lies or cheats ■■ ■■ ■■
Picked on or bullied by other children ■■ ■■ ■■
Often volunteers to help others (parents, teachers, other children) ■■ ■■ ■■
Thinks things out before acting ■■ ■■ ■■
Steals from home, school or elsewhere ■■ ■■ ■■
Gets on better with adults than with other children ■■ ■■ ■■
Many fears, easily scared ■■ ■■ ■■
Sees tasks through to the end, good attention span ■■ ■■ ■■
Please complete questions on the next page…
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Overall, do you think that your child has difficulties in one or more of the following areas: 
emotions, concentration, behaviour or being able to get on with other people?


No Yes – Yes – Yes – 
difficulties minor difficulties more serious difficulties severe difficulties


■■ ■■ ■■ ■■


If you have answered ‘Yes’, please answer the following questions about these difficulties:


• How long have these difficulties been present? 


Less than a month 1–5 months 5–12 months Over a year


■■ ■■ ■■ ■■


• Do the difficulties upset or distress your child?


Not at all Only a little Quite a lot A great deal 


■■ ■■ ■■ ■■


• Do the difficulties interfere with your child’s everyday life in the following areas?


Not at all Only a little Quite a lot A great deal


Home life ■■ ■■ ■■ ■■
Friendships ■■ ■■ ■■ ■■
Learning ■■ ■■ ■■ ■■
Leisure activities ■■ ■■ ■■ ■■


• Do the difficulties put a burden on you or the family as a whole?


Not at all Only a little Quite a lot A great deal 


■■ ■■ ■■ ■■


Signature


Date


Mother/Father/Other (please specify)


Thank you very much for your help 
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Strengths and Difficulties 
QUESTIONNAIRE


TO BE COMPLETED BY A YOUNG PERSON BETWEEN 11 AND 16
Please read the questionnaire carefully. For each of the statements put a tick in the box that you think is most like
you. It would help us if you put a tick for all the statements – even if it seems a bit daft! Please give answers on the
basis of how you have been feeling over the last six months.


Your Name Male/Female Date of Birth


Not True Somewhat True Certainly True 


I try to be nice to people. I care about their feelings ■■ ■■ ■■
I get restless, I cannot sit still for long ■■ ■■ ■■
I get a lot of headaches, stomach-aches or sickness ■■ ■■ ■■
I usually share with others (food, games, pens etc.) ■■ ■■ ■■
I get very angry and often lose my temper ■■ ■■ ■■
I am usually on my own. I generally play alone or keep to myself ■■ ■■ ■■
I usually do as I am told ■■ ■■ ■■
I worry a lot ■■ ■■ ■■
I am helpful if someone is hurt, upset or feeling ill ■■ ■■ ■■
I am constantly fidgeting or squirming ■■ ■■ ■■
I have one good friend or more ■■ ■■ ■■
I fight a lot. I can make other people do what I want ■■ ■■ ■■
I am often unhappy, downhearted or tearful ■■ ■■ ■■
Other people my age generally like me ■■ ■■ ■■
I am easily distracted, I find it difficult to concentrate ■■ ■■ ■■
I am nervous in new situations. I easily lose confidence ■■ ■■ ■■
I am kind to younger children ■■ ■■ ■■
I am often accused of cheating or lying ■■ ■■ ■■
Other children or young people pick on or bully me ■■ ■■ ■■
I often volunteer to help others (parents, teachers, children) ■■ ■■ ■■
I think before I do things ■■ ■■ ■■
I take things that are not mine from home, school or elsewhere ■■ ■■ ■■
I get on better with adults than with people my own age ■■ ■■ ■■
I have many fears, I am easily scared ■■ ■■ ■■
I finish the things I’m doing. My attention is good ■■ ■■ ■■
Please complete questions on the next page…
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Overall, do you think that you have difficulties in one or more of the following areas: 
emotions, concentration, behaviour or being able to get on with other people?


No Yes – Yes – Yes – very
difficulties minor difficulties more serious difficulties severe difficulties


■■ ■■ ■■ ■■


If you have answered ‘Yes’, please answer the following questions about these difficulties:


• How long have these difficulties been present? 


Less than a month 1–5 months 5–12 months Over a year


■■ ■■ ■■ ■■


• Do the difficulties upset or distress you?


Not at all Only a little Quite a lot A great deal 


■■ ■■ ■■ ■■


• Do the difficulties interfere with your everyday life in the following areas?


Not at all Only a little Quite a lot A great deal


Home life ■■ ■■ ■■ ■■
Friendships ■■ ■■ ■■ ■■
Learning ■■ ■■ ■■ ■■
Leisure activities ■■ ■■ ■■ ■■


• Do the difficulties make it harder for those around you (family, friends, teachers etc.)?


Not at all Only a little Quite a lot A great deal 


■■ ■■ ■■ ■■


Signature


Date


Thank you very much for your help 
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GUIDANCE ON USING STRENGTHS AND DIFFICULTIES QUESTIONNAIRES


Background


1. Evaluation of children’s emotional and behavioural development is a central component of social work
assessment.


2. These questionnaires screen for child emotional and behavioural problems. These scales are similar to older
scales such as Rutter A & B Scales developed for use by parents and teachers, but put a greater emphasis on
strengths.


The Scales


3. The questionnaires consist of 25 items that refer to different emotions or behaviours.


4. For each item the respondent marks in one of three boxes to indicate whether the item is not true, somewhat
true or certainly true for the child in question.


5. On the back of each questionnaire are questions that aim to address severity by scoring duration of the
difficulties and their impact on the child, themselves or others.


6. Children’s emotional and behavioural problems are not always evident in all situations. When they are, the
problem is usually more severe. As with the Rutter scales, the Strengths and Difficulties Questionnaires have
both parent and teacher versions.


7. In young children, parents’ reports of their emotions and behaviour are usually more reliable than those of
the children themselves, but in adolescence, parents are often unaware of their children’s emotional state.
There is therefore a Strengths and Difficulties questionnaire for young people aged 11–16.


8. The Rutter scales were originally devised for children aged 9–10, and have been shown to be valid for those
aged 6–16. The Strengths and Difficulties Scale covers ages 4–16, and there is an additional scale for children
aged 3–4. 


9. The scales can be scored to produce an overall score that indicates whether the child/young person is likely to
have a significant problem. Selected items can also be used to form subscales for Pro-social Behaviour,
Hyperactivity, Emotional Symptoms, Conduct and Peer problems.


Use


10. The questionnaires are of value in both assessments and for evaluating progress.


11. They can give an indication of whether a child/young person is likely to have a significant emotional or
behavioural problem/disorder, and what type of disorder it is. 


12. During piloting, over half the children assessed scored above the cut-off scores indicating a probable disorder.


13. The most common problems were Hyperactivity, Peer and Conduct problems. These were identified in over
half the children.


14. One social worker commented that the questionnaire ‘gave a more in-depth look at the young person’.
Another said that with the individual child/young person it could be a springboard for therapeutic action, and
that it would be helpful, alongside work with the family, to monitor progress.


Administration


15. The respondent – whether parent, child or teacher – needs to understand where the use of the questionnaire
fits into the overall assessment.


16. It is usually best if the respondent completes the questionnaire in the presence of the social worker.
Sometimes it will be necessary for the worker to administer the scale verbally.


17. The scale takes about 10 minutes to complete.


18. It is preferable if full discussion is kept to the end, but there will be occasions when what the respondent says
while completing the scale should be acknowledged immediately.
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19. Fuller discussion is vital for several reasons. Firstly, it is important to establish level and nature of any
difficulties more clearly. Information from other sources is also relevant for this purpose. Secondly, the overall
score may be below the cut off point indicative of disorder, but there may still be issues that are important to
the respondent. The response to a single item might provide the cue. Thirdly, it is crucial to understand how
the child, parent and other family members are responding to how the child is, or what the child is
doing/saying.


Scoring


20. This is explained on the sheet that accompanies the questionnaires.


21. Each item is scored 0, 1 or 2. Somewhat true is always scored 1, but whether Not true and Certainly true are
scored 0 or 2 depends on whether the item is framed as a strength or difficulty.


22. The scoring sheet explains which item contributes to which subscales. The Pro-social scale is scored so that an
absence of pro-social behaviour scores low. A child may have difficulties but if they have a high Pro-social 
score the outlook for intervention is better.


23. The scoring sheet has a chart, which indicates which total scores are low, average or high in the general
population. High scores overall or for any subscale point to the likelihood of a significant disorder, and/or a
disorder of a particular type. They do not guarantee that there will be found to be a disorder when a more
thorough assessment is conducted. Neither does a low score guarantee the absence of a problem, but the
instrument is useful for screening.


References
Goodman R (1997). The Strengths and Difficulties Questionnaire: A reseach note. Journal of Child Psychology and
Psychiatry. 38: 581–586.


Goodman R, Meltzer H and Bailey V (1998) The strengths and difficulties questionnaire: A pilot study on the validity of
the self-report version. European Child & Adolescent Psychiatry. 7: 125–130.


SCORING THE SELF REPORT STRENGTHS AND DIFFICULTIES QUESTIONNAIRE


The 25 items in the SDQ comprise 5 scales of 5 items each. The first stage of scoring the questionnaire is generally
to score each of the 5 scales. Somewhat true is always scored as 1, but the scoring of Not True and Certainly True
varies with each item. The score for each response category is given below scale by scale.


Pro-social Scale
NOT TRUE SOMEWHAT TRUE CERTAINLY TRUE


I am considerate of others 0 1 2
I usually share 0 1 2
I am helpful if 0 1 2
I am kinder to younger 0 1 2
I often volunteer 0 1 2


Hyperactivity Scale
NOT TRUE SOMEWHAT TRUE CERTAINLY TRUE


I am restless 0 1 2
I am constantly fidgeting 0 1 2
I am easily distracted 0 1 2
Thinks things out 2 1 0
I see tasks through 2 1 0
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Emotional Symptoms Scale
NOT TRUE SOMEWHAT TRUE CERTAINLY TRUE


I get a lot of headaches 0 1 2
I worry a lot 0 1 2
I am often unhappy                           0 1 2
I am nervous in 0 1   2
I have many fears 0 1 2 


Conduct Problems Scale
NOT TRUE SOMEWHAT TRUE CERTAINLY TRUE


I get very angry 0 1 2
I usually do as I am told 0 1 2
I fight a lot 0 1 2
I am often accused of lying 0 1 2
I take things 0 1 2


Peer Problems Scale
NOT TRUE SOMEWHAT TRUE CERTAINLY TRUE


I am rather solitary 0 1 2
I have at least one good friend 0 1 2
Other people … like me 0 1 2
Other … people pick on me … 0 1 2
I get on better with adults … 0 1 2


For each of the 5 scales the score can range from 0 to 10 provided all five items have been completed. You can
prorate the scores if there are only one or two missing items.


To generate a total difficulties score, sum the four scales dealing with problems but do not include the pro-social
scale. The resultant score can range from 0 to 40. Provided at least 12 of the relevant 20 items are completed, you
can prorate the total if necessary.


Interpreting scores and identifying need


The provisional bandings shown below have been selected so that roughly 80% of children in the community do
not have needs in these areas, 10% have some needs, and 10% have high needs. 


Self completed
LOW NEED SOME NEED HIGH NEED


Total difficulties score 0–15 16–19 20–40


Conduct problems score 0–3 4 5–10


Hyperactivity score 0–5 6 7–10


Emotional symptoms score 0–5 6 7–10


Peer problem score 0–3 4–5 6–10


Pro-social behaviour score 6–10 5 0–4
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Parenting Daily Hassles
SCALE 


The statements below describe a lot of events that routinely occur in families with young children. These events sometimes make
life difficult. Please read each item and circle how often it happens to you (rarely, sometimes, a lot, or constantly) and then circle
how much of a ‘hassle’ you feel that it has been for you FOR THE PAST 6 MONTHS. If you have more than one child, these
events can include any or all of your children.


EVENT How often it happens Hassle (low 
to high)


1. Continually cleaning up messes of toys or food Rarely Sometimes A lot Constantly 1 2 3 4 5


2. Being nagged, whined at, complained to Rarely Sometimes A lot Constantly 1 2 3 4 5


3. Meal-time difficulties with picky eaters, complaining etc. Rarely Sometimes A lot Constantly 1 2 3 4 5


4. The kids won’t listen or do what they are asked without being Rarely Sometimes A lot Constantly 1 2 3 4 5
nagged 


5. Baby-sitters are hard to find Rarely Sometimes A lot Constantly 1 2 3 4 5


6. The kids schedules (like pre-school or other activities) interfere Rarely Sometimes A lot Constantly 1 2 3 4 5
with meeting your own household needs


7. Sibling arguments or fights require a ‘referee’ Rarely Sometimes A lot Constantly 1 2 3 4 5


8. The kids demand that you entertain them or play with them Rarely Sometimes A lot Constantly 1 2 3 4 5


9. The kids resist or struggle with you over bed-time Rarely Sometimes A lot Constantly 1 2 3 4 5


10. The kids are constantly underfoot, interfering with other chores Rarely Sometimes A lot Constantly 1 2 3 4 5


11. The need to keep a constant eye on where the kids are and Rarely Sometimes A lot Constantly 1 2 3 4 5
what they are doing 


12. The kids interrupt adult conversations or interactions Rarely Sometimes A lot Constantly 1 2 3 4 5


13. Having to change your plans because of unprecedented Rarely Sometimes A lot Constantly 1 2 3 4 5
child needs 


14. The kids get dirty several times a day requiring changes of clothing Rarely Sometimes A lot Constantly 1 2 3 4 5


15. Difficulties in getting privacy (eg. in the bathroom) Rarely Sometimes A lot Constantly 1 2 3 4 5


16. The kids are hard to manage in public (grocery store, shopping Rarely Sometimes A lot Constantly 1 2 3 4 5
centre, restaurant) 


17. Difficulties in getting kids ready for outings and leaving on time Rarely Sometimes A lot Constantly 1 2 3 4 5


18. Difficulties in leaving kids for a night out or at school or day care Rarely Sometimes A lot Constantly 1 2 3 4 5


19. The kids have difficulties with friends (eg. fighting, trouble, Rarely Sometimes A lot Constantly 1 2 3 4 5
getting along, or no friends available) 


20. Having to run extra errands to meet the kids needs Rarely Sometimes A lot Constantly 1 2 3 4 5  


Questionnaire completed by mother/father/adoptive parent/foster carer (please specify) 
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GUIDANCE ON USING PARENTING DAILY HASSLES SCALE


Background


1. This scale aims to assess the frequency and intensity/impact of 20 experiences that can be a ‘hassle’ to
parents.


2. It has been used in a wide variety of research concerned with children and families. The research in which it
has been used includes a parenting programme with families who had major difficulties in raising young
children.


3. Parents/Caregivers enjoy completing the scale, because it touches on aspects of being a parent that are very
familiar. It helps them express what it feels like to be a parent.


4. During piloting, social workers reported that it depicted concisely areas of pressure felt by the carer. This
helped identify areas where assistance could be provided either by the social services department or other
agencies.


5. It is seen by parents as a way for them to express their needs for help with parenting.


The Scale


6. The caregiver is asked to score each of the 20 potential Hassles in two different ways for frequency and
intensity.


7. The frequency of each type of happening provides an ‘objective’ marker of how often it occurs.


8. The intensity or impact score indicates the caregiver’s ‘subjective’ appraisal of how much those events affect
or ‘hassle’ them.


9. The time frame for this scale can be varied according to the focus of the assessment. For example, if a family is
thought to have been under particular pressure in the last 2 months the parent can be asked to consider how
matters have been during that period. However, if it is intended to assess progress, the same time frame should
be used on each occasion. Periods of less than one month are probably too short to give a useful picture.


Use


10. The caregiver should understand the aim of filling out the questionnaire, and how it will contribute to the
overall assessment.


11. The scale is probably most useful with families that are not well-known. In piloting it was found to highlight
areas for future discussion, and help prioritise which parenting issues should be addressed first.


12. It can also be used to monitor change.


Administration


13. It should be given to the parent/caregiver to fill out themselves.


14. It can be read out if necessary.


15. It takes about 10 minutes to complete.


16. The scale should always be used as a basis for discussion. In general this is best kept until the parent has
finished, but there will be occasions when it is vital to acknowledge, or immediately follow up comments
made while it is being filled out.


Scoring


17. The scale can be used in two distinct ways: (a) the totals of the frequency and intensity scales can be
obtained, or (b) scores for challenging behaviour and parenting tasks can be derived from the intensity scale.


18. To obtain frequency and intensity total scores


(a) The frequency scale is scored: rarely = 1, sometimes = 2, a lot = 3, and constantly = 4. If the parent says
that an event never occurs, never = 0. 
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The range for this scale is 0–80. A score of 3 or 4 for any one event indicates that it occurs with above average
frequency.


(b) The intensity scale is scored by adding the parents rating of 1–5 for each item. If a 0 has been scored for
frequency on an item then it should be scored 0 for intensity. The range for this scale is 0–100. A score of 4 or
5 for any one event indicates that it is at least some problem to the parent.


Scoring


19. (a) The challenging behaviour total score is obtained by adding the intensity scale scores for items: 2, 4, 8, 9,
11, 12, 16. Range: 0–35.


(b) The parenting tasks total score is obtained by adding the intensity scale scores for items: 1, 6, 7, 10, 13,
14, 17, 20. Range: 0–40.


20. There is no cut off for any of the scales but total scores above 50 on the frequency scale or above 70 on the
intensity scale indicate on the one hand a high frequency of potentially hassling happenings, and on the other
that the parent is experiencing significant pressure over parenting.


21. Events occurring with frequency 3 or 4, or intensity 4 or 5, particularly those where the parent rates high
intensity or impact, should be discussed to clarify the extent of need.


22. The total score on the challenging behaviour and parenting tasks scales may be useful in indicating how the
parent/caregiver sees the situation, whether difficulties lie in the troublesome behaviour of the children, or
the burden of meeting the ‘expected’ or ‘legitimate’ needs of the children. The subscores may also be useful
in monitoring change.


References


Crnic KA & Greenberg MT (1990) Minor parenting stresses with young children. Child Development. 61: 1628–1637


Crnic KA & Booth CL (1991) Mothers’ and fathers’ perceptions of daily hassles of parenting across early childhood.
Journal of Marriage and the Family. 53: 1043–1050.
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GUIDANCE ON USING HOME CONDITIONS ASSESSMENT


Background
1. Social workers assess physical aspects of the home environment.


2. This scale may appear judgmental, but workers necessarily make judgements about the safety, order and
cleanliness of the place in which the child lives. The use of a list helps the objectivity of observation.


3. The total score has been found to correlate highly with children’s abilities, so that children from homes with
low scores usually have better language and intellectual development. This does not mean that all children
from high scoring homes will have poor intellectual progress.


4. Like all methods of assessment it should not be used in isolation – other sources of information, including the
quality of the parent-child relationship will contribute to the overall assessment.


The Scale
5. The assessment is identical to the Family Cleanliness Scale devised by Davie and others (1984).


6. This is a list of 11 items to be observed during home visits.


7. Social presentation, namely the cleanliness of the children is included.


Use
8. The scale if best used as a mental checklist to provide a framework for observation.


9. It is particularly appropriate to use during initial assessment. Once used it is a method of keeping track of
progress or deterioration.


10. In order to be able to complete the scale it is necessary to look over the home. The caregiver can be asked
whether they have any problems with their housing, or whether the nature of their accommodation causes
difficulties from the point of view of brining up the children. This can lead naturally to a request to look round.


11. It will usually be unhelpful to share all that has been observed with the caregiver. This could upset the
establishment of partnership – a good working relationship is of overriding importance. However the worker
needs to have a clear picture of the environment from the child’s point of view.


12. Individual items can be a focus for a piece of work. This might be to encourage the parent to attend to
something that could pose a health risk to the children, or to bring in additional support where the parent is
unlikely to be able to improve matters unassisted.


Scoring
13. The scoring is binary 0 if the condition is not present, and 1 if it is.


14. Items are scored on the basis of what is observed. Why the conditions are as they are is not taken into
account. Of course the worker needs to understand why matters are as they are to take appropriate action.
The scale charts the child environment as it is.


15. The scale has no cut off. Depending on the age of the children different items may give more or less concern,
but in general the higher the score the greater the concern.


16. Individual items may require action whatever the total score.


Reference
Davie CE, Hutt SJ, Vincent E & Mason M (1984) The young child at home. NFER-Nelson, Windsor


THE SCALE
1. Smell (e.g. stale cigarette smoke, rotting food) 0 1


2. Kitchen floor soiled, covered in bits, crumbs etc. 0 1


3. Floor covering in any other room soiled as above. 0 1


4. General decorative order poor – obviously in need of attention (e.g. badly stained wall 
paper, broken windows) 0 1







5. Kitchen sink, draining board, work surfaces or cupboard door have not been washed for 
a considerable period of time 0 1


6. Other surfaces in the house have not been dusted for a considerable period of time 0 1


7. Cooking implements, cutlery or crockery showing ingrained dirt and or these items remain 
unwashed until they are needed again. 0 1


8. Lavatory, bath or basin showing ingrained dirt. 0 1


9. Furnishings or furniture soiled 0 1


10. Informant’s or children’s, clothing clearly unwashed, or hair matted and unbrushed 0 1


11. Garden or yard uncared for and strewn with rubbish 0 1


Total Score


25
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ADULT WELLBEING SCALE


This form has been designed so that you can show how you have been feeling in the past few days.


Read each item in turn and UNDERLINE the response which shows best how you are feeling or have been 
feeling in the last few days.


Please complete all of the questionnaire. 


1. I feel cheerful


Yes, definitely Yes, sometimes No, not much No, not at all 


2. I can sit down and relax quite easily


Yes, definitely Yes, sometimes No, not much No, not at all


3. My appetite is


Very poor Fairly poor Quite good Very good


4. I lose my temper and shout and snap at others


Yes, definitely Yes, sometimes No, not much No, not at all


5. I can laugh and feel amused


Yes, definitely Yes, sometimes No, not much No, not at all


6. I feel I might lose control and hit or hurt someone


Sometimes Occasionally Rarely Never


7. I have an uncomfortable feeling like butterflies in the stomach


Yes, definitely Yes, sometimes Not very often Not at all


8. The thought of hurting myself occurs to me


Sometimes Not very often Hardly ever Not at all


9. I’m awake before I need to get up


For 2 hours For about 1 hour For less than Not at all. I
or more 1 hour sleep until it is 


time to get up


10. I feel tense or ‘wound up’


Yes, definitely Yes, sometimes No, not much No, not at all
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11. I feel like harming myself


Yes, definitely Yes, sometimes No, not much No, not at all


12. I’ve kept up my old interests


Yes, Yes, No, No, 
most of them some of them not many of them none of them


13. I am patient with other people


All the time Most of the time Some of the time Hardly ever


14. I get scared or panicky for no very good reason


Yes, definitely Yes, sometimes No, not much No, not at all


15. I get angry with myself or call myself names


Yes, definitely Yes, sometimes Not often No, not at all


16. People upset me so that I feel like slamming doors or banging about


Yes, often Yes, sometimes Only occasionally Not at all


17. I can go out on my own without feeling anxious


Yes, always Yes, sometimes No, not often No, I never can


18. Lately I have been getting annoyed with myself


Very much so Rather a lot Not much Not at all  
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GUIDANCE ON USING ADULT WELLBEING SCALE


Background


1. Parent/Caregiver mental health is a fundamental component of assessment.


2. There is evidence that some people respond more openly to a questionnaire than a face to face interview,
when reporting on their mental health.


3. A questionnaire gives caregivers the opportunity to express themselves without having to face another
person, however sympathetic that person may be.


4. A questionnaire is no substitute for a good relationship, but it can contribute to the development of a rapport
if discussed sensitively.


5. During piloting the use of the questionnaire was found to convey the social worker’s concern for the parent’s
wellbeing. This can be particularly valuable where the parent feels their needs are not being considered.


The Scale


6. The scale is the Irritability, Depression, Anxiety (IDA) Scale developed by Snaith et al (1978).


7. This scale allows respondents four possible responses to each item.


8. Four aspects of wellbeing are covered: Depression, Anxiety and Inwardly and Outwardly directed Irritability.


Use


9. In principle the questionnaire can be used with any adult, who is in contact with the child whose development
and context are being assessed. In practice this will usually be the main caregiver(s).


10. In piloting social workers reported that use of the scale raised issues on more than half the occasions that it
was used. Probable depression was found amongst almost half the caregivers, and significant anxiety in a
third.


11. Where social workers were new to the family situation they said they learnt things they did not know. ‘It
helped me to be aware of the carers’ needs’, and ‘highlighted stresses’. It helped focus on ‘parents’ needs and
feelings’.


12. Even when parents were known to the workers it gave topics an airing and clarified areas to work on; it
‘released tension’.


13. Progress can also be registered. It was ‘useful to measure when things were calmer’.


14. Used flexibly it can provide openings to discuss many areas including feelings about relationships with
partners and children.


Administration


15. It is vital that the respondent understands why they are being asked to complete the scale. Some will be
concerned that revealing mental health needs will prejudice their chances of continuing to care for their child.
For example, it can be explained that many carers of children experience considerable stress, and it is
important to understand this if they are to be given appropriate support.


16. The scale is best filled out by the carer themselves in the presence of the worker, but it can be administered
verbally.


17. It takes about 10 minutes to complete.


18. Discussion is essential. Usually this will be when the questionnaire has been completed, so the respondent
has an opportunity to consider their own needs uninterrupted. However, there will be times when an
important clue to how the caregiver feels may be best picked up immediately. One example occurred during
piloting, when a respondent expressed distaste for questions about self-harm.
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Scoring


19. The sheet accompanying the questionnaire indicates the method of scoring the 4 subscales.


20. Use of cut-off scores gives indicators of significant care needs with respect to depression, anxiety, and
inwardly and outwardly directed irritability. Inward irritability can point to the possibility of self-harm.
Outward irritability raises the possibility of angry actions towards the child(ren).


21. As with any screening instrument, interpretation must be in the context of other information. Some
respondents will underreport distress, others exaggerate it. A high or low score on any scale does not
guarantee that a significant level of need is present.


22. Most value is obtained by using the scale as a springboard for discussion.


Reference
Snaith RP, Constantopoulos AA, Jardine MY & McGuffin P (1978) A clinical scale for the self-assessment of irritability.
British Journal of Psychiatry. 132: 163–71.


