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Foreword 

The Child Care Act 1991 places the statutory responsibility on health boards to promote the welfare 

of children who are not receiving adequate care and protection. Children First National Guidelines 

for the Protection and Welfare of Children was launched in 1999. It sets out a national framework for 

the delivery of child protection and welfare services. The guidance requires the development of 

consistent and standard approaches to children in need across all sectors and geographical areas. In 

order to ensure effective implementation of these guidelines, the North Eastern Health Board (NEHB) 

commissioned this research regarding current practice in cases of child neglect. 

Child neglect constitutes almost half of all cases of maltreatment referred to the NEHB. While this is 

consistent with statistics in other health boards and also internationally, child neglect has attracted 

less academic and professional interest. Given the number of neglect cases, it required closer scrutiny 

to yield a greater understanding of the decision-making process influencing neglect cases. Neglect is 

more complex than other forms of abuse, with clear links between neglect and the short and long­

term damage to a child's physical, psychological and social well-being. 

The methodology developed in this piece of research placed considerable emphasis on engaging 

practitioners in planning and steering the project. This resulted in a high degree of ownership of the 

findings, which has assisted the implementation of the recommendations. 

The findings identified much evidence of good practice from our experienced and committed 

workforce. It also identified a range of recommendations, which the Board is committed to 

implementing. This report will act as a benchmark against which we will measure changes in future 

years. It contributes to our commitment to develop and plan our services in line with evidence-based 

research. In addition, we think it presents challenges and lessons for practice at both local and 

national level. 

The challenges, which are significant, are not ones which are particular to our social work services. 

International research and guidance also identify the need for strong, coordinated, multi-disciplinary 

and inter-agency responses to child neglect. This study identified the need for further exploration of 

other professionals' attitudes to child neglect. Part two of this research will identify effective multi­

disciplinary systems to promote inter-professional practice in cases of child neglect. 

In conclusion, I would like to thank Jan Horwath of The University of Sheffield for her considerable 

skill in undertaking this research. I would also like to thank the Child Neglect Steering Group and the 

staff groups who participated in the project in such a committed way, thus contributing to our 

enhanced learning. I look forward to our continued partnership in the next phase of this research. 

Paul Robinson 

Chief Executive Officer 
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Executive summary 

Background 
Child neglect constitutes more than half of the 

cases reported to the NEHB Community Care 

child care social work service each year. Neglect 

is perceived, therefore, to be prevalent in the 

community and it affects a significant number ' 

of children. 

Cases of neglect raise assessment issues that are 

often more complex than cases of physical or 

sexual abuse. Often, there is no specific incident 

because child neglect usually raises issues of 

ongoing concern regarding the capacity of the 

parents to meet the needs of their children. In 

addition, practitioners struggle to work 

effectively with families with these entrenched 

problems. 

The new national guidance, Children First, 

published by the Department of Health and 

Children emphasises the importance of working 

with these families to protect children from 

harm and promote their welfare. If the guidance 

is to be implemented effecti vely, the NEHB 

needs to ensure that its current child protection 

system lends itself to working with cases of 

child neglect in ways that rein force the 

principles underpinning Children First, while 

recognising local need and circumstances. The 

NEHB is keen to take a strategic approach to 

practice developments to ensure they meet the 

needs of the local population. 

In order to achieve this, the Board wanted to 

obtain information regarding current practice 

in ca es of chi ld neglect. The aim wa , first, to 

con ider the implication of Children Fir. t for 

local policy and practice and, econdly, to 

obtain information to inform r ource 

planning. A tudy wa commi ion d from Jan 

Horwath, Senior Lectur r in ocial Work 

Studie at The University of Sheffield. Th 

purpo e was to attempt to identify factors that 

2 
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Executive summary 

influence decision-making and determine 
threshold criteria at critical stages of the child 
protection process in cases of child neglect. 

Methodology 
The study used three different research 
methods. An initial review of 57 randomly 
selected case files was completed to provide 
information on the way that the child 
protection system operated in cases of child 
neglect. Based on initial findings from this 
review, an anonymous postal questionnaire was 
sent to practitioners and managers working in 
child care social work. The questions were 

designed to elicit the views of respondents 
regarding factors that influenced current 
practice. The final stage of the study involved 

five focus groups who explored the Children 

First definition of child neglect and considered 
ways of developing practice in line with 
Children First. 

Findings 
The findings from the study indicate that the 
NEHB has a skilled workforce who are 
committed to identifying and addressing issues 
of child neglect. A number of areas were 
identified for practice developments at both 

managerial and practitioner level, however. 

• 

• 

The findings indicate that there is a lack of 
common understanding among staff as to 
the meaning of child neglect. Perceptions 
vary from worker to worker and a number 
of factors are identified within the study 
that appear to contribute to these 
differences. 

Evidence from the study highlights a range 
of perspectives operating in the Board 
regarding the purpose of the child 
protection system. This influences the way 
in which cases of child neglect are 
managed from the initial referral through 
to intervention and the decision to close 
cases. 

3 

• Although managers and practitioners 
recognise the importance of working in 

partnership with both children and carers, 
evidence on case files indicates that this 

does not always happen, and children in 
particular are marginalised. 

• Multi-disciplinary work is also highly 

valued by practitioners and managers. 
Professionals outside the child care social 

work service seem confused about their 
role, however. This appears to have an 

effect on referrals, with a minority of 
referrals made to the Board by other 

professionals with direct contact with 
children, such as teachers and public 
health nurses. 

• Practice in cases of child neglect could be 

enhanced through a more strategic and 
vigorous approach, including induction 

programmes for new staff and supervision 
and training for all practitioners and 
managers. 

Recommendations 
It is essential that these recommendations are 
considered, recognising the strengths of the 

child care social work service. They provide a 
sound basis for policy and practice 
developments. 

Guidance and threshold criteria 
1. The Board needs to specifY, within 

guidelines, working definitions of neglect. 
These should make clear whether the 
focus in cases of child neglect should be 
the incident, parental behaviours or the 
needs of the child. 

2. These guidelines and any practice 

guidance should build on recent studies, 
policy and practice developments 
regarding effective practice in cases of 
child neglect. 

3. The Board should develop threshold 
criteria in keeping with the principles of 
Children First and their own legal 
obligations. 



Practice developments 
1. The Board should produce practice 

guidance that translates the principles and 

policy guidance from Chi ldren First into a 

working tool for front-line staff. 

2. The Board could devise a pro forma that is 

completed by workers at regular intervals 

on ongoing cases. This pro forma could 

also be used to summarise causes for 

concern and work undertaken with the 

family whenever the case is dosed. 

3. The Board should produce practice 

guidance regarding ways in which workers 

can work together with children and 

families throughout the child protection 

process. 

4. The Board should introduce and integrate 

into the investigative process a framework 

for the assessment of: 

• Children's needs and the parents' ability 

to meet these needs 

• The impact of parenting issues on 

parenting capacity 

• Socio-economic factors that influence 

the developmental needs of children or 

the parents' capacity to meet these needs. 

An Assessment Framework using the findings 

from this study is included in this report. 

5. The Board should adapt the outline of the 

child protect ion plan from Children Fi rst. 

6. The Board should incorporate in to 

assessment guidance a tool fo r assessing 

moti vation and capacity for change. 

7. The Board should provide practice 

guidance for managing anonymous 

referrals. 

B. The Board should develop guidance on 

working with aggressive service users. 

Staffing 
1. The Board should introduce systems for 

workload management that recognise the 

demands made on staff working with cases 

of neglect. 
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2. The Board should have systems in place for 

covering sickness and staff vacancies. 

3. New staff would benefit from a mentoring 

system. 

Supervision 
1. The Board should develop a framework 

that facilitates and supports effective 

supervision within Community Care. 

2. The Board should provide a supervision 

policy that makes explicit the philosophy 

behind the policy, the principles of 

supervisory practice and the expectations 

of both supervisors and supervisees. 

3. A supervisory contract should be designed 

and used between each supervisor and 

supervisee outlining the roles and 

responsibilities of each party and the 

purpose of supervision in line with the 

supervision policy. 

4. Systems for managing conflict should also 

be put in place. 

5. Supervisors should ensure that workers are 

given opportunities to consider the 

subjective factors influencing their 

perception of neglect. 

Training 
1. A system for staff development is required 

that provides staff with opportunities, in 

consultati on with their managers, to 

identify their train ing needs. These needs 

should be coll ated by the training unit and 

should contribute to the development of an 

annual training programme. 

2. The Board should recognise the demands 

made on newly qualified staff and put 

induction programmes in place. 

3. The Board needs to raise awareness among 

staff regarding making professional 

judgements using evidence- based practice. 

4. Con ideration needs to be given through 

training to raising taff awarene of the 

links between neglect and emotional 

abu e. 

5. Communication with children is an 

Child ne lect · Is m vi · ., 
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essential but complex task. The Board 

should provide training for all staff to 

enable them to develop skills in 
communicating effectively, appropriately 

and creatively with children and young 

people. 

6. The Board should ensure that workers 

receive training in assessing the impact of 
parenting issues on parenting capacity. 

7. The Board should provide training that 

recognises and addresses the difficulties 

encountered by staff working with 

aggressive and resistant service users. 

B. Staff should receive training in assessing 

and engaging parents in the change 
process. 

9. Supervisors should receive training in 

managing and developing their role. 

10. The Board should provide training 

regarding accurate record-keeping. 

Resources 
1. The Board should consult with staff 

regarding specific gaps in service provision 

and creative ways in which these gaps 
could be met. 

2. The Board should consult with workers and 

single mothers regarding the specific needs 

of vulnerable, single-parent households 

and consider ways in which resources 

could be targeted at meeting their needs. 

Regional Child Protection Committee 
(RCPC) 
1. It is recommended that the newly created 

Regional Child Protection Committee 

(Children First, pp. 48: 6.4.7) considers the 

five conditions necessary for effective 

inter-agency practice identified in Children 

First and attempts to put them in place by: 

• Devising a mission statement regarding 

the purpose of working together that is 
owned by all voluntary and statutory 
agencies. 

• Making 
between 

contractual arrangements 

statutory and voluntary 

5 

agencies outlining the responsibilities of 

agencies in working together to 

safeguard and promote the welfare of 

children. 

• Developing guidance and protocols for 

working together. 

• Providing local inter-agency training to 

increase understanding among workers 

of their roles and responsibilities and 

encourage networking. 

2. It is also recommended that the RCPC 

completes a study: 

• To establish professionals' attitudes to 

neglect and making referrals. 

• To identify effective multi-disciplinary 

systems to promote inter-professional 

practice in cases of child neglect. 





Background: 
Rationale for the study 

What is neglect? 
'Child neglect is a pattern of behavior or a social 

context that has a hole in the middle where we 

should find the meeting of basic developmental 

needs.' (Garbarino and Collins, 1999, p. 2.) 

This powerful definition gives us some 

indication why in the USA and most European 

countries child neglect is the neglected area of 

child protection. Often, the 'hole' is not 

immediately apparent. Garbarino and Collins 

argue that in Western society we: 

' ... are more interested in what is tangible, what 

is dramatic, and what is vivid to our senses. A 

person who sees a child's scars is more likely to 

act on his or her behalf (or at least to demand 

action from someone else} ... the scars from 

neglect are less dramatic.' (p. 2.) 

Yet, existing research clearly indicates that 

children who are physically and emotionally 

neglected are scarred in ways that are not often 

immediately visible but may never heal. 

Neglected children can suffer significant short 

and long-term problems cognitively, 

emotionally and socially. (Gaudin, 1999.) 

It is important, therefore, that definitions of 

child neglect identity the 'hole' that exists in 

cases of child neglect. The recent publication of 

Children First National Guidelines for the 

Protection and Welfare of Children provides the 

following definition of neglect: 'Neglect can be 

defined in terms of an omission, where the child 

suffers significant harm or impairment of 

development by being deprived of food, clothing, 

warmth, hygiene, intellectual stimulation, 

supervision and safety, attachment to and 

affection from adults, medical care.' (3.2.1.) 

- .. _ .... ___ - ------
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This definition makes explicit what can 

contribute to the 'hole' in meeting basic 

developmental needs and begins to highlight 

factors that lead to the creation of the 'hole'. The 

definition is more detailed than the previous 

definjtion: 

'The persistent or severe neglect of a child 

whether wilful or intentional which results in 

serious impairment of the child's health or 

welfare.' (Garda and the Department of Health, 

1995, cited in Gilligan, 1996.) 

Neglect: the heritage 
Those engaged in child care social work services 

in Ireland are experiencing changes in the 

approach to working with children and families. 

This is having a significant impact on the role 

of social workers. As Lavan puts it: 'An 

emphasis on child protection and child care, an 

aspiration to develop family support services 

and a commitment to the appointment of more 

social workers is perhaps the clearest statement 

of the contemporary issues in Irish social work.' 

(Lavan, 1998, p. 39.) 

The 1990s was a period when the 

responsibilities of the State in relation to child 

welfare became clear (Walsh, 1999). This in tum 

has increased the responsibilities of the health 

boards. For example, The Child Care Act 1991 

placed the responsibili ty on health boards to 

provide preventative and family support 

services for children in need. Yet, despite these 

changes, Buckley (2000) notes that the system 

remains driven by a narrow, forensic focus on 

child protection. Buckley et al ( 1997) note that 

this 'focus' on child protection narrows even 

further being identi fi ed increasingly with child 

sexual abuse. They conclude that children 

whose welfare needs do not fit in easily with the 

child protection framework are unlikely to 

receive the services required to m t their 

needs. 