SCORING THE ADULT WELLBEING SCALE


1. Depression – Questions 1,3,5,9 and 12 look at depression. The possible response scores that are shown
below run from the left to the right – i.e. for question 1 ‘I feel cheerful’, the scores would be looked at from
‘yes, definitely’ (0), ‘yes, sometimes’ (1), ‘no, not at all’ (3). A score of 4–6 is borderline in this scale and a
score above this may indicate a problem.


QU1 QU3 QU5 QU9 QU12
0,1,2,3 3,2,1,0 0,1,2,3 3,2,1,0 0,1,2,3


2. Anxiety – Questions 2,7,10,14 and 17 look at anxiety. A score of 6–8 is borderline, above this level may
indicate a problem in this area.


QU2 QU7 QU10 QU14 QU17
0,1,2,3 3,2,1,0 3,2,1,0 3,2,1,0 0,1,2,3


3. Outward directed irritability – Questions 4,6,13 and 16 look at outward directed irritability. A score of 5–7 is
borderline for this scale, and a score above this may indicate a problem in this area.


QU4 QU6 QU13 QU16
3,2,1,0 3,2,1,0 0,1,2,3 3,2,1,0


4. Inward directed irritability – Questions 8,11,15 and 18 look at inward directed irritability. A score of 4–6 is
borderline, a higher score may indicate a problem.


QU8 QU11 QU15 QU18
3,2,1,0 3,2,1,0 3,2,1,0 3,2,1,0


Use of cut-off scores gives indicators of significant care needs with respect to depression, anxiety, and inwardly and
outwardly directed irritability. Inward irritability can point to the possibility of selfharm. Outward irritability raises
the possibility of angry actions towards the child(ren).


As with any screening instrument, interpretation must be in the context of other information. Some respondents
will underreport distress, others exaggerate. A high or low score on any scale does not guarantee that significant
level of need is present.


Most value is obtained by using the scale as a springboard for discussion.
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Adolescent Wellbeing
SCALE FOR YOUNG PEOPLE AGED 11 TO 16


Please tick as appropriate


Most of the time sometimes never


1. I look forward to things as much as I used to ■■ ■■ ■■
2. I sleep very well ■■ ■■ ■■
3. I feel like crying ■■ ■■ ■■
4. I like going out ■■ ■■ ■■
5. I feel like leaving home ■■ ■■ ■■
6. I get stomache-aches/cramps ■■ ■■ ■■
7. I have lots of energy ■■ ■■ ■■
8. I enjoy my food ■■ ■■ ■■
9. I can stick up for myself ■■ ■■ ■■
10. I think life isn’t worth living ■■ ■■ ■■
11. I am good at things I do ■■ ■■ ■■
12. I enjoy the things I do as much as I used to ■■ ■■ ■■
13. I like talking to my friends and family ■■ ■■ ■■
14. I have horrible dreams ■■ ■■ ■■
15. I feel very lonely ■■ ■■ ■■
16. I am easily cheered up ■■ ■■ ■■
17. I feel so sad I can hardly bear it ■■ ■■ ■■
18. I feel very bored ■■ ■■ ■■
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GUIDANCE ON USING ADOLESCENT WELLBEING SCALE


Background


1. How young people feel in themselves is a vital part of any assessment.


2. It is important to understand their worries and concerns, and whether they are depressed or even suicidal.


3. There is good evidence that the way a young person is feeling is often not recognised by their parents or
caregivers. This makes it particularly important to have a way of helping them to express directly how they are
feeling.


4. With very young children their reporting can fluctuate from day to day, or even hour to hour – they do not
necessarily give a stable view of their situation. Evaluation of their perspective requires particular care, so
questionnaires are not usually a good starting point


5. Older children and adolescents can give a more reliable report, which means that a questionnaire may be
more helpful. As with some adults they often find it easier to respond to a questionnaire about feelings than
face-to-face interviewing.


The Scale


6. The Adolescent Wellbeing Scale was devised by Birleson to pick up possible depression in older children and
adolescents. It has been shown to be effective for this purpose.


7. The scale has 18 questions – each relating to different aspects of an adolescent’s life, and how they feel about
these. They are asked to indicate whether the statement applies to them most of the time, sometimes or never.


8. The scale can be used by children as young as 7 or 8, but as indicated above, responses are more reliable for
those aged 11 or more.


Use


9. In piloting social workers found young people were pleased to have the opportunity to contribute to the
assessment.


10. The questionnaire often helped them express their feelings. It gave ‘an overall insight in a short time’. It
presented a ‘truer picture of the adolescent’s state of mind’. ‘It gave me insight into how sad and
overwhelmed the young person felt’.


11. On occasions use of the scale pointed to particular issues that could be a focus for further work. It gave an
opportunity for ‘the young person to look at themselves’.


12. The scale has proved useful with adolescents at initial assessment, but also to monitor progress. For example,
it helped ‘clarify a young person’s feeling about placement with their mother’.


13. During piloting over half the young people who filled out the questionnaire were above the cut-off score of 
13 indicating a probable depressive disorder.


Administration


14. The young person should understand the aim of the questionnaire, and how it fits into any wider assessment.


15. Ideally it is completed by the adolescent themselves, but, if necessary, it an be administered verbally.


16. Discussion is usually best at the end, but there may be important areas that should be picked up as the result
of comments made while the questionnaire is being filled out. A number of adolescents talk as they are
completing the scale, and this may provide a good opportunity to promote conversation, or establish rapport.


17. During piloting the scale took about 15 minutes to complete, ensuing discussion took longer.
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Scoring


18. The responses to each question are scored 0, 1 or 2. How the responses are scored depends on the nature of
the statement that is being responded to as well as the response. 0 means that the response indicates no
concern, 1 possible concern and 2 that the young person is indicating unhappiness or low self esteem with
regard to that item.


For example for question 8 – I enjoy my food – if no/never is ticked the score is 2. For question 17 – I feel so
sad I can hardly bear it – a score of 2 would be obtained for most of the time.


19. A score of 13 or more has been found to indicate the likelihood of a depressive disorder. Discussion with the
young person and information from other sources will be necessary to make a definite diagnosis. There will be
some who score high, but who on careful consideration are not judged to have a depressive disorder, and
others who score low who do have one.


20. In most instances the way a young person responds to the the different questions will be as important and as
valuable as any score, because they can give an insight into that particular young person’s needs. The reply to
only one question may give the opportunity to understand their point of view.


Reference
Birleson P (1980) The validity of Depressive Disorder in Childhood and the Development of a Self-Rating Scale; a
Research Report. Journal of Child Psychology and Psychiatry. 22: 73–88.
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Recent Life Events
QUESTIONNAIRE


Listed below are a number of events. Please read each item carefully and then indicate whether or not each event
has happened to you in the past year.


Please tick the YES box if the event has occurred. 
Please tick the ‘still affects me’ box if the event is still having an effect on your life


Still 
EVENT YES affects 


me 


Have you had a serious illness or been seriously injured? ■■ ■■
Has one of your immediate family * been seriously ill or injured? ■■ ■■
Have any of your close friends or other close relatives been seriously ill or injured? ■■ ■■
Have any of your immediate family died? ■■ ■■
Have any of your other close relatives or close friends died? ■■ ■■
Have you separated from your partner (not including death)? ■■ ■■
Have you had any serious problem with a close friend, neighbour or relative? ■■ ■■
Have you, or an immediate family member been subject to serious racial abuse, attack or /threats ■■ ■■
Have you, or an immediate family member been subject to any abuse, attack, threat – perhaps 
due to you or someone close to you having a disability of any kind (i.e. a mental health problem, 
a learning disability or a physical problem)? ■■ ■■
Have you, or an immediate family member been subject to any other form of serious abuse, 
attack, or threat? ■■ ■■
Have you or your partner been unemployed or seeking work for more than one month? ■■ ■■
Have you or your partner been sacked from your job or made redundant? ■■ ■■
Have you had any major financial difficulties (e.g. debts, difficulty paying bills)? ■■ ■■
Have you, or an immediate family member had any Police contact or been in a court appearance? ■■ ■■
Have you or an immediate member of your family been burgled or mugged? ■■ ■■
Have you or another individual who lives with you given birth? ■■ ■■
Have you or another individual who lives with you suffered from a miscarriage or had a stillbirth? ■■ ■■
Have you moved house (through choice)? ■■ ■■
Have you moved house (not through choice)? ■■ ■■
Have you had any housing difficulties? ■■ ■■
Have you had any other significant event ( Please specify)? ■■ ■■
* immediate family includes: mother, father, sister, brother, partner, child
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GUIDANCE ON USING RECENT LIFE EVENTS QUESTIONNAIRE


Background


1. Life events are usually short-lived but may have more enduring consequences.


2. They can be distinguished from ‘chronic difficulties’, such as poverty or persistently discordant relationships.
However life events can be both an indicator of chronic difficulties, or a precipitant of them.


3. Life events affect individuals and families in different ways, so it is important to explore how they impact on
the caregivers and the family. For example, the death of a grandparent may have a practical as well as an
emotional impact on the family if they have helped to support and care for the children.


4. Negative life events such as divorce, death of someone close, physical illness and unemployment have the
capacity to affect any family member, not just those directly involved. Losing a parent at a young age, partic-
ularly before 11, has been reported to independently influence wellbeing in both childhood and adult life.


5. Most negative life events can be seen as involving the experience of loss, or threat of loss, including the loss
of self esteem. Some apparently positive events such as job promotion may act in this way.


6. An important issue is whether an event is felt to continue to exert a negative affect. This aspect has not
always been included in questionnaires.


The Questionnaire


7. This Life Events questionnaire has been developed from one devised by Brugha et al (1985), with 9 additional
items.


8. The scale aims to look at recent life events, those occurring in the last 12 months and whether the respondent
thinks they have a continuing influence. However, it can be used to evaluate events and impact over a longer
period if desired.


9. It can contribute to a social history, or provide an opportunity to re-evaluate whether known events are
continuing to exert an influence. 


Use


10. It is expected that it will be used mostly with main caregivers, but it could be of value with potential caregivers
and separated parents.


11. In piloting it was found to be ‘extremely’ useful in both initial assessment and continuing work. It raised new
issues on three out of every four occasions on which it was used.


12. With new families the questionnaire ‘gave further insight into the carer’s background’. It ‘put into perspective
the reasons why the mother was down’.


13. With respondents with whom workers were already familiar it revealed information not previously known. It
identified issues that ‘the family had not considered stressful or told me’. ‘It highlighted issues that were and
were not still having an effect’. One social worker reported that they were able to find out the ‘carer’s view of
issues’.


14. It is clear that social workers should be prepared for what may emerge if this instrument is used.


Administration


15. The scale should be given to the respondent, usually a main caregiver, after appropriate preparation. This will
depend on whether the context is an assessment or a review.


16. It may be helpful to acknowledge that the worker appreciates that thinking about important family events
may stir up painful memories.


17. The questionnaires take about 15 minutes to complete, but discussion can take considerably longer.


18. Although not used in this way in the piloting, it could form a valuable basis for a family discussion. This would
require further preparation and negotiation.
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Scoring


19. The initial scoring is binary. 1 if the life event has happened, and 0 if it has not.


20. The number of events that the respondent considers are still affecting them is then counted.


21. In piloting respondents reported up to 17 events in the last year, of which up to 10 were still having an affect.
The average number of events was between 7 & 8, of which about half were still considered by the caregiver
to be affecting them.


22. The questionnaire does not have a cut off point. It is scored on the basis that the more life events the adult
has been through, the higher the score, and therefore the greater the likelihood of some form of longer term
impact on the adult, child and or family. This will be particularly so if the person considers the events still
affect them.


Reference


Brugha T, Bebington P, Tennant C and Hurry J (1985) The list of threatening experiences: A subset of 12 life events
categories with considerable long-term contextual threat. Psychological Medicine. 15: 189–194.
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Family Activity
SCALE FOR CHILDREN AGED 2 TO 6


Could you let me know the sort of things you do as a family, or with your child/children both regularly and in the
last year. Below are some examples of activities you may have done.


If you have done any of these activities within the timescale written in bold, please tick in the box provided. You
may also like to mention other activities you have done. You ca do this by filling in the lines at the end of this sheet.


Activity
if YES ,


please tick


Have you read a story to your child in the last week? ■■
Has your child eaten with you and other family members at least once in the last week? ■■
Did you do anything special for your child on their last birthday, such as a cake, party, trip to the park etc.? ■■
Have you gone with your child/family to the park, playground, farm or similar in the last month? ■■
Have you gone with your child/family to a local event, such as county show, fete, in the last 6 months? ■■
Have you ever belonged to a mother/toddler baby group of any kind for at least 3 months? ■■
Have you and your child/family visited friends who have young children in the last month? ■■
Has the family been away for the day out to somewhere different in the last 6 months (town/into town/ 
to the seaside/day trip)? ■■
Has your child had a friend to visit in the last 6 months? ■■
Has your child been to visit relatives or friends as a treat for her/him in the last 6 months? ■■


Are there any other things you have done as a family/with your child in the last:


Week


Month


Last 6 months
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Family Activity
SCALE FOR CHILDREN AGED 7 TO 12


Could you let me know the sort of things you do as a family, or with your child/children both regularly and in the
last year. Some examples of the kind of activities you may have done are listed below.


If you have done any of these activities within the time-scale written in bold, please tick in the box provided.


You may also like to mention other activities you have done in the space provided at the bottom of the page.


Activity
if YES ,


please tick


Had a friend of your child to visit – in the last month? ■■
Had a birthday celebration (i.e. party/cake)? ■■
Been to the cinema/museum/zoo/panto/local event – in the last 3 months? ■■
Been swimming/skating/other (participant) sport – in the last 3 months? ■■
Been away on holiday with the family/to the seaside – in the past year? ■■
Been to the park/for a picnic/local farm – in the last 3 months? ■■
Has – or had – any pets in the past year? ■■
Attended any special classes/clubs i.e. football, dance – in the last 3 months? ■■
Been to stay with relatives or friends (without parents) – in the last year? ■■
Visited own friends (i.e. for a meal/for the day) – in the last 3 months


Belongs to a children’s library? ■■


Are there any other things you have done as a family/with your child in the last:


Week


Month


Last 6 months
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GUIDANCE ON USING FAMILY ACTIVITY SCALES


Background
1. The study of parenting styles has explored several different dimensions, including warmth/coldness and


authoritarian/permissive approaches. Related dimensions are control and child-centredness.


2. Newson and Newson (1968) in their study of families in the general population, found that mothers felt
strongly about their child’s compliance because having children who behave well, and do not ‘show them up’
in public was important for their self esteem. At the same time, many mothers also recognised that they
needed to concede some autonomy to their children.


3. Referring to ‘child-centredness’ Newson & Newson (1976) said: 
‘The keynote to this is the parents’ recognition of the child’s status as an individual with rights and feelings
that are worthy of respect’. 
One example cited by the Newsons was the extent to which mothers were prepared to accept their 4-year-
old’s claim that they were busy.


4. The concept of child-centredness underlies many schemes for observing parent-child interaction, and there is
evidence that it is an important determinant of good child development.


5. What people do together and how they conduct joint activity is an important indicator of the quality of their
relationship. 


The Scale
6. The Family Activity Scale is derived from a Child-Centredness Scale devised by Marjorie Smith (1985).


7. Child-centredness is seen to be reflected in appropriate opportunities for the child to be involved in
autonomous activities of their own choice, or family activities that the parents judge to be potentially
enjoyable or fulfilling for the child.


8. There are two versions – one for children aged 2–6, and one for children aged 7–12.


9. The scale aims to identify the extent of joint, child-centred family activity and independent/autonomous child
activity, such as pursuit of hobbies and relationships outside the home, and selfcare.


10. The activities in the scale are intended to be relatively independent of family income.


11. It is not expected that families will provide all the activities or opportunities. To some extent this will depend
on the characteristics of the child and the context of the family.


12. There are circumstances, for example low income families living in isolated rural areas and those with a
disabled child, where access to some of the activities is not possible without additional support.


13. The scale is not intended to judge parents in a critical way, but provide an opportunity to encourage relevant
activity, and assess the need for support to enable it to take place.


Use
14. The scale has been used successfully with children as well as caregivers.


15. In piloting it was reportedly ‘extremely useful’ in initial assessment.


16. Used with both parents separately it highlighted differences in parent perceptions.


17. Used both with caregivers alone and with the children it helped with work on family relationships.


18. On one occasion the children’s enthusiastic account of joint family activity gave weight to the view that there
had been considerable improvements in the function of the family concerned.


19. When children took part it helped them to feel included, and was thought to have been confidence-building.


20. Specific items were useful as a focus for work to extend joint family activity. Where there is a lack of resource
available to the family or a disabled child relevant support can be discussed, and if appropriate, provided.


Administration
21. It is as always important to introduce the scale in a fashion that is appropriate to the family in question. With


families that are new to the worker, the need to understand the family can be put forward. For those that are
well known there is the need to get a fuller picture of how the family is at the present time – the questionnaire
can be a way to broaden the focus of discussion. Where there a disabled child there is a need to understand
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how this restricts family activity, and whether there are ways to ensure that the needs of all family members
are met.


22. The scale will usually be used with main caregivers, but, as indicated, it can be used with parent(s) and
children together.


23. The scale takes about 10 minutes to complete if used with a single adult, but discussion or any relevant work
that develops will naturally take longer.


Scoring


24. Each item is scored 1 if it has occurred, or 0 if it did not, and the item scores are summed to give a total score
from 0–11 for the list of specific activities, and 0–3 for the items at the bottom of the scale, which allow for
activities that have not been specified.


25. To be scored the interviewer must satisfy themselves that the motivation for the action was from the parents
and that it was for the child(ren)’s enjoyment or stimulation. For example, staying with the grandmother as a
treat during the holidays would count, but staying with a relative because the parents were going on holiday
would not. Family pets only count if the child has a special responsibility for looking after them, otherwise
only pets ‘belonging to the child count’.


26. There is not cut-off score. The questionnaire is scored on a continuum: the higher the score, the more child-
centred are the family activities.


27. Formal scoring – adding up the number of activities that have occurred in the specified time periods – can
give a general indication of family child-centredness, but parental attitude to the various possibilities on the
list, and their motivation to provide suitable opportunities, will contribute to the overall assessment.


28. In evaluating the meaning of the scoring and family circumstances, the development of the child and
presence/absence of disability will all need to be considered.


Reference
Smith M (1985) The Effects of Low Levels of Lead on Urban Children: The relevance of social factors. Ph.D. Psychology,
University of London.
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Alcohol Use – QUESTIONNAIRE


Please circle the answer most relevant to you


1. How often do you have a drink containing alcohol?


NEVER MONTHLY OR  TWO TO FOUR  TWO OR THREE     FOUR OR MORE


LESS TIMES A WEEK TIMES A WEEK       TIMES A MONTH


2. How many drinks containing alcohol do you have on a typical day when you are drinking?


1 or 2 3 or 4 5 or 6 7 to 9 10 or more


3. How often during the past year have you found that you were not able to stop drinking once 
you had started?


NEVER LESS THAN MONTHLY WEEKLY DAILY, OR


MONTHLY ALMOST DAILY


4. How often during the past year have you failed to do what was normally expected of you 
because of drinking?


NEVER LESS THAN MONTHLY WEEKLY DAILY, OR


MONTHLY ALMOST DAILY


5. Has a relative or friend, doctor or other health worker been concerned about your drinking or 
suggested you cut down?


NO YES, YES


BUT NOT IN THE DURING THE 


PAST YEAR PAST YEAR







ALCOHOL USE QUESTIONNAIRE


Background


1. Alcohol misuse is estimated to be present in about 6% of primary carers, ranking it third in frequency behind
major depression and generalised anxiety. Higher rates are found in certain localities, particularly amongst
parents known to Social Services Departments.


2. Drinking alcohol affects different individuals in different ways. For example, some people may be relatively
unaffected by the same amount of alcohol that incapacitates others.


3. The primary concern therefore is not the amount of alcohol consumed but how it impacts on the individual,
and more particularly on their role as a parent.


4. Drinking alcohol can affect a carer’s behaviour towards their partner or children, even if their alcohol
consumption is within the Department of Health’s guidelines for safe drinking. This may be particularly true if
the parent has a vulnerable personality.


5. Drinking alcohol may contribute to incidents where there is loss of temper or parental rows. Deep sleep due
to alcohol may reduce the parents’ awareness of distress in young children at night.


6. Children of parents who misuse alcohol are more likely to have: developmental delays, social problems,
emotional detachment, and delinquency.


7. Research has found that individuals who misuse alcohol are more likely to have a parent or relative who
misused alcohol.


8. Children of alcoholics are reported to abuse alcohol or drugs more than children who have grown up with
non-alcoholics, and are 2–4 times more likely to have a psychiatric disorder.


The Questionnaire


9. This questionnaire has been found to be effective in detecting adults with alcohol disorders and those with
hazardous drinking.


10. The questionnaire is designed to be self administered. Research has found that adults may be more honest in
completing this type of questionnaire than in a face-to-face interview.


11. The questionnaire can be scored (see overleaf), but should be viewed primarily as a tool to help to raise the
subject of alcohol, and to provide the opportunity to address any issues that may arise, particularly in the
responses to questions 3, 4 and 5.


12. The questionnaire covers:
– Frequency of alcohol consumption (question 1)
– Number of drinks consumed in a typical day (question 2)
– Ability to control drinking (question 3)
– Failure to carry out expected tasks as consequence of the effects of 


alcohol (question 4)
– Whether others are concerned about the individuals drinking (question 5)


Use


13. The questionnaire can be useful to provide a baseline, either at initial or core assessment or during ongoing
work.


14. The questionnaire can help to detect drinking issues in circumstances where alcohol problems are not
suspected. Drinking habits are often hidden, even from other family members.


15. It is important that the questionnaire is used as a basis for discussion of drinking patterns. For example, it may
be useful to explore with carers how they manage their children when they are drinking. If they go the pub –
what happens to the children?


16. Where the worker is uncertain how to interpret the response to the questionnaire they should consult a
professional who is experienced in this field.
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Administration


17. The introduction of the questionnaire will have to be carefully planned, particularly with carers from
communities where the use of alcohol is frowned upon. One approach is to explain that it is important to
understand families’ approach to drinking alcohol, and that asking parents to fill out a questionnaire can be a
useful starting point for discussion. It can be emphasised that the worker is not for or against drinking, but
from the children’s point of view it is helpful to know what part it plays in day to day family life.


18. Although designed to be self-administered, the questionnaire can also be used as a series of initial probes for
use by the worker.


Scoring


Question 1: Never = 0,  Monthly or less =1,  Two to four times a week = 2,
Two or three times a week = 3,  Four or more times a week = 4


Question 2: 1 or 2 = 0,  3 or 4 = 1,  5 or 6 = 2,  7 to 9 = 3,  10 or more = 4


Question 3: Never = 0,  Less than monthly = 1,  Monthly = 2,  Weekly = 3, 
Daily or almost daily = 4.


Question 4: Never = 0,  Less than monthly = 1,  Monthly = 2,  Weekly = 3, 
Daily or almost daily = 4.


Question 5: No = 0, Yes, but not in the past year = 2, Yes during the past year = 4.


Interpretation of Scoring
1. A score of 5 or more indicates that there may be an alcohol problem, and that there should be fuller


evaluation. It needs to be remembered that although people may be more honest filling in a questionnaire
than face to face, they are still likely to underestimate consumption and effects.


2. If questions 3, 4 or 5 are checked as other than No or Never there is likely to be concern that the pattern of
drinking may be having an impact on the children.


3. Interpretation may be helped by looking at the Department of Health guidelines.


The Department of Health guidelines for safe drinking state that:


For men, drinking between 3 and 4 units a day or less indicates no significant risk to health (1 unit = approxi-
mately 1⁄2 a pint of beer, 1 measure of spirit, or 1 glass of wine). Regularly drinking 4 our more units of alcohol
a day indicates an increased risk to health.


For women, drinking between 2 and 3 units a day or less, indicates no significant risk to health. Regularly
drinking over 3 units a day signifies an increased risk to health.


Reference:
Piccinelli M, Tessari E, Bortolomasi M, Piasere O, Semenzin M, Garzotto N & Tansella M (1997) Efficacy of the alcohol use
disorders identification test as a screening tool for hazardous alcohol intake and related disorders in primary care: 
A validity study. British Medical Journal. 514: 420–424.


47







48


Birleson P (1980) The validity of depressive disorder in childhood and the development of a self-rating
scale: A research report. Journal of Child Psychology & Psychiatry. 22: 73–88. 


Brugha T, Bebington P, Tennant C and Hurry J (1985) The list of threatening experiences: A subset of
12 life event categories with considerable long-term contextual threat. Psychological Medicine. 15:
189–194.


Crnic K A & Greenberg M T (1990) Minor parenting stresses with young children. Child Development.
61: 1628–1637.


Crnic K A & Booth C L (1991) Mothers’ and fathers’ perceptions of daily hassles of parenting across
early childhood. Journal of Marriage and the Family. 53: 1043–1050.


Davie C E, Hutt S J, Vincent E and Mason M (1984) The young child at home. NFER-Nelson, Windsor.


Department of Health, Department for Education and Employment, Home Office (2000) The
Framework for the Assessment of Children in Need and their Families. The Stationery Office, London.


Goodman R (1997) The Strengths and Difficulties Questionnaire: A Research Note. Journal of Child
Psychology and Psychiatry. 38: 581–586.


Goodman R, Meltzer H and Bailey V (1998) The strengths and difficulties questionnaire: A pilot study
on the validity of the self-report version. European Child and Adolescent Psychiatry. 7: 125–130.


Piccinelli M, Tessari E, Bortolomasi M, Piasere O, Semenzin M, Garzotto N and Tansella M (1997)
Efficacy of the alcohol use disorders identification test as a screening tool for hazardous alcohol intake
and related disorders in primary care: A validity study. BritishMedical Journal. 514: 420–424.


Smith M A (1985) The Effects of Low Levels of Lead on Urban Children: The relevance of social factors.
Ph.D. Psychology, University of London.


Snaith R P, Constantopoulos A A, Jardine M Y and McGuffin P (1978) A clinical scale for the self-
assessment of irritability. British Journal of Psychiatry. 132: 164–171.


References







49


The Department of Health is grateful to the professionals whose names are listed in
the references for their permission to use their respective questionnaires and scales in
this pack, and for agreeing to some amendments which enabled the instruments to be
customised.