This reflects the English experience where cases 

of sexual and physical abuse based on a 

8 
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particular incident legitimise action 

(Department of Health, 1995). The Child Care 

Act 1991 makes clear, however, that each health 

board is required to 'promote the welfare of 

children in its area who are not receiving 

adequate care and protection.' (Section 3.1.) 

This includes children who are at risk of being 

neglected or ill-treated. Cases of neglect raise 

assessment issues that are more complex than 

cases of physical or sexual abuse. Often, there is 

no specific incident, as cases of neglect usually 

raise issues of ongoing concerns, for example, 

failure to thrive, inadequate supervision or non­

school attendance. 

There is also a lack of clarity and consistency 

among practitioners and managers in terms of 

the definition and meaning of neglect. This 

influences the assessment process (Iwaniec, 

1996). In addition, practitioners struggle with 

strategies for intervention and measuring 

change in these cases (Horwath and Morrison, 

2000). 

New national guidance: implications 
for practice 
The new guidance also stresses that neglect 

usually becomes apparent over a period of time 

and states that: 'The threshold of significant 

harm is reached when the child's needs are 

neglected to the extent that his or her well-being 

and/or developmen.t are severely affected.' 

(3.2.3.) 

If the guidance is to be effective in promoting 

better outcomes for children and their families 

in cases of neglect, the health boards need, first, 

to ensure that their current child protection 

systems facilitate ongoing assessments of 

children's need , rather than incident-focu ed 

a e sments alone. Secondly, the new definition 

of neglect could be open to a diverse range of 

interpretation . Board need to e tabli h 

whether a standardi d approach is in place 

among staff r garding 'the threshold of 

significant harm·. Thirdly, it is not only the 

Child ne eel . Is m view our voew? 
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definition that is open to interpretation. Implicit 

in the new guidelines is that social workers and 

other professionals have a common 

understanding and interpretation of key 
concepts such as referral, thresholds for 

strategy meetings, health board assessments 
and child protection conferences. Staff 
therefore require threshold criteria or guidance 

for accepting referrals, notification, assessment 

and interventions. 

Unless appropriate local frameworks for 

practice are developed, new guidance could 

increase anxiety among social workers who are 
having to manage the additional legislative 

responsibilities, the increasing referrals to 

health boards and the expectation of the public 
that all children can be protected from harm 

(Walsh, 1999). 

Neglect and local practice 
Children First states that voluntary and 
statutory organisations working with children 

should adapt the guidance in order to make it 

as meaningful and effective as possible for their 
staff (15.1.1). The NEHB recognises the 

importance of Children First and the 
implications for local policy and practice as 

outlined above. The Board is also keen to take a 

strategic approach to practice developments 
ensuring that they meet the needs of the local 
population. 

In order to achieve this, the Board has identified 

a need to gain information regarding the factors 
that influence decision-making and the setting 
of thresholds in child protection. In addition, 

the Board wanted to obtain information to 

inform resource planning based on local needs. 
The Board decided that this information should 

be obtained through empirical research because, 
a Buckley ( 1997) argues, policy that is not 

rooted in empirical research can result in issues 

of practice applicability being ignored. Lavan 
( 1998) goes further and states that without a 

sound grounding in empirical research and 

theoretical frameworks of analysis, there is a 

fear that practice will develop in an ad hoc 

9 

manner. 

A small-scale study was therefore 

commissioned. The overall aim of the research 
was to attempt to identify factors that influence 

decision-making and determine threshold 

criteria at critical stages of the assessment 
process. Based on this information, a 

framework to standardise decision-making can 

be developed in line with Children First. This 

information can also inform resource planning. 

The Board recognised that in 1998 51% of child 

protection referrals were perceived as cases of 

neglect. As described above, cases of neglect 

raise assessment issues that are more complex 
than cases of physical or sexual abuse. It was 

anticipated that by focusing the research 

project on factors which influence decision­

making and judgements in cases of neglect, 

generalisations could be made that would 

enable the Board to develop an assessment 
framework that would be relevant for decision­

making for all areas of child maltreatment. 





Aims and objectives 
of the research 

The aims for the project were to: 
• Identify practitioners' and managers' 

understanding of neglect as defined under 

Section 3.2 of Children First National 

Guidelines for the Protection and Welfare 

of Children. 

• Understand factors which currently inform 

decisions made by child care social work 

services when assessing and intervening in 

cases of child neglect. 

• Explore social workers' and managers' 

perceptions of their own professional and 

organisational needs in view of new 

national guidance regarding multi­

disciplinary assessment and intervention in 

cases of child neglect. 

• Enable senior managers within the Board 

to identify the specific needs of each of the 

three Community Care areas of the NEHB. 

• Make recommendations to the senior 

management team of children's services in 

the NEHB regarding ways of standardising 

responses to neglect to promote better 

outcomes for children and families. 

The objectives were to: 
• Identify ways in which cases of child 

neglect are currently managed within the 

child protection system through a review 

of case material. 

• Provide opportunities for practitioners and 

managers to explore their understanding of 

neglect through case vignettes and 
discussion. 

• Enable staff from the NEHB to consider 

way in which they could promote better 

outcome for ervice u ers through 

• 

profe ional 

development . 
and organisational 

IdentifY policy and practice developments 

that would enable the NEHB to work more 

effectively with cases of child neglect 

within the Children First National 
Guidance. 





Research design 
and methods 

Methodology 
Preparation 
Engaging practitioners in planning research 
projects can have a number of benefits. First, it 
enables researchers from outside the 
organisation to make use of pre-existing 
knowledge and experience about the subject 
and the organisation. Secondly, there are likely 
to be less implementation problems, and, 
finally, practitioners' insight and roles assist in 
the design, development and analysis of the 
study (Robson, 1993). 

With these considerations in mind, the Child 
Neglect Steering Group was appointed 
comprising seven practitioners, three managers 
from the three Community Care child care 
services and the Child Care Training Officer. The 
role of the steering group was to: 
• Oversee the research and ensure that it met 

the needs of the NEHB 
• Ensure that the research questions were 

appropriate and the vignettes used in the 
study were realistic 

• Seek to develop ownership of and 
commitment to the research study among 
the workforce. 

The Child Neglect Steering Group met on five 
occasions during the course of the research 
project. In addition to the Steering Group 
meetings, visits were made by the researcher to 
all the NEHB Community Care areas to meet 
with staff, explain about the aims and 
objectives of the research and the methodology 
that would be used. 

Sample 
All Community Care child care social workers, 
team leaders, senior social workers, family 
support workers, child care workers and child 
care managers were invited to participate in the 
study. This included a total of 75 people based 
on full staffing levels. 
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Research methods 
In order to meet the overall aim of the research, 

a range of research methods were used. These 

methods were selected to provide data 

regarding: 

• The way in which cases of neglect are 

actually managed by NEHB staff 

• Ways in which Community Care child care 

social workers believe they work with 

neglect 

• Opportunities for staff to identify the 

service and staff developments that, in 

their opinion, would promote better 

outcomes for children identified as 

suffering from neglect. 

The study was completed in three stages 

enabling the researcher to make use of the data 

collected through the course of the study. 

Stage 1: Review of case material on 
referred cases of neglect 
The aim of this review was to establish ways in 

which cases of neglect are processed within the 

NEHB according to information recorded on 

case files. 

A random sample of 57 cases from the different 

social work teams designated as cases of neglect 

were read and qualitatively analysed. The 

sample was selected on the basis of open cases 

or referrals of child neglect received in the first 

week of June 1999. A content analysis format 

was developed to gather data. This format was 

developed after reading a sample of 10 cases of 

child neglect on the visits to the Community 

Care areas. 

The information on the files was collated and 

analysed in terms of: 

• Referral source and details 

• Family and child background 

• Previous case history 

• Inquiry process and consultation with 

other professionals 

• Assessment of children's needs, parenting 

capacity to meet these needs, and family 

• 

• 

• 

Research design and methods 

and environmental factors 

Outcome of inquiries and decision-making 

process 

Decision-making regarding allocation of 

resources and interventions 

Decision-making regarding case closure 

and/or no further action. 

Particular attention was paid to identifying 

factors that influence decision-making at each 

critical point of the assessment and intervention 

process, as recorded on case files . 

Stage 2: Anonymous postal 
questionnaires 
The aim of the questions was: 

• To identify practitioners' and managers' 

understanding of neglect as defined under 

Section 3.2 of Children First National 

Guidelines for the Protection and Welfare 

of Children. 

• To begin to understand factors that 

currently inform decisions made by child 

care social workers, family support 

workers, child care workers and managers 

when assessing and intervening in cases of 

child neglect. 

An anonymous questionnaire was sent to all of 

the above. This included a total of 75 possible 

respondents who were provided with a stamped 

addressed envelope (SAE) to return the 

questionnaire to the researcher. An 

accompanying letter was sent out with the 

questionnaire outlining the purpose of the 

research and arrangements made to ensure 

anonymity for respondents. (See Appendix for 

the questionnaire.) Staff were also sent a letter 

informing them that the questionnaire should 

be completed in work time. 

The questionnaire was developed using 

information gained from a literature search, 

discussion with the Child Neglect Steering 

Group members and discussions with 

Community Care staff during the researcher's 

office visits. 

...................... �~ �. �1�4�~� ........ 



Research design and methods 

The literature search focused on research 
studies of decision-making and cases of child 
neglect completed in the 1980s and 1990s. The 
questionnaire also used information gained 
from the review of case material. 

The Steering Group evaluated a draft version of 
the questionnaire. They ensured that the 
questions were relevant to staff included in the 
sample. The questionnaire took approximately 
45 minutes to complete. The questionnaire 
included questions and case vignettes designed 
to establish: 
• A profile of the workforce 
• Level of experience, qualifications, etc. 
• Assessment criteria used by staff in cases 

of neglect 

• Factors influencing decision-making to 
identify ways in which respondents would 
theoretically respond to these cases 

• Respondents' perceptions of the personal, 
professional and organisational factors 
that influence the assessment process. 

The questionnaire was piloted with a group of 
nine social workers and managers working for 
a social service department in England. 

Stage 3: Focus groups 
The aims of the focus groups were: 
• 

• 

• 

To provide opportunities for participants to 
explore in detail themes that emerged from 
the review of case material and the 
questionnaires 

To identify potential improvements to the 
way that practice in cases of neglect are 
managed within the NEHB 

To explore social workers' and managers' 
perceptions of their own professional and 
organisational needs in view of new 
national guidance regarding multi­
di ciplinary a essment and intervention in 
ca of chiJd neglect. 

All members of the sample group received 
letters inviting them to attend localised peer­
based focus groups. The focus groups were half­
day events. Participants received copies of the 
definition of �n�~�g�l�e�c�t� taken from Children First. 
Their task was to write down specific examples 
of inadequate parenting using each of the 
criteria included in the definition. The group 
collated these responses and considered the 
themes that emerged. 

The second part of the session focused on ways 
in which the participants believed the NEHB 
could promote better outcomes for neglected 
children through changes in organisational 
systems, resources, staff training and 
development. 

Dissemination 
Recommendations are included in this report. 
They are based on the findings of the study set 
in the context of national and international 
findings regarding assessment and intervention 
in cases of child maltreatment. 

A seminar for Community Care child care social 
workers took place following the production 
and circulation of this study. 
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Review of case material 

Fifty-seven case files from all three Community 

Care areas within the NEHB were analysed. A 

content analysis of the cases was completed 

under the following headings: 

• Details about the families 

• Reporting cases of child neglect 

• The investigative and planning process 

• Assessment and interventions to meet the 

needs of neglected children 

• Outcomes. 

When reading this section it is important to 

bear in mind that the analysis is based purely 

on the legible information recorded in the files. 

Family composition and details 
The children 

As The Child Care Act 1991 refers to a child as 

a young person under the age of 18 years, the 

audit of case material focused on children 

between the age of 0 and 18 years of age who 

were not themselves parents. One hundred and 

thirty children aged between 0 and 18 years of 

age were cited on the case records as living in 

the family home. 



Table 1: Breakdown of ages of children included 

in the review of case material 

[ Age Frequency Percentages 

Under 1 3 2 

1 6 5 

2 11 8 

3 9 7 

4 8 6 

5 9 7 

6 8 6 

7 6 5 

8 8 6 

9 7 5 

10 3 2 

11 10 8 

12 10 8 

13 7 5 

14 4 3 

15 8 6 

16 5 4 
I 17 
I 

3 2 

�~� 18 5 4 j -

The mode, i.e. the most frequently occurring 

age, is two years old. The mean or average age 

of children involved in the review was eight 

years of age. In a number of cases, different 

names, dates of birth and ages were given 

throughout the file. In these cases, the most 

consistent information was recorded. For 

example, in one case three different dates of 

birth where given for one child but, as one date 

occurred twice, this was used. 
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Family size 
The size of families varied as shown in Table 2. 

In 19 cases there were two children in the 

family. In 18 cases only one child lived in the 

home, while in 11 cases there were three 

children in the family. 

Table 2: The size of families in the sample 

Number of children Number of cases 
�~� 

1 18 

2 19 

3 11 

4 2 

5 2 

1... 6 3 

N.B. This totals 55 of the 57 cases, as two cases 

did not refer to children living in a family 

setting. 

Ethnicity and culture 
Two referral information forms explicitly stated 

that the case concerned families from the 

Travelling Community. Reading of the case files 

themselves indicated that two further families 

perceived themselves as having travelling 

backgrounds. This was not recorded in the 

information sections, although in one of the 

cases the records indicated that the mother 

considered her background had a significant 

impact on her approach to parenting and 

integration in the community. Two other cases 

involved families with Romanian backgrounds. 