We acknowledge with thanks the social services staff who managed and participated in
this study, and advised us on how best to present and use the materials. In particular,
we thank the children and families whose feedback was invaluable in refining the
scales and questionnaires and suggesting how they might be best used. We are grateful
also to Steve Walker and Carol Wickes for their creative assistance with design and
presentation.


In the Chair of the Development Group


Jenny Gray Social Services Inspector, Department of Health


Consultants to the Project


Dr Arnon Bentovim Consultant, Child and Family Psychiatrist,
The London Child and Family Consultation Service
and Honorary Consultant, Institute of Child Health,
Great Ormond Street Hospital.


Liza Bingley Miller Social Work Consultant
(from November 1998)


Professor Antony Cox Emeritus Professor of Child and Adolescent 
Psychiatry, Guy’s, King’s College and St Thomas’ 
Hospitals Medical School


Natalie Silverdale Research Assistant, Lambeth Healthcare NHS Trust
(until December 1998)


Dr Marjorie Smith Deputy Director, The Thomas Coram Research Unit


Members of the Development Group 


Rohan Barnet Essex Social Services Department (from July 1998)


Rita Crowne Service Manager, Bournemouth Borough Council


Ann Goldsmith Children’s Assessment and Family Support 
County Manager, Essex Social Services Department
(until July 1998)


John Griffen Children with Disabilities Team,
London Borough of Westminster


Acknowledgements







Ann Gross Section Head – Child Protection, Department of 
Health (until September 1998)


Maurice Lindsay Bath and North East Somerset Social Services 
Department


Steve Walker Training and Development Manager,
Kingston upon Thames Social Services Department 


50






image14.emf
strengths-and-difficu lties-questionnaire.pdf


strengths-and-difficulties-questionnaire.pdf


© Copyright ISBN 0 11 322426 5 STRENGTHS AND DIFFICULTIES 1


Name of Child:


Completed by:


Relationship to child:


Date:


Strengths and
Difficulties
QUESTIONNAIRE 
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Strengths and
Difficulties


GUIDANCE 


ON USING 


QUESTIONNAIRES


19. Fuller discussion is vital for several reasons. Firstly, it is important to establish
level and nature of any difficulties more clearly. Information from other
sources is also relevant for this purpose. Secondly, the overall score may be
below the cut off point indicative of disorder, but there may still be issues
that are important to the respondent. The response to a single item might
provide the cue. Thirdly, it is crucial to understand how the child, parent and
other family members are responding to how the child is, or what the child
is doing/saying.


Scoring


20. This is explained on the sheet that accompanies the questionnaires.


21. Each item is scored 0, 1 or 2. Somewhat true is always scored 1, but whether
Not true and Certainly true are scored 0 or 2 depends on whether the item is
framed as a strength or difficulty.


22. The scoring sheet explains which item contributes to which subscales. 
The Pro-social scale is scored so that an absence of pro-social behaviour  
 scores low. A child may have difficulties but if they have a high 
Pro-social score the outlook for intervention is better.


23. The scoring sheet has a chart, which indicates which total scores are low,
average or high in the general population. High scores overall or for any
subscale point to the likelihood of a significant disorder, and/or a disorder 
of a particular type. They do not guarantee that there will be found to be 
a disorder when a more thorough assessment is conducted. Neither does 
a low score guarantee the absence of a problem, but the instrument is
useful for screening.


References
Goodman R (1997). The Strengths and Difficulties Questionnaire: A reseach note.
Journal of Child Psychology and Psychiatry. 38: 581–586.


Goodman R, Meltzer H and Bailey V (1998) The strengths and difficulties
questionnaire: A pilot study on the validity of the self-report version. European Child
& Adolescent Psychiatry. 7: 125–130.







9. The scales can be scored to produce an overall score that indicates whether
the child/young person is likely to have a significant problem. Selected
items can also be used to form subscales for Pro-social Behaviour,
Hyperactivity, Emotional Symptoms, Conduct and Peer problems.


Use


10. The questionnaires are of value in both assessments and for evaluating
progress.


11. They can give an indication of whether a child/young person is likely to
have a significant emotional or behavioural problem/disorder, and what
type of disorder it is. 


12. During piloting over half the children assessed scored above the cut-off
scores indicating a probable disorder.


13. The most common problems were Hyperactivity, Peer and Conduct
problems. These were identified in over half the children.


14. One social worker commented that the questionnaire ‘gave a more in-
depth look at the young person’. Another said that with the individual
child/young person it could be a springboard for therapeutic action, and
that it would be helpful, alongside work with the family, to monitor
progress.


Administration


15. The respondent whether parent, child or teacher needs to understand
where the use of the questionnaire fits into the overall assessment.


16. It is usually best if the respondent completes the questionnaire in the
presence of the social worker. Sometimes it will be necessary for the worker
to administer the scale verbally.


17. The scale takes about 10 minutes to complete.


18. It is preferable if full discussion is kept to the end, but there will be occasions
when what the respondent says while completing the scale should be
acknowledged immediately.


STRENGTHS AND DIFFICULTIES QUESTIONNAIRES


Background


1. Evaluation of children’s emotional and behavioural development is a central
component of social work assessment.


2. These questionnaires screen for child emotional and behavioural problems.
These scales are similar to older scales such as Rutter A & B Scales developed
for use by parents and teachers, but put a greater emphasis on strengths.


The Scales


3. The questionnaires consist of 25 items that refer to different emotions or
behaviours.


4. For each item the respondent marks in one of three boxes to indicate
whether the item is not true, somewhat true or certainly true for the child in
question.


5. On the back of each questionnaire are questions that aim to address
severity by scoring duration of the difficulties and their impact on the child,
themselves or others.


6. Children’s emotional and behavioural problems are not always evident in all
situations. When they are, the problem is usually more severe. As with the
Rutter scales, the Strengths and Difficulties Questionnaires have both
parent and teacher versions.


7. In young children, parents’ reports of their emotions and behaviour are
usually more reliable than those of the children themselves, but in
adolescence, parents are often unaware of their children’s emotional state.
There is therefore a Strengths and Difficulties questionnaire for young
people aged 11–16.


8. The Rutter scales were originally devised for children aged 9–10, and have
been shown to be valid for those aged 6–16. The Strengths and Difficulties
Scale covers ages 4–16, and there is an additional scale for children aged 
3–4. 
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Strengths and
Difficulties


SCORING


Interpreting scores and identifying need


The provisional bandings shown below have been selected so that roughly 80%
of children in the community do not have needs in these areas, 10% have some
needs, and 10% have high needs. 


LOW NEED SOME NEED HIGH NEED


Self completed


Total difficulties score 0–15 16–19 20–40


Conduct problems score 0–3 4 5–10


Hyperactivity score 0–5 6 7–10


Emotional symptoms score 0–5 6 7–10


Peer problem score 0–3 4–5 6–10


Pro-social behaviour score 6–10 5 0–4







SCORING THE SELF REPORT STRENGTHS AND DIFFICULTIES Conduct Problems Scale
QUESTIONNAIRE NOT TRUE SOMEWHAT TRUE CERTAINLY TRUE
The 25 items in the SDQ comprise 5 scales of 5 items each. The first stage of I get very angry 0 1 2
scoring the questionnaire is generally to score each of the 5 scales. Somewhat I usually do as I am told 0 1 2


true is always scored as 1, but the scoring of Not True and Certainly True varies I fight a lot 0 1 2
with each item. The score for each response category is given below scale by I am often accused of lying 0 1 2
scale. I take things 0 1 2


Pro-social Scale Peer Problems Scale
NOT TRUE SOMEWHAT TRUE CERTAINLY TRUE NOT TRUE SOMEWHAT TRUE CERTAINLY TRUE


I am considerate of others 0 1 2 I am rather solitary 0 1 2
I usually share 0 1 2 I have at least one good friend 0 1 2
I am helpful if 0 1 2 Other people … like me 0 1 2
I am kinder to younger 0 1 2 Other … people pick on me … 0 1 2
I often volunteer 0 1 2 I get on better with adults … 0 1 2


Hyperactivity Scale For each of the 5 scales the score can range from 0 to 10 provided all five items
NOT TRUE SOMEWHAT TRUE CERTAINLY TRUE have been completed. You can prorate the scores if there are only one or two


missing items.
I am restless 0 1 2
I am constantly fidgeting 0 1 2 To generate a total difficulties score, sum the four scales dealing with problems
I am easily distracted 0 1 2 but do not include the pro-social scale. The resultant score can range from 0 to
Thinks things out 0 1 2 40. Provided at least 12 of the relevant 20 items are completed, you can prorate
I see tasks through 0 1 2 the total if necessary.


Emotional Symptoms Scale
NOT TRUE SOMEWHAT TRUE CERTAINLY TRUE


I get a lot of headaches 0 1 2
I worry a lot 0 1 2
I am often unhappy 0 1 2
I am nervous in 0 1 2
I have many fears 0 1 2
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Name of Child:


Completed by:


Relationship to child:


Date:
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Parenting Daily
Hassles


GUIDANCE ON 


USING SCALE


Scoring


19. (a) The challenging behaviour total score is obtained by adding the
intensity scale scores for items: 2, 4, 8, 9, 11, 12, 16.  Range: 0–35.


(b) The parenting tasks total score is obtained by adding the intensity scale
scores for items: 1, 6, 7, 10, 13, 14, 17, 20.  Range: 0–40


20. There is no cut off for any of the scales but total scores above 50 on the
frequency scale or above 70 on the intensity scale indicate on the one hand
a high frequency of potentially hassling happenings, and on the other that
the parent is experiencing significant pressure over parenting.


21. Events occurring with frequency 3 or 4, or intensity 4 or 5, particularly those
where the parent rates high intensity or impact, should be discussed to
clarify the extent of need.


22. The total score on the challenging behaviour and parenting tasks scales may
be useful in indicating how the parent/caregiver sees the situation,  whether
difficulties lie in the troublesome behaviour of the children, or the burden of
meeting the ‘expected’ or ‘legitimate’ needs of the children. The subscores
may also be useful in monitoring change.


Reference


Crnic KA & Greenberg MT (1990) Minor parenting stresses with young children.
Child Development. 61: 1628-1637


Crnic KA & Booth CL (1991) Mothers’ and fathers’ perceptions of daily 
hassles of parenting across early childhood. Journal of Marriage and the Family. 
53: 1043–1050.







Use


10. The caregiver should understand the aim of filling out the questionnaire,
and how it will contribute to the overall assessment.


11. The scale is probably most useful with families that are not well-known.  In
piloting it was found to highlight areas for future discussion, and help
prioritise which parenting issues needed to be addressed first.


12. It can also be used to monitor change.


Administration


13. It should be given to the parent/caregiver to fill out themselves.


14. It can be read out if necessary.


15. It takes about 10 minutes to complete.


16. The scale should always be used as a basis for discussion.  In general this is
best kept until the parent has finished, but there will be occasions when it is
vital to acknowledge, or immediately follow up comments made while it is
being filled out.


Scoring


17. The scale can be used in two distinct ways: (a) the totals of the frequency
and intensity scales can be obtained, or (b) scores for challenging behaviour
and parenting tasks can be derived from the intensity scale.


18. To obtain frequency and intensity total scores


a) The frequency scale is scored: rarely = 1, sometimes = 2, a lot = 3, and
constantly = 4.  If the parent says that an event never occurs, never = 0. 
The range for this scale is 0–80. A score of 3 or 4 for any one event indicates
that it occurs with above average frequency.


b) The intensity scale is scored by adding the parents rating of 1–5 for each
item. If a 0 has been scored for frequency on an item then it should be
scored 0 for intensity. The range for this scale is 0–100. A score of 4 or 5 for
any one event indicates that it is at least some problem to the parent.


PARENTING DAILY HASSLES SCALE


Background


1. This scale aims to assess the frequency and intensity/impact of 20
experiences that can be a ‘hassle’ to parents.


2. It has been used in a wide variety of research concerned with children and
families. The research in which it has been used includes a parenting
programme with families who had major difficulties in raising young
children.


3. Parents/Caregivers enjoy completing the scale, because it touches on
aspects of being a parent that are very familiar. It helps them express what it
feels like to be a parent.


4. During piloting, social workers reported that it depicted concisely areas of
pressure felt by the carer. This helped identify areas where assistance could
be provided either by the social services department or other agencies.


5. It is seen by parents as a way for them to express their needs for help with
parenting.


The Scale


6. The caregiver is asked to score each of the 20 potential Hassles in two
different ways for frequency and intensity.


7. The frequency of each type of happening provides an ‘objective’ marker of
how often it occurs.


8. The intensity or impact score indicates the caregiver’s ‘subjective’ appraisal
of how much those events affect or ‘hassle’ them.


9. The time frame for this scale can be varied according to the focus of the
assessment.  For example, if a family is thought to have been under particular
pressure in the last 2 months the parent can be asked to consider how matters
have been during that period. However, if it is intended to assess progress, the
same time frame should be used on each occasion. Periods of less than one
month are probably too short to give a useful picture.


PARENTING DAILY HASSLES 2b
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Clutter Image Rating: Kitchen
Please select the photo that most accurately reflects the amount of clutter in your room


Images and forms courtesy of TreatmentsThatWork™ http://www.helpforhoarders.co.uk/







Clutter Image Rating: Bedroom
Please select the photo that most accurately reflects the amount of clutter in your room


Images and forms courtesy of TreatmentsThatWork™ http://www.helpforhoarders.co.uk/







Clutter Image Rating: Living Room
Please select the photo that most accurately reflects the amount of clutter in your room


Images and forms courtesy of TreatmentsThatWork™ http://www.helpforhoarders.co.uk/







ID #_______Date __________ Pre-tx   HV1    S8    S12   S16   S20   Post-tx   3MO   6MO   1Yr


Rater: Therapist


Clutter Image Rating


Using the 3 series of pictures (CIR: Living Room, CIR: Kitchen, and CIR: Bedroom),
please select the picture that best represents the amount of clutter for each of the rooms of your
home. Put the number on the line below.


Please pick the picture that is closest to being accurate, even if it is not exactly right.
If your home does not have one of the rooms listed, just put NA for “not applicable” on that line.


Room     Number of closest corresponding picture (1-9)


Living Room     _____
Kitchen    _____
Bedroom #1     _____
Bedroom #2     _____


Also, please rate other rooms in your house that are affected by clutter on the lines below.
Use the CIR: Living Room pictures to make these ratings.


Dining room    _____
Hallway     _____
Garage    _____
Basement    _____
Attic      _____
Car      _____
Other Please specify:   _____  Please specify: ____________________


Images and forms courtesy of TreatmentsThatWork™ http://www.helpforhoarders.co.uk/







Images and forms courtesy of TreatmentsThatWork™ http://www.helpforhoarders.co.uk/


Personal Session Form


Initials: ______________  Session #:____  Date: __________


Agenda:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________


Main Points:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________


Homework:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________


To Discuss Next Time:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________





		Untitled-1

		Untitled-2

		Untitled-3

		Untitled-4

		Untitled-5
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Attachment-and-Bonding-Checklist.pdf


ATTACHMENT AND BONDING  


 
Observations Checklist; what to look for in assessing attachment and bonding: 
birth to one year 
 
Does the child...? Does the parent...? 
 
appear alert? respond to the infant's  
 vocalisations? 
 
respond to people? change voice tone when  
 talking to or about the  
 baby? 
 
show interest in the human face? engage in face-to-face 


contact with the infant? 
 
vocalise frequently? exhibit interest in and 


encourage age appropriate 
development? 


 
exhibit expected motor development? respond to child's cues? 
 
 
signal discomfort? enjoy close physical 


contact? 
 


appear to be easily comforted? demonstrate the ability to 
comfort the infant? 


exhibit normal or excessive displeasure? 
enjoy close physical contact 
with the baby? 


appear outgoing or seem passive or 
withdrawn? initiate close physical 


contact with he baby? 
have good muscle tone? 
 
 initiate positive interactions 


with the infant? 
 
 identify positive qualities in  
 the child? 
 
 
 







ATTACHMENT AND BONDING  


 
Observation Checklist: what to look for in assessing attachment and bonding: 
one to five years 
 
Does the child...? Does the parent? 
 
explore his/her surroundings? use disciplinary measures appropriate for 
 the child's age? 
respond positively to parents?  
 respond to the child's overtures? 
keep him/herself occupied?  
 initiate affection? 
show sign's of reciprocity? 
 provide effective comforting? 
 
seem relaxed and happy? initiate positively 'taking after' a family  
 member? 
look at people when communicating? 
 accept expressions of autonomy? 
show emotions in a recognisable  
manner?  seem aware of the child's cues? 
 
react to pain and pleasure? enjoy reciprocal interactions with the  
 child? 
engage in age-appropriate activities?  


respond to the child's affectionate 
overtures? 
 


use speech appropriately? set age appropriate limits? 
 
respond to parental limit setting? respond supportively when the child 


shows fear? 
demonstrate normal fears? 
 
react positively to physical closeness/ 
 
show a response to separation? 
 
note the parent's return? 
 
exhibit signs of pride and joy? 
 
show signs of empathy? 
 
show signs of embarrassment, shame or  
guilt?  
 
 
 
 







ATTACHMENT AND BONDING  


Observation Checklist: What to look for in assessing attachment and bonding: 
Primary school years 
 
Does the child...? Does the parent...? 
 
behave as though he/she likes show interest in the child's school 
him/herself? performance? 
 
show pride in accomplishments? accept expression of negative feelings? 
 
share with others? respond to child's overtures? 
 
accept adult imposed limits? provide opportunities for child to be with  
 peers? 
verbalise likes and dislikes?  
 handle problems between siblings with  
try new task? fairness? 
 
acknowledge mistakes? initiate affectionate overtures? 
 
express a wide range of emotions? use disciplinary measures appropriate for 
 child's age? 
establish eye contact? 
 assign the child age-appropriate  
appear to be developing a  responsibilities? 
conscience? 
 seem to enjoy this child? 
move in a relaxed manner?  
 know the child's likes and dislikes? 
smile easily?  
 give clear messages about behaviours 
look comfortable when speaking that are approve or disapproved of? 
with adults? 
 comment on positive behaviours as well  
react positively to parent being  as negative? 
physically close? 
  
have  positive interactions with  
siblings and/or peers? 
 
 
 







ATTACHMENT AND BONDING  


 
Observations Checklist: what to look for in assessing attachment and bonding: 
adolescents 
 
Is the adolescent...? Does the parent..? 
 
aware of personal strengths? set appropriate limits? 
 
aware of personal weaknesses? encourage self control? 
 
comfortable with his/her sexuality? trust the adolescent? 
 
engaging in positive peer interactions? show interest in and acceptance of 


adolescent's friends? 
performing satisfactorily in school? 
 display in interest in the teenager's 
 school performance? 
exhibiting signs of conscience  
development? exhibit interest in adolescent's activities? 
 
free from severe problems with the law? have reasonable expectations regarding 
 chores and household responsibilities? 
aware of parent's values?  
 stand by the adolescent if in trouble? 
occupied in appropriate way?  
 show affection? 
accepting of adult-imposed limits?  
 thing this child will 'turn out' okay/ 
involved in interest outside the home? 
 
developing goals for the future? 
 
emotionally close to parents? 
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A critical element of a parenting assessment is an analysis of what the evidence means in relation to the capacity of a parent to change and whether such change is likely to occur in a timeframe consistent with the child’s developmental needs.



Capacity to change incorporates two elements: the motivation to change and the ability to change. A parent may be motivated to effect change but not have the ability; or they may have the ability to change but lack motivation. In assessing capacity to change, it is imperative that professionals are honest and even-handed, demonstrate empathy and work collaboratively with parents in order to promote engagement and reduce resistance.



Assessing parenting capacity to change is complex. This complexity is contributed to by a lack of clarity around what defines “good-enough” parenting. Parenting capacity is dynamic and is dependent upon context and circumstances. Furthermore, not all children are equally vulnerable to adverse circumstances, but conversely, where a child has experienced emotional damage as a consequence of abuse or neglect they may require reparative parenting i.e. the parenting role has to be “good enough” to meet the particular needs of the child. 



Where parenting has not previously met the child’s needs, assessment needs to focus on whether the parent has achieved the necessary changes cognitively, emotionally and behaviourally, or has the potential to achieve those changes within the timescales of the child’s development.



Points for consideration:

· What needs to change in order for the child`s needs to be met?

· Has the parent meaningfully engaged with the parenting assessment?

· Does the parent understand the need for change?

· What is the parent’s motivation to change and have any resistance factors been identified?

· The nature of support (professional, voluntary agency, family and friends) and interventions previously provided

· How has the parent responded to previous support/interventions? Is there evidence of sustained engagement and improvement or is there a history of limited engagement and/or short-term change only?

· Has the parent worked towards targets for change previously identified (for example within the child protection process) and was change achieved?

· Are there identified issues that affect take-up, retention and generalisation of learning?

· Is any further intervention likely to effect change within the timescales of each child’s development? What is the evidence to support this view? What is the nature of any intervention/service proposed, the desired outcome and the likely timescale?

· Or what is the evidence to indicate a parent does not have the capacity to change within the child’s timescale? 



Motivation and Engagement

The process of change is complex and no single factor should be relied upon as being predictive of meaningful and sustained progress. For example, the extent of a parent’s engagement with services is sometimes cited as predictive of change. However parental participation is not the same as understanding the need to change, or indicative of motivation to achieve permanent change. Reviews of child abuse tragedies have highlighted that some parents have presented as engaged with services, but their engagement has been superficial and without genuine intention to change - referred to as “disguised compliance” or “false compliance”. 



Horwath and Morrison (2000) developed the model below as a framework to assist in thinking about parental commitment to engagement and implementing change: 

		Genuine Commitment 

Parent recognises the need to change and makes real efforts to bring about these changes. Parents most likely to maximise the use of resources provided to support change.

		Tokenism 

Parent agrees with the professionals regarding the required changes, but will put little effort into making change work. While some changes may occur they will not have required any effort from the parent. Change occurs despite, not because of, parental actions.



		Dissent and/or Avoidance 

Dissent can range from proactively sabotaging efforts to bring about change to passively disengaging from the process. One of the most difficult forms of dissent to assess and manage are those parents who do not admit their lack of commitment to change, but work subversively to undermine the process.

		Compliance/Approval Seeking 

Parents will do what is expected of them because they have been told to do it. Change may occur but has not been internalised because the parents are doing it without having gone through the process of thinking and responding emotionally to the need for change.







Commitment and effort will not only vary from individual to individual, but at different stages of the change process. For example, parents may make a genuine commitment to change at the start of the process, but as the assessment progresses levels of commitment may waver as ambivalence returns. Parents who have multiple problems may be motivated to change in one area, but may not have the motivation, or understand the need, to change other aspects of their behaviour.



Resistance

There are a number of factors that may make it difficult for professionals to engage with families, for example, aggression, overt refusal to co-operate, conditional compliance, missed appointments or other forms of avoidance. However, before concluding that a family is resistant to engagement or change, professionals should:



· Respect the right of parents/carers to challenge any professional’s interpretation of events, assessment of their child’s needs or assessment of risk to the child. Challenge, and asserting alternative perspectives, is not necessarily resistance

· Confirm that the parents/carers understand the professional’s concerns and what is expected of them in response. A lack of clarity in relation to expectations and areas that require improvement can blur a parent’s understanding and ability to engage and implement change

· Consider whether there are unintended barriers to engagement that arise as a consequence of an individual’s circumstances, such as mental ill-health, disability, communication difficulties or cultural factors

· Assess what, if any, contribution the approach of the service and/or the nature of the intervention may be making to resistance i.e. could professionals do something differently to achieve engagement?

· Consider whether resource limitations mean that interventions/services are not adequately tailored to meet the parent’s particular needs



Professionals should make every effort to work effectively with parents in ways that maximise their ability to engage and participate. Advocacy for parents may reduce resistance. 



Factors that may reduce the potential for change

· a parent’s lack of understanding of the concerns and/or the impact of their behaviours on the child, and/or what is expected of them in response

· social isolation - inadequate network of support

· shame and stigma may prevent a parent admitting to themselves or others that there is a problem

· ambivalence - parents may perceive both positive and negative consequences of overcoming behaviour patterns; or may lack confidence in their ability to change

· mistrust of professionals (which may be rooted in a parent’s previous negative experience of statutory agencies) and/or a sense of helplessness

· externalisation of blame – for example: “we were fine until Social Services got involved”

· a history of neglect and abuse, mental ill-health and/or a history of disempowering relationships may engender a sense of helplessness and passivity

· persistent poverty and poor/unstable housing



Factors that may increase the potential for change

· the parent shows intrinsic (want to) rather than extrinsic (have to)motivation

· events or circumstances in the life of a parent experienced as “turning points” leading to a sudden or gradually realisation of the likely outcome if they do not effect change (for example, the death of a relative or friend from alcohol misuse; pregnancy, the birth of a child, or general maturation) may create windows of opportunity

· the parent is able to identify areas for change that are realistic and within their control

· the parent shows a level of understanding about the extent of the problem and the impact of this on their own and their child’s life

· consistent evidence over time of parental engagement with different professionals

· areas of parental functioning that are already working well

· established coping mechanisms in order to withstand the stress of change



Factors associated with sustained change

· positive support networks

· ongoing, individually tailored intervention

· the establishment of a “virtuous circle”, whereby success in one area leads to success in others.



Sufficient change within an appropriate timeframe may be less likely

· a parent remains unwilling/unable to understand or acknowledge identified safeguarding concerns despite sustained effort to explore these with them

· a parent is unwilling to consider the need to change the behaviour associated with identified safeguarding concerns

· a parent faces a combination of problems such as poor mental health, substance misuse and domestic violence

· there is extreme domestic abuse and the perpetrator has a history of pervasive disregard for and violation of the rights of others

· a parent consciously and systematically covers up deliberate abuse

· children are not protected from perpetrators of sexual abuse

· a parent is unwilling to engage in the assessment





Cycle of Change Model

Psychological models of change may provide some assistance in understanding the processes of change when individuals intentionally overcome adverse behaviour patterns, the most well-known being Prochaska and DiClemente`s Trans-Theoretical Model, also known as the Cycle of Change (Prochaska and DiClemente, 1982, 1983; Prochaska and Prochaska, 2002). Although originally developed to understand the process of smoking cessation, the model has also been applied where there are child welfare concerns, in order to understand parents` readiness for change (Morrison, 2010). The model is based on the premise that change is a matter of balance, and that people change their behaviour when there are more motivational forces in favour of change than in favour of the status quo. Thus motivating people to change involves positively weighting, increasing or establishing motivators for change, whilst actively removing, decreasing or re-framing barriers to change, whether material, or psychological, individual or environmental. 



The model proposes two key principles:

· A person must go through several stages before they successfully action and                  maintain lasting change

· Change is cyclical – a person will have a range of feelings at different times about their risk behaviours and it can involve several attempts before they achieve lasting change:





[image: Related image]





The model proposes the following six stages of the change process:



Pre-contemplation: The parent is unaware of their problems or will not acknowledge them. They may feel coerced or threatened to change their behaviour. They may demonstrate some change, but once the pressure no longer exists they are highly likely to revert to previous behavioural patterns.



Contemplation: The parent considers the possibility that there is a problem and weighs up the pros and cons of change. The authors identify seven stages of contemplation:

· accepting there is a problem

· accepting some responsibility for that problem

· having some discomfort about the problem

· believing that things must change

· seeing themselves as part of the problem

· making a choice to change

· seeing the next steps towards change



Determination: At this stage, parents should be able to identify:

· the nature of their problem and the effect on the child

· changes they wish to/should make

· specific goals to achieve

· how they will co-operate with professionals to achieve the goals

· rewards of meeting the goals

· consequences if change is not achieved



Action: The parent makes modifications to their behaviour, and makes efforts to address the problem. However, action does not necessarily equate with psychological change.



Maintenance: Behavioural changes are consolidated, and coping strategies are tested out over time. Parents should be working on relapse prevention and to stabilise/internalise change.



Lapse and relapse: Change is seen as cyclical i.e. as coming from repeated efforts, re-evaluation, renewal of commitment and incremental successes. Attempts to modify chronic problem behaviour may not succeed first time, and lapses may occur. Lapses occur when parents get themselves into high risk situations. If this occurs they need to activate the relapse prevention plan. However, some parents will relapse and exit the cycle of change, reverting to previous behaviours, or they may re-enter the cycle at an earlier stage. In a child safeguarding context, the risks associated with relapse may be high for the child.



However, it must be noted that this model may be helpful as part of the broader assessment of the parent’s readiness to change, it is too simplistic on its own to assess capacity to change in the context of safeguarding concerns:

· the model does not indicate whether an individual parent is likely to change, or sustain progress in the long term

· there are difficulties in translating the model into a child protection context in which coercion plays a part

· parents who maltreat their children are likely to have complex and multifaceted problems that may not fit into a single-stage classification
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SIGNS OF SAFETY CONSULTATION PROCESS


!e Signs of Safety is a questioning 
(not an expert) approach


A Questioning Approach
!e Signs of Safety consultation process is designed to help workers think their way into and through a 
child protection case in preparation to take the assessment map to the family and other professionals in-
volved in the case. !e consultant/supervisor uses an inquiring (questioning) approach to help the worker 
‘map’ or ‘think themselves into and through’ the case using the Signs of Safety framework. By mapping 
the case, workers can get their assessment out of their head and onto paper, so that the assessment and case 
plan can be more easily re$ected on and developed, both with other professionals and the family.


The Signs of Safety Assessment and Planning Framework
!e Signs of Safety assessment and planning forms, as presented on pages 4 and 5 are designed to be the 
organising map for child protection intervention from case commencement to closure.
At its simplest this framework can be understood as containing four domains for inquiry:
1 What are we worried about? (Past harm, future danger and complicating factors) 
2 What’s working well? (Existing strengths and safety) 
3 What needs to happen? (Future safety) 
4 Where are we on a scale of 0 to 10 where 10 means there is enough safety for child protection authori-
ties to close the case and 0 means it is certain that the child will be (re) abused. (Judgment) 
In 2004/5 while working with Child Youth and Family New Zealand, the questions of the practitioners 
there prompted me to more clearly identify the four domains operating in the Signs of Safety assessment 
and planning framework. !is in turn led to the creation of a ‘simpler’ version of the framework, as follows:
!is second, ‘three columns’ alternative should not be seen as a di#erent framework to the earlier one – it 
is simply a di#erent version of the same framework. !e "rst provides a more formal structure and is more 
suited to court and more formal contexts. It is also more appropriate when making a careful assessment of 
high-risk cases since it immediately points workers and supervisors toward a careful exploration of danger 
and harm. !e three columns variation is usually easier to use at initial investigation with parents and 
with whole families. !e three column version has the added advantage that it functions well as a strategic 
planning tool providing a very clear and focused map for reviewing case practice in case crises or child 
deaths.  !e three column form should also be used for assessing and planning together with a child or 
young person in care.
Alongside these two versions of the Signs of Safety framework, several additional versions of the same 
framework have been created that are speci"cally designed for use with children and young people. All of 
these forms or protocols are available at www.signsofsafety.net/downloads


Case Example
!e following is an example of a completed Signs of Safety ‘map’ involving a 19 year-old mother ‘Mary’ and 
her 18-month-old son ‘John’. !e Signs of Safety assessment and plan for this example is an amalgamation 
of two fairly equivalent West Australian cases. In both cases the assessment was completed together with 
the mother, while the infant was in hospital following an assault by the mother. 
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Signs of Safety Assessment and Planning Form


DANGER/HARM SAFETY


Safety and Context Scale


Agency Goals What will the agency need to see occur to be willing to close this case?


Family Goals What does the family want generally and regarding safety?


Immediate Progress What would indicate to the agency that some small progress had been made?


© 1999 Andrew Turnell and Steve Edwards


Context Scale: Rate this case on a scale of 0-10, where 10 means this is not a situation where any action would be taken 
����Ͳ��������������������������������������������Ȁ��������������������������������Ǥ�


Safety Scale: Given the danger and safety information, rate the situation on a scale of 0-10, where 0 means recurrence 
��������������������������Ȁ�����������������������ͳͲ������������������������ϐ���������������������������������������������Ǥ


Past Harm to Children 
and behaviour by children/young people
indicative of maltreatment


Future Danger for Children
Complicating Factors


Existing Strengths
Existing Safety/Protection


�U][\�LQZMK\Ta�ZMTI\M�\W�LIVOMZ�[\I\MUMV\[�


Future Safety/Protection
�U][\�LQZMK\Ta�ZMTI\M�\W�
[\I\MUMV\[�WN�LIVOMZ�


»6M`\�;\MX[¼
�U][\�LQZMK\Ta�ZMTI\M�\W�LIVOMZ�


Coloured segments have been added to the case example to highlight the logic for re"ning the analysis of 
the information. !e coloured segments represent the following analysis process:


!ese segments of the four domains (What are we worried about?, What’s working well?, What needs to 
happen? and Judgment) further guide and re"ne the questions professionals use to deepen the analysis 
when mapping a case whether in supervision, in a conference or in working with family members. In the 
remainder of this document we will look at each domain in turn, focusing particularly on the inquiry 
process to engage others to use the Signs of Safety protocol to make sense of the child protection situation 
they are dealing with.


SIGNS OF SAFETY MAPPING: DANGER, SAFETY, GOALS, AND 
JUDGMENT


1. Danger (What are we Worried About?)
Mapping child protection concerns using the Signs of Safety involves sorting the concerns into the follow-
ing categories: 


Past Harm to Children
Future Danger for Children
Complicating Factors (aspects of the situation that make it more complicated)
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i. What’s in the box?: Statements of past harm to children
Since the best predictor of future abuse is a clear understanding of past abuse, the "rst item of business on 
the le& hand side of the Signs of Safety map is to look at what is known about past harm by the adults under 
consideration toward any children (including of course the children who are the focus of the present case).  
I typically begin by asking the worker: 


‘What are the worries regarding the child(ren) that gets their agency involved in this case 
or makes this an open child protection case?’


Another good question on the same lines:
‘What has happened to this child that worries us?’


I then seek to ask further questions to re"ne their statements toward clear and speci"c statements of past 
harm. I look particularly to capture a clear sense of the pattern/history of harm paying careful attention to:


Incidence: ‘How o&en has the harm has occurred over time?’ 
Severity: ‘How bad the harm has been in its impact on the child?’


Where there has been a long history of harm and it is likely the shear volume of incidents will overwhelm 
the mapping process I focus on mapping the "rst, worst and last incidents alongside a description of fre-
quency – ‘How many times a week or month would the harm typically happen?’
Ask as many simple questions as you can think of to get the worries and harm (impact on children) articu-
lated in simple, clear and behavioural descriptions, including details of the history and severity of what has 
or is happening to the children. 
For example, in a case I recently consulted on, the worker was very worried about the mother not taking 
her children to medical appointments (the doctor, physio and health nurse were very anxious about this 
because the children had multiple disabilities and chronic health issues). When I asked more speci"c detail 
questions about how many appointments the mother missed, the worker paused for quite a while and then 
answered that Mum was not taking the children to appointments 30% of time. !is surprised me and the 
other observers as the way the worker was speaking, most of us felt sure the mum was missing almost every 
appointment (With this answer I also then wrote on the safety side of the form that mother was taking the 
children to appointments 70% of the time). !ese are questions about frequency. 
I then sought to specify the harm and asked the worker how the 30% missed appointments were impacting 
on the child’s health re"ning this line of inquiry by asking the following scaling question: 


‘On a scale of zero to ten where 0 means the 30% missed appointments are severely put-
ting the children’s health at risk and we need to intervene immediately to get the children 
to all appointments and 10 means the missed appointments are a concern but perhaps 
have more to do with an overloaded mother and her feeling ordered around by the medi-
cal people where would you rate this problem?’ 


Breaking down the concern regarding the children in these very speci"c ways caused the worker to be-
come calmer about the case, and step back from the anxiety she had inherited from the health profession-
als. !e worker began to realise that she had become caught up in being overly negative and pessimistic 
regarding this mother when in fact taking the child to medical appointments was only a problem 30% of 
the time, and the missed appointments were not actually that harmful for the children in the child protec-
tion workers view (part of the issue that became clear however was the con$ictual relationship between the 
physiotherapist, the lead doctor and the mother, who were putting a lot of pressure on the child protection 
worker to force the mother into compliance). 
Always make sure you ask questions that make explicit how the issue is a#ecting the children. For example 
a worker might say that the house is a mess with rubbish everywhere, that the father has stripped down a 
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motor bicycle in the living room and that both parents are using drugs and have drug dealers visiting the 
house but the crucial issue is how are these things causing harm or creating a danger for the children and 
what are we seeing that tells us the children are being harmed by these behaviours.
!e statements of harm in the above example are in yellow as follows:


We know of 5 times where Mary (19) has hit and hurt John (18months) in the past 8 weeks.
John needed hospital treatment for a fractured cheek, and bruising to head and shoulders a&er  


  Mary hit him so hard he was knocked into a wall yesterday.


ii. What’s in the Box? Statements of danger (possible future harm) related to the children
Clearly understandable, simple language descriptions of danger are the most critical statements to get 
sorted out on the le& hand side of the Signs of Safety assessment form. !e statements of danger are the 
statutory agency’s ‘bottom-line’ statements that must be addressed for the case to be able to be closed. 
!ey are the fundamental statements of the key child safety issues that any meaningful safety plans must 
directly address. Without danger statements made in language that everyone, both professional and family 
can understand, it is almost impossible to undertake safety planning. 
Focus this questioning around the simple question:


‘What are you most worried may happen to the children in the future?’
Again, ask as many simple questions as you can think of to get the worries articulated in simple, clear and 
behavioural descriptions. I usually suggest that the statements of danger are written with the beginning, 
‘statutory agency/worker is worried that . . .’.  For example: ‘!e DCP caseworker and the child representa-
tive are worried that the Bam Bam and Pebbles will get really scared and may be hurt again if Fred and 
Wilma continue to use drugs so much that they can’t look a&er the children and give them the everyday 
care they need. 
To connect the worker’s sense of the danger to family members’ worries ask questions like: 


‘What would the parents/children/extended family members say they are most worried 
will happen to the child(ren) in the future?’ 
‘What would they say you are worried about?’
When you have the content pretty much done, you o!en need to re-work and re-write it 
again to sort it out. At this stage ask the worker:
‘"e statements of danger we have created here, are they in language that the family 
members can understand?’


If the statements are not written in family-friendly language, ask the worker for language that they can use 
with the parents and children. 
!e statements of danger in the above example are in yellow as follows:


DCP are worried because the doctor says its is possible John could be more badly hurt in the future 
su#ering brain damage, or death from a future incident of this type.


DCP are worried because the Doctor says the 19 year old Mary is not recognizing this danger
Other statements of danger:


DCP is worried that Homer and Marge will continue to get into "ghts where Homer physically 
attacks and hurts Marge and that the children will again be caught in the middle of this and be so 
scared that they can’t sleep, won’t eat and worry about it so much they can’t concentrate at school.
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DCP is worried that these problems will be made worse for Bart and Lisa because Homer and 
Marge believe that the "ghts doesn’t a#ect the children at all.


iii. Complicating factors.
!e key question here is:


‘What are the factors/issues/things that make this situation more complicated, both for 
the family and for the professionals?’


Typical complicating factors are things like: poverty (the big one!), addiction, mental illness, isolation, 
disputes between professionals and family, previous unhelpful and di%cult relationships between profes-
sionals and family members, the fears and misunderstandings that easily happen between peoples of dif-
ferent cultures, professionals using their authority oppressively, too many professionals involved in a case, 
professionals not working together. I try to avoid just getting a shopping list of everything that’s suppos-
edly wrong/problematic in the family by endeavouring to focus on how the complicating factor actually 
makes things worse for the child, and/or how it makes it di%cult for the professionals and family members 
to work together on solving the problems. I also try always to ‘put the professionals in the frame’ as possible 
complicating factors since child death inquiries consistently tell us that problematic professional behav-
iour o&en creates signi"cant danger.
Distinguishing between complicating factors and dangers/worries can be di%cult for workers when they 
"rst start using the Signs of Safety map. I use questions such as: 


‘What do we know about mother’s mental health?’
‘How does this make the situation more complicated in making the child safer?’
‘How does this mother’s mental health impact on her care of the children?’ 


!is can help worker and supervisor to clarify whether the worry needs to be recorded as a statement of 
harm (e.g., “In March 2008, the two children (6 and 8) were in mother’s care when she had a psychotic epi-
sode. For two days the children witnessed their mother talking to the walls and hallucinating about people 
being in the ceiling who would take over their lives. !e mother would not let the children sleep and they 
were terri"ed”) or as a complicating factor (e.g., “Mother was diagnosed with schizophrenia in November 
2007 and in January 2008, told her mental health worker that she was not taking her medication as she 
does not believe she needs it”). 


!e involvement of extra professionals always makes the situation more complicated simply 
because with more people involved, more time is required to coordinate a shared understanding and 
a commonly understood and agreed on plan of action. Helping professionals o&en underestimate 
the complicating multiplier e#ect that occurs when adding extra professionals to a case. Having 
more than 4 or 5 professionals involved in a case is usually too many. It is important to not assume 
a professional being involved is a positive unless a clear description can be made of what speci"c 
bene"t each professional is contributing to the family and for the child’s safety and wellbeing. So 
do ask: Is the therapist/parenting programme/early child educator/psychiatrist (etc) making this 
situation better or more complicated?
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2. Strengths/Safety/What’s working well?
Mapping what’s working well on the right hand side of the original Signs of Safety map (middle column on 
the three columns map) involves analysing: 


Strengths and positive aspects of the situation
Existing safety (times when the child was protected in relation to the danger)


My motto is: !e worse the problem, the higher risk the situation for the child, the more vital it is that pro-
fessionals identify meaningful strengths. Finding these positives (no matter how small) gives you some-
thing to honour family members with and engage them with, which creates hope and a foundation on 
which it is possible to talk about the hard things. It certainly is the case that if a&er careful inquiry there 
really are very few or no positives within the situation then there is more danger for the child – but I have 
rarely seen a case where it was impossible to "nd meaningful positives.
On the ‘what’s working well’ side we are looking particularly for strengths and existing safety that are 
meaningful in terms of the worries. I am wary of lightweight ‘dinky’ lists of strengths that have little sig-
ni"cance in regards to child safety and wellbeing that helping professionals can tend to create in the name 
of being strengths-based e.g., saying things like ‘she comes to appointments’, ‘the mother is well groomed’ 
etc. 
I am always listening and looking for positives as I listen to the problem descriptions (e.g., as in the exam-
ple above once I had clari"ed with the worker that mum wasn’t taking the kids to appointments 30% of 
time, this of course meant she was doing it 70% of time). Other examples that are quite common are:


!e single mum who is isolated, depressed, struggling and overwhelmed in various ways that are 
impacting on the child but has also le& and stayed away from a violent relationship. 


!e mother who repeatedly leaves and then goes back to a violent relationship. It is almost always 
productive to focus on questions like: ‘What makes the mum decide it is so bad she needs to get out?’ 
‘How does she even manage to keep herself away for a few days?’ but usually we focus on the negative 
of her always going back.


In asking about what’s working well use questions such as:
‘What do you like about these parents?’ 
‘What are their best attributes/what do they do well (or even well enough) as parents?’
What would the mother say she likes most about: her child, about herself as a mum, 
time she spends with her child?
‘What would the children say they like about their parents?’
‘Tell me about times when the kids are looked a!er okay?’
‘What would mum say are the biggest problems she has faced and dealt with in her life? 
How would she say she did this?’


Always ask for exceptions regarding the danger statement (an exception is a typical solution-focused ques-
tion which follows the formula: ‘Tell me about a time when the problem could have happened but didn’t?) 


‘When has mum attended to child’s needs?’ 
‘Has there been a time when Dad has stopped himself getting anger and rather than hit-
ting someone, has done something di#erent?’
‘So the house is a mess, how do they manage to keep the child reasonably healthy and 
clean?’
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‘Has there ever been a time when one of the parents have acknowledged even a little bit 
that the violence a#ects the children?’
‘If you asked the mum would she be able to describe a time when she told the boyfriend 
she won’t use and party with him and instead focused on making sure the baby was 
okay?’


I’ll usually do a scan of the family network (this sets the scene for a safety network):
‘Who are the people in the network who are most helpful with the children in your view?’
‘Who would parents/kids say help them/support them?’
‘Who do the family/parents turn to when they have di$culties?’


!en "nd out what’s good about those people and what they do that is positive. 
Always use circular or relationship questions (these are questions where you ask one person about the 
perspective of another):


‘What would the parents say is positive about the children?’
‘What would dad say are the best aspects of mum as a mother? 
‘Have you asked the child whether there are times when the mother has been able to stop 
the boyfriend taking control?’
‘Who would the child say they feel safest with in their extended family?’


As you and the worker grow the list of positives always seek to relate them back to their signi"cance in 
terms of the child’s wellbeing and increasing their safety by asking something like:


‘How does this make the situation better for the child?’
‘How does this help you/us/the family make the child safer in relation to the danger?’


In terms of the involvement of other professionals and services try and always ask the question:
How does the therapist/parenting course/in home help make things better for the child?


General Scaling Questions
At some point in exploring the strengths, I’ll usually ask scaling questions around the worker-client work-
ing relationship with parents and children. 


‘On a scale of zero to ten, where would you rate your relationship with this father (moth-
er, child etc) where 10 is you can talk openly with them about the problems and what is 
good in their life and are talking together about what can be done about the problems, 
but zero is you have no working relationship with that person at all and they won’t even 
talk to you, where would you rate your relationship with them?’ 
‘Where would they rate their working relationship with you?’


10 for me is always that the worker has got a relationship where they can talk openly about the hard issues 
and focus together on doing something about them. 10 is not that people like each other! Sometimes work-
ers are caught up in their dislike of clients or particular aspects of their relationship, hence I am always very 
careful to de"ne speci"cally the sort of 10 we’re looking for – this sort of detailed exploration can o&en be a 
di#erence that makes a di#erence. Even if the rating is low, ask when has the relationship been at its high-
est. Get detail about what the worker is doing/has done well. !en always compliment the worker on the 
positive things! !is creates extra energy for the worker. It’s o&en also important to explore where family 
members would rate the relationship. Remember: a good working relationship is key to good outcome! No 
working relationship, no change! So spend time on this area.
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!ere are many aspects of the case you can scale for example: 
Mother’s capacity to control her drug use.
Mother’s own rating of her capacity to control her drug use.
Grandmother’s relationship with the child.
Father’s understanding that the child is terri"ed of his violence.
A parents capacity to provide day in day out, practical care for the child.
Parent’s understanding of how vital it is that the child receives certain medical care.


Scales are always useful most particularly when you hear a worker (or anyone else) being absolute about 
something: e.g. ‘she’s unprotective’, ‘he’s manipulative’ etc – by taking that concern and getting it onto a 
continuum using a scaling question, you create room for change and movement and you are implicitly 
questioning de"nitive positions. For any number above 0, you can then ask what is working well what 
makes it even 0.5 rather than a 0.  Scaling questions are great for getting new information. 


3. Safety Scale (Judgment)
All assessment has three steps: Gathering information, analysing information and reaching a judgment. 
!e safety scale in the Signs of Safety assessment seeks to distil all the information on the map and to cap-
ture the most critical judgment that’s needs to be made in a child protection case, namely how safe is the 
child(ren). !ere are various ways of asking a safety scale depending on the situation of the case. I usually 
ask the question:


‘On a scale of 0 – 10, where 0 means the situation for these children is so bad you need to 
remove them into care immediately and 10 means that there is su$cient safety to close 
the case, where would you rate the situation right now?’


Alternative safety scales can involve:
0 meaning the recurrence of similar or worse abuse for these children is certain.
10 meaning that there is su%cient safety to return the children to the parents’ care. 
A typical safety scale regarding a young person in care might be:


‘On a scale of 0–10, where 0 means the young person’s life is out of control, there are no 
good supports in and around the young person and their life is going backwards fast 
and 10 is their life is on track and they have everything they need emotionally, socially, 
educationally and practically to continue to grow up as well as they and you could hope, 
where would you rate the situation for this young person right now?’


!ough it may seem completely obvious the critical issue of a safety scale is to scale the child’s safety – thus 
rating a parent’s capacity to care for the child informs but IS NOT a safety scale (some professionals con-
fuse the two). !us a developmentally delayed parent may never be able to be rated higher than 4 or 5 on 
her capacity to care for her child, but you may rate a child’s safety in the home at 10/10 because there are 
others "lling the care gaps that the mother can’t meet.
Asking the worker to scale their assessment of the children’s safety requires the worker to both quantify 
their judgement and to publicly stake a claim for their view of the current situation. !is can be challeng-
ing for some workers to do, particularly in front of a group of their colleagues, and so you may need to be 
gentle but persistent in your questioning. 
Once a worker has rated the situation, you can usually get more information about the family by asking 
questions about what has led the worker to rate the situation as they have. For example, if they rate the 
current safety at a 3, you can ask:
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‘What are the parents doing brings your rating of them up to 3 points above 0?’ 
You can keep asking questions about this – e.g., 
‘What else leads you to rate this as high as a 3?’
‘What’s better between now and when the situation was previously at a 1?’ 


You can also look back at the le& hand (worries) side of the equation if needs be:
‘For me your rating of 3 is lower than I expected given what we’ve written up on the 
danger side, is there anything we’ve missed on that side, or am I missing something?’


 !is is the critical judgment so it’s important to ask about others’ perspective:
‘Where would the child rep/psychiatrist/child health nurse/principal rate the current 
situation on the safety scale?’
 ‘Where would the mother/father/children rate the current situation on the safety scale?’


!is can also give you more information about the family, either on the worries or the strengths side – e.g., 
If the worker believes the mother would also scale the situation at similarly to the worker, then you prob-
ably have a strength statement: e.g. “Mother acknowledges that they are using drugs and are not always 
able to supervise the children adequately”. 
!is can also elicit further information about the worker’s relationship with the parents:


‘How did you create a relationship with this mum where she is able to speak openly 
about her worries with you?’


!e safety scale not only enables workers to quantify their assessment, it also creates a context for the ex-
ploration of the worker’s view of what needs to happen for the children to be safe. Before I go to the safety 
goals however, I will usually clarify what the worker wants from the consultation.


!e Worker’s Goals for the Consultation
!is is THE CRUCIAL focus of the consultation. Many case consultations (whether in individual or group 
supervision) focus on problem solving and have the supervisor giving the answers to the problem. !is is 
not the purpose of the Signs of Safety consultation. !e Signs of Safety consultation is designed to help the 
worker think themselves into and through the case, so the supervisor’s primary role is to ask questions 
to get the worker to do the thinking. If the supervisor does this with the worker, the worker is much more 
likely to do it with the family members, which is the casework outcome we are looking for. 
So I ask the worker something like: “What is it you need to get out of the consultation, so you feel it gives 
you what you want in this case?’
Again I write down the worker’s exact words and get this clari"ed into detail. Be gentle with goals; there 
is o&en a lot of vulnerability for the worker in thinking through and articulating what they want. If the 
worker’s goals seem too general i.e. “I want you to tell me what to do”, or “I want to know what to do to 
make this child safe”, break this down, perhaps with the progress scale – for example if the worker sees the 
safety scale is at a 4 ask the worker, ‘What do think is the "rst most important next step to make progress 
in this case and get 4 up to 4.5?” !en ask ‘What do you need from this consult to help you with that?’


I usually don’t ask this question until I have mapped out a reasonable amount of the case on both the dan-
ger and safety sides of the form with the worker. I’ve found over the years that if I ask the worker what they 
want from the consult regarding a stuck case before we have mapped the case in some depth their answer 
tends to come from a feeling of being overwhelmed by the case and/or they seem to have a greater tendency 
to want big solutions and/or articulate vague goals. Very o&en by the time we have carefully mapped out 
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the case in terms of speci"cs on the danger/worries side and some solid meaningful strengths relative to 
the worries, the worker feels much clearer and has already got a better idea of what they need to do. 


4. Goals/What Needs to Happen?


Safety: Strengths demonstrated as protection 
(in relation to the danger) over time.


!e key organising question of the Signs of Safety approach is:
‘What do you need to see to be satis%ed that this child is safe enough that the child pro-
tection agency can close the case?’


Organising all practice and actions around achieving the answers to this question is safety-organised child 
protection practice.
Parents that have been on the receiving end of child protection services consistently say: ‘We weren’t told 
what we had to do to get CPS out of our lives’. Child protection authorities of course do create case plans all 
the time but these very o&en fudge the issue and confuse means (usually services) and ends (on the ground 
child safety). Child protection case planning tend to document services that families must attend, rather 
than being a process that clearly describes and creates future safety for children. One parent, Ah Hin Teoh 
expressed it this way:


It always felt like they had a hidden agenda because they’d get me to do one thing, then 
they wouldn’t be certain that was enough so they’d come up with another thing. And 
they are really creative in a way because they would try to %nd something impossible 
for me to achieve. To me that was not in the children’s’ best interests, because they are 
working towards nothing, towards the hope that I fail. (Teoh, La#er, Turnell and Parton, 
2003, p. 151).