Details regarding carer 
It was impossible to obtain factual information 

regarding the ages and occupations of the 

carers included in the case sample. Often, this 

information was not recorded or there were 

significant discrepancies in terms of the dates of 

birth and, indeed, names. 

Case records were also inconsi tent r garding 

the relation hip between parent . For example, 

there appeared to be no routini ed sy tern for 

updating factual information on files, such as 

recording changes in terms of who was living 

with whom through the life of the case. 

• 0 - v . . ? 
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Reporting of child neglect ---Referrals 
The review of the referral process involved 
exploring the most recent referral to the first 
week of June 1999. 

Table 3: Source of referral 
Referrer Frequency and percentage to 

nearest 1 o.b 

Garda 3 (50fo) 

t 2 (30fo) on behalf of the 
maternal grandmother 
2 (30fo) from anonymous 
callers/or neighbours t 

Anonymous 15 (240fo) 

plus 1 member of public ( 1 Ofo) 
Family 1 ( 1 Ofo) maternal grandmother 

4 (60fo) separated fathers 
3 (50/o) aunts 
1 (10fo) ex-partner 
2 (30fo) separated mother 
1 (1 0/o) mother 
1 ( 1 Ofo) new partner 

Public health 2 (30fo) own concerns 1 

nurse 1 (1 Ofo) father's allegations 
3 (50/o) on behalf of 
grandparents 
2 (30/o) referrals from 
neighbours wishing to remain 
anonymous 
2 (30/o) anonymous I 

GP 1 (IOfo) on behalf of 
grandmother 
2 (20fo) own concerns 
I (I Ofo) on behalf of mother 

Ongoing case 2 (30/o) family support workers 
Other social 3 (50fo) hospital social workers 
workers 2 (30/o) transfer between child 

care offices 

I (IO/o) voluntary worker from 
Simon Community 

Department of 1 (I 0/o) referred on an l Social Welfare anonymous referral 
Department of I (1 0/o) school liaison/child 
Education guidance 

1 (IOfo) teacher's concerns 
.__ _j 

N.B. The survey included 62 referrals. This 
occurred because in some cases more than one 
referral was received at the arne time. (See 
section on the 'cluster of referral 
phenomenon'.) 

Anonymous referrers made 23 of the 62 
referrals, 16 directly to th Community Car 
office. Family members were th econd mo t 
significant group of referrers. Grandpar nt 
made seven referral . lntere tingly, only one 
was directly to social workers. The re t w r 
made via public health nurs , GP or the 
Garda. Separated parent w r r pon ibl for 
10 referrals. Nine of the e referral wer made 
directly to social workers. 

The two groups of profe sionals who have 
significant contact with children, public health 
nurses and teachers, were responsible for a 
minority of referrals in their own right; two in 
the case of public health nurses and one in the 
case of a school teacher. The public health 
nurses did, however, pass on the concerns of the 
family and community, making eight such 
referrals. 

The lack of referrals from schools is particularly 
noticeable. A comment made in a letter to the 
Board by a head teacher indicates that teachers 
may not be clear about the role of other 
professionals in terms of safeguarding and 
promoting their welfare. Describing a girl who 
had overdosed on alcohol and drugs, he writes: 
'Emma's problems are not school based, but 
who is responsible for helping her overcome 
them?' 



Table 4: Concerns of referrers 

Nature of referrers' concerns 

Alcohol use by carer 

Children left unattended 

Home conditions 

Drug use 

Suspected child sexual abuse 

Children hungry 

Lack of supervision 

Inappropriate carers 

Children witnessing domestic violence 

Carer's ability to care 

Non-attendance at clinics 

Non-school attendance 

Carer's mental health 

Child begging 

Carer gambling 

Carer's company 

Homelessness 

Lack of stimulation 

Carer's aggression 

Vulnerable adolescent 

Carer's lifestyle 

Physical abuse 

The most common concern expressed by 

referrers centred on the alcohol consumption of 

carers. This was mentioned in 19 referrals. In 

six cases these referrals were linked to concerns 

about the children being left alone while their 

parents were drinking. (Carers out drinking in 

pubs was the main reason given for children 

being left alone.) Three referrers made specific 

reference to inappropriate carers being used by 

the carers. Two of these referred to 13 to 15-

year-olds baby-sitting for younger family 

members. Another referral focused on the 
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Frequency and percentage 

8 (9.80fo) single source of referral 

11 (13.40fo) combination 

7 (8.50Jo) single source of referral 

6 (7.30fo) combination 

2 (2.40Jo) single source of referral 

3 (3.70Jo) combination 

3 (3.70Jo) single source of referral 

2 (2.40Jo) combination 

1 (1.20fo) single source of referral 

3 (3.70fo) combination 

4 (4.90Jo) combination 

4 (4.90Jo) single source of referral 

3 (3.70Jo) single source of referral 

3 (3.70Jo) combination 

2 (2.40fo) single source of referral 

2 (2.40Jo) combination 

2 (2.40Jo) single source of referral 

1 (1.20Jo) combination 

1 (1.20Jo) single source of referral 

2 (2.40fo) combination 

1 ( 1.20Jo) single source of referral 

1 ( 1.2C¥o) combination 

1 (1.2C¥o) combination 

1 ( 1.20/o) combination 

1 ( 1.20Jo) combination 

1 ( 1.20/o) combination 

1 ( 1.20/o) single source of referral 

1 ( 1.20fo) combination 

1 ( 1.20Jo) single source of referral 

1 ( 1.20Jo) single source of referral 

2 (2.40Jo) combination 

inappropriate company kept by parents in the 

home when drinking. A further referral 

concerned the lack of supervision for the 

children while the carer was drunk and a 

further referrer expressed concerns about the 

parents driving a car while drunk. 

Another form of abuse in addition to neglect 

was mentioned in six cases - child sexual abuse 

(n = 4) and physical abuse (n = 2). Only one 

referral explicitly linked child sexual abuse to 

neglect. This referral was from another Board 

e NEHB and Jan Horwath 2001 Child neglect • Is my view your view? 
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for information only and focused on the ability 
of the mother to provide adequate supervision 
to protect the siblings from a sibling 
perpetrator. In another case of suspected child 
sexual abuse, concerns were expressed about 
the child being hungry. A case of physical abuse 
included concerns regarding the witnessing of 
domestic violence. In four out of the six cases 
that mentioned two forms of abuse, alcohol 
misuse by the carer was mentioned. 

Two case referrals explicitly mentioned 
Travellers. One referral concerned a I6-year-old 
girl who had moved away from her family to the 
area following allegations of child sexual abuse 
against her father. The referrer, a social worker 
from another Board, considered the girl to be in 
a 'vulnerable positi on'. The second referral from 
a public health nurse expressed concern about 
the 'parents' lifestyle'. No specific details were 
given, although it was stated that the child was 
well cared for and thriving. 

Table 5: The alleged perpetrators of neglect 
Alleged perpetrator Frequency 

and percentage 
Mother 31 (55.40fo) 
Parents I7 (32.70fo) 
Siblings 3 (5.40fo) 
Grandparents 2 (2.40fo) 
Father 2 (2.40fo) 
Cbil drninder I ( 1.2<¥o) 
Total 56 

�~� .. N.B. One case mvolved a g1rl hvmg alone 

More allegations were made against single 
mothers than any other group (n = 3I) and 
seven referrals were made by ex-partners. The 
allegations against the three siblings were all 
linked to allegations of chil d sexual abuse. The 
ca es it eemed were treated as neglect because 
the referrals centred on the parents' ability to 
provide a afe environment fo r their children. In 
the case of male carers, the referrals were made 
by their ex-partners - the mother of the 
children concerned. In the situations regarding 
the grandparents, they were taking long-term 

responsibility for the care of the grandchildren. 

Professionals contacted in 
response to referrals 
This analysis is based on professionals 
contacted as a result of the referral nearest to 
first week of June 1999. 

Table 6: Professionals contacted 
as a result of the referral 
I Professionals Frequency 

contacted and percentage 
Public health nurse 26 (24.80fo) 
Schools I6 ( 15.20fo) 
Other social workers l, 

within/outside Board 15 ( 14.30fo) ·t 
Garda 12 ( 11.4<¥o) 
GPs 8 (7.6<¥o) 
Voluntary organisations 5 (4.80fo) 
Child psychologists 5(4.80fo) 
Community 
Care workers 3 (2.90fo) 
Family support workers 3 (2.90fo) 
Hospital social workers 3 (2.90fo) 
Speech therapists 2 ( 1.90fo) 
Foster workers 2 (1.90fo) l Community welfare I (0.950/o) ! 
Child guidance I (0.950/o) ll 
Psychiatrists I (0.950/o) 
Physiotherapist I (0.950/o) I 
Probation I (0.950/o) 
Total 105 professionals -

In 18 cases there were no details on the file 
indicating that other professionals had been 
contacted regarding the concerns of the referrer. 
Six of these cases involved referrals regarding 
children being left alone. In four of these cases 
contact was made with the family and issues 
were resolved. In the eight other cases it was 
not clear why other professionals had not been 
contacted. One case involved a referral from a 
public health nurse. The senior social worker 
noted that the referral was not clear. There was 
no indication on the file , however, of the public 
health nurse being contacted to clarify her 
concerns. 
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In four cases letters were sent to professionals 

asking them to contact the social worker if they 

had any concerns about the children involved. 

It was unclear why only certajn professionals 

were contacted. For example, in three cases 

children in the farruly included those under 

school age and of school age. Although 

concerns existed about all the children, letters 

were only sent to the public health nurse. 

Professionals were contacted by telephone in 

two cases. They were unavailable, however, and 

there was no record on the files of further 

contact. 

There were a number of cases that demonstrated 

effective multi-disciplinary collaboration, with 

professionals contacted from both statutory and 

voluntary organisations. However, in only five 

cases was there evidence on the files that family 

members had been asked if they agreed to 

professionals being contacted. 

Contact with family 
Out of the 57 cases there was no evidence of 

any contact with the family on nine files. The 

reasons for this are shown in Table 7. 

Table 7: Reasons for no contact with family 

I Reason for no contact Frequency 

Family moved 2 

Other professionals contacted 

and had no concerns 3 I 
No reasons given 2 

Letter sent to professionals 

asking them to contact if 

have concerns 2 

L Total ..... 9 

Themes that emerged regarding 
contact with families 
Of the other 48 remaining cases, a number of 

themes emerged regarding contact with 

families. 

Children seen or heard 
Twenty-one home visits were made following 
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the referral where carers and children were 

'seen'. However, in only five of these 21 cases 

was there evidence on the file of the social 

worker or other workers ascertaining the 

children's views and feelings. 

In a further 15 cases information on the file 

indicated the children were not seen. Thls 

occurred for a number of reasons. The carers 

visited the office. Visits occurred when the 

children were out or they were asleep when the 

social worker called or in another room. In 

some instances, the cause of concern was the 

welfare of the pre-school child, yet the child 

was not even physically seen. 

Meaningful contact 

There were 10 cases where carers seemed to 

avoid meaningful contact with the social 

worker. Carers cancelled home or office visits (n 

= 2) or did not show up for office visits (n = 2). 

In two additional cases, planned home visits 

were unsuccessful. Social workers were kept on 

the doorstep in two further cases and an 

interview took place in the worker's car outside 

the house in one case. In these three cases, the 

children were not seen and the worker could 

not comment on home conditions, even though 

in one case these had been a cause for concern. 

Carers did sometimes allow social workers to 

visit. However, they still managed to avoid 

meaningful contact. For example, one social 

worker noted: 'Mother is seen but when one gets 

in a conversation is difficult to conduct because 

of constant interruptiotts.' All these cases 

resulted in closure without any meaningful 

contact made with the family. 

Who i een 

In 10 ituations there were alleged concerns 

about both carers. However, only the mother or 

the father were een. In five ca e the father 

came to th office and the mother wa not een. 

Of these five cases, comment about the 

aggression of the father were made in four 

cases. In one case the father saw the social 
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for information only and focused on the ability 
of the mother to provide adequate supervision 
to protect the siblings from a sibling 
perpetrator. In another case of suspected child 
sexual abuse, concerns were expressed about 
the child being hungry. A case of physical abuse 
included concerns regarding the witnessing of 
domestic violence. In four out of the six cases 
that mentioned two forms of abuse, alcohol 
misuse by the carer was mentioned. 

Two case referrals explicitly mentioned 
Travellers. One referral concerned a 16-year-old 
girl who had moved away from her family to the 
area following allegations of child sexual abuse 
against her father. The referrer, a social worker 
from another Board, considered the girl to be in 
a 'vulnerable position'. The second referral from 
a public health nurse expressed concern about 
the 'parents' lifestyle'. No specific details were 
given, although it was stated that the child was 
well cared for and thriving. 

Table 5: The alleged perpetrators of neglect 
Alleged perpetrator Frequency 

Mother 31 (55.40/o) 
Parents 17 (32. 70fo) 
Siblings 3 (5.4%) 
Grandparents 2 (2.4%) 
Father 2 (2.4%) 
Childminder 1 ( 1.20/o) 
Total 56 

N.B. One case involved a girl living alone 

More allegations were made against single 
mothers than any other group (n = 31) and 
seven referrals were made by ex-partners. The 
allegations against the three siblings were all 
linked to allegations of child sexual abuse. The 
cases it seemed were treated as neglect because 
the referrals centred on the parents' ability to 
provide a safe environment for their children. In 
the case of male carers, the referrals were made 
by their ex-partners - the mother of the 
children concerned. In the situations regarding 
the grandparents, they were taking long-term 

responsibility for the care of the grandchildren. 

Professionals contacted in 
response to referrals 
This analysis is based on professionals 
contacted as a result of the referral neare t to 
first week of June 1999. 

Table 6: Professionals contacted 
as a result of the referral 
r Professionals Frequency 

contacted and percentaK_e 
Public health nurse 26 (24.8%) ) 

Schools 16 (15.2%) t1 
Other social workers �~�~� within/outside Board 15 (14.3%) 
Garda 12 (11.4%) 
GPs 8 (7 .60fo) 
Voluntary organisations 5 (4.80fo) 
Child psychologists 5(4.80fo) 
Community j Care workers 3 (2.90/o) 
Family support workers 3 (2.90/o) ll 
Hospital social workers 3 (2.90fo) 
Speech therapists 2 (1.9%) 
Foster workers 2 ( 1.90/o) J 
Community welfare 1 (0.950/o) .I 
Child guidance 1 (0.950/o) 
Psychiatrists 1 (0.950/o) 
Physiotherapist 1 (0.950/o) 
Probation 1 (0.95%) 
Total 105 professionals -

In 18 cases there were no details on the file 
indicating that other professionals had been 
contacted regarding the concerns of the referrer. 
Six of these cases involved referrals regarding 
children being left alone. In four of these cases 
contact was made with the family and issues 
were resolved. In the eight other cases it was 
not clear why other professionals had not been 
contacted. One case involved a referral from a 
public health nurse. The senior social worker 
noted that the referral was not clear. There was 
no indication on the file, however, of the public 
health nurse being contacted to clarify her 
concerns. 



In four cases letters were sent to professionals 

asking them to contact the social worker if they 

had any concerns about the children involved. 

It was unclear why only certain professionals 

were contacted. For example, in three cases 

children in the family included those under 

school age and of school age. Although 

concerns existed about all the children, letters 

were only sent to the public health nurse. 

Professionals were contacted by telephone in 

two cases. They were unavailable, however, and 

there was no record on the files of further 

contact. 

There were a number of cases that demonstrated 

effective multi-disciplinary collaboration, with 

professionals contacted from both statutory and 

voluntary organisations. However, in only five 

cases was there evidence on the files that family 

members had been asked if they agreed to 

professionals being contacted. 

Contact with family 
Out of the 57 cases there was no evidence of 

any contact with the family on nine files. The 

reasons for this are shown in Table 7. 

Table 7: Reasons for no contact with family 

I Reason for no contact Frequency 

Family moved 2 

Other professionals contacted 

and had no concerns 3 

No reasons given 2 I 
Letter sent to professionals 

asking them to contact if 

have concerns 2 

L Total =or 9 J 

Themes that emerged regarding 
contact with families 
Of the other 48 remaining cases, a number of 

themes emerged regarding contact with 

families. 

Children seen or heard 
Twenty-one home visits were made following 

22 

Review of case material 

the referral where carers and children were 

'seen'. However, in only five of these 21 cases 

was there evidence on the file of the social 

worker or other workers ascertaining the 

children's views and feelings. 

In a further 15 cases information on the file 

indicated the children were not seen. This 

occurred for a number of reasons. The carers 

visited the office. Visits occurred when the 

children were out or they were asleep when the 

social worker called or in another room. In 

some instances, the cause of concern was the 

welfare of the pre-school child, yet the child 

was not even physically seen. 

Meaningful contact 

There were 10 cases where carers seemed to 

avoid meaningful contact with the social 

worker. Carers cancelled home or office visits (n 

= 2) or did not show up for office visits (n = 2). 

In two additional cases, planned home visits 

were unsuccessful. Social workers were kept on 

the doorstep in two further cases and an 

interview took place in the worker's car outside 

the house in one case. In these three cases, the 

children were not seen and the worker could 

not comment on home conditions, even though 

in one case these had been a cause for concern. 

Carers did sometimes allow social workers to 

visit. However, they still managed to avoid 

meaningful contact. For example, one social 

worker noted: 'Mother is seen but when one gets 

in a conversation is difficult to conduct because 

of constant interruptions.' All these cases 

resulted in closure without any meaningful 

contact made with the family. 

Who is seen 

In 10 situations there were alleged concerns 

about both carers. However, only the mother or 

the father were seen. In five cases the father 

came to the office and the mother was not seen. 

Of these five cases, comments about the 

aggression of the father were made in four 

cases. In one case the father saw the social 
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worker on the doorstep and would not allow her 
to speak to his wife. (Previous file records 
indicated that the mother was the person who 
would not engage with social workers.) In four 
cases the social worker only saw the mother 
even though the concerns centred around the 
behaviour of the father. In two cases the issues 
related to the impact of marital conflict on the 
children. The focus for assessment and 
inteJVention was the mother rather than both 
parents. All 10 cases were closed without 
evidence on the file of both carers being seen. 

Follow-up through letter 
In seven cases, the follow-up to the case was 
through letter inviting the carer into the office 
to discuss issues. There appeared to be no clear 
criteria operating across the Board or, indeed, 
within the Community Care area indicating 
which cases should be managed through a visit 
or a letter. 

Past history 
Of the 57 cases, 34 case files indicated the 
family had a previous history of involvement 
with the Board. Twenty cases could be described 
as having long-term social work involvement. 
(This was defined by the researcher as more 
than four referrals recorded on the file resulting 
in assessment and inteiVention by social 
workers.) Seven of these cases involved current 
social work inteiVention. (This included 
involvement from child care workers and 
family support workers.) The other 13 cases 
showed a pattern of assessment in response to a 
concern, a brief period of inteiVention followed 
by ca e do ure. The focus for assessment and 
inteiVention appeared to be the immediate 
con ern regarding the carer's behaviour 
id ntifi d by the most recent referral, rather 
than the long-term impact of this behaviour on 
th child. For example, one closure summary 
tated: �'�M�o�t�h�~�r� ery �d�~�f�e�n�s�i�v�e� denie a (alcohol} 

�p�r�o�b�l�~�m� ca �~� c/o ed a no �c�o�r�r�o�b�o�r�a�t�i�v�~� 
�~�v�i�d�e�n�c�~�.�'� In thi ca th re appeared to be 
viden e on the file that the children were being 

neglected on an ongoing basis as a result of the 
carer's alcohol use. 

Of the 34 cases, 15 showed a pattern that 
indicated previous referrals were made to the 
Board and assessments and interventions 
completed on similar problems to those 
identified in current referrals. Of those 15 cases, 
nine made reference to alcohol use, three to 
children being left unattended, 13 to concerns 
about carers' ability to meet the needs of their 
children, three to non-school attendance, two to 
mental health concerns, one to domestic 
violence, one to child sexual abuse, one to 
emotional abuse and one to drugs use. 

Table 8: Showing breakdown 
of recurring concerns 

I 
I 

Recurring issues Frequency 
among sample 

Concerns about parenting 
capacity 13 
Alcohol misuse of carers 9 
Non-school attendance 3 
Mental health issues 2 
Domestic violence 1 
Child sexual abuse 1 
Emotional abuse I 
Drug misuse 1 
Total 15 cases 

In four cases where there had been previous 
concerns about the family, these concerns had 
centred on the father: two regarding a history 
of violence and two to the father's criminal 
activity. In all four of these cases the mother 
was now caring for the children and concerns 
centred around her ability to meet the children's 
needs. In two cases reference was made to 
previous social work involvement but there 
were no details on the file. 

An analysis of the 23 cases with no previous 
involvement from the Board indicate that in 
these cases 14 referrals were anonymous and 
nine involved children being left unattended. 



Seven referred to alcohol use, two to sibling 

child sexual abuse and three to concerns about 

neglect through hunger and home conditions. 

The investigative 
and planning process 
The NEHB has Child Protection Guidelines that 

specifY the investigative process and outline the 

role of the Community Care social work team. 

What was particularly striking from reading the 

57 files was the lack of consistency in terms of 
both process and recording. 

It appears from reading the case files that there 

is a lack of consistency regarding systems and 

file-keeping. For example, some records on case 

files refer to notification meetings, while other 

case records refer to referral meetings. It was 

difficult to distinguish differences between the 

two. It was also difficult to clarifY criteria for 

convening a case conference and/or a case 
discussion. 

Reference was made on 15 files to case 

conferences taking place but there was 

frequently no record of decisions in case 

records and the minutes were often not on the 

file. Because of the lack of standardisation 

regarding the systems used to manage 

suspected cases of child neglect and the lack of 

completed forms/minutes regarding noti fication 

meetings and case conferences, it is difficul t to 

provide any valid data regarding the number of 

cases that were dealt with at each stage of the 

investigative process. The cases were therefore 

analysed qualitati vely using a number of parent 

themes that emerged from reading the fi les. 

Assessment, planning 
and best practice 
In 16 cases, there was clear evidence on the file 

of an assessment of the cause for concern 

regarding the neglect of the children, with both 

professionals and family member b ing 

contacted and involv d in the a m nt 

proce s. In these 16 ca int rv ntion w re 
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planned usually through a case conference and 

professionals and family members engaged in 

working on specific tasks to promote better 
outcomes for the children. 

Among these cases were some excellent 

examples of assessment and intervention 
practice. These included: 

• Periodic chronologies of incidents. This 
enabled anyone reading the file to identifY 

recurring patterns of behaviour among the 

carers and the impact on the children. 

• Creative Board packages between social 

workers, child care workers and family 

support workers. These packages ensured 
that concerns regarding parenting capacity 

were addressed and the impact on the 

children evaluated through the work of the 

child care workers. 

• Multi-disciplinary packages im•olving staff 

from other I'Oluntary and statutory 

agencies. These packages appeared to be 

most effective when they incorporated 

work on the parenting issues that 

influenced parenting capacity, such as 

alcohol misuse. 

• Recognition of the demands of changing 

behal'iour on both children and carers. For 
example, in one case the children were 

received into care because of the mother's 

mental health problems and her partner's 

domestic violence. The mother was told the 

children would be returned to her if she 

could address these i ues. A pecific plan 

with dear ta ks wa developed betwe n 

ocial workers and the mother. Sh work d 

with staff from the Board over ix months 

and made progress. She was further 

motivated to change wh n the Board 

decided to cease care pro eeding and 

apply for Supervi ion Orders. Evidence 

throughout the file indicated that workers 

operated in partnership with the moth r 

etting a hi vable ta ks and building on 
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Barriers to effective assessment 
and planning practice 
Among the 39 remaining cases, a number of 
issues emerged that had an impact on the 
effectiveness of the assessment and planning 
process. These are considered here. 

Lack of recording 
In nine case files there was little case recording 
which meant it was impossible to identity what 
work had been undertaken by the social worker. 
In addition, crucial information was missing 
from files. For example, there was no evidence 
of referrals of ongoing cases being followed up 
(n = 3); no information on the file of outcome 
of case conference minutes (n = 5); or letters 
sent to other professionals as indicated (n = 2). 
In seven cases there were clear plans of action 
written in the files but no evidence that these 
plans had or had not been implemented. 

Delays in engagement 
In eight cases there were delays in responding 
to referrals or implementing agreed actions. 
These are explored here. 

Delays in accessing other services: In three 
cases delays occurred in making referrals to 
other services. For example, a mother was keen 
to have an appointment with an alcohol advisor 
but by the time it was established that she 
needed to make the appointment herself (two 
months), she had lost the momentum. The 
situation was exacerbated by the fact that a 
social worker was not allocated on the basis 
that she would be getting support from the 
alcohol counsellor. In another case a referral 
was made to the Irish Society for Prevention of 
Cruelty to Children (ISPCC), but this was not 
taken up for four months by which time-the 
carer had lost motivation to work with the 
ervice. In a third case the social worker made 

very explicit notes about their assessment of the 
negative impact of any delay in accessing 

rvice for a particular family. This 
information wa passed on to the team leader 
but no action followed. 

Delay in identiJYing need: In one case the school 
had, over two years, continually made explicit 
referrals regarding child neglect of two 
children. The case was finally allocated after 
two years but the situation had deteriorated to 
the extent that the children were placed on 
Supervision Orders. At this stage the parents 
agreed to cooperate and accept services from 
the Board, but the social worker had to cancel 
three appointments due to sickness and social 
work contact was delayed for a further three 
months. Another case involved agreement at a 
notification meeting that the GP should be 
contacted regarding their concerns. This 
telephone call was not made for four months. 

Impact of staff sickness: In two further cases 
referrals were not followed through because of 
staff sickness. One of these cases involved 
children on Supervision Orders and it appears 
there was no contact with the Board for six 
months after the Orders were made. 

The cluster of referrals phenomenon 
The initial referral to the Board seemed to signal 
the start of a family crisis, with a number of 
subsequent referrals received very quickly from 
a range of professionals and family members. 
These are detailed here. 

1. Six referrals regarding the impact of 
mother's drinking received in five months. 
Only one previous contact recorded two 
years previously. Case allocated after 
second referral. 

2. An ongoing case with little social work 
involvement. Seven referrals regarding the 
parents' care in two months. The parents 
were seen after the first referral. 

3. No previous involvement, but four referrals 
in three months about the impact of the 
mother's learning disability on her 
parenting. Case closed. Evidence incon­
clusive and unable to make a successful 
home visit. 



4. Three referrals in two months. No history 

of previous involvement recorded on file . 

Concerns centred around mother's ability 

to meet the baby's needs. Case allocated 
after the second referral. 

5. Three referrals in six weeks regarding 

father's inappropriate sexualised behaviour 

towards child when drunk. No past history. 