While it sounds completely logical and obvious to focus all practice on clearly de"ned everyday safety for 
the children, asking the above safety question is probably the most terrifying question you can put to a 
child protection professional. As one child representative (guardian-ad-litem) put it:


Who is going to be brave enough to make the decision that a child can go home and on 
what basis are they making it? It’s far easier to %nd evidence to support the child not 
returning than to %nd evidence that a child should return home, and that’s if there is the 
will to work towards rehabilitation (Luger 2003: 21). 


BE PERSISTENT, BUT GO VERY GENTLY AND COMPASSIONATELY, remembering these are very 
di%cult questions particularly for a statutory child protection worker. !ey will almost always feel they 
have nowhere to hide and their anxiety will rise as they think: ‘What if I’m wrong?’
As mentioned already we tend to confuse means and ends so when working with child protection workers 
to de"ne what they need to see to be satis"ed the child is safe, they will o&en propose services: i.e. ‘Dad will 
attend an DV group’. !is, like all services of whatever type is a means to an end, so the follow up question 
is something like:


‘Okay so if Dad attends the DV course what do you expect will change in the home that 
will tell you (and the child) that the children are safe now?’


If I am asked to consult on a new case, then I will always ask workers to address the question, What would 
they need to see to close the case? !inking about case closure goals at the beginning of a case will focus 
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the worker, and therefore their communication with the family, on what needs to happen for the worker to 
be con"dent that the children are safe. !ese goals then inform case direction and provide clear informa-
tion to the parents about what they need to do. Maintaining this focus during subsequent consultations 
will mean that all the work continues to be orientated around what needs to happen for the agency to be 
prepared to return the children home/close the case and usually gets the situation dealt with in the shortest 
time possible.
It is o&en best to explore the safety goals a&er having established an answer to the safety scale. !is makes 
it possible to ask a question like:


‘If right now you rate the safety for these children at a 4, what would need to be happen-
ing in this family for you to rate it as a 10? 10 of course mean you are prepared to close 
the case and walk away?’ 


It is very important to also canvas the goals of family:
‘What would mum/dad/child/neighbour/grandma say needs to happen for them to feel 
everything is okay for the child and they won’t be hurt again?/don’t need any further 
professional help?


It’s also always critical to ask:
‘Do we have those goals written down in a way and in language the parents/relatives/
child will understand?’


!e goals need to be stated in straightforward language and measurable outcomes that can be discussed 
with the family. For example:


‘Father has demonstrated that he has alternative strategies for managing his anger that 
don’t involve hitting the kids or mum, and he has used these every time for a period of 
6 months’
‘Mum and Dad demonstrate through weekly urinalysis over a period of six months that 
they are not using drugs’.
‘Mum and Dad show that they can maintain the everyday care routines of the children 
%rst on the contact visits, then in the day stays, then the overnight stays and then for 
three months a!er reuni%cation’. 
‘Mum and boyfriend always follow the doctor and health nurses orders about caring for 
baby’.
‘Every time, for six months, that dad starts to feel himself get down and overwhelmed 
to the point where he doesn’t want to get out of bed and just wants to get on the dope he 
contacts grandma or his brother to take over the care of Mary’. 


I usually continue asking ‘What else would you need to see? And what else?’ until the worker is satis"ed 
that the goals represent everything that they would need to see happening for them to be con"dent that 
the children are safe in the family. Referring the worker back to the statements of danger throughout the 
questions about safety will ensure that the goals are relevant to the critical concerns for this family. Always 
work through each danger statement and develop clear safety goal statements to each one. Its always best 
to start with the more straightforward danger statements "rst. For example, a danger statement about par-
ents not addressing a child’s health needs is much easier to create a safety statement for, than an emotional 
abuse danger statement.
At the same time it is important not to allow professionals to create a laundry list of safety goals as this will 
inevitably overwhelm the family. Ask the worker questions along the lines:
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‘I know you are really anxious about this case and would like to get all the problems 
sorted but what are the bottom-line issues?’
‘Do you think we are creating too many goals here? Do you think all these things might 
feel like too much for the parents? Are they too much, or they all bottom-line things that 
have to be done?’


Next Steps
Once the safety goals are established its time to talk next steps:


‘So if that is the safety goal, what do you think is the smallest next step in moving toward 
getting that happening all the time?’
‘You rated the situation 3 out of 10 on the safety scale, what needs to happen next to 
move things up to a 3 and a quarter?’
‘What would mum/day/child/aunty/child rep/health nurse/doctor say in the next step?’


Capacity, Con$dence and Willingness
What seems like a good idea in the o%ce to professionals may not make much sense to the family or simply 
may not be doable for them. Whatever safety goals are "gured out and whatever action plans are made to 
achieve those goals it always important to consider:


‘On a scale of 0 to 10 where would dad/mum/uncle/neighbour rate their willingness to 
do this not just now but to keep doing it?’
‘"is seems a really good idea but on a scale of 0 to 10 what would mum say if we asked 
her whether she is actually able to do this?’
‘On a scale of 0 to 10 where 10 means they really believe in this part of the plan and know 
it will make the kid safe and 0 means they have no con%dence it’ll make any di#erence 
and probably only will agree to it because they think they have to agree with your idea, 
where do you think mum and grandpa would rate this?’


Consulting on Stuck Cases
Most o&en I am asked to do a case consults with stuck cases. In this context, particularly where I don’t have 
an established working relationship with that practitioner, I o&en don’t ask the worker to look at what they 
would need to see to be willing to close the case. !is is because in my experience when a worker feels really 
stuck (o&en can’t see the woods for the trees) their capacity to look at what the end game is, is very limited 
and asking case closure goals-type questions o&en ends up being frustrating for them. Even though the 
Signs of Safety mapping inevitably gets them clearer about the case they still are mostly focused on what 
to do next and focusing on closure can be a big mismatch to their present position on the case. So instead, 
I help them to map the case out using the framework as above and then focus on – what is it they want out 
of this consultation? I will o&en spend as much as 10 minutes getting this clear and almost inevitably this 
answer connects up to next steps in the case. If I then get the chance to work with the worker again a&er 
they have undertaken some work with the situation and once they feel like they’ve got some progress hap-
pening again in the case, then I make sure in that next consult that we focus on ‘What would you need to 
see to be con"dent you could close this case?’ In this way, once the practitioner has rebuilt some hope and 
feel they have some forward movement happening I seek to help the worker set the longer-term direction 
of the case.
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Process !oughts
1. Keep asking questions and resist the urge to give answers. Keep the questions simple to get straightfor-
ward detail on the form. Use the workers on language (don’t turn it into your own) to show them you are 
taking their thinking and words seriously (language and words are critical in this work!)
2. Write the answers on the whiteboard. I do the writing myself to give myself time to form the next ques-
tion. Also always slow the worker down, don’t let them run away in a story. Take it one small question and 
answer at a time. By taking the process slowly, if the worker is really stuck and bound up in the case, the 
dynamics of this tend to become really apparent and you are then in a position to explore that, o&en simply 
by asking a question like ‘When you look at what we’ve mapped out on the board, what do you think is 
happening here in your relationship to this family and the situation that you’re feeling so stuck?’
3. Building a Team Case Practice Culture. !e best decision-making is collective decision making (as 
long as it does not slide into the sloppy territory of easy consensus where supposedly everyone agrees with 
each other—an ever present danger among helping professionals who have an inbuilt tendency to be nice). 
Jurisdictions around the world that are most e#ective in moving cases through their system consistently 
do the majority of their case supervision in groups. Team leaders/supervisors do not seek to micro-manage 
all cases but rather grow the collective practice of the team thinking there way into and through a few cases 
(usually at weekly team meeting) using the Signs of Safety framework. Constructive group consultation 
never just happens, but rather is always carefully led, focusing "rst and foremost on helping the practition-
er who has brought the case forward and group dynamics managed purposively and clearly (particularly 
the tendency for others to slide into telling the worker what to do). Consistent use of group supervision 
grows a sense of a common practice culture, it increases the morale of the team and its collective wisdom, 
gives the supervisor more con"dence in the work of their team and breaks down the sense of isolation that 
many child protection practitioners o&en feel.
4. Focus the process on the worker in question. !is is not a free-for-all for everyone to answer the ques-
tions for the worker; this is a process about helping the worker think themselves into and through the case. 
You may well have to restrain others from answering for the worker, or jumping ahead to the right way to 
deal with this case, etc. 
5. Move around the map. Move around between danger (worries) and safety (working well) sides. !e 
consultation doesn’t have to be and shouldn’t be a linear process. Whenever the consultation feels stuck 
create energy by moving to the constructive side of the map and look for opportunities to compliment 
the worker on anything they have done well. Moving to the safety scale is o&en a very good way to move 
through stuckness as it clari"es and distils the situation and only rarely does a worker say it is a 0 (and even 
if/when they do say 0 that usually clari"es things, i.e. it’s probably time to take strong action like removal.
6. Involving others. If you are running the consult as a group process you can break up the consult process 
with the worker and invite some re$ections on the process (not on the content of the case) by others e.g.: 
get the others to think about questions they’d like to ask and o#er them to the person leading the consulta-
tion..
7. Use the worker’s language, don’t change it or aggregate it. !is shows the worker that what they say and 
think is vital and o&en helps them take themselves and what they are saying more seriously. Workers tend 
to become clearer in their thinking by hearing their thoughts and words coming back at them.
8. !is is all about parallel process. If you, the supervisor, want workers to go out and draw on clients’ 
strengths and get the clients to think their way into and through their own problems toward solutions that 
they own, then it only makes that sense you need to do the same thing for your worker. !is means you of-
ten have to work quite hard to restrain your impulse to tell the worker what to do and what you think is the 
right assessment/understanding of the case. If it’s a group consult, you inevitably will also have to restrain 
and redirect others impulse to play expert. If you are using the Signs of Safety process in a group context it 
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o&en makes people feel very uncomfortable because it will tend to highlight very quickly if the team’s usual 
way of operating is get out a quick story of the case and then everyone gets to give advice. 
9. O#ering Suggestions and Guidance—!is approach to consultation does not mean you the supervisor/
consultant cannot o#er guidance, give advice or make suggestions. !is process is asking you to put that 
overt advice giving role on hold until you’ve really made the worker think it through for themselves and 
really exhausted the resources they have to bring to "nding their own solutions. (Advice giving is only one 
way of introducing di#erence and change – the primary way this process is working to introduce change 
is to slow the person down and get them to think more carefully about what they think and how they want 
to act). My experience is that if you do need to give advice or make suggestions once you have opened the 
case up carefully in this way your advice is much more meaningful and too the mark. I also make the habit 
of o#ering advice with the image of an open hand in my mind i.e. ‘well here’s my idea(s) what do you make 
of that?’ 
10. Leading Practice—My experience in doing this is that you get to know your workers much better, and 
you help them develop into stronger practitioners who can more readily stake a claim for their own judg-
ments and goals in their practice. !e intensity of the focus in a few cases will quickly start to generalise 
to all their practice and there is less need for you to micro-manage your team (it might also expose your 
desire to micro-manage if that has become a habit for you). !is process will also expose weaknesses and 
bad habits in the practitioner—it’s important to go gently with these areas. 
11. Vulnerability—Always remember that this is a much more vulnerable process than a more usual ‘you 
tell me the problem, I’ll tell you what to’ do style of consultation/supervision. !e worker has to expose 
their thinking and practice much more and is constantly challenged to think carefully about their posi-
tions. !e supervisor has to work harder to get in alongside the worker and has to step out of the expert 
role. As a supervisor it’s always important that you are mindful of the additional vulnerability involved.
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A TYPICAL UNDERDEVELOPED SIGNS OF SAFETY MAPPING


 
Danger/What are we worried about Safety/What’s Working Well
On Monday June 2nd Carrie slapped Gilbert across 
the face in town, when challenged by a member of 
public Carrie told them to “fuck o#” and told them 
she could do what she likes and then slapped Gilbert 
across his face again. Police are charging her with as-
sault. Police say she appeared intoxicated. No marks 
le& on child.


Gilbert is in care with FSA foster parent, Jane 
who has also looked a&er Gilbert’s siblings. Gil-
bert remains in care at this time.
Carrie’s parenting improves when she has been 
in residential parenting programmes and has 24 
hour support.


In December 2007 Carrie lied about her whereabouts 
to Family Support Agency (FSA), she travelled with 
Gilbert to Maryville to see Gilbert’s dad. She did this 
despite the plan for Gilbert not to have unsupervised 
access with Rocco. FSA noti"ed Child Protection 
Service and Gilbert was removed from Carrie.


Carrie has been taking Gilbert to a child care 
centre and parenting programme since Gilbert’s 
birth. Carrie has continued to attend and see Gil-
bert at day care since he was placed out of her 
care. !is is supervised by sta# at the centre who 
have been working with Carrie since his birth 
and with her older children.


Gilbert was present for a domestic violent incident 
between his parents on 17 April 2007, when Rocco 
threw a chair at Carrie (Carrie had bruising and re-
quired stitches). Rocco was imprisoned for this.


Carrie has been working with Parent Programme 
since Gilbert’s birth


Carrie lied to FSA about the domestic violence oc-
curring prior to this April 07 incident, despite plans 
in place for Carrie and Rocco to address the anger 
and violence issues (Rocco has 13 convictions for 
male assaults female).Following the incident Carrie 
and Stevie told us that there had been times when 
Rocco had thrown plates at them.


Child Care and Health Nurse have not raised 
any concerns for Gilbert, and have not seen any 
evidence of physical abuse. Child Care See Gil-
bert from 8.45am-2.45 pm Mon- Friday. Carrie is 
there for some of the time.


�
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Danger/What are we worried about Safety/What’s Working Well
Jane and Stevie say that Carrie yells at Gilbert when he 
is naughty. Stevie says that she swears at Gilbert and 
that when he lived in the home Carrie took her anger 
out on him instead of Gilbert. Stevie has moved out 
and this is the "rst time Carrie has had no adults in the 
home with her since Gilbert was born.


Carrie agreed to FSA being involved prior to Gil-
bert’s birth and consented to FSA having a support 
order since he was born.
FSA do not have concerns about neglect, housing 
issues and debt issues, which had been concerns in 
the past.


Pete’s foster parent had been hitting him, when FSA 
found out and talked to Carrie about this, she said a 
friend had told her she’d seen an incident where Pete 
was being hurt in the supermarket, but Carrie did not 
tell FSA about this, and did not act to protect Pete when 
she knew he was at risk.


Carrie is co-operating with FSA and has histori-
cally worked well with social workers.
Jane and Stevie say they have never seen their mum 
hit Gilbert. Stevie had been living with Gilbert and 
Carrie up until a month ago.


Carrie has attended 3 residential parenting pro-
grammes and this has not signi"cantly assisted her to 
parent when released to community.


Gilbert is not having any contact with his father 
since he was returned to Carrie’s care in December 
2007.


Past Concerns for Carrie’s parenting:
FSA and CPS have long history with Carrie and her 
children since 1991. Carrie has not raised any of her 
children through to adulthood, Wendy and Sharon 
were adopted as babies, Jane, Stevie, Pete and Colin  
were in foster care with CPS, then returned home, then 
in foster care with FSA. Pete and Colin are still in care. 
According to a%davits they came into care in due to:


Filthy state of the home
Children le& home alone
Jane caring for younger children when 15, Jane 


missed school to take children to Drs appts etc
Physical abuse
Sexual abuse of Pete and Stevie from their father 


(Bob) (Father touching children’s penis) Father 
also abused an Intellectually handicapped relative 
of Carrie’s and imprisoned for this). 


Carrie allowing children to have unsupervised 
contact with Bob despite agreement not to.


Swearing at children e.g. “I don’t give a damn, 
get out of my fucking face”


Children being at park in the dark and Carrie 
unaware of where her children were when they 
were aged 15, 11, 7 and 6. 


Carrie participates in professionals meetings with 
Sex Abuse Agency regarding Pete’s sexual o#end-
ing and Pete isn’t le& alone with Gilbert when he 
has unsupervised access with his mum.
Carrie has close friends who saw her a&er incident 
on Monday June 2nd who con"rm Carrie wasn’t 
intoxicated a&er she spoke to Police. Carrie has no 
history of alcohol abuse.
Stevie returned to live with his mum when he tran-
sitioned to independence.
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DANGER AND SOME HARM STATEMENT EXAMPLES


Sexual Abuse Granpa DV Dad in prison and new worse boyfriend
DCP are worried that Grandpa will be alone with the kids and sexually abuse them.
DCP is worried that Sharon and Bart will get into big "ghts where they hit each other again and the chil-
dren will see this and be terri"ed or caught in the middle and hurt
DCP is worried that when Miguel (who Grandpa has said broke another woman’s legs) comes out of prison 
her will attack Sharon like the king hit early last year and the children will see this and be terri"ed or 
caught in the middle and hurt.
DCP is worried that when family members "ght with each other or other people "ght with them the chil-
dren will see this and be terri"ed or caught in the middle and hurt
DCP is worried that Sharon may not be able to cope with or control all of the children all together.


Injured Infant Case
Because of the bleeding in the brain baby su#ered while in mum and dad’s care in November and because 
we don’t know how the injuries happened BJZ, AMK and Dr’s are worried that baby will be seriously in-
jured again, su#er permanent brain damage or even die if he is returned to mum and step-dad.


Serious DV Mum Hospitalised for Broken Jaw
CPS is worried that if Mummy and Daddy live together with Nichole again, Mummy and Daddy will get 
into "ghts like the one last year that put Mummy in hospital with broken jaw, and then Nichole will be-
come so terri"ed she won’t eat or sleep and won’t be able to go to school and will be crying all the time like 
she was when she went to stay with nanny Lol a&er that big "ght.


Injured 2 yo in care of Mentally Ill parents who isolate
BJZ the guardian, De Bron and the Doctors are worried that if H (2), P (3) and J (5) go back home to live 
with mum and dad the children, particularly H and P will be seriously hurt like H was in June when he 
had a spiral fracture of the leg, or perhaps one of the children will be even more badly hurt than H was.


An voluntary, case where autistic kid tantrums badly and chronically (New Zealand)
Mum and Dad are really worried that when Cathy ‘gets a big tanti on’ she forgets and scares everyone 
around her and might hurt herself, Paula, James, Holly or Sandi.
(Possible question) On a scale of 0 – 10 where 10 is everyone in the family can stay safe and can cope with 
Cathy’s tantrums and 0 is everyone is scared/terri"ed/overwhelmed and not safe at all when Cathy gets a 
tanti on where are this family today?


Bi Polar mum with baby Bradley (6months)
Viv and Sharon (CPS supervisor and Worker) are worried that Lucy will become so overwhelmed when 
she is caught in ‘freaking thinking’ and becomes really sad and feels useless that she will not be able to feed, 
clothe, cuddle, play with Bradley like he needs.
Viv and Sharon (CPS supervisor and Worker) are worried that when Lucy feels really sad, worried and use-
less and she will start thinking about killing Bradley again and may even hurt or kill him.
Viv and Sharon (CPS supervisor and Worker) are worried that Chris will keep coming back into Lucy’s 
life and make her feel really sad, worried and useless, maybe even hit and hurt her again and make it much 
harder for her to look a&er Bradley properly.
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Previous DV, Father separated from DV relationship, got o# drugs, Kids in care 3 years – 
looking at reuni$cation
Kat and Kylie (Department for Child Protection) are worried that when Jilly (5) and Jeni (7) come back to 
live with Dad he may not be able to cope with the stress and challenges of looking a&er Jilly and Jeni and 
that he will become very controlling maybe even get and angry and aggressive and then Jilly and Jeni will 
become very, very scared and feel like they are trapped.
Kat and Kylie from DCP are worried that because of the past history of really bad "ghting and violence 
that Jilly and Jeni saw three years ago and the foster parents have talked to them about a lot, we don’t know 
whether Jilly and Jeni and Dad are ready to be back together again yet.


Factitious Induced Illness (Munchausen Syndrome by Proxy) Case (Minnesota)
Original Harm Statement:
During a 24-hour period starting on August 23, video surveillance from the hospital found Marg with-
holding, replacing Nestle formula with water, or providing Bart with limited amounts of formula during 5 
consecutive feedings. During these feedings, Marg reported to hospital sta# that Bart had eaten all formula 
given to her to feed Bart. At that time, Bart was developmentally delayed, had periods of weight gain and 
weight loss, and had gone through medical procedures that were not needed. A&er ruling out all other 
medical conditions, reviewing medical records, reviewing video surveillance and a&er observing Bart 
with no medical concerns, doctors concluded that his symptoms were caused unnecessarily.     
Original Danger Statement: 
CPS is worried that Marg will cause Bart, Lisa or other children to become sick, be subjected to unneces-
sary medical procedures or die by withholding food, or by giving something to the children to make them 
sick.
CPS is worried that Homer will not recognize or intervene to protect the children from situations where 
Marg could harm the children which could cause the children to become sick, be subjected to unnecessary 
medical procedures or die.  
Modi%ed versions:
CPS, Doctors X and Y and Guardian are worried that Bart, Lisa or future children will become seriously 
sick and/or not develop properly because Marg doesn’t give them food or medicines they need or gives 
something to the children that makes them ill.
CPS, Doctors X and Y and Guardian are worried that Homer will not recognize or intervene to protect the 
children from situations where Marg’s actions are making the children sick or hurting them.  


Family of other cultural background where 5 and 7 yo boys have been ‘punished’ with a birch 
stick leaving multiple bruises and welts (West Australia)
Rosemary (CP worker) is worried that father will punish the boys (5 and 7) with a stick (or other imple-
ment) again and hurt them as bad or worse than the bruises and welts on their bottoms they su#ered on 
!ursday because the parents say it is their right to hit the children like this.
Rosemary (CP worker) is particularly worried that because the 5 yo has spoken to us he will be punished 
more and even worse than he was on !ursday.


Bosnian Family with institutionalised 15 yo for sexually assaulting 3 di#erent girls (Sweden)
Anton is worried that 15 yo’s parents will take 15 yo from the institution (where he is staying) and take him 
to Bosnia which will interrupt the treatment he is getting and he will commit new crimes like when he has 
assaulted and raped three girls.
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Anton is worried that when 15 yo goes home his parents will stop 15 yo talking to Anton and he won’t be 
able to make a safety plan with them and him to stop him commiting new crimes like when he has as-
saulted and raped girls.


Case of 14 yo boy going back and forwards between mothers house and foster care (Denmark)
K and L are worried that 14 yo won’t say what he wants and won’t be involved in talking about and plan-
ning his life and where he lives and that he will continue to go back and forwards between mum and foster 
care, that he will lose interest in his own life, give up on himself, fail in school and at things he wants and 
end up getting into very bad situations, caught up with bad people and maybe even get hurt.


Kurdish family with complaints from Kindergarten (Danish)
!e kindergarten teachers are worried that the twins, 2 and half year old boy and girl aren’t speaking Dan-
ish like all the other boys and girls their age and that if they don’t learn to speak better they won’t be able 
to learn properly and because they don’t talk much they won’t be able to be friends with the other kids and 
the other kids might treat them like they are stupid.


Same Kurdish case concerns re 30-day baby
Annette, doctor and maternity nurse are worried because when mum holds baby they have seen baby’s 
head $opping all over the place and they worry that mum doesn’t understand that when she is carrying 
baby she always needs to hold its head otherwise baby could end up with a broken neck.


2 yo Laura in middle of 2 years DV history 
Francis and Kris at CPS and Anton from In-home Service Agency and Granny Racic are worried that if 
mum and dad and Laura get back together, mum and dad will get caught up in out of control "ghts that 
could get violent like the one on July 4th where Mummy used L as a shield to protect herself from Daddy 
and then Laura might get hurt herself and will be so scared and anxious she will cling to mum, not sleep 
and cry all the time.


5 yo Zeinab and 7 yo Moulid parents with DV history and Moulid being violent at school
Cherie from CPS and Terry from treatment agency are worried that Moulid (7) and Zeinab (5) will see 
Daddy lose control of his emotions, "ght and hit mummy like he did last February when he stabbed mum-
my with the broken glass. If this happens again Moulid and Zeinab will be very scared, won’t sleep, won’t 
be able to do their school work properly and Moulid will lose control of his own emotions and "ght, hit and 
hurt other children at school like he has "ve times in the last two months.


Afghani Family with son’s, Jalil 16, Naser 15 and Farrokh 9 (Netherlands)
Harm Statements
Jalil and Naser have been getting into lots of trouble at school and in their town, they are o&en "ghting and 
bullying other teenagers their age at school and on the street and Jalil has been stealing things at school 
and at shops.
3 weeks ago Jalil had stolen some things from a shop and was arrested. Father came to police station, and 
hit Jalil so hard in the face with his hand Jalil was knocked to the ground and the police o%cer said that 
the sound of it scared him (!e doctor found no injuries on Jalil from the father’s assault). Father told the 
police ‘Jalil will get worse at home, I have to punish him’. Father also said to the police o%cer, ‘!ere will 
not be a next time, next time I will kill him’.
Jalil told police he is scared of father and that there is a lot of hitting with mother and father hitting both 
Jalil and Naser. Jalil says sometimes father hits with chain, rope or a belt and that he is hit every day and 
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Naser once a week. (A forensic doctor has examined the 3 children. Forrokh has bruises, which could be 
a skin discolouration, but he has a ‘suspicious spot’ on the shoulder. Naser had several bruises, one con-
"rmed as child abuse).
Danger Statements:
Miriam from BJZ(Guardian) is worried that because the father told the police that he will kill Jalil if he 
is stealing and arrested again that Father doesn’t know any other ways to control Jalil except hitting or 
threatening him and that things could easily get out of control between father and Jalil and either of them 
could be very badly injured.
Miriam from BJZ(Guardian) is worried that Jalil and Naser will keep "ghting and bullying other kids, 
threatening and insulting teachers and they will not be able to go to school, get a good education, won’t get 
on with other kids and end up making a mess of their own lives and what they want to achieve.


Canadian Case: Out of control kids (15, 13 and 11) violent $ghts, school attendance problems
Danger Statements:
Sarah from CPS is worried that if 15 and 13 come home to live with Mum and 11 that mum won’t be able 
to control the kids’ behaviour and they will get into "ghts and hurt each other like when 11 stabbed 15 in 
Feb 08 and when 15 was choking 11 last month.
Sarah from CPS is worried that if 15 and 13 come home to live, mum won’t be able to get all the kids to go 
to school like what happened between Dec 07 and Feb 08 when 15 was not going to school at all and 13 was 
only going 40 to 50% of the time.


Japanese Case parents with 3 and 4 year olds, 4 yo has developmental delay and encopresis
(Even though 4yo has been shitting in the toilet for one month,) Mr M and YT are worried that 4yo might 
start shitting on the $oors and bedding again and that mother will get frustrated and angry at 4yo and 
perhaps hit and hurt him.


Danish Case: At-risk 15 year old teenager, controlling Father
Possible Harm Statement 
Rikke CP-CPH believes Father behaves crazy toward 15, she is obsessive and very controlling and this has 
damaged 15 and ‘broken her inside’. For example 15 was raised well for 7 years by Granma and Mother but 
when she was 7 years old mother came back into 15’s life who then lost her Granma and Mother because 
Father demanded 15 have nothing more to do with Granma and Mother. Father seeks to control 15’s life 
and to control how professionals work with 15. Father and 15 have a relationship where they are either 
super-close or exploding apart and then the girl runs away and no one knows where she is for days at a 
time. When at home Father gives the girl very little space monitoring her constantly through audio record-
ing, taking notes and reading the girl’s texts. !e Father sometimes gives the girl nightmares with horror 
stories about things like her being raped and brutalised. As a result of this Rikke believes 15 has lost control 
of her life – as well as running away when she is overwhelmed 15 doesn’t go to school at all, uses hash, and 
"nds strangers on the net and has sex with them.
Possible Danger Statements 
Rikke CP-Kobenhavn is worried that 15 will continue to live her life dominated by her relationship to her 
father and this will a#ect 15 so badly she will continue to run away for days at a time, have sex with men 
she meets on the net, use hash and won’t go to school at all or complete her education.
Rikke CP-Kobenhavn is worried that father’s relationship is damaging 15’s chance to grow up properly, 
that the relationship is so bad it is ‘breaking 15 inside’ and because of this 15 could have a mental break-
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down and if she keeps meeting the wrong people who use her she could end up working as a sex worker, 
become addicted to hard drugs or be seriously hurt or even die.
Andrew is worried that if the professionals keep trying to be ‘nice’ to father, father and his lawyer husband 
will continue to limit and control how the professionals work with 15 and this in turn will lead them to 
continue to practice in ways that is damaging for 15 and Rikke and her colleagues will not be able to do the 
things they believe are best for 15 to grow up as well as possible.


Danish Case – Mother of 8 and 14 year old Daughters Constantly Anxious about her and 
them being ‘Ill’
Harm statements (Work in progress)
Because of ‘illness’ (need to de"ne this) in mum and the girls 8 and 14 some of which Drs say does not have 
a physical basis the kids are not able to have a normal life:
For example 8 is away from school 29% of time, she has withdrawn from school-work and won’t go out to 
play with other kids when they invite her. At school she wets and poos her pants (how o&en/where?), she 
doesn’t ask for help anymore and o&en talks about needing to be at home to look a&er her mother.
[Its not yet exactly clear how badly but it seems that 14 is not able to lead a normal life and feels guilty about 
her mum’s illness (how does this actually impact on 14?).]
Danger Statements
Johanna from Families AFD is worried that 8’s life is being taken over by worrying about Mum being so 
sick and worrying and thinking all the time that she has to be there to help mum. All this worrying means 
she is losing a normal 8yo life, for example she’s wetting and pooing her pants about once a week, is missing 
school 29% of the time and doesn’t play with other kids when she is at school. 


Father su#ers Psychosis and Becomes Violent
Miriam and mother (and Father) are worried that when Father starts to lose his mind/lose control he will 
say cruel/nasty things to 8yo son and kick and hit him and then 8 yo son will feel humiliated and like he’s 
to blame for these problems and though he hasn’t before he could get badly hurt.
Miriam and mother (and Father) are worried that if this keeps going and gets worse, Father and 8 yo’s 
relationship will be damaged and Dad will not be able to live in the same home as 8yo.
5yo Kelly, Developmentally Delayed 22yo Mother
Harm Statements
In the past year Kelly has more and more become the boss of Mummy and what happens in the house. !is 
means that Mummy o&en can’t tell Kelly what to do and Kelly will more and more eat what she wants, go 
to bed when she wants and Mummy isn’t able to get her to go to pre-school unless Kelly wants to. 
Mummy can’t read, she doesn’t like maths and this means she can’t help Kelly to do her pre-school work 
and to learn to read and count.  
Danger Statements
Maria has done a fantastic job of raising and loving Kelly but Maria is not very smart and Kelly is getting 
smarter than her Mummy and Kelly is becoming the boss of the home. If this keeps happening Mette and 
Matilda are worried that Kelly will take over the home and Maria won’t be able to control her and Kelly 
won’t be able to help Maria get a good education like learning how to read, count and do maths. 
Mette and Matilda are worried that if Maria doesn’t let her own family and other people help her be the 
boss of Kelly, Maria and Matilda will have to arrange for Kelly to live with another family. 
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Gateshead Case Mapping by Viv Hogg At-risk Teenager Danger Statements and Safety Goals (in ital-
ics)
1.  Parents, Nicola (older sister), the FIP worker, SW, and police are worried that because Sophie is only 13 
years old and keeps running away and spending time with older men, she may end up with people who are 
going to hurt her and there will be no one there to help. If that happens she could end up being either ra..p..
ed or in a ditch.
Sophie will be going out but not running away and when she is out, her mam will know where she is at and 
who she is with.
2.  We are also worried that if Sophie doesn’t stop being so angry she will end up really hurting someone 
and if that happens she might be taken away from her mam and dad.
Sophie will be talking to someone when things aren’t right and won’t be as angry as before. Sophie will be liv-
ing at home with mam and dad.
3.  !e other thing we are worried about is that because Sophie won’t go to school and won’t see it is impor-
tant, she will not be able to do what she wants when she gets older and this will make her feel bad.
Sophie will know school is OK and she’ll be going because it will help her be able to do nice things when she 
is older
Injured Infant Case
Marie N Y social services is worried that Emma, 20 months might be hurt again like she was when she 
had the serious burn on the inside of her thigh in May 2010 that the Doctor says was probably caused by 
the ‘sustained pressure of a hot object’ (like a???). What makes Marie particularly worried is that the injury 
happened when Emma was with Jack and Babs and the doctor says that the explanations that Jack and 
Babs gave for how they think burn might have happened does not equate with the type of burn and how 
bad it was.
Adapting the concept of Danger Statements and Safety Goals to Critical Worry and Core Goal regard-
ing problams in a Foster Care Placement
Critical Worry ("e Problem that has to be solved for the child to stay in the placement)
Benelong CPS are concerned that if Holly was again placed with Cassie and Abraham that the working 
relationship would be di%cult because Benelong CPS would be held at ‘arm’s length’ and breakdown com-
pletely and that Benelong CPS would not know what was happening for Holly. Benelong CPS are worried 
that if this happened they would not be able to meet their legal responsibilities as Holly’s legal guardian 
and make sure that her best interests, such as her health and education needs and her need to have contact 
with her family, would be met.
Core Goals 
To be con"dent that Cassie and Abraham were meeting Holly’s needs Benelong CPS would want to know 
and see that Cassie and Abraham and Benelong CPS Sta# (i.e. primarily the case manager and team leader) 
would be:
Talking in an open and transparent way;
!at Benelong CPS sta# would have regular and free access to Holly and be able to visit her and the family 
in the home;
!at Cassie and Abraham would be willing to work with Benelong CPS sta# in developing mutually re-
spectful communication and follow a ‘line of command’ (i.e. case manager, team leader, manager, director) 
rather than escalating issues prematurely; and 
Work with Benelong CPS sta# to implement the agreed and approved care plan across the dimensions of: 
safety; placement; health; education; recreation and leisure; social and emotional relationships; culture and 
identity (including religion).
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Interviewing Children in Child Protection Cases: Using the Three 
Houses and the Wizard/Fairy Tool


by Andrew Turnell with Vania da Paz


A Little Background
A considerable body of research indicates that many children and young people caught up in the child 
protection system feel like they are ‘pawns in big people’s games’ and that they have little say or contribu-
tion in what happens to them (Butler and Williamson 1994; Cashmore 2002; Gilligan 2000; Westcott 1995; 
Westcott and Davies 1996). 
 Over the past "ve years one of the key growing edges of the Signs of Safety approach has been the develop-
ment with practitioners of tools and processes designed to more actively involve children in the child pro-
tection process. !e !ree Houses Tool is one of these methods and is a practical approach to undertaking 
child protection assessments with children and young people.
!e !ree Houses tool was "rst created by Nicki Weld and Maggie Greening, created when they were 
working in Child Youth and Family, New Zealand (Weld, 2008). Weld and Greening had "rst developed a 
‘Two Houses’ method (House of Worries and House of Good !ings) for interviewing children and young 
people, inspired from ideas they had learnt from strengths-based practitioners from St Lukes in Bendigo, 
Australia. In 2003, Nicki Weld showed the Two Houses tool to Andrew Turnell who suggested it needed a 
house of the future – this lead to the House of Dreams being added and the !ree Houses tool was born.
 !e !ree Houses method mimics the three key assessment questions of the Signs of Safety framework: 
What are we worried about, what’s working well and what needs to happen, and locates them in three 
houses to make the issues more accessible for children.
!e following describes a process for using the !ree Houses tool when interviewing children in child 
protection casework, created by drawing on the experience of professionals using the tool in New Zealand, 
Australia, Holland, Sweden and USA. Several examples are referred to and described within the seven 
steps presented below and two additional examples are o#ered at the end of the paper. 


1. Wherever possible inform parents and obtain permission to interview the child
Sometimes child protection workers have to interview children without advising or seeking the permis-
sion of the parents or primary caregivers. 
Wherever possible the parents should be advised/asked in advance and the three houses tool can be use-
ful in obtaining permission and in building the parent’s con"dence about what the worker will be doing. 
When parents learn that a child protection worker wants to interview their child this o&en raises their 
anxiety so it is good to show the parents and explain the three houses tool so they know how the interview 
will be conducted. !is demonstrates to the parents that the worker will not just look at problems but 
also focus on good things and hopes for the future. !is creates transparency and sets the context for the 
worker to be able to come back to the parents with the information from the child. It also sets a context for 
the worker to be interviewing the parents about their worries, strengths and what needs to happen. 


2. Make decision whether to work with child with/without parents present
Again sometimes child protection workers need to insist that they speak with the children without a par-
ent or caregiver present. Wherever possible it is good to make this a matter of choice for the parents and 
child. When this is not possible and the decision is made to interview the children without the parents’ 
knowledge, all e#orts should be made to provide an explanation to the parents as to why it was felt neces-
sary to speak to the children on their own.
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If there is more than one child to interview, the worker needs to decide whether to meet with them sepa-
rately or together. Usually working with three of more children at once can get out of hand (though not 
impossible) but certainly it is o&en very valuable to interview children in pairs with one able to help the 
other, and in pairs o&en each of the children will open up more readily and say more. O&en also it is a very 
good way to engage a teenager to ask them to help a younger sibling do the three houses process.


3. Introducing the three houses to the child 
Even if the child was present with the adults when the worker explained the three houses process it is 
important to explain the process to the child again. Typically workers use one sheet of paper per house 
and draw an outline of house on each sheet of paper (the size can be anything from A4 to $ip chart size) 
o&en getting the child to draw the outline or drawing with them. !is active process where the worker and 
child are creating the house drawings together, provides a context where they can get to know each other 
a little and breaks the ice. !e worker can then explain to the child something like: ‘in the "rst house we 
will write or draw your worries, so that’s the house of worries, the second we’ll put in the things that you 
like in your life, that’s the house of good things, and then we’ll have a house of dreams where we can write 
and draw how you’d like things to be in your life if all your worries were solved.’ !e worker and child can 
then write ‘worries’, ‘good things’ and ‘dreams’ on each respective house or as some workers do the child 
can also be o#ered the choice of suggesting their own name for each house. In this way one 8 year old girl 
in Stockholm working with Ophelia McKwashie gave her three houses the following names: ‘!e house 
where everybody "ghts’, ‘!e house where my siblings and I are happy’ and ‘Cinderella house’.


4. !e interview
O#ering the child choice is always a good strategy, so most workers ask the child which house they would 
like to start with the worries of the good things. O&en it is easier to start with the house of good things par-
ticularly where child is anxious or uncertain. If the worker is concerned the child has been told by adults 
not to speak openly, focusing on good things is also a good place to start as it would be very unusual for a 
child to be told not to talk about things they are happy with in their life and family. Many times the child 
will chose to begin with the house of worries particularly where they feel like they are carrying so many 
worries in their head. 
!e child and worker can use words or drawings as seems most appropriate to the situation and child. If 
writing the worker can o#er the child the choice of whether they write or they want the worker to do the 
writing. Sometimes a child will ask to do the writing but will end up speaking faster than they can write, 
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in which case the worker can o#er to take over the writing process. If drawing the worker can easily get 
involved in drawing together with the child, but the child should always take the leader on what is drawn. 
If drawing the worker will probably want to guide the process a little about what the child draws in the 
house of worries, it will usually be better to write rather than draw things such as ‘Daddy hits Mummy’, 
‘Mummy hits me’.
In using the three houses with children always make sure to use the child’s exact words and ideas.  Where 
the worker is doing the writing and "lling in the information for the child, always read everything back 
to the child before "nishing the interview.  !is gives the workers an opportunity to ensure that they are 
accurately re$ecting the child’s views, and it also provides an opportunity to dig further into an issue that 
the child has raised, but the worker feels they may bene"t from further exploration.
!e three houses process should not be thought about as a linear process and there is certainly no need to 
simply work through one house a&er the other, in fact it is o&en better to work backwards and forwards 
between any of the three houses as makes most sense in each particular interview. If at any stage talking 
about worries becomes too di%cult for the child, the worker should be ready to ask the child questions 
about things that make them happy, or to ask them about how things would be if all the problems were 
solved.
In situations where a child may be "nding it di%cult to participate in the conversation, it is o&en helpful 
to provide prompts or cues to assist the child.  For example: what is good about where you are living at the 
moment? What is good about school? What is good about the friends you have? What is good about your 
visits with mum?  A&er exploring things the child feels are positive in their life this o&en provides an entre 
to explore what is not so good, and what they are worried about. As the worker opens up a child’s worries 
always check with the child whether his/her responses should go in their house of worries.  For example a 
child might say “I wish I wasn’t being bullied” or “I wish mummy and daddy didn’t "ght so much at home” 
and the worker can then amplify this statement by asking “It sounds like you’re worried about being bul-
lied at school (or mummy and daddy "ghting), should we put that in your house of worries?” Where the 
worker prompts the child it is important that these prompts or cue match the child’s work so it is important 
that the worker obtains as much information as possible about the child and his/her circumstances either 
before, or at the start of the interview and listen as carefully as possible throughout. So, for instance, if 
the child lives with his mother and visits his dad on weekends, the worker can ask questions about what 
is good about living with mum, is there anything that worries him/her about living with mum; and then 
proceed to explore what is good about his/her visits with dad, and so on.
Drawing upon the three houses interview the child can easily be asked to give their judgment about where 
life is for them between a life that is dominated by their worries to a life which is the way they would like 
it to be. !is can be done using a straightforward number scale from 0 to 10 or can also be done using a 
pathway drawn from the house of worries to the house of dreams and invite the child to locate where they 
are on that path.
Children may also take a while or even need till almost the end of a conversation to bring up the thing they 
are most worried about. !is happened for Ophelia McKwashie, when working with the 8 year-old girl 
mentioned earlier whose family had been refugees from South America. Ophelia was drawing the inter-
view to a close when the girl indicated that there was something else she thought needed to go in the house 
of worries. A&er some moments of silence the girl stated ‘all of us (meaning her 4 siblings and father) saw 
mummy being raped by the soldiers’.
For this sort of reason and simply to give the child every chance to express what they want to say, it’s always 
a good idea before "nishing the interview to ask the child if there is anything they want to add to any of 
the houses.
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5. Explain to and involve the child in what will happen next
Once the three houses interview is "nished it is important to explain to the child what will happen next 
and obtain permission of child to show the three houses to others whether they be parents, extended 
family, professionals. Usually children are happy for others to be shown their three houses assessment of 
their situation. For some children there will be concerns and safety issues in presenting what they have 
described to others. In these situations it is important to talk to the child about what they are afraid might 
happen and discuss ways to make them safe. Sometimes this will mean removing the child into care at 
least while the issues are explored with their parents. Involving the children in this process will sometimes 
slow down how the professionals act but if at all possible it is important to go at a pace that the child is 
comfortable with. Where the worker makes the decision to act in ways that goes beyond what the child is 
comfortable with, these decisions need to be explained to the child before action is taken.


6. Presenting the child’s assessment to parents and others
Child protection workers all over the world report that taking the child’s words and pictures back to the 
parents/care givers is o&en the catalyst that makes the adults see the situation di#erently and to face the 
problems more openly. 
‘Jenny Smith’, a child protection worker in Mirrabooka in Western Australia, with the help of her super-
visor Jan Wilkinson undertook a three houses assessment with a 10 year old girl in a situation where the 
mothers boyfriend had been very violent to the girl, his mother and disabled younger brother. !is was a 
long-standing case and the mother had previously been very hostile toward the child protection workers 
when they had tried to talk to her about the concerns of the school and day care about the two children 
a&er the 5 year old came to school with bruising on his face. Workers had previously also tried to talk with 
the girl and found her very guarded and protective of the mother always saying everything is "ne at home. 
Jenny and Jan decided to interview the 10 year-old girl using the three houses and on the advice of Jan, 
Jenny started with the house of good things and then gave the girl the choice of whether to explore the 
house of worries or dreams. In what they called ‘the house of happiness’ the girl described various things 
she liked about school and things she did with her mother and brother, then a&er she said she would like 
lots of new toys in her house of dreams, she then added that if she was the boss of her house mummy’s 
boyfriend would go away and mum would stop crying. !is led the worker to be able to ask what worries 
you about the boyfriend and the girl was able to describe that he scares her because he shouts a lot and that 
he hits mummy. !e girl went on to say she was worried that the boyfriend would hurt her mother and 
brother. When Jenny and Jan showed the girls three houses to the mother Jan said, ‘she didn’t rant and 
rave’ but said ‘I need your help, what do you think I should do?’ !e mother then was able to talk with Jan 
and Jenny and hospital sta# about the fact that the boyfriend had grabbed the "ve year old around the neck 
and smacked him across the face and made the decision that she would leave the boyfriend. Jan and Jenny 
were amazed at the outcome and that they were able to work together with the mother in this way. Jan felt 
what made the di#erence was the daughter’s own words and that they started by presenting the house of 
good things to the mother.
When bringing the child’s three houses to the parents it o&en is very useful to begin with the ‘house of 
good things’ as this shows the parent that the worker is able to see things in a balanced way and creates 
an opportunity to build engagement with the parents around the positives. A good strategy in bringing 
the information to the parents is to ask them what they think the child would have described as good in 
their life and seeing what the parent might expect the child to say before presenting the child’s house to the 
parents. !is same process can be followed with the house of worries and dreams. !is strategy can serves 
to engage the parents the process further and also gives the worker a greater sense of the parent’s insight 
into their child’s perspective.
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7. Make sure the child’s three houses assessment is put on the $le! 
!e three houses tool, though it seems simple is a mechanism for enabling the child to provide their as-
sessment of their life. Some workers wonder whether the three houses assessment is too child like to put 
it on the case "le or include in something like a court report. !e child’s own assessment is very o&en far 
more powerful and revealing than a professional assessment of that child and very o&en has far greater 
e#ect on adults involved with the child than professional assessment. Judges receiving court reports on the 
child and family and authorities who review the "les are consistently impressed to read a three houses style 
assessment since it directly communicates the child’s voice and perspective and demonstrates the worker 
has engaged the child in the casework. It is critical therefore that a child’s three houses assessment – with 
the child’s permission - is placed on the "le.


 Two Examples


 1. Dutch Example
 Margreet Timmer a child protection worker from Bureau Jeugdzorg in Drenthe, !e Netherlands was 
responsible for a case involving a mother, her boyfriend and two children we will call Ramon (10 years) 
and Stephanie (7 years).  !e school that Ramon and Stephanie were attending had contacted Bureau Jeug-
dzorg concerned that the childrens’ behaviour had deteriorated over six months. Ramon had become very 
aggressive to students and teachers and Stephanie had become very withdrawn. Both children’s school-
work had deteriorated. !ere were concerns that the children’s home life was di%cult and relationship the 
mother was in was violent but the information Margreet had was very vague. Margreet had interviewed 
the mother and her boyfriend and gained little information and had also made two attempts to interview 
the children with little success. !e school continued to raise concerns about the children and Margreet 
knowing she needed to do something di#erent decided to interview them using the !ree Houses tool.
Margreet conducted the interview with both children together, using one piece of paper per house asking 
the children to draw pictures in the houses that represented their experiences.


Ramon and Stephanies’ House of Worries
Margreet began with Stephanie and Ramon asking them to draw an outline of a house that can be at the 
bottom of the page. !e children wrote the word ‘Zorgen’, dutch for worries, at the top of the page. !e 
children then began to draw the stables outside their house at the top of the page and began to tell the story 
that their mother’s boyfriend o&en locked them in the stables all night as punishment for misbehaviour. 
!ey described how they were cold in the dra&y stables, and scared because there were lots of mice and 
because the boyfriend would also lock a big black aggressive dog (drawn at the le& above the stables) in the 
stables with them. Ramon described he would try and comfort and protect Stephanie during the night. 
Next Ramon drew a picture (in the middle to the right) of him kicking and yelling at the boyfriend – this 
had never actually happened but it was obvious to Margreet that it was important to let Ramon draw this 
picture. Next the children drew the following in the house outline:


On the roof they drew their mother crying in distress.
In the roof space they drew Ramon’s bedroom which he said he hated including a broken window 


that made the room cold. Stephanie described that she didn’t have a bedroom since the boyfriend 
came but had her bed in a corridor.


 A picture of the boyfriend yelling at them for "nishing eating a meal and the fork which he used 
to stab them with as punishment. (One of the children had healing scars on their hand that was 
consistent with being stabbed with a fork). 


By the time the children had completed this drawing Margreet was both distressed by what the children 
were describing but also pleased that she had been able to "nd a way in which the children could tell her 
what was happening to them.
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Ramon and Stephanies’ House of Good !ings
In their House of Good !ings, Stephanie and Ramon made drawings of being with their biological father 
who they visited every second weekend. !e drawing shows the father and Ramon kicking a soccer ball 
and Stephanie holding up a yellow card. Inside the house they have a bedroom they share and both like in 
the attic complete with a disco ball. !ey described there are good things to do at their father’s house and 
in interestingly they added mice to this drawing and both of their house dreams drawings.
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Stephanie and Ramons’ Houses of Dreams
Stephanie and Ramon drew separate houses of dreams, Ramon’s drawing is on the top, Stephanie’s on 
the bottom. Both drawings involved the children living together with their mother on their own, with 
each having their own bedrooms and lots of activities to do and toys (this is more evident in Stephanie’s 
drawing). In Ramon’s drawing he wanted to have two big aggressive dogs and he decided they were so 
aggressive they had to kept apart by a large diving fence in the back yard. Stephanie drew her house with 
two very strong front doors and lots of animals to play with, lots of clothes, toys and activities.
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What happened then
A&er completing the !ree Houses drawings with 
Stephanie and Ramon, Margreet met with their 
mother (the boyfriend was invited but chose not to 
attend). Faced with the visual representation of her 
childrens’ experience was distressing for the mother 
and created a context where she admitted the boy-
friend was violent and that she knew she needed to 
leave him. In the discussions that followed the mother 
committed to leave her boyfriend within a month and 
that in this time she would make sure the children 
no longer were forced to sleep in the stables and that 
she would protect the children from the boyfriend, 
particularly at meal times. Unfortunately the mother 
was not able to leave the boyfriend at this time and 
Stephanie and Ramon were taken into care based on 
the information Margreet had gathered in the !ree 
Houses Assessment. However, nine months later the 
mother was able to leave the boyfriend and she im-
mediately came back to Margreet asking to be able to 
have her children come back to her. A&er the mother 
had found a house and re-established herself the chil-
dren returned to her care. For Margreet the !ree 


Houses process with the children provided the turning point in the case.


2. Australian Example
!e following is an anonymous example of the !ree Houses tool, created by Princess Margaret Hospital 
Child Protection Social Worker Sonja Parker with an eight-year-old girl ‘Tia’ who was bought into the 
hospital by her grandparents. !e assessment speaks for itself, and speaks to the power of locating children 
in the centre of the assessment process.
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!e Fairy/Wizard Tool


Fairy and Wizard Outlines, drawn by Vania Da Paz
Vania Da Paz, a Senior Practice Development O%cer currently working in the Rockingham o%ce of the 
Western Australian Department for Child Protection, was involved in the 1996 Signs of Safety six-month 
development project. (Refer to a practice example in the Signs of Safety book, Turnell and Edwards 1999, 
p.81). Vania has always been determined to "nd ways to involve children and young people in her child 
protection practice and following the initial training in Signs of Safety she developed a very similar tool 
that serves the same purpose as the !ree Houses tool but with di#erent graphic representation. Rather 
than !ree Houses, Da Paz explores the same three questions using a drawing of a fairy with a magic wand 
(for girls) or a Wizard "gure (for boys) as follows:    
!e same process for using the !ree Houses tool described above applies in using the Wizard/Fairy tool. 
Vania’s method o&en breaks the ice for preschool and early primary school aged children since young chil-
dren o&en engage quickly with the picture of the wizard or fairy. !e worker can present the child with a 
pre-drawn outline or begin with a blank page and draw the wizard or fairy from scratch asking the child 
to help depending on what best suits the situation.
Da Paz uses the Fairy’s/Wizard’s clothes (which represent what can/should be changed – just as we change 
our clothes) to explore and write down, together with the child, the problems/worries from the child’s 
perspective – or ‘ what needs to be changed’. !e Fairy’s wings and the Wizard’s cape represent the good 
things or what’s working well in the child’s life, since the wings enable the Fairy to ‘$y away’ or ‘escape’ her 
problems; and the cape ‘protects’ the young Wizard and ‘makes his problems invisible for a little while’. 
On the star of the Fairy’s wand, and in the spell bubble at the end of the Wizard’s wand, the worker and 
the child record the child’s wishes, and vision of their life, the way they would want it to be with all the 
problems solved; the wands represent ‘wishes coming true’ and explores hope for the future.
Blank !ree Houses and Wizard and Fairy outlines that can be used with children are available www.
signsofsafety.net/downloads


� �
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Building Effective Safety Plans in Child Protection Casework


Every aspect of the Signs of Safety approach is designed to create a context where the professionals can 
work with the family and its network to construct a speci"c and detailed safety plan that addresses the 
seriousness of the maltreatment concerns that shows everyone that the child/ren will be safe. 