No record of contact following referral on 
file. 

6. Previous involvement two and four years 

ago. Case closed. Current referral followed 

by two further referrals regarding the 

children 'running wild'. Further support 

offered after first referral. 

7. Over a period of six months six referrals 

were received regarding a lone parent's 

ability to care for her baby. The case was 

closed after a duty interview following the 

first two referrals. The case was allocated 

after the subsequent referrals and resulted 

in Interim Care Orders on the children. 

B. Four referrals received over three months 

regarding children left unattended and 

carers drinking. The case was allocated 

after two further referrals were received. 

9. Five referrals regarding the parents 

drinking and possible domestic violence 

received from a variety of sources. It is 

only after the fifth referral that the case is 

allocated for further assessment by a social 

worker. 

Lack of co-operation 

In ten cases lack of co-operati on among the 

carers seemed to result in the cases being closed 

or infrequent contact with social workers, even 

though there was no evidence on the file that 

the children had been assessed. These cases are 

detailed here. 

1. The father was very aggressive and 

appeared to dictate who the social worker 

could see. The case appeared to drift Two 

visits in six months as chil dren and mother 

were not seen in a meaningful way. 
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2. Concerns by ex-male partner re. neglect. 

Mother rings office in response to letter. 

States problems resolved. An appointment 

is made for an office visit. She does not 

attend and the case is closed. 'Unconfirmed 
neglect'. 

3. A pattern emerged throughout the file of 

the family not being in for arranged social 

work visits and the case being closed due 
to 'inconclusive evidence'. 

4. The family are offered and fail to keep 

three appointments. The file states they are 
'uncooperative' and the case closed as 

'unconfirmed neglect'. 

5. The mother failed to keep an initial 

appointment. The file records indicate that 

this shows the 'mother being uncooper­

ative' even though the mother speaks very 

poor English and there was no reason 

given for the mother's non-attendance. 

6. Throughout the file there is evidence of 

concerns about the children's needs not 

being met through lack of parenting skills 

dating back six years. However, as the 

parents fail to cooperate with the Board the 

case has been closed on a number of 

occasions. 

7. The mother allows social work contact but 

undermines its effectiveness by a 'busy ' 

setting with constant interrupti ons. 

B. A family disengaged and said they wanted 

to have nothing to do with social workers 

after their first social worker left and they 

were dealt with on duty for a month before 

being allocated a new worker. 

9. The mother failed to keep any 

appointments made by letter and this was 

perceived as lack of co-operation. 

However, evidence on the file indicated 

that she may not be able to read and 

English is her second language. In 

additio n, the woman was a refugee and 

may well be frightened of authority. That 

was al o not con idered. 

10. A mother with learning difficultie failed 

to keep appointments. No consideration 

C> NEHB and Jan Hor-wath 2001 Child neglect • Is my view your view? 
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appears to have been given to the impact 
of the learning difficulties on her ability to 
read letters and remember dates, times, etc. 

Superficial compliance 
In five cases the carers appeared to comply with 
the assessment and/or intervention, but no 
meaningful change seemed to occur and the 
case was closed. The cases are detailed here. 

1. Mother controlled the level of intervention 
by keeping the social worker on the 
doorstep if she did not want to discuss 
problems. She did however allow the Board 
to work with the children. 

2. Records on the file indicate a long history 
of non-school attendance. The case was 
closed after the social worker noted the 
mother and daughter 'assured us that X 
would go to school in the morning'. There 
was no follow-up and a year later 
Supervision Orders were made on the child, 
a major concern being the continual non­
attendance at school. 

3. In this case the mother's acknowledgement 
that she drank and left the children 
influenced the assessment to the extent 
that the case was closed on the basis that 
the mother agreed to stop drinking. The 
evidence on the file indicated, however, 
that the mother had a long-term drinking 
problem and may need assistance to stop 
drinking. This was not referred to or 
considered in the more recent case notes. 

4. The referral related to children left alone. A 
previous referral had expressed concern 
about children left alone. Despite this 
history, the case was closed after mother 
assured the social worker she would not 
leave the children again. 

5. A step-partner expressed concern about 
the welfare of the child. The case was 
closed after the social worker noted, 
'Mother has dealt with concerns therefore 
no need for our involvement'. There was no 
evidence on the file that the concerns had 
been dealt with. 

Focus of intervention 
The focus of intervention in a numb r of ca 
was on a specific i ue rath r than a holi tic 
approach to safeguarding and prom ting th 
welfare of the child. Detail ar a follow : 

1. The child had a hi tory of oiling and 
bullying at school. Th hild wa 
eventually suspended from hool b au e 
of the soiling but th p ychologi t tat d 
that the child needed to r turn to hool 
for a behaviour modifi ation programm . 
The child returned to hool but ufli r d 
bullying and received lack of upport from 
the teachers. It eem from the a not 
that the child wa put in a damaging 
situation because the child's oiling wa 
seen in isolation of her other need . 

2. Records on the file indicated a long history 
of neglect with particular ongoing 
concerns regarding parenting skills. The 
focus of the most recent social work 
intervention centred on concerns identified 
in the latest referral of the children being 
left unattended. Other issues were not 
addressed, such as poor diet, lack of basic 
hygiene and children not attending school. 

3. Concerns had been expressed about 
parents' alcohol use and leaving children 
with an 'inappropriate babysitter', a 15-
year-old boy with learning difficulties. The 
focus of the assessment was the use of 
alcohol. There was no record of the 
concerns about the babysitter being 
discussed with the parents. 

Families move 

In four cases concerns about families were not 
assessed as the family had moved and no new 
address was found. In a further case of a young 
16-year-old, the social worker visited the given 
address and was told by other occupants that 
the girl had moved. There was no record on the 
file that information was checked out or 
confirmed. A further case involved a family 
who according to the grandparents had moved 



to England. There was no evidence on the file of 

their address in England being obtained and 

inquires about concerns followed through. 

Collusion and avoidance issues 

In four cases social workers were faced with 

difficult situations which seemed to impact on 

the objectivity of the assessment. Details are as 
follows: 

1. Father insisted on seeing a female worker 

at an office visit. He behaved inappro­

priately and it would seem from the case 

notes that no one from the Board tackled 

the father about his behaviour, although 

there was some indication he was not to be 

seen by female workers on their own. 

2. A speech therapist had noticed bruising on 

the face of a child commensurate with 

non-accidental injury and also noted that 

the mother appeared bruised and cut. She 

said nothing to either mother or child as 

this was the first contact with the family. 

The therapist tells the social worker she 

does not want inquiries made until she has 

discussed the situation with the mother. 

Two months later the speech therapist 

speaks to the mother, despite social 

workers encouraging the worker to do this 

earlier. At this stage, the mother indicates 

there are no problems and the situation is 

left. 

3. A member of staff from the Board makes a 

referral about a family member. In this case 

the information given was accepted 

without collaboration and contact with 

other key family members. 
4. Allegations were made against a 

childminder. A record on the file indicated 

that the case should be allocated for 

preliminary inquiries, checks should be 

completed to see if the minder is registered 

and further information should be 

obtained from the public health nurse. 

There is no evidence on the file that any of 

this was done. 
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Generalised recording 

The majority of files contained handwritten 

case records. These were very difficult to read 

on occasion and meant that what was 

potentially crucial information was inaccessible 

to the reader. 

Reference was made in three files to other 

professionals on a first name basis, so it was 

impossible to establish which professionals 

were actually involved in the case. In one case 

it was difficult to ascertain whether the names 

referred to family members or professionals. 

In eight cases the recording was so generalised 
that it was difficult to establish what 

assessment and actions had been undertaken. In 

five of these cases there were letters on the file 

indicating that case conferences had taken 

place and services were provided, but no further 

details provided. Comments on three of the files 

were so generalised it was difficult for anyone 

reading the file to establish exactly what had 

occurred. For example, 'concerns addressed now 

no major concerns', 'discussions took place' and 

'contact made with other professionals'. 

The use of file information 

Three issues emerged regarding the use of 

information already on the file. 

Stereotyping families: In two cases information 

recorded became established as fact, with no 

evidence on the file to support the comments. A 

public health nurse stated at a case conference, 

'This is a chaotic, dysfunctional family '. No 

evidence was given to support this statement. 

However, subsequent records continually 

referred to this family in these terms. A GP 

stated to a social worker in a telephone 

discussion that he thought a mother may have 

a learning disability. This became recorded over 

the years as a fact. Another GP states, 'Mother 

is a compulsive liar '. This is recorded on the fil e 

with no supporting evidence. 
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Failure to make links: In three cases no link was 

made between the current and past concerns. 

1. Past and present referrals indicated a 

pattern of emotional and physical abuse 
when mother drank, but this pattern was 

not recognised. 

2. A pattern emerges from reading the file of 

ongoing neglect of the children's physical 

and educational needs. Workers who 

worked with this family on a crisis 
intervention basis did not acknowledge 
this pattern. 

3. The family had a case file that went back 

four years. A pattern emerged when 

reading the file of the parents being out 
when the social workers visited, or the 

social worker was not allowed in the 

house, leading to case closure. A pattern 

also emerged of the family using young 
boys to babysit. After five unsuccessful 

home visits and the father finally coming 

to the office, the case was closed without 

the issues regarding inappropriate 
babysitters being discussed. 

Ignoring crucial information: Information 

recorded on the file did not seem to be used. For 

example, it was clear from records in one case 

that the children in the family were intimidated 
by and frightened of their father, yet the social 

worker asked them if everything was fine in 

front of the father and accepted their positive 
reply. 

A second case had notes that one of the 

concerns expressed by professionals has been 

the mother's inability to manage the child's 

asthma. This information was not applied to the 
current assessment of the child's needs by the 
social worker. 

The change proces and 

parental motivation to change 

Although some written child care plans 
recognised that change does not occur rapidly 

and carers need to be motivated to change, 

there were examples on a number of files that 

the process of change and motivation to change 

had not been considered. 

Ignoring issues of change: The following 

examples demonstrate how issues of change 

were ignored by workers. 

1. A child who had been fostered by her aunt 

was returned to her maternal grandparents 

while the grandfather was having mental 

health problems. Although there was clear 

evidence that a social worker visited the 

home, it is not clear that issues related to 

meeting the child's and family's needs at a 

time of major upheaval were addressed. 

2. A case concerns a family where the 

relationship between the parents is volatile 

and the mother has a pattern of leaving the 

family. A pattern emerges of social work 

involvement in supporting the children 

while the mother is away and closing or 

'monitoring' the situation on her return. 

There is no evidence either of work with 

the parents to change this disruptive 

pattern of behaviour or consideration of 

the impact of the behaviour on the children 

if the parents are unable to change. 

3. The concern in this case was the long-term 

non-attendance of the child at school. The 

focus of intervention appeared to be telling 

the child and parents she needed to go to 

school without acknowledging and 

addressing the barriers to the child 

returning to school after a long absence. 

4. The children have a history of non-school 

attendance. The social worker tells them to 

return to school without considering the 

children's difficulties in doing this after a 
long absence. 

5 . A mother fails to engage in the 

implementation of the child protection 

plan. Although this is acknowledged at a 

number of case conferences no reference is 

made in the notes as to why this may be. It 



is also clear from the records that the 

mother works well with the school but, 

again, no consideration is given as to why 

this may be, how to use these links and 

what lessons can be learnt. 

Failure to recognise the need for motivation to 

change: In seven cases child protection plans 

were developed that would seem to meet the 

children's needs but did not take into account 

the parents' motivation to change. Examples 

follow here. 

1.. Some very explicit issues were identified in 

one case about a mother's ability to parent 

her child and plans were put in place to 

develop the mother's parenting skills. 

However, there is evidence throughout the 

file of the mother being uncooperative and 

de-motivated. The mother's motivation to 

change did not seem to have been assessed 

or considered in terms of developing a 

workable child protection plan. 

2. The mother had an ongoing problem of 

alcohol abuse and she recognised this was 

a problem. However, her actual motivation 

to change was not assessed. It seemed that 

workers presumed because she stated she 

had a problem she was ready to begin to 

change her behaviour. In this case 

appointments with an alcohol advisor were 

not kept. 

3. Throughout two years of social work 

involvement, there is evidence that the 

mother has not engaged with planned 

interventions. As the mother became less 

cooperative, workers became more 

directive. For example, case records 

indicate she was told, 'You must stick to 

the plan'. 

Children not heard or not visible 

In three cases children made very explicit 

comments about their needs, but these did not 

seem to be considered by the social workers. 
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1. . One of the children makes it clear she is 

afraid of her father but is questioned about 

her life by the social worker in his 

presence. 

2. The child (five years old) tells the Garda 

that he is left alone with his younger 

sibling, but this is not noted in the minutes 

or records of the case conference. 

3 . A 14-year-old who is the subject of 

concerns regarding sexual activity with his 

younger sister tells the social worker and 

his teacher he 'can't control his temper'. 

Although this is recorded on the file , there 

is no indication that his concerns have 

been recognised and addressed. 

In a further case a child appears to be ignored. 

There are two school-age children and a two­

year-old. The referrals from the school express 

concern about the children not being fed and 

possible sexual activity between siblings. 

Reference is made on the file to the two older 

children, but there is no information regarding 

the youngest child both in the content of the 

case conference minutes and the record of 

visits. 

Use of language 

Generalised language was used throughout the 

files. The following terms were most common: 

• Monitor: The term 'monitor' appeared in at 

least 14 plans for interventi on. In each of 

these cases it was not clear what was to be 

monitored. The most common phrasing 

was, 'The social worker is to monitor the 

situation'. 