!e Challenge of Organizing Practice Around Clearly De$ned, Future Safety
Unfortunately, child protection practice, whether in statutory or treatment contexts, tends be over-organ-
ized by everything that is perceived to be wrong with the family. In the words of one English guardian-
ad-litum:


Who is going to be brave enough to make the decision that a child can go home and on 
what basis are they making it? It’s far easier to %nd evidence to support the child not 
returning than to %nd evidence that a child should return home, and that’s if there is the 
will to work towards rehabilitation (Luger 2003: 21). 


Child protection authorities of course do create case plans all the time but very o&en these plans fudge the 
issue of what is trying to be achieved. Child protection case planning o&en tends to document services that 
families must attend, rather than being a process that purposively describes and creates future safety. !is 
problem is re$ected in research with service recipients. For instance, Farmer and Owen (1995), MacKin-
non (1999), McCullum (1995), !oburn et al. (1995) and Dale (2004), all found that service recipients o&en 
feel child protection professionals do not clearly de"ne what they want and frequently engage in shi&ing 
the goal posts. One service recipient expressed it this way:


It always felt like they had a hidden agenda because they’d get me to do one thing, then 
they wouldn’t be certain that that was enough so they’d come up with another thing. 
And they are really creative in a way because they would try to %nd something impos-
sible for me to achieve. To me that was not in the children’s’ best interests, because they 
are working towards nothing, towards the hope that I fail. (Teoh, La#er, Turnell and 
Parton, 2003, p. 151).


Part of this case planning problem arises because professionals confuse means (the services and other 
mechanisms to get to safety) with ends (the safety that is required to close the case). !e practice of creating 
plans which document lists of services rather than speci"cally de"ning safety, also comes about because 
delineating the endgame of a child abuse case in an explicit way is very challenging. In the defensive cul-
ture that tends to surround child protection casework it is far easier to list services for service recipients to 
attend, rather than go out on a limb and make a clear claim regarding what constitutes enough safety to 
close a high-risk case.
!ere is at least one additional inhibitor to the enactment of detailed safety planning in child protec-
tion practice. !e guardian-ad-litum quoted above distills this well when she states ‘It’s far easier to "nd 
evidence to support the child not returning than to "nd evidence that a child should return home.’ !is 
situation pertains at least in part because most child protection research tends to focus on the causation of 
maltreatment rather than on what solves the problem. For any given category of child abuse (for example, 
children neglected by addicted parents or children deemed to have been abused in the face of violence 
between their parents) there is vastly more research and writing available regarding the incidence, causa-
tion and maintenance of such abuse than research that seeks to de"ne what constitutes meaningful safety 
relative to that area of concern. When professionals endeavour to organise their practice around future 
safety it is important to recognise that in analysing the maltreatment problem they can draw upon a con-
siderable and well documented evidence base to inform their practice. However, when seeking to identify 
what constitutes su%cient safety to reunite a family relative to any speci"c form of maltreatment, the pro-
fessionals are in more vulnerable territory and are relying, in the main, on professional judgment rather 
than a strong evidence base. 
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For all these reasons there is a considerable additional work that needs to be done in the child protection 
"eld to more e#ectively research, de"ne and describe what professionals mean when they endeavour to 
conceptualise safety. Since safety planning is such a critical area of child protection work and simultane-
ously such a vulnerable, challenging and under researched aspect of practice, it is important to de"ne here 
how we think about safety before we explore speci"c safety plans and the processes we utilise to create 
them. 


Safety De$ned and Exempli$ed
In de"ning safety, I draw on work undertaken in developing the Victorian Risk Framework (DHS, 1999), 
which is the statutory risk assessment system used in the Australian state of Victoria. !e Victorian Risk 
Framework undertakes the risk estimation task through a balanced analysis of danger, strengths and en-
visioned safety, and de"nes safety as ‘strengths, demonstrated as protection over time’ (see Bo#a and Po-
destra, 2004 for further discussion). To interpret this de"nition in a grounded way I want to draw upon a 
practice example undertaken by Cindy Finch, a child protection worker on the long term child protection 
team from Olmsted county in Minnesota. Olmsted County Child and Family Services also draw upon the 
Victorian de"nition of safety in their child protection practice (Lohrbach and Sawyer, 2004). 
!is case involved separated parents who we will call Sharon and Gary, both in their early twenties. !ey 
have a young son, Jack who is 14 months old. Sharon, who su#ers from a mild learning disability, had lost 
her parental rights to a child from an earlier relationship when she was 17 years old. In the US system, 
termination of a parents’ rights regarding a previous child means that any future child protection matters 
involving those parents will almost always be dealt with through a concurrent planning process. !us 
when Cindy received this case the parents only had four months le& to demonstrate to the court that they 
could care for the youngster (plan a of the concurrent planning process) before termination proceedings 
would ensue (plan b). 
!e concerns regarding the current situation involved exposing the infant to repeated situations of "ght-
ing and violence between the couple (Gary had served a jail term regarding this) and failure to meet Jack’s 
medical needs who su#ered from severe long-term health problems. Sharon and Gary would typically 
deny the signi"cance of these maltreatment concerns and each would regularly blame any problems on the 
other parent or accuse the professionals of being out to get them and hypercritical. In an endeavour to sup-
port the parents to be able to retain Jack in their care, the previous child protection worker and the court 
had directed the parents to participate in a range of professional services. !ese included couples and sepa-
rate individual counselling, separate parenting education for both parents, and regular involvement with a 
community child health nurse. !e court had also appointed a guardian-ad-litum to represent the child’s 
interests. When Cindy received the case, the parents were involved with all these services, however their 
was little coherence between the professionals regarding case direction and what needed to be achieved to 
allow the parents to retain the long-term care of their son.
Mindful of the short timeline that was operating in this situation, and that the professionals had not 
formed shared goals, Cindy instituted biweekly meetings with the professionals and gatherings on the 
alternative weeks that brought together the parents with the professionals. !ese meetings were designed 
to clarify the key areas of concern and maintain an ongoing focus on what safety would be required to 
satisfy the guardian and the court. 
For our purposes here we will focus on two of the "ve key risk statements that the county and the guardian 
had identi"ed which needed to be addressed before the parents could retain custody. Following each risk 
statement we will describe the safety plans that Cindy working with the family and professionals, devel-
oped to address these risk statements. At certain points I will break the narrative of the case description 
drawing on the de"nition of ‘safety as strengths demonstrated as protection over time’ to o#er an interpre-
tation of what the de"nition can mean in practice.
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!e "rst risk statement read:
!e county and the guardian are worried that Jack could be physically or emotionally hurt when Gary and 
Karen get into arguments and "ghts and they become so wrapped up in the argument they forget to pay 
attention to Jack.
Safety plans created to this risk statement:
In discussions with Cindy and the guardian at several planning meetings Gary stated that he wanted to 
walk away from Karen when he felt the "ghting between them beginning to get out of control. However, 
Gary also described that when he had attempted this in the past, Karen would usually follow him to con-
tinue the "ght wherever he went. Karen also engaged in discussions about this problem at the planning 
conferences and worked with the family counsellor to identify when, why and how she gets into "ghts with 
Gary and how she might pull herself out of this escalating phase. 
From this preparatory work a written, signed plan was drawn up which proposed that Gary would walk 
away when "ghts started to escalate and that Karen not follow him.
In regards de"ning safety as ‘strengths demonstrated as protection over time’, the work so far described 
can be understood as having created and crystalised signi"cant strengths that have the potential to reduce 
the identi"ed risk. At this point however the strengths have not evolved into demonstrations of protection. 
!is distinction between a strength and demonstrated protection is critical, because child death inquir-
ies o&en "nd that professionals in serious cases of child abuse fall into the error of over-rating positive 
attributes and good intentions, particularly when the professional has formed a constructive relationship 
with the parents (Reder et al. 1993; Department of Health, 2002). !is is part of what is meant by the 
idea of professional dangerousness (Dale et al. 1986) or naïve practice (Dingwall 1983). To bring rigour to 
relationship-grounded, strengths-based, safety-organized practice requires careful and clear-eyed atten-
tion be focused on the enactment of the good intentions in clear demonstrations of protection, over time. 
In Gary and Karen’s situation protection was demonstrated in the following ways:
As part of the written agreement, Gary contracted to keep a journal of times when he and Karen began to 
argue and he was able to walk away. !e journal entries were then followed up with Gary and Karen by the 
family counsellor. As a result, when Cindy prepared her report for the court in which she recommended 
parental custody continue she was able to report on at least ten documented and reviewed occasions, when 
Gary had successfully walked away and Karen had not followed. Karen and Gary independently veri"ed 
each occasion with Cindy and the leader of the fathers’ education programme had con"rmed witnessing 
several of these instances and a family member had witnessed several others. !e professionals, extended 
family members and the couple themselves also observed that it had become easier for Karen to allow Gary 
to walk away.
Regarding the same risk statement, Cindy had also asked the couple what should be done about the prob-
lem of Karen grabbing sharp knives or scissors to threaten Gary during their "ghts. On a number of occa-
sions this had occurred when Jack was present. At Karen’s suggestion, a secure locked box was purchased 
in which all her sharp kitchen knives, scissors and the like were to be stored. During home visits Cindy and 
other professionals would check that the box was still being used to secure the sharp implements. Gary, 
Karen and Karen’s mother, Biddy, all stated that it is safer for Jack that Karen did not have ready access to 
those items.
!e "nal step of this plan involved Gary and Karen agreeing that if they were unable to step back from a 
"ght either of them could call Biddy. Biddy agreed that she would then come immediately and take Jack 
away at least until Gary and Karen had calmed down. Cindy met with Biddy, Karen and Gary before this 
idea became a formal part of the plan and Biddy stated she was very happy to help out in this way and 
stated that she had taken Jack away when his parents were arguing in the past. In the four months between 
when this plan was put into place and the case went back to court Gary and Karen have never needed to 
ring but both feel more comfortable knowing that Biddy would help them out if needed. 
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!e second risk statement read:
!e county and the guardian are worried that Jack’s illnesses may get worse when Karen does not follow 
medical recommendations.
!is risk statement arose because at times Karen was not providing the medicines and care that Jack need-
ed for his health conditions. !e problem was further complicated by the fact that Karen o&en became 
very defensive and argumentative in the face of medical sta#, particularly doctors. On several occasions 
Karen had removed Jack from hospital against doctors recommendations a&er she had fought with them. 
As a result, several doctors had documented their belief that Karen could not meet Jack’s health needs.
Safety created to this risk statement:
Cindy brought together the guardian and the parent health nurse to concretize the nature of this concern 
and then involved Karen in the deliberations. From these discussions Karen agreed to keep a log of all the 
medical interventions she used with Jack. !e parent health nurse reviewed the log with Karen on a weekly 
basis to ensure her interventions were in agreement with doctors’ recommendations. Alongside this, the 
parent health nurse prepared a series of straightforward cards that provided very simple directions as to 
what Karen was to do in certain medical situations (i.e. asthma attack, coughing spells, vomiting, diar-
rhoea, etc.)
A&er the log and cards were prepared, Karen used the log to document every medical intervention she 
used with Jack in the four months leading up to the court hearing. During this period, Jack’s key doctor 
and the parent health nurse were completely satis"ed with the care Karen was providing for Jack and this 
was also demonstrated in Jack general well being. Having the log available also changed the dynamics for 
Karen when she had contact with medical professionals. Karen told Cindy that having the log helped her 
feel calm and con"dent when Jack had regular check-ups with their doctor as well as when she had to take 
Jack to the emergency room.
!is case is a clear demonstration of the dynamics between professionals and parents that o&en build up 
around ‘denial’ cases. At the outset, Gary and Karen were identi"ed as denying both the severity of and 
responsibility for the problems. As Cindy was able to get all the professionals focusing together on what 
would constitute su%cient safety to return custody to the parents and then used the meetings to regularly 
communicate and develop this focus with Gary and Karen, the parent’s ‘denial’ dissolved. !is case also 
demonstrates well how focusing on future safety can enable professionals and family members to purpose-
fully work together and step away from blaming and defensiveness.


Attributes and Stages of E#ective Safety Planning
Safety planning within the Signs of Safety approach is designed to create a proactive, structured and moni-
tored process that provides parents involved in child protection matters with a genuine opportunity, to 
demonstrate that they can provide care for their children in ways that satis"es the statutory agency. Child 
protection professionals will o&en claim they have a safety plan in place when what they actually have is 
a list of services family members must attend. It is a mantra of the Signs of Safety approach that a service 
plan is NOT a safety plan. A safety plan is a speci"c set of rules and arrangements that describe how the 
family will go about and live its everyday life that shows everyone, the professionals, the family’s own sup-
porting safety people and the children that the children will be safe in the future. 
Answering the question ‘what needs to happen to be satis"ed the child will be safe in their own family?’ is 
the most challenging question in child protection casework. Working together with the parents, children 
and a network of their friends and family to answer this question requires the professionals to lead the 
process with equal measures of skilful authority, vision-building and purposive questioning. !e following 
describes key stages in the Signs of Safety, safety planning process.
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1 Preparation
!e more complex and risky a child protection case, the greater number of professionals that tend to be 
involved in that case. When child protection professionals are considering undertaking a safety planning 
process with parents it is vital that all key professionals have discussed, are committed to and know what 
their role will be in the process. See Turnell and Essex 2006 for more detail on preparation.
2 Establishing and Sustaining a Working Relationship with the Family 
Building safety plans that are meaningful and last requires a robust working relationship between the 
child protection professionals and the parents/family. !e simplest way to create and sustain a good work-
ing relationship with parents is for the professionals to continually identify and honour the parents for 
everything that is positive in their everyday care and involvement with their children. In this way parents 
will be much more likely to listen to the workers’ views about the problems and more likely to work with 
them through the challenges involved in building a lasting safety plan. 
3 A Straightforward, Understandable Description of the Child Protection Concerns
Beginning the safety process depends on child protection professionals being able to articulate the danger 
they see for the children in clear, simple language that the parents (even if they don’t agree) can understand 
and will work on with the professionals. Clear, commonly understood danger statements are essential 
since they de"ne the fundamental issues that the safety plan must address.
Many examples of danger statements have been provided earlier in this work book and in the next section 
presents two case examples with danger statements and their corresponding safety goals.
4 Safety Goals 
Research with parents involved with child protection services repeatedly reports parents want to know 
what they need to do to satisfy child protection authorities and so get them out of their lives. Once the child 
protection agency is clear about its danger statements these form the basis to articulate straightforward 
behavioural safety goals to tell parents what is required of them.
Here are two case examples of danger statements and the associated safety goals:
Case Example One
!is case involves mother Gina, father Gary, Luke who is currently 3 years old  and new born Ti#any. 
When Luke was 18 months Gina made threats to kill him.  Gina and Gary have had drug problems, Gina 
can be very explosive and there are worries about her mental health and "ghts between Gina and Gary can 
result in violence. 
Danger Statement 1
Based on statements Gina made to Mental Health Services and to Gary in June and July 2010, and then told 
to CPA, that Gina would ‘kill Luke’ and the comments Gina was heard to make by an anonymous reporter 
in November 2011 that she would ‘kill Luke and the baby and this would be nothing to her because she has 
aborted a previous pregnancy’, Dana and Sylvio, CPA are worried that when Gina is unwell and sees and 
hears things other people can’t see and hear that she may threaten to kill Luke by smothering him and/or  
Gina may actually harm or even kill Luke, and also may seriously hurt or kill new baby Ti#any. 
Safety Goal 1
CPA will support new baby Ti#any going home with Gina and Gary when the words and pictures explana-
tion for Luke is "nished and Gina and Gary have involved an active network of safety people in creating a 
safety plan that shows everyone that Ti#any will be well cared for whether Gina is mentally unwell or not.
CPA will reunite Luke with Gina and Gary when they see that Gina and Gary have been able to look a&er 
Ti#any well over 4 months and can provide good care for Luke over six months of progressively increasing 
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contact, starting from 2 hours per week through to multi-night stays supervised by people from a safety 
network.
Danger Statement 2
Dana and Sylvio, CPA and Christine are worried that Luke has been emotionally a#ected by his parents’ 
out of control behaviour like arguing, yelling, screaming vicious things at each other, pushing, shoving 
and hitting each other.
Dana and Sylvio are worried that Luke will continue to be a#ected by his parents’ past behaviour (even if 
they don’t repeat it in the future) and will try and shut his parents out by withdrawing, changing his body 
posture, lowering his head and crossing his arms when he is with Gina and Gary. Dana and Sylvio are wor-
ried that this will stop Luke from developing strong emotional capacity.  
Safety Goal 2
CPA will reunite Luke with Gina and Gary when they see that Gina and Gary can talk with each other in 
a respectful manner, without raising voices, being aggressive or violent, particularly when they are upset, 
frustrated or disagree with each other.
Danger Statement 3
Dana and Sylvio CPA are worried that even though Gary knows Gina has made threats to smother and kill 
Luke he would not be able to make Luke or next baby safe if Gina has another psychotic breakdown like 
the ones she had in June and July 2010.  Dana and Sylvio, CPA are worried that Gary doesn’t know how to 
deal with Gina when she is unwell, behaves in an unusual way and/or sees and hears things other people 
can not see and that this may lead to Gary not being able to keep Luke and/or baby Ti#any safe.  
Safety Goal 3
CPA will reunite Luke with Gina and Gary when they see that Gary can be assertive with Gina and take 
the lead in how Luke and Ti#any are cared for and particularly that Gary can do this at times when Gina 
is stressed, going o# (psychotic) or starting to be a#ected by her mental illness.
Case Example Two
!is case involves 19 year old mother ‘Angie’, 2 year old Damian who has su#ering neglect, unexplained 
physical injuries and given methyl amphetamine.  At the time of creating these danger statements and 
safety goals Damian was in foster care and Angie was pregnant again. !is case is the work of Sarah Kulesa 
and Sherry Amelse from Carver County  Child and Family Services Minnesota, USA.
Danger Statement 1 
Sarah and Sherry CCCFS and Diane the Guardian are worried that if Damian goes back to live with Angie 
or if next baby lives with Angie, that even though Angie loves her kids and can care for them really well 
most of the time, she will get distracted by the other things she wants to do that other 19 year old’s do all 
the time. If this happens Sarah and Sherry worry that Damian and next baby will not get the food they 
need, will be stinky and dirty like Damian was on June 13, not be taken to the doctor right away when they 
are sick and could end being looked a&er by people that have hurt Damian, or could hurt him or next baby.  
Safety Goal 1
Sarah and Sherry CCCFS and Diane the guardian will be satis"ed the care of Damian and the next baby 
worries are sorted out when they know that Angie can provide her best care (described in the what’s work-
ing column) for Damian and next baby all the time or if she can’t do that she gets one of the safety people 
that CCCSS have agreed are okay to look a&er Damian and next baby.
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Danger Statement 2
Sarah and Sherry, CCCSS Diane the Guardian are worried that Damian or next baby could be bruised, 
like Damian was on June 13 when he had a handprint bruise on his face that lasted almost a week, or hurt 
even more seriously when Angie gets distracted and the children end up being looked a&er by people who 
have or who may hurt him.
Safety Goal 2
Sarah and Sherry CCCFS and Diane the guardian will be satis"ed the kids getting hurt worries are sorted 
out when we know that Damian and triangle are being cared for by Angie or the safety people that CCCSS 
have agreed are okay to look a&er Damian and next baby.
Danger Statement 3
Sarah and Sherry, CCCSS Diane the Guardian are worried that Damian or next baby could be really badly 
hurt or could even die if they are given drugs like when Damian had the big amount of meth in his body 
that was found in his hair follicle on July 25 when Angie and people she knows are using drugs.
Safety Goal 3
Sarah and Sherry CCCFS and Diane the guardian will be satis"ed the drugs worries are sorted out when 
we know that no-one caring for Damian or next baby are using drugs or with people that are using when 
they are looking a&er the children. So this means if Angie is going to use drugs or be with people who do 
she will make sure the kids are with some of the other safety people.
5 Bottom Lines
!e easiest way to distinguish between safety goals and bottom lines is think of the di#erence between 
what and how. !e goal should articulate ‘what’ must be achieved; the bottom line requirements are the 
professional conditions of ‘how’ this must be achieved. As much as possible, it is best that the family and 
their network come up with the details of how the safety goals will be achieved so professionals should 
keep their bottom line requirements to a minimum. !is creates maximum opportunity for the family to 
develop as much of the speci"c detail of the safety plan as possible.
Rather than focusing on attending services the professional bottom live requirements should articulate the 
minimum statutory agency expectations of how the safety plan will operate. Typical bottom line require-
ments would usually include:


!e requirement that the parents must involve a network of people to assist them in caring for the 
children implementing the safety plan. !is will usually include the professionals stipulating the 
number of people they would expect to be involved in the network. 


Where a network of safety people is required these people must also be fully informed about the 
child protection concerns and very o&en it would be a requirement that the parents themselves tell 
the safety network members and demonstrate to the statutory agency that this has been done.


A words and pictures explanation created by the parents together with the professionals to explain 
to the children why child protection have been involved in their lives and why they have been unable 
to live with their family of origin for some period.


!e length of time the parents must demonstrate the e#ective execution of the safety plan before 
reuni"cation and case closure can occur (these of course are usually two separate events).


!at the safety plan must have rules that address particular stressors, triggers or issues. !ese 
might include parents and network must identify means and rules for:


 - How a couple will deal with con$ict to avoid violence. 
 - How a parent will deal with depression, or high level anxiety or other mental distress/illness and  
 still make sure the children are well cared for whatever their mental state.
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How a young parent will meet her needs to have fun and ‘party’ and also make sure the children 
are well cared for when doing so.


!at the parents must decide how they will deal with the issue of use of drug or alcohol. Whether 
the plan will be a sobriety safety plan or a plan where if the parents use others are involved to make 
sure the children are or okay or a plan where the parents can manage their use so they can still 
provide good care of the children.


How the parents will deal with particular stressors such as anniversaries of previous traumatic 
events such as the death of a previous child, dealing with limited "nances, dealing with critical 
extended family members, dealing with stressful times of day etc.


How parents will deal safely with the children when they display the worst of their behaviour 
(this is particularly important if children have behavioural problems, mental health problems, 
developmental delays that create management challenges).


Services that the parents or family members must attend. Since a service plan is never of itself a 
safety plan please see comments below about the necessity to connect service attendance with what it 
will deliver in regards of safety for children.


As a general principal it is best to avoid stipulating speci"c rules for the safety plan since the idea if 
for the parents and their support people to come up with the safety plan rules but in some cases the 
statutory agency will have bottom line requirements for the rules. Two that are o&en necessary are:


Identifying a particularly parent or person, usually an alleged or convicted perpetrator who will be 
required to never be alone with a child or children


Identifying a certain parent or person is required to be the primary carer of the children.
6 Involve an Extensive, Informed Friend and Family Safety Network
Every traditional culture knows the wisdom of the African saying ‘it takes a village to raise a child’. A child 
that is connected to many people that care for them will almost always have a better life experience and be 
safer than an isolated child, so the next step involves asking the parents to get as many people as they can 
involved in helping them create a safety plan. One of the most important aspects of involving an informed 
naturally occurring network around the family is that this breaks the secrecy and shame that typically 
surrounds situations of child abuse. 
 With the working relationship between the professionals and parents grounded in a shared understanding 
of the child protection concerns, the safety goals and the bottom line requirements the next step is for the 
professionals to ask the parents to get as many people as they can involved in helping them create a safety 
plan. !e parents invite the safety network to help them demonstrate the child will be safe in the future, 
and (in cases where parents dispute the professional allegations – o&en framed as a situation of ‘denial’) 
the alleged perpetrator is protected from future allegations/misunderstandings. 


Safety Circles – !e Work of Susie Essex
Child protection professionals o&en worry that the parents they work with won’t be able to "nd anyone to 
help them. !is may be the case but the "rst course of action is to let the parents know that involving peo-
ple from their everyday friendship and family network is a bottom line requirement for CPS and ask the 
parents who they could think of to involve. For this purpose Susie Essex created and will o&en undertake 
this process using a ‘circles’ process (for one example of this see Turnell and Essex, 2006 p. 92). !is can 
be done by asking the parents to brainstorm and list everyone they know, friends, extended family, work-
mates, neighbours, people they know from religious communities, clubs and activities they participate in, 
people that are involved with their children’s lives including teachers, carers and coaches. !en invite the 
parents to categorise the people within the categories of the following three circles.
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Following this the parents can be asked to highlight 
(perhaps by underlining or shading the particular 
names they chose) of the people that they think 
would be most impressive to the statutory agency 
and the court. In this way the child protection 
professional is getting the parents to think about 
whether some of the people are more appropriate 
and helpful than others. In this process the work-
er can also ask the parents to identify who are the 
people in the list that would most share the child 
protection agency’s concerns who in the list would 
think their concerns are unfounded? In this way the 
worker can help the parents realise that perhaps the 
people they feel are ‘least on their side’ are actually 
the people that will be most useful to them in dem-
onstrating to CPS the children will be safe because 
if these more ‘sceptical’ people are convinced that 
will probably hold more weight with CPS.


In a similar manner the worker can get the parents to think further about who to involve by asking them 
to consider:


!e use of these circles process can and should be 
adapted to suit the particular situation but what 
they are designed to do is create a context where the 
parents can think in more depth about who will be 
most useful to them in a safety network. !is also 
creates a conversational context around which CPS 
can raise any concerns they might have about par-
ticular people parents nominate and avoid a situa-
tion where the practitioner simply plays a they are 
acceptable, they are not adjudicating role. !ere is a 
tendency for a statutory agency to become anxious 
about some people parents nominate but by and 
large I would usually recommend involving people 
even if they are known, for example, to have prob-
lems with addictions, mental health or the like. In-
volving these people or at the very least taking their 


involvement seriously creates the opportunity to discuss how they can be helpful and when their problems 
might mean they need to not be involved (permanently or temporarily). !ere will of course always be 
some people that CPS cannot allow to be involved such as people with convictions for child abuse. Again if 
such people are suggested this should not be framed as problem but as a great opportunity to have a more 
in depth conversation with the parents about who can help them show CPS and others the children will 
be safe in their care.
7 Negotiating the How: Developing the Details of the Safety Plan
When developing the details of any given safety plan it is important to give parents and everyone else that 
is involved (both lay and professional) a vision of the sort of detailed safety plan that will satisfy the statu-
tory authorities. With this done, the professionals’ role is then to ask the parents and network to come 
up with their best thinking about how to show everybody, including the child protection agency that the 
children will be safe and well looked a&er. 
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!is is an evolving conversation as the professionals constantly deepen the parents and networks’ think-
ing about all the issues the professionals see, at the same time exploring the challenges the parents and 
network foresee. !e trick here is for the professional to break the habit of trying to solve issues themselves 
and instead explain their concerns openly and see what the parents and the network can suggest. 
Working with parents and a network of support people to create a safety plan the family will live by, re-
quires the professionals to guide the process with intersecting measures of coercion, vision and conversa-
tion. Once the concerns are commonly understood and the professionals have laid out their safety goals 
and bottom lines and the family and network have a clear of vision of what a meaningful safety plan might 
look like it is time to focus "rmly on conversation with the professional leading through asking increas-
ingly detailed questions. !e central organising question is ‘what do you think needs to be in place to show 
everybody including DCP that the children will be safe and well looked a&er when they are (back) with 
you?’ !e role of the professional is to constantly deepen the parents and networks’ thinking, using ques-
tions that bring forward all the issues the professionals see might be in play, at the same time exploring 
the challenges the parents and network foresee. !roughout this process the parents and their network 
should be asked for their ideas about how these issues can be addressed and what rules need to be in place 
to achieve this. !e trick here is for the professional to break the habit of trying to solve issues amongst 
themselves and instead explain their concerns openly to the parents and the network and see what they 
can suggest. 
Here are a list of issues and elements, organised by case type, that typically need to be ad- dressed in creat-
ing an e#ective safety plan:
Sexual abuse cases:


Alleged perpetrator to not be alone with any children at any time. 
Identify the primary carer.
Privacy.
Who assists with clothing the children at night and a&er baths.
Who is responsible for intimate care.
Appropriate physical contact for the alleged abuser.
Who is where in the rooms and spaces house, garden, garage, etc., when the children are home 


during the typical patterns of everyday family life.
Transport arrangements for the children.
Arrangements at school, clubs and other activities.
Care arrangements when problems or di%culties arise such as an illness or hospitalisation of the 


primary caregiver or if safety network people are unable to ful"l their role.
Physical abuse:


Methods of disciplining and restraining children particularly in the face of challenging and 
di%cult circumstances and in the sorts of circumstances that lead to previous physical abuse.


Intimate care.
Care during stressful times e.g., feeding times, night waking, times of "nancial hardship, 


anniversaries of previous injuries or deaths and unexpected illness particularly to the primary 
caregiver.


Arrangements for medical care and medicines. 
Acceptable and unacceptable rough and tumble play by adults with the children. 
Communication about disagreements between parents and with children.







50.


Neglect:
Careful exploration of typical times, events and triggers (for example mental illness, grief, 


developmental delay, alcohol/drug use etc.) that have typically led to previous neglect, then explore 
speci"c rules that detail how the parents will deal with and respond to these circumstances in the 
future to ensure the children get ‘good enough’ cared in these circumstances.


Speci"c parenting routines and responses that need to be in place for the child to receive ‘good 
enough’ care, emotional security and stimulation.


People in the safety network who will provide care, emotional security and stimulation if the 
parent(s) are unable to do so.


Signs of others that problems are building and they need to step or act to make sure the children 
are okay and the problems don’t become worse.


Domestic violence: 
 - Careful exploration of typical times, subjects, events and triggers (money, jealousy, child raising, 
drinking,   
 depression etc) that have typically led to previous violence and speci"c rules that detail how the 
couple will deal  
 with and respond to these circumstances.


All Case Types
All safety plans will typically incorporate rules regarding the following:


Key safety people who the children can contact if they have any concerns.
People to assist the parents and who will monitor children’s safety.
People who will help out particularly if/when the primary carer is ill, under stress or unavailable.
People the family/parents need to avoid.
If professionals are to have ongoing involvement (for example in situations where parents have a 


developmental delay or su#er from ongoing mental illness) what their speci"c role will be and how 
that is directly connected to maintaining the safety and wellbeing of the child.


Signs that parents/carers are not coping and what the safety network people and others will do in 
these circumstances.


Arrangements for stressful situations such as anniversaries, parties, celebrations or when parents 
wish to use alcohol and/or drugs.


Arrangements regarding other children, whether relatives or friends visiting or baby sitting.
!e age at which young children/infants will have the words and pictures and the safety plan 


explained to them (for the "rst time or as a regular refresher) and who will take responsibility for the 
task.


Child development and how the plan needs to change as the children grow.
Plans for deepening the explanation the child is given about the past abuse/neglect and the 


subsequent events (such as child having lived elsewhere for a time) as the child grows older. O&en a 
particular individual is assigned to take responsibility to see this happens.


Incorporates one or even two family safety objects chosen by the children so they can 
communicate their anxieties without having to put their worries into words. !e plan should detail 
how the child’s safety people will respond if the safety object is moved. It should be clear to everyone 
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that if the child moves the safety object that’s all they have to do it is then the adults’ responsibility to 
sort out the child’s worries.


How long the safety plan must be in place for.
8 Successive Reuni$cation and Monitoring Progress
Within the Signs of Safety approach, safety is de"ned as ‘strengths demonstrated as a protection over time’ 
(Bo#a and Podesta, 2004). As the safety plan is being developed it is important that opportunities are cre-
ated for the family to be testing, re"ning and demonstrating the new living arrangements over time. As 
this occurs, their success and progress in using the plan is monitored and supported initially by the child 
protection professionals but increasingly by the safety network. Most safety plans in the highest risk cases 
are created when the family is separated, either with the children in alternative care or the alleged abuser 
out of the family home. As the parents and family members engage in and make progress in the safety 
planning process it is important that the child protection agency reward the parents’ e#orts and build 
their hope and momentum by successively increasing their contact with their children and loosening up 
the professional controls on the contact arrangements. !is sort of safety planning journey usually takes 
between three to 12 months.
9 Involving Children in Safety Planning
Given that safety plans are all about the children and are also about setting up family living arrangements 
so everyone knows the children will be safe and cared for its important to involve the children in the safety 
planning and make the process understandable to them. To achieve this the Signs of Safety approach 
utilises various tools and methods to directly involve children and young people including Words and 
Pictures Explanations, Safety House Tool and Child Relevant Safety Plans


Words and Pictures Process and Examples
For children to understand the need for a safety plan and what it is about they must understand what 
the problems were and what the danger was that their family needs a speci"c plan for  their safety. !e 
‘Words and Pictures’ explanation process was created by Susie Essex from Bristol England (Hiles, Essex, 
Luger and Fox, 2008; Turnell and Essex, 2006; Turnell, 2007c) to inform children and young people about 
serious child protection concerns. !e most critical aspect of the Words and Pictures method is that the 
explanation is created with the parents and they must be happy with the story before the children are given 
the explanation. !is distinguishes the Words and Pictures process from Life Story Book work (Rose and 
Philpot, 2005: Ryan and Walker, 2007). Placing parents in the middle of creating the explanation requires 
signi"cant skill alongside skilful use of authority, particularly when their is little or no prospect the child 
will be returned to the parents. Involving the parents is vital however because at the end of the day children 
want an explanation from their $esh and blood, their parents, and professional explanations no matter 
how child friendly and age appropriate will usually not hold for the child.
Creating a Words and Pictures explanation for children usually involves the following stages:
1. Begin by brie"ng social services on the process and obtain their permission and endorsement to under-
take the process and commitment to use the words and pictures within the looked-a&er system.
2. Check with the parent or parents about the problem (e.g., mental health problem; severe illness; child 
protection concerns; drug or alcohol misuse) regarding what would be most helpful for their children to 
understand about the situation. 
3. Explore these same issues with the other parent, kinship system, and signi"cant adults in the child’s life.
4. Explore with the child/children what they already know and what they are concerned about (depending 
on the circumstances include the parents in this discussion if possible).
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5. Dra& the explanation utilising the families’ own language and ways of expressing concerns wherever 
possible and bearing in mind family‘s race culture and religion. Link all of the above to any worries/
concerns about the children at home, at school, with peers, i.e., the context in which the child might be 
expressing some of the worries or confusions.
!e explanation should be balanced and not solely focused only on the negative. !e explanation should be 
framed with a neutral or a%rmative beginning and a positive message at the end. !e explanation should 
be interspersed with meaningful positive events in the child’s life that "t and add to the overall story.
6. Present the "rst dra& to the parents. Develop and re"ne the words so that they are comfortable with it 
and the explanation re$ects what they feel the child should know. 
7. Once the parents take ownership of the explanation, the next task is to ensure that the explanation cap-
tures everything social services would want the child to know.
8. Provide the explanation to the child/children with their parents, extended family, carers and social ser-
vice workers present. 
9. Ensure that all other signi"cant extended family members and adults in the child’s life have seen the 
explanation and will draw upon it if they need to talk to the child about the problems the parents face and 
the reasons the child is in care.
Two Words and Pictures examples are presented here. One relates to an injured infant case, the other is an 
explanation for a child who has been removed from her parents about how and why this happened. !ese 
examples are both excerpted from Turnell and Essex, 2006. 
See Turnell and Essex 2006 and Turnell 2007c for more information about the Words and Pictures method.
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Words and Pictures Story in an Injured Infant Case
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Safety House 
Sonja Parker from Perth has developed 
a Safety House tool (Parker, 2009) that 
extends the !ree Houses process and 
visually engages children in creating the 
safety plan. 
!e Safety House explores "ve key ele-
ments with the child:
1. What life will look like in the child’s 
safety house and the people who will 
live there.
2. People who the child thinks should 
visit and how they should be involved.
3. People the child sees as unsafe.
4. Rules of the Safety House.
5. Safety Path: using the path to the 
house as a scaling device for the child 
to express their readiness to reunite or 
safety in the family.
Undertaking the Safety House process 
with children should be done with full 
knowledge of the adults and with the 
children fully aware the parents are 
working with ‘safety people’ to create a 
new set of rules for their family so eve-
ryone knows the children are happy 
and safe. !is creates a context where 
the child’s safety house can readily be 
brought to the parents and network and 


their ideas contribute directly to growing the plan. !is also underlines for the parents and network that the 
people they are ultimately most accountable to, is not the statutory authorities but the children themselves. 


Rules of the 
Safety House


People who live 
in the 


Safety House


People who 
come to visit the 


Safety House


People
I don’t feel 
safe with
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Child Relevant Safety Plans
A child protection safety plan safety plan is obviously about creating safety for children in their everyday 
life therefore while that safety plan will be created by the parents and their supporting network working 
with the professionals, the "nal stage of the process involves rendering that safety plan into a words and 
pictures format that the children can understand. !ere is a tendency for professionals to signi"cantly 
dilute the seriousness of the situation when communicating with children. !is is not only patronising to 
children who usually have already been in the middle of the problems and need to make sense of what they 
have experienced it also tends to increase the secrecy and silence around the maltreatment. Learning to 
create explanations and safety plans together with parents that are both age-appropriate and that capture 
the issues without trivialising or minimising the seriousness of the child protection concerns is the core 
skill of putting children in the middle of the safety planning work. Here are two examples of age-appropri-
ate safety plans, the "rst relating to a situation of Factitious Induced Illness (Munchausen-by-Proxy) the 
second addressing serious domestic violence.







57.


Grandpa


BartMommy


Grandma


With Mommys safety people


2. When you spend time with Mommy there will always be 
someone else there like Auntie Kate, Bill, Fred, Mary, Joe, Lyn - 
the pastor’s wife, Margaret, Grandpa or Grandma. These are the 
safety people who love you and want to be sure you’re safe.


Lisa Bart
Mommy


ALONE


Maggie


1. Mommy is never to be alone with Lisa, Bart or Maggie.


Safety plan for children in a Munchausens-by-proxy case.
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Lisa
Bart


Mommy


Daddy


Maggie


3. When Mommy cooks or prepares food, everyone will eat 
the same food. Daddy or a safety person will get drinks for 
Maggie or Bart and prepare bottles for Maggie.


Lisa Mommy
Bart


Daddy


Maggie


4. When Lisa, Bart or Maggie are sick, Daddy or one of the 
safety people will prepare the medicine. When Lisa, Bart or 
Maggie need to go to the doctor, Daddy will take them and 
Mommy will stay back or Mommy will take them and bring a 
safety person along.
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Safety Plan Example – Domestic Violence Case
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10 A Safety Plan is a Journey not a Product
!e most important aspect of Signs of Safety safety planning is that the plan is co-created with the family 
and an informed safety network. !e plan is operationalised, monitored and re"ned carefully over time 
and the commitments of the plan are made and owned by the parents in front of their own children, kin 
and friends. !is is not something that can be done in one or two meetings and a safety plan that will last, 
most certainly cannot be created by professionals deciding on the rules and then trying to impose them on 
the family. Meaningful safety plans above everything are created out of a sustained and o&en challenging 
journey undertaken by the family together with the professionals focused on the most challenging ques-
tion that can be asked in child protection; what speci"cally do we need to see to be satis"ed this child is 
safe? Just as the creation of a family owned safety plan is best thought of as a journey, for a child protec-
tion agency to consistently undertake this sort of safety planning, particularly in the highest risk cases, it 
will need to build its vision, capacity and skill base in using these methods through a multi-year learning 
journey.
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Signs of Safety: References and Resources


!e following list provides references from this workbook and also provides a complete current list of all 
the written publications and DVDs about, or directly related to, or drawing extensively upon the Signs of 
Safety approach.


References
Bo#a, J., and Podestra, H. (2004) Partnership and risk assessment in child protection practice, Protecting 
Children, 19(2): 36-48
Chapman, M., and Field, J. (2007). Strengthening our engagement with families and increasing practice 
depth. Social Work Now, 38, December: 21-28
Christianson, B. and Maloney, S. (2006) One family’s journey: a case study utilising complementary con-
ferencing processes, Protecting Children, 21: 31-37
Dale, P., Davies, M., Morrison, T., and Waters, J. (1986) Dangerous Families: Assessment and Treatment of 
Child Abuse. London: Routledge.
Dale, P. (2004). ‘Like a "sh in a bowl’: parents perceptions of child protection services. Child Abuse Review, 
13: 137-157.
Dingwall, R., Eekelaar, J. and Murray, T. (1983) "e Protection of Children; State Intervention and Family 
Life. Oxford: Blackwell.
Department of Health. (2002) Learning from Past Experiences – A Review of Serious Case Reviews. London: 
!e Stationary O%ce.
Department of Human Services. (1999) Victorian Risk Framework: A Guided Professional Judgment Ap-
proach to Risk Assessment in Child Protection (Version 2.0).
Farmer, E. and Owen, M. (1995) Child Protection Practice: Private Risks and Public Remedies. London: 
HSMO. 
Gardeström, A. (2006). Signs of Safety på svenska: goda exempel i utredningsarbete. In M. Söderquist. & 
A. Suskin-Holmqvist, A. (Eds.), Delaktighet - Lösningsfokuserat förhållningssätt i utredningsarbete. Stock-
holm: Mareld.
Gilligan, R. (2000). !e importance of listening to the child in foster care. In G. Kelly & R. Gilligan (Eds.), 
Issues in foster care: policy, practice and research. London: Jessica Kingsley.
Healy, K. (2005). Social work theories in context; creating frameworks for practice, London: Palgrave.
Hiles, M., Essex, S., Fox, A. and Luger, C. (2008). !e words and pictures storyboard: making sense for 
children and families. Context (Magazine of the UK Association of Family "erapy) 97: 13–19.
Hogg, V. and Wheeler, J. (2004) Miracles R them: solution-focused practice in a social services duty team. 
Practice, 16(4): 299-314.
Inoue, N., Inoue, K., Fujisawa, Y., Hishida, O., Hirai, T., Naruse, H,. & Yamada, M. (2006a) !e 5 spaces 
model helps professionals cooperate with families and collaborate with other professionals in the child 
protection "eld. Journal of Nihon Fukushi University Clinical Psychological Research Center, 1, 43-49.
Inoue, N., Inoue, K. & Shionoya, M. (2006b) Training e#ects of case management skills working with child 
abuse and neglect: utilizing Signs of Safety approach.  Japanese Journal of Child Abuse and Neglect, 8(2), 
268-279.
Inoue, N., and Inoue, K. (2008). Family-based child protection practice: a guide to the signs of safety ap-
proach. Tokyo: Akashi Shoten.







67.


Jack, R. (2005). Strengths-based practice in statutory care and protection work. In Mary Nash, Robyn 
Munford and Kieran O’Donoghue (eds.) Social work theories in action. London: Jessica Kingsley.
Lohrbach, S., & Sawyer, R. (2003). Family Group Decision Making: a process re$ecting partnership-based 
practice, Protecting Children, 19(2): 12-15.
Lohrbach, S., & Sawyer, R. (2004). Creating a constructive practice: family and professional partnership in 
high-risk child protection case conferences, Protecting Children, 19(2): 26-35.
Lohrbach, S., Sawyer, R., Saugen, J., Astol", C., Worden, P. & Xaaji, M. (2005). Ways of working in child 
welfare practice: a perspective on practice, Protecting Children, 20(1): 26-35.
Luger, C. (2003) "e Hopes and Expectations of Referrers at the Point of Referral to the Child Protection 
Consultancy for Work Using the Resolutions Approach. Unpublished MSc dissertation, Bristol University. 
Koziolek, D. (2007). Implementing Signs of Safety in Carver County, Child Welfare News, Center for Ad-
vanced Studies in Child Welfare, University of Minnesota, Fall 2007: 1-8.
MacKinnon, L. (1998) Trust and Betrayal in the Treatment of Child Abuse. New York: Guildford Press.
Myers S. (2005). A Signs of Safety approach to assessing children with sexually concerning or harmful 
behaviour. Child Abuse Review 14: 97-112.
Parton, N., & O’Byrne, P. (2000). Constructive social work: towards a new practice. London: MacMillan
Reder, P. Duncan, S. and Gray, M. (1993) Beyond Blame – Child Abuse Tragedies Revisited. London: Rout-
ledge.
Rose, R. and Philpot, T. "e child’s own story: life story work with traumatised children, London: Jessica 
Kingsley.
Ryan, T. and Walker, R. Life story work: a practical guide to helping children understand their past, London: 
BAAF
Shennan, G. (2007). ‘Doing it in child protection’ Solution News 2(3): 15-19. Available at  http://www.solu-
tion-news.co.uk/issues/solutionnews2(3).pdf
Teoh, A.H., La#er, J., Parton, N. and Turnell, A. (2003) Tra%cking in meaning: constructive social work 
in child protection practice. In C. Hall, K. Juhila, N. Parton, and T. Pösö (eds.), Client Practice. London: 
Jessica Kingsley.
!oburn, J., Lewis, A. and Shemmings, D. (1995) Paternalism or Partnership? Family Involvement in the 
Child Protection Process. London: HSMO..
Turnell, A. (2004). Relationship-grounded, safety-organised child protection practice: dreamtime or real-
time option for child welfare? Protecting Children, 19(2): 14–25.
Turnell, A. (2006a). Constructive Child Protection Practice: An oxymoron or news of di#erence? Journal 
of Systemic "erapies, 25(2): 3-12.
Turnell, A. (2006b). Tecken på säkerhet - Signs of Safety på svenska. In M. Söderquist. & A. Suskin-Hol-
mqvist, A. (Eds.), Delaktighet - Lösningsfokuserat förhållningssätt i utredningsarbete. Stockholm: Mareld.
Turnell, A. (2007a). Enacting the interpretive turn: narrative means toward transformational practice in 
child protection social work, PhD !esis, Perth: Curtin University.
Turnell A. (2007b). Solution-focused brief therapy: thinking and practicing beyond the therapy room. 
In F. !omas and T. Nelson (Eds.), Clinical Applications of Solution-focused Brief "erapy, Bimmington: 
Haworth Press USA.
Turnell, A. (2007c). Words and pictures: informing and involving children in child abuse cases (DVD), Perth: 
Resolutions Consultancy, www.signsofsafety.net







68.


Turnell, A. (2009). Introduction to the Signs of Safety (DVD and Workbook), Resolutions Consultancy, 
Perth. Available at: www.signsofsafety.net
Turnell, A (2010). E#ective safety planning in child protection casework: (DVD and Workbook), Resolutions 
Consultancy (www.signsofsafety.net)
Turnell, A (2011). Of Houses, Wizards and Fairies: Involving Children in Child Protection Casework (DVD 
and Workbook), Resolutions Consultancy (www.signsofsafety.net)
Turnell, A. (2012). "e Signs of Safety: a comprehensive brie%ng paper (Version 1.1), Resolutions Consul-
tancy, www.signsofsafety.net/brie"ng-paper
Turnell A. (In press). Building safety in child protection practice: working with a strengths and solution-focus 
in an environment of risk. London: Palgrave.
Turnell, A. and Edwards, S. (1997).  Aspiring to partnership: the Signs of Safety approach to child protection.  
Child Abuse Review, 6: 179-190.
Turnell, A. and Edwards, S. (1999). Signs of Safety: A safety and solution oriented approach to child protec-
tion casework, New York: WW Norton.
Turnell A. and Essex S. (2006). Working ‘denied’ child abuse: the resolutions approach. Buckingham: Open 
University Press.
Turnell, A., Elliott, S. and Hogg, V. (2007). Compassionate, safe and rigorous child protection practice with 
parents of adopted children. Child Abuse Review, 16(2): 108-119.
Turnell A., Lohrbach, S. and Curran, S. (2008). Working with the ‘involuntary client’ in child protection: 
lessons from successful practice, pp. 104-115. In M. Calder (Ed.) "e carrot or the stick? Towards e#ective 
practice with involuntary clients, London: Russell House Publishing.
Weld, N. (2008). "e three houses tool: building safety and positive change.  In M. Calder (Ed.) Contempo-
rary risk assessment in safeguarding children, Lyme Regis: Russell House Publishing
West Berkshire Council (2008) How was the ‘Strengthening Families’ framework developed? Available at: 
www.westberks.gov.uk/index.aspx?articleid=12094
Westcott, H. (1995). Perceptions of child protection casework: views from children, parents and practi-
tioners in C. Cloke and M. Davies (eds.) Participation and Empowerment in Child Protection, Longman: 
London.
Westcott, H. and Davies, G.M. (1996). Sexually abused children’s and young people’s perspectives on in-
vestigative interviews, British Journal of Social Work, 26, 451- 474.







69.


DVD/Workbooks Available from Resolutions Consultancy
The following DVD/workbooks are available from Resolutions Consultancy (www.signsofsafety.net) to 
assist professionals in using the Signs of Safety approach to child protection casework.


Signs of Safety DVD and Workbook 
In this DVD, Andrew Turnell:


Provides a short history describing the development of the Signs of 
Safety approach


Presents and explains the two versions of the Signs of Safety 
assessment and planning framework and the analysis process for using 
the protocol as a comprehensive child protection risk assessment tool.


Uses a case example of a suicidal mother and four year-old son to 
demonstrate the Signs of Safety assessment process as a map that 
enables both professionals and family members to think themselves 
into and through the situations of child abuse and neglect.


Details the questioning skills that bring the Signs of Safety approach 
to life for professionals and family.


The DVD includes electronic copies of the Signs of Safety assessment forms and the completed 
assessment example from the DVD case study.


The Signs of Safety: A Comprehensive Briefing Paper
This Brie!ng Paper provides a comprehensive overview of the Signs of 
Safety. It is available as a free download and covers the following aspects of 
the approach: history, philosophy, risk assessment and planning framework, 
tools for working with children safety planning, appreciative inquiry, 
organisational implementation strategy and research base.


The Signs of Safety is a constantly evolving practitioner’s model and because 
of this written material cannot usually keep up with the latest developments. 
The Brie!ng Paper, as a web-based document will be constantly updated 
and will therefore continue to provide the most up to date overview of the 
Signs of Safety as it is continues to evolve.
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Safety Planning DVD and Workbook
Building meaningful safety plans is probably the hardest of all tasks in 
working with high-risk child protection cases. It is far easier for professionals 
to send parents to another course or treatment programme than to de!ne 
what constitutes enough safety to close the case and involve family 
and professionals in working to realise that goal. Without clear safety 
goals, cases tend to drag on and child protection systems !nd they have 
increasing numbers of children in care for longer time. For parents the 
process is particularly frustrating because they feel that they don’t know 
what they need to do to get child protection services out of their lives. In 
this DVD and workbook Andrew Turnell takes direct aim at these issues 
presenting a speci!c vision and process for creating e"ective safety plans 
together with families and naturally occurring support network.


Words and Pictures DVD
Informing and Involving Children in Child Abuse Cases


Children and young people who are caught up in the child protection 
system often tell us that they don’t understand why statutory professionals 
intervened in their lives and in their family. These youngsters also tell us 
that they commonly feel they have very little say in the decisions that are 
taken about their lives.


The Words and Pictures approach to working with children provides a 
concrete, tried-and-tested method for professionals to provide these 
children and young people with age-appropriate, clear information about 
the actual or alleged maltreatment that has occurred in their family. The 
Words and Pictures document then becomes a historical document that the children and their carers 
can draw upon in the future, and o"ers a clear foundation to involve the young people in planning for 
their lives, whether they live with their family or separate from them.


Of Houses, Wizards and Fairies DVD and 
Workbook  
Involving Children in Child Protection Casework


This DVD and workbook:


Introduces the Three Houses, Wizard and Fairy tools, that are 
designed to directly involve children and young people in child 
protection assessment and planning


Provides detailed guidance about how to use the tools with the 
children and how to use the information generated by the tools in 
the subsequent work with parents and other professionals


Is grounded in detailed case examples provided by 15 
practitioners from seven di"erent countries.
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