• Concerns: At least 30 letters or telephone 

calls to other professionals invited them to 

comment on any 'concerns' they had 

regarding this family. 

• Check: The term 'check on progress' was 

u ed in at lea t 10 plans for intervention. 

• Di cu ed: Contact with family wa often 

ummari ed using uch term a 'We 

di cussed problems', 'We discu ed how 

Q NEHB and Jan Horwath 2001 Child neglect • Is my view your v1ew? 
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things were going', 'We discussed the 

children'. 

• Other generalised instructions included: 

'See how things are going', 'Check with 

child how things are going: 

The use of generalised terms meant that it was 

difficult to establish, from reading these files, 

what were the problems and how they were 

being resolved. 

Supervision 

In only 13 out of the 57 files were there 

comments on the file relating to supervisory 

advice regarding case management. In four 

cases this advice related to general advice, such 

as 'continue to monitor' or 'check on progress'. 

However, in six cases the advice was 

comprehensive, giving the social worker a very 

clear framework for practice with directions as 

to how to manage the case and criteria for 

assessing progress. The other three cases 

indicated that the team leader endorsed the 

plans outlined at case conference, etc. 

Assessment and intervention 
to meet the needs of children 
The case files were reviewed in light of the 

information available regarding the assessment 

of the impact of potential abuse on the 

development needs of the child and the way 

these needs were met. A number of themes 

emerged regarding both the quality of the 

assessment and the process of intervention. 

The quality of the assessment 
No pecific a se ment of the child's needs 

In 21 cases there was no recorded assessment of 

the developmental needs of the child. In 18 of 

these 21 cases the case of neglect was 

unconfirmed and in the other three the parents 

had promi ed the incident would not occur 

again. In 10 of the e cases other professionals 

had been contacted and were asked if they had 
'concerns' about the family. 

In 20 of these cases the focus of the ini tial 

assessment was confirming the described 

incident of possible neglect rather than the 

impact of the incident on the child. In two cases 

reference was made to children being distressed 

that they had been left alone and in a further 

three cases children had witnessed domestic 

violence that had upset them. There was no 

indication on the files that this distress had 

been discussed with the children or the impact 

of this distress considered as part of the 

assessment process. 

Generalised assessments 

In 18 cases there was a generalised assessment 

of the children's needs. This included eight 

cases where information was obtained from 

other professionals and 10 cases where the 

information was based on contact with the 

family and professionals. In 11 of these cases 

the family had a previous history of 

involvement with the Board. The recording of 

assessments in this category included terms 

such as 'The children are happy and healthy', 

'The child is well though her weight remains a 

problem: In these cases it was difficult to 

establish what was the cause of the concern. For 

example, was the 'weight' a problem because 

the child was underweight or overweight? 

Evidence-based assessments 

In 18 cases the assessments were of high 

quality. In these cases there was evidence on the 

file that workers had attempted to assess the 

child's needs through talking to the carer and 

other professionals. However, in only five cases 

was there evidence of talking to children. The 

workers supported their assessment with 

evidence. For example, 'The children engaged in 

very rough play for example running into walls, 

banging their heads off the .floor: 'I witnessed X 

and Y mark themselves from falls: Workers 

were also very clear when the information was 

not available to substantiate statements. For 

example, 'X claimed bullying at school, I have 
no evidence of this: 



From assessment to intervention 
There was significant variation across the case 

files in terms of the way the assessment of the 

children's needs influenced the intervention. 

Four sub-themes emerged. 

Generalised interventions 

The 18 cases that contained generalised 

assessments resulted in 10 planned but 

generalised interventions that focused on 

'monitoring'/'checking'. The other eight cases 

were closed as a result of the assessment. In 

addition, of the 18 cases with high quality 

assessments, six of these also resulted in 

generalised intervention strategies. 

Specific interventions 

Twelve cases had evidence on the files of 

comprehensive plans designed to meet the 

chlldren's assessed needs. 

Focused interventions 

There were five examples of cases where a 

number of specific needs had been identified, 

but the focus was on meeting one particular 

need. For example, a child presented as a non­

school attender. Although the assessment 

highlighted other issues, such as lack of self­

esteem and poor personal hygiene, the focus of 

the intervention was targeted at increasing 

school attendance without recognising the 

other needs. 

In another case a child had a debilitating 

stammer that, according to both the girl and 

other professionals, was exacerbated when in 

the presence of the father. This was not 

addressed in the plan for intervention. In a 

further case the 14-year-old boy who had 

witnessed domestic violence perpetrated by his 

father expressed concerns about his own ability 

to manage his temper. This was not explored 

further. 

Review of case material 

Meeting the parent's needs 

and ignoring the child's needs 

There were three case examples where the focus 

of the intervention was targeted at addressing 

the carer's issues and improving their parenting 

capacity, while ignoring the impact on the 

child. For example, a case centred on a mother 

who had recently suffered injuries that left her 

physically disabled. She was unable to meet the 

needs of the children. The focus of intervention 

was on providing services to enable her to meet 

the children's needs. What emerged from the 

assessment of the children's needs was that the 

children were distressed and confused by the 

change in their mother. This was not considered 

when a plan was prepared. 
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In another case the mother had been drinking 

and leaving her children alone following the 

break-up of her marriage. The plan centred on 

supporting the mother, ignoring the assessment 

of the child's needs which indicated that the 

child was grieving for his father. 

Another case raises issues about assessing the 

needs of an unborn child. The case centred 

around concerns about the mother's alcohol use 

and the parents' ability to protect their children 

from possible sexual abuse by a brother. This 

was not considered in terms of the unborn child 

or, indeed, the impact of the mother's drinking 

on this child. 

Assessment of parenting capacity 
The assessment of parenting capacity to meet 

the needs of their children varies across the case 

files and was analysed under the following 

themes: 

• No indication of an assessment of 

parenting capacity 

• Specific assessments of aspects of 

parenting capacity 

• Focus on parenting issues 

• A relevant assessment. 
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Each of these is considered in detail below. 

No indication of an assessment 
of parenting capacity 
In 26 of the 57 cases there was no indication on 
the files of any assessment of the parent's 
capacity to meet the needs of their children. Of 
these 26 cases, 15 cases were closed on the basis 
of the concerns about child neglect being 
unconfirmed. In four of the remaining cases a 
decision was taken to 'monitor the situation', 
but it was not clear from the recording how the 
monitoring linked into issues related to 
parenting capacity. 

In one case, lack of cooperation from the 
parents and, in a second, aggression from the 
father meant an assessment was not completed. 
In the first situation the case was closed and in 
the second social workers appeared to work 
around the father rather than addressing the 
issues. 

A further three cases included a wealth of 
information on the file but this was not 
analysed to provide an assessment of parenting 
capacity. In two further cases the assessment of 
parenti ng capacity was too generalised to 
provide any indication of parental strengths 
and weaknesses. For example, in one case 
reference was made to a discussion with the 
mother regarding the 'problems' she had caring 
for her children. No further reference was made 
to identify these problems. In another case the 
mother was described as 'reasonably caring'. 

p ific a ment of a pect 
of par nting capacity 

on specific 
a pe t of parenting. In two cases this was 
appropriate a information from the family and 
other �p�r�o�~� ional indicated that the parent 
were m ting th n d of th children in mo t 
area . In th e a th concern were about 
lack of or inappropriate upervi ion. In three 
ca however, the focu of the a sessment 
ignored i ue about the ability of the parent to 

meet the needs of the child. For example, in one 
case the father was the only carer seen. The 
focus of the assessment was the general care of 
the children. The referral and previous file 
information indicated that both parents were 
not meeting the needs of the children and there 
were specific concerns about the parents' ability 
to ensure the safety of the children which were 
not discussed. The case was closed. 

In another case the mother was told her son 
may be abusing his siblings. Her immediate 
reaction was denial and on this basis the social 
worker stated that the mother is unable to 
protect her children. No consideration was 
given to the process of coming to terms with 
sexual abuse in the family and that her 
response was normal. 

Focus on parenting issues 
Table 9: Parenting issues were a major cause for 
concern throughout the files 
f Parenting issue Frequency and 

percentage 
Alcohol misuse 23 (31.10/o) 
Domestic violence 16 (21.60/o) 
Mental health 10 ( 13.50/o) 
Marital conflict 9 (12.20/o) 
Drug misuse 5 (6.80/o) 
Learning difficulties 4 (5.40/o) 
Inappropriate 
sexual activity 3 (4.10/o) I 
Physical abuse 3 (4.10/o) l 
Physical disability 1 ( 1.40/o) 

L.._ Total 74 

Table 9 shows the number of cases where a 
particular parenting issue was considered as 
part of the assessment and/or intervention. 
However, in many cases the impact of the 
parenting issue on parenting capacity was not 
explored. Statements on the files, such as 
'alcohol is an issue', 'mother is depressed', were 
common without any analysis of the way the 
alcohol use or depression impacts on the 
parent's ability to meet the needs of the child. 
There were, however, some examples of these 
links being made. For example, a social worker 



wrote, 'The parents' marital difficulties are 

having an adverse effect on their children to the 

extent that they are not emotionally available to 
the children.' 

A relevant assessment 

The recording on 15 cases indicated that in 

these cases relevant assessments were made of 

parenting capacity. Relevant is deemed to mean 

that consideration was given to linking 

concerns around the developmental needs of 

the child with the parent's ability to meet these 

needs. In most of these cases specific 

weaknesses around parenting capacity were 

identified. For example, one assessment 

identified that the mother was unable to 

recognise the safety issues involved in leaving 

a five-year-old in the house alone. 

In three cases the workers completed an 

assessment that explored both the parenting 

strengths as well as weaknesses. The 

interventions were consequently designed to 

build on these strengths, while addressing the 

weaknesses. 

A further two cases demonstrated effective and 

creative methods of eliciting views and feeling 

from carers. In both cases the focus of the work 

was on trying to establish with the carer what 

they considered to be appropriate parenting. 

Assessment of extended family and 
environmental factors 
Only a minority of cases made specific 

reference to these factors. The themes that 

emerged are described here. 

Extended family 
In seven cases specific reference was made to 

the support or lack of support provided by the 

extended families. This is a significant minority 

of cases bearing in mind that 13 referrals were 

made by family members 
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Housing 

The quality of housing was assessed in the 

majority of cases where home visits took place. 

The assessments were, however, very general. 

For example, 'filthy', 'dirty', 'untidy' were 

adjectives commonly used. A minority of 

descriptions were far more explicit and gave a 

dear indication of the issues. For example, 

'There were six broken window panes in the 

bedroom and the 13-year-old boy and eight­

year-old girl shared the single bed: 

Rural isolation 

In five cases social workers made explicit 

reference to problems of rural isolation. In one 

case a single mother had lost her driving licence 

and had great difficulty managing, as there was 

no public transport. In two cases the family 

setting meant it was impossible for the family 

to make use of community resources without 

taxis. In a further two cases isolation was 

considered to have been a factor in the carer's 

depression. 

The community 

In four cases issues with the community were 

identified as impacting on meeting children's 

needs. In one case, the mother considered that 

she and her children were being shunned, as she 

had a Barring Order against her husband who 

was local. In two further cases parents made 

allegations that they were being harassed by 

neighbours. The final case involved a mother 

from a travelling background who had found it 

difficult being accepted in a non-Travelling 

Community. 

Outcome 
An overall impression from the ca e audit was 

that significantly more information i recorded 

on the as essment of neglect rather than the 

interventions and outcome . The outcome are 

considered below in t rm of ervice provi ion. 

Ca e closed - no service provided 

Of the 57 cases, 31 were do ed without the 
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provision of services. The reason given in the 

majority of these cases was that neglect was 

unconfirmed. What became clear, however, 

through reading the files was that there were 

significant differences in the way in which 

social workers reached this decision. ln 15 cases 

the decision to close the case was taken after 

other professionals had been consulted and the 

family contacted regarding the concerns. In six 

cases other professionals had been contacted 

but there was no evidence on the file that the 

parents had been informed of the referral. In a 

further six cases neglect was unconfirmed 

because the carers or one of the carers did not 
cooperate with the assessment. In four cases 

neglect was confirmed but services were not 

provided. (These cases were all situations where 

children had been left unattended and the carer 

promised that this would not re-occur). The 

carer promising not to drink again led to the 

closure of a further case. The impact of the 

incident on the children was not considered in 
any of these cases. 

Services provided 

For the remaining 26 cases, services were 

provided. The service breakdown is as follows: 

Monitoring 

In nine cases the recommendation on the file 

was that cases should be 'monitored'. Four of 
these required 'monitoring' by the public health 

nurse. On one file concerning a mother who had 

a drug problem, the following was written, 

'Case closed as public health nurse is 
monitoring care given by mother.' 

In none of these cases was it specified exactly 

what the public health nurse was supposed to 

monitor. In five case social workers were 

xp cted to 'monitor' or 'check' how things 

were going. Once again, there was nothing 

e plicit on the file outlining exactly what 

a pect of developmental need or parenting 

capacity hould be monitored. The following 

quote with reference to a five-year-old 

encapsulates the issue, 'Check with child to see 

how things are going.' 

Non-specific interventions 

In four cases, reference was made to 'ongoing 

involvement from the Board: It was not clear 

what this involvement should be and who 

would provide it. 

Clear, specific plans 

Six case files had very clear and specific child 

protection plans that indicated exactly what 

service was to be provided and by whom. The 

problem with all of these plans was that it was 

not clear how success would be measured, what 

attempts should be made to engage the family, 

how non-compliance would be determined and 

the outcome of non-compliance. There was a 

tendency for both specific and general plans to 

be reviewed at conference by adjusting service 

provision rather than analysing the reasons 

why the use of services did not seem to be 

promoting better outcomes for children. For 

example, in one case the mother was not taking 

the child to the family resource centre on a 

regular basis. The plan was adjusted to fewer 

but longer sessions to address this issue. What 

was clear from the file, however, was that the 

mother felt uncomfortable at the centre. This 

issue did not appear to be addressed. 

Child care and family support workers 

A minority of the cases in the audit included 

records of involvement by child care and family 

support workers. These workers gave very clear 

accounts of the impact of neglect on the 

developmental needs of the children and ways 

in which they were attempting to work with 

both the children and their parents to promote 

the children's health and development. There 

was evidence in these cases of the child care 

workers working innovatively and creatively 

with children and the family support workers 

recognising and addressing the deficits in 

parenting capacity. For example, one case file 

included summaries of work done to improve 



the self-esteem of the child using games, 
drawings, etc. 

Legal actions 

Seven cases resulted in the Board taking legal 

action to protect the children. In three cases the 

Board was going for or had obtained Care 

Orders and in a further four cases the Board was 

going for or had obtained Supervision Orders. 

In two cases the Board had originally 

considered Care Orders but the parents began to 

cooperate, so the decision was taken to go for 
Supervision Orders. 

It was difficult to analyse these cases in terms 

of consistency or variations of thresholds as 

documentation, such as case conference 

minutes, etc., were missing and the case records 

did not give a full account of the decision­

making process in their own right. Rather, 

reference was made to conference minutes. 

Managing anonymous referrals 
Of the 31 cases that were closed, 14 originated 

from anonymous referrals. Nine of these were 

handled by initially contacting other 

professionals to inquire about the family, 

usually by asking whether the professional had 

any concerns and then contact with the carers. 

Of these nine cases professionals failed to 

respond in five cases and the case was closed. 

In four cases there is no evidence on the file 

that the family were informed of the referral. In 

two cases there is no evidence on the file of 

professionals or the family being contacted. In 

the remaining three cases the family were 

contacted but did not keep appointments and 

the case was closed as unconfirmed neglect. 

There were two cases that provided sound 

examples of ways in which anonymous 

referrals could be handled. In both these cases 

letters were sent to professionals outlining the 

issues raised by the referrer and asking the 

professional for comments. Once the responses 

had been received (in one case the letters were 

Review of case material 

followed up by telephone calls to avoid drift) 

and concerns were unconfirmed, the carers 

were sent a letter informing them of the 

referral, the way it was managed, the outcome 

and inviting them to contact the social worker 
if they required more information. 

Managing concerns between partners 
Six cases resulting in closure without services 

involved referrals between partners. Two of 

these cases were closed when the referrer rang 

back and said the issues had been resolved. In 

the other four cases the referrals were dealt with 

through contact with professionals and partners 
to assess issues before being closed. 
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Questionnaire analysis 

Introduction 
An anonymous postal questionnaire was sent to 

child care social workers, team leaders, senior 

social workers, family support workers, child 

care workers and child care managers. Twenty­

eight questionnaires were initially returned. The 

questionnaire was sent out again and a further 

12 questionnaires were returned. It is difficult to 

establish what percentage of the targeted 
workforce responded. There· are potentially 75 

staff employed in the posts above, �y�~�t� long­

term sickness and staff vacancies meant the 

potential sample size was reduced. Based on a 

potential sample size of 75, a response rate of 

40 means that over 500fo of the sample size 

responded. 

The questions focussed on the following areas: 

• General information 

• Educational background 

• Job and work experience 

• Working with cases of neglect 

• Making decisions. 

Respondent profile 

General information 
All respondents identified themselves as white 

Europeans. Women formed the majority (74.40/o) 

of the sample (Table 1), although only three of 

the seven managers in the sample were female 

(Table 2). However, the small sample size meant 

that the statistical significance of this could not 

be tested using the chi-squared test'. 

' The chi-squared test of significance evaluates the likelihood of a particular distribution of results occurring by chance. 
It is performed on a table to test whether a 'significant' relationship exists between the row and column variables (in this 
case between the gender of the respondent and the likelihood of the respondent having a job of a particular status). Non­
significance means that any differences in cell frequencies could be explained by chance. 
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Table 1 
Gender 

Cumulative per �c�e�n �~� Frequency Per cent Valid per cent 
Valid Female 29 72.5 74.4 74.4 

Male 10 25.0 25.6 100.00 
Total 39 97.5 100.0 II 

Missing System 1 2.5 �~� 
J Total 40 ............... 100.0 

�~� 
. �~� 

Table 2 
bul ti Gender: Job category crossta a on 

i Practitioner Manager Total 
Gender Female 24 3 27 

Male 6 4 10 
Total 30 7 37 I -

Table 3 
A ge 

I Frequency Per cent Valid per cent Cumulative per cenj 
Valid Under 25 3 7.5 7.9 7.9 

25-30 6 15.0 15.8 23.7 J 31-39 15 37.5 39.5 63.2 
40-49 11 27.5 28.9 92.1 
50+ 3 7.5 7.9 100.00 
Total 38 95.0 100.00 

Missing System 2 5.0 
Total 40 

�~� 
100.00 ,I I 

::ill 

As shown in Table 3 most respondents (n' = 26) were aged between 30 and 50 and nearly half of 
the sample (n = 18, 45 %) had children living with them (Table 4). 

Table 4 
Do you have any children living with you? 

Frequency Per cent Valid per cent Cumulative per �c�e�n �~� Valid Yes 18 45.0 46.2 46.2 No 21 52.5 53.8 100.0 Total 39 97.5 100.0 
Missing System 1 2.5 
Total 

�~� 
40 - 100.0 

A high proportion of respondents had attained relevant certification, with 73.7% having social 
work qualification and 36.7% having post-qualifying awards. 64.1% of respondents were graduate [fable 5). 

' n - number. 

. 
I ., 
I 
J 
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Table 5 
Educational attainment 

Do you have Do you have Do you have Do you have Do you have Do you have 
a Junior a Leaving a degree? any other a social work post-qualifyin1 
Certificate? Certificate? educational qualification? awards? 

qualification? 
..JI 

I 

Ofo I Ofo Ofo Ofo Ofo 

Yes 18 46.2 21 53.8 25 64.1 28 71.8 28 73.7 11 I 
No 21 53.8 18 46.2 14 35.9 11 28.2 10 26.3 19 l_j I 

Job and work experience 
Respondents themselves provided varying degrees of information about the content of their work 

(see Appendices to Findings, Table 1), which was for simplicity re-coded into 'managers' and 

'practitioners'. These accounted for 81.10fo and 18.90fo of valid responses respectively (Table 6). 

35.90fo of all staff who responded to the questionnaire were on temporary contracts compared to 

64.1 Ofo on permanent contracts. More than half the respondents had been in their current post 

between one and five years. 

Table 6 
Job category 

l Frequency Per cent Valid per cent Cumulative per �c�e�n �~� 

Valid Practitioner 30 75 81.1 81.1 

Manager 7 17.5 18.9 100.00 J 
Total 37 92.5 100.0 

Missing System 3 7.5 

I Total 
··""" 

40 100.0 -= I 

Nearly half (n = 14) of the 30 practitioners who responded were on temporary contracts, while all 

seven managers had permanent contracts (Table 7). 

Table 7 
Job category: Job contract crosstabulation 

l Temporary Permanent Total J 
Practitioner 14 16 30 J! 
Manager 7 7 I 

Total 14 23 
·= · 

37 J 
·==-

More than half the respondents had been in their post between one and five years, with 14 having 

less than one year's experience in their current post (Table 8). 

40 
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Table 8 
"th childr Experience working WI en 

r Frequency Per cent Valid per cent Cumulative per �c�e�n �~� 
Under 1 year 14 35.0 35.9 35.9 
1-5 years 21 52.5 35.9 35.9 I 
5 10 years 3 7.5 7.7 97.4 ' Over 10 years 1 2.5 2.6 100.0 ! 
Total 39 97.5 100.0 f 
Missing System 1 2.5 

1 Total 40 100.0 �~� ....i 

The sample was also generally very experienced in working with children: 900/o had previous 
experience working with children's services and 40.50fo of those had worked in children's services 
for more than 10 years (Table 9). 

Table 9 
Previous experience of working in children's services 
r Frequency Per cent Valid per cent Cumulative per cen, Valid Yes 36 90.0 92.3 92.3 

"' No 3 7.5 7.7 100.00 I Total 39 97.5 100.0 
Missing System 1 2.5 
Total - 40 ........ 100.0 - 1 �-�~� 

Managers had generally worked with children for longer than practitioners. Five of the seven 
(71.00/o) managers had worked with children for more than 10 years, compared to nine of the 28 
(32.1 %) practitioners. Two practitioners (7 .1 Ofo) had worked with children for less than one year and 
four (14.3%) for between two and five years, while no managers fell into either of these categories. 
The largest category of practitioners (n = 8, 28.6%) fell into the category two to five years, 
compared to just one manager (14.3%). Five practitioners (17.9%) and one manager (14.30/o) had 
worked with children for between five and 10 years (Table 10). 

Table 10 

Length of previous experience: Job category crosstabulation 

Job category Total j Length of previous experience Practitioner Manager Less than I year 2 
2 1 - 2 years 

4 
4 2- 5 years 

8 1 9 5 10 years 
5 1 6 Over 10 years 
9 5 14 Total 

�~� 28 7 35 �~� �~� �~� 



Working with cases of child neglect 
Attitudes to anonymous referrals 
Respondents were asked questions about the way 

they responded to anonymous referrals. The 

questionnaire revealed an apparently high 
degree of consensus in attitudes towards 

anonymous referrals alleging child neglect. 
Some 87.5% (n = 35) of respondents believed, 

agreed, or strongly agreed that anonymous 
referrals should always be taken seriously (Fig 1). 

Fig 1 
Anonymous referrals should always 
be taken seriously 

62.5% 
Agree 

Only one respondent felt (albeit strongly) that 

anonymous referrals were generally malicious 
referrals with no substance. The majority of 

respondents (82.5%) disagreed or strongly 

disagreed with this statement (Fig 2). 

Fig 2 
Anonymous referrals are generally malicious 

referrals with no substance 

Questionnaire analysis 

Respondents were asked whether they 

considered the majority of anonymous referrals 
involved contact or custody disputes between 
parents. 27.5% were unsure, while 12.5% 

agreed with the proposition, 57 .50fo disagreed 
and 2.5% strongly disagreed (Fig 3). 

Fig 3 
In my experience the majority of anonymous 
referrals involve custody or contact disputes 
between parents 

12.5% 
Agroe 

27.5% 
Not 
�s�u�r�~� 

750fo agreed or strongly agreed that most 
anonymous referrals were made by people 
genuinely concerned about the child's welfare, 
compared to 17 .50fo who were unsure and 
7 .50/o who disagreed (Fig 4). 

Fig 4 
Most anonymous referrals are made by people 
who are genuinely concerned about the 

child's welfare 

7.5% 
�D �i �~� 

2.5% 
Strongly 

agree 
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There was, however, less agreement about the 

probable origin of such referrals (probably 

because of their anonymity). When asked 

whether a significant proportion of anonymous 

referrals were made by family members, the 

majority of respondents agreed (62.50/o) or 

strongly agreed (25.00/o) (Fig 5). 

Fig 5 
A significant proportion of referrals are made 

by family members 

5% 
�D�i�s�a�g�r�~� 

Not 
surt: 

62.5% 
Agrrr 

'Good enough parenting' 
Respondents were asked to define the term 

'good enough parenting'. This was an open 

question, so a wide range of responses could be 

expected and the responses were re-coded into 

eight common themes. Answers which did not 

fit into these categories are listed in the 

Appendices to the Findings, List 1. The most 

common answer, given by 17 respondents 

(42.5%), and most popular among both 

practitioners (n = 13, 43.3%) and managers (n = 

3, 42.9%) referred to parenting which meets the 

child's physical needs, i.e. those for food, 
helter, warmth, clothing, etc. 

However, even this was open to dispute as two 

practitioners specified that 'good enough 

parenting· did not meet the needs of the child 

saying, "It i at times very difficult to define �t�~� 
tenn, but good enough parenting will not meet the 
need of the child", and 'Tile standard of parentin . g 
I such that the child's health, welfare or 

development is, has or will be seriously affected: 

The second most common answer (27.50/o, n = 

11) was that parents provide children with love, 

nurture, emotional warmth, etc, while the third 

was that the child was safe or not at 

(immediate) risk (20.00/o, n = 8). Six respondents 

(15.00fo) felt that 'good enough parenting' 

promoted the child's development, or provided 

stimulation for the child but, again, one 

specifically mentioned that 'good enough 

parenting' did not promote child development 

or stimulate the child. This respondent wrote, 

'Parent meets child's basic material and 
emotional needs but has limited insight into 
child's developmental needs: 

Five respondents (12.50/o) included in their 

definition that in 'good enough parenting' the 

parent(s) do(es) their best, or puts the child first, 

and the same number (n = 5, 12.5%,) felt that 

'good enough parenting' was just 

adequate/acceptable (and no more) (Table 11). 

Table 11 
Definitions of 'good enough parenting' 

Frequency per cent 
Valid Meeting child's 17 42.5 

.I (physical) needs 

Parents provide 11 27.5 

Love/nurture/ 

attachment/ 

emotional 

-' warmth 
: Child is safe/ 8 20.0 

not at 

(immediate) risk i 
Promoting child's 6 15.0 
development/ 

_'_ stimulating child 
" Parents does best/ 5 12.5 

i puts child first 

Parenting is Uust) 5 12.5 
adequate/ 

acceptable 

Not meeting 2 5.0 't 
child's needs 

Total 54 71.1 _j 



Practitioners' answers varied more frequently 

than did those of managers when it came to 

definitions of 'good enough parenting'. The 

categories, 'Parent does best/puts child first'; 

'Child is safe/not at (immediate} risk'; 'Parents 
provide love/nurture/attachment/emotional 
warmth'; 'Parenting is ljust} adequate/ accept­

able'; and 'Promoting child's development/ 

stimulating child' were each cited once (n = 1, 

14.4%) by management respondents, while the 

corresponding frequencies for practitioners 

were as follows: 'Parent does best/puts child 

first' (n = 4, 13.3%); 'Child is safe/not at 

(immediate} risk' (n = 7, 23.3%); 'Parents 

provide love/nurture/attachment/ emotional 

warmth' (n = 10, 33.3%); 'Parenting is ljust} 

adequate/acceptable' (n = 3, 10.0%) and 

'Promoting child's development/stimulating 
child' (n = 4, 13.3%) (Figs 6 and 7). 

Fig 6 
Practitioners: Definitions of 

'good enough parenting' 

15 

12 

�~� 9 
s:: 
OJ 

"' �~� .... 

3 I 
2 3 4 • 5 6 7 

Factors cited by practitioners 

Questionnaire analysis 

Fig 7 
Managers: Definitions of 

'good enough parenting' 

2 3 4 5 6 

Factors cited by managers 

Key 
=Meeting child's (physical) needs 

2 = Parent does best/puts child first 

3 = Child is safe/not at (immediate) risk 

7 

4 = Parents provide love/nurture/attachment/ 
emotional warmth 

5 = Parenting is Oust) adequate/acceptable 

6 =Promoting child's development/ 

stimulating child 

7 =Not meeting child's needs 

Assessing the impact of 
alcohol use on parenting 
Respondents were further asked what factors 

they considered when assessing the impact of a 

carer's alcohol use on their parenting capacity. 

This was again an open-ended question, and so 

there was scope for a wide variety of responses. 

These were re-coded into 14 general categories 

of factors that occurred more than once (see 

Table 12). Responses, which contained other 

issues are recorded in the Appendices to the 

Findings, List 2. 

The most frequently mentioned factor (n = 20, 

17.9%) was the safety or supervi ion of children 

while the parent is drinking, followed by the 

emotional impact on a child, or the child's 
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feelings about alcohol abuse (n = 13, 11.60/o). 
9.80/o (n = 11) mentioned the frequency or 

pattern of consumption. 8.90/o (n = 10) cited the 

effects of spending money on alcohol and the 
same number (n = 10) queried whether or not 

children receives adequate nourishment. 

Drinking in front of children was taken into 

account by 7.1 Ofo (n = 8) and the presence of 

support from elsewhere, or the presence of 
another (sober) carer by a further 7.1 Ofo (n = 8). 

The remaining categories of factors cited were 
quantity of alcohol consumed (n = 7, 6.30/o); 

behaviour/abuse/violence when drinking (n = 6, 

5.40/o,); whether carer makes sure children 

receive an education/attend school; the level of 

dependency (n = 4); the time of alcohol 

consumption; the level of responsibility for 

self/carer transferred to child (n = 3); and 

whether the children are adequately clothed (n 
= 3). 

Table 12 
Effect of alcohol on parenting 

Frequency 

Valid Safety/supervision 20 

of children while 

parent drinking 

Emotional impact 13 

on child/child's 

feelings on 

drinking 

Frequency/pattern 11 

i or consumption 

(Effects of) 10 

spending money 

on alcohol 

Children provided 10 

·. with food 

Drinking in front 8 

of children 

t Support from 8 

elswhere/presence 

of sober carer 
:. Quantity of 7 

:, alcohol consumed 

Behaviour/ abuse 6 

! 
violence when 

drinking 

Children get 6 
I to school 
,, 

Level of 4 
: dependency 

i. Time of alcohol 3 
consumption 

i Level of 3 
responsibility 

for self/carer 

transferred 
i. to child 

:' Children 3 
I adequately clothed 

Total 112 ..._ 

per cent 

17.9% 

11.6% 

9.8% 

8.90/o 
! 

1 
8.90/o I 

7.10fo 

7.10/o 

J 
6.30/o l 
5.40/o 

5.40/o 

1 
l 

1 
�. �~� 

·-



The ordering of frequencies varied somewhat 

between practitioners and managers. The safety 

and supervision of children when parents were 

drinking was first with both managers (n = 3, 

42.90/o) and practitioners (n = 16, 53.30/o}, but 

managers gave equal weight (n = 3, 42.90/o) to 

the frequency and/or pattern of consumption. 

The second most common answer given by 

practitioners, 'the emotional impact upon 

children/children's feeling about drinking', was 

the third most popular answer among managers 

(n = 2, 28.60/o). 

Each of the following answers was cited once (n 

= 1, 14.30/o) by a manager: the (effects of) 

spending money on alcohol; children provided 

with food; drinking in front of children; support 

from elsewhere/presence of sober carer; 

quantity of alcohol consumed; behaviour/ 

abuse/violence when drunk; children get to 

school; level of dependency and level of 

responsibility for self/carer transferred to child 

(Fig 8). 

The corresponding frequencies for practitioners 

were as follows: the (effects of) spending money 

on alcohol (n = 7, 23.30/o); children provided 

with food (n = 8, 26.70/o); drinking in front of 

children (n = 6, 20.00/o); support from 

elsewhere/presence of sober carer (n = 5, 

16.70/o); quantity of alcohol consumed (n = 6; 

20.00/o); behaviour/abuse/violence when drunk 

(n = 4, 13.30/o); children get to school (n = 4, 

13.30/o); level of dependency (n = 3, 10.0%); and 

level of responsibility for self/carer transferred 

to child (n = 2, 6.70/o). The answers 'time of 

alcohol consumption' and 'children adequately 

clothed' were not mentioned by managers, 

although they were cited by three ( 10.0%) and 

two (6.70/o) practitioners respectively (Fig 9). 
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Fig 8 
Practitioners: Effect of alcohol on parenting 
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Factors cited by practitioners 

Fig 9 
Managers: Effect of alcohol on parenting 
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Factors cited by managers 

Key 
= Safety/supervision of children while 

parent drinking 

2 = Emotional impact on child/child's feelings 
on drinking 

3 = Frequency/pattern of consumption 

4 = (Effects of) spending money on alcohol 
5 = Children provided with food 

6 = Drinking in front of children 

7 = Support from elsewhere/presence 
of sober carer 

8 = Quantity of alcohol consumed 

9 = Behaviour/abuse/violence when drunk 
10 = Children get to school 

11 = Level of dependency 

12 = Time of alcohol consumption 

13 = Level of responsibility for self/carer 
transferred to child 

14= Children adequately clothed 



Unacceptable home environment 
A number of factors can be considered when 

assessing a child's home environment. The 

respondents were asked to give examples of 

what they considered to be unacceptable in a 

house where a three-year-old was living with 

regard to: the soiling of the kitchen floor and/or 

floor covering; general decorative order; the 

dirtiness of kitchen and cooking utensils; the 

soiling of furnishings and furniture; uncared­

for child's clothing; the hygiene of bathroom 

and toilet; and smell. 

Again, where themes occurred more than once, 

the answers were re-coded. Themes mentioned 

only once are recorded in the Appendices to the 

Findings, Lists 3 - 9. 

Kitchen floor and/or 

floor coverings soiled 

The most frequently cited factor was the 

presence of human or animal faeces or urine on 

the kitchen floor. This was mentioned by 52.50/o 

(n = 21) of respondents. A quarter of the sample 

(n = 10, 25.00/o) mentioned the floor not being 

cleaned, usually adding that this was over a 

period of time - one hinted at this by asking, 'Is 
it today's dirt or yesterday's?' 

Other answers were: stale or decaying or rotten 

food on the floor (n = 8, 20.00/o); anything that 

was unhygienic or posed a risk to health (n = 6, 

15.00/o); animal hair on the floor (n = 3, 7.50/o), 

while two respondents (5.00/o) cited each of the 

following: (soiled) nappies on the floor; a wet or 

slippery floor and a worn, tom or missing 

carpet, while the same number felt that a soiled 

kitchen floor or floor covering was not a 

(major) problem (Fig 10). 

Two workers felt that it was important to 

contextualise the soiled kitchen, one saying 

that a soiled kitchen floor or floor covering was 

unacceptable 'if parent has capacity to remove 

soiled areas' and the other that it was important 

to assess the reasons for soiling (see Appendices 

to Findings, List 3). 

48 
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Fig 10 
Kitchen floor and/or floor covering soiled 

25 

2 3 4 5 6 7 8 9 
Factors cited 

Key 
=Human/animal excrement and/or urine 

2 = Not cleaned (for a period of time) 

3 = (Old/stale/decaying) food on floor 

4 = Risk to health/unhygienic 

5 = Animal hair on floor 

6 = (Soiled) nappies on floor 

7 = Wet (slippery) floor 

8 = Worn/tom carpet 

9 = Not a major problem 

General decorative order 

Again, there was a clear leading answer as to 

what respondents felt was unacceptable with 

regard to general decor: 37.50/o cited damp (n = 

15). I5.QO/o (n = 6) cited wallpaper which was 

tom or hanging, bare walls or plaster falling 

(one respondent specified that they would 

worry if wallpaper was tom and paint stripped 

to a degree where it was chipping off and could 

be eaten by a child), and a further I5.QO/o (n = 

6) were concerned by anything unhygienic or 

risking health and safety (Fig II). 

A proportion ( 15.QO/o, n = 6) felt that what was 

unacceptable depended on the family 's 

financial state, or what else they were pending 

money on, and four respondents ( JO.QO/o) were 

not unduly concerned by a poor general 
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decorative order. 10.0% (n = 4) cited each of the 

following: not cleaned (for a long time) or dirty 

walls and/or floors; loose electric 

wires/dangerous electrics or ill-fitting sockets. 

Three respondents (7.5%) were concerned by 

torn or missing carpets. Four respondents of 

those citing 'other' factors mentioned problems 

with doors - variously: glass being broken, the 

door hanging off its hinges or doors broken or 

missing (with one explaining that this meant 

that the child could leave the house). 

Fig 11 
General decorative order 

2 3 4 5 
II II 

6 7 8 9 10 
Factors cited as unacceptable 

Key 
= Damp 

2 = Depends on fi nancial state/ability/misuse 
of funds 

3 = Wallpaper tom/hanging/plaster faJiing/ 
bare walls 

4 • Health and afety ri k/hygiene 

5 • Not cleaned (for a long ti me)/dirty waJis/ 
floor 

6 • Loo e electric wi re /dangerous electrics/ 
ill - fitting o ket 

7 • Holes in wall /ceiling 

8 • La k of furniture/furnitur dilapidated 

9 • ot both red/acceptable/not eri ous in 
lf 

10 - Hoi in/ torn carp ts/carpet mi ing 

Kitchen and cooking utensils 

It seemed that health risks were foremost in the 

minds of respondents when thinking about 

dirty kitchen and cooking utensils. 350fo (n = 14) 

mentioned dishes or utensils which were 

unwashed (for a long period). One respondent 

recognised that there was a degree of personal 

judgement involved in what was an 

unacceptable level of dirt, admitting, 'We all 

leave dirty dishes in the sink'. 25.00fo (n = 10) 

mentioned re-using dishes or utensils without 

washing and 20.00/o (n = 8) mentioned lack of 

hygiene or anything that poses a health risk. 

Stale, decaying or rotten food or milk were 

mentioned by five respondents; a dirty or 

mouldy fridge by two respondents (5.00fo) and 

one mentioned a dirty cooker. Two respondents 

were not overly concerned with the state of 

kitchen and cooking utensils, stating that it was 

'not a factor' or 'not necessarily a factor', while 

one felt that dirty kitchen and cooking utensils 

were 'totally unacceptable' (Fig 12). 

Fig 12 
Kitchen and cooking utensils 
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II 
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Factors cited as unacceptable 

Key 
= Dishes/utensils unwashed (for long 

periods) 

2 = Re-using dishes/utensils without washing 
3 = Anythi ng that poses a health risk/lack of 

hygiene 

4 = Stale/decaying/rotten food/milk 
5 = Dirty/mouldy fridge 
6 = Not (necessarily) a factor 



Furnishings and furniture 

Evidence of faeces and/or urine was again a 

concern (Fig 13). This was clearly the most 

popular answer, cited by 37.50fo (n = 15). A 

recurring theme throughout this part of the 

questionnaire was anything that was 

unhygienic or a risk to health and hygiene, and 

this was true of the furniture and furnishings 

section: it was the second most common answer 

and was mentioned by 17 .50fo (n = 7). Many of 

the other answers seemed to be related to this, 

for example, stale, decaying or rotten food or 

drink (n = 6, 15.00fo); broken or missing 

furniture (n = 5, 12.50fo); being very dirty (n = 
3, 7 .50fo); evidence of infestation (n = 2, 5.00fo) 

and dampness or wetness (n = 2, 5.00fo). 

Some of the factors mentioned by respondents 

did not seem to have any obvious connection 

with health, safety and hygiene, but seemed to 

be linked more with what they considered to be 

socially acceptable: one mentioned curtains 

hanging off rails, while another cited 'old 

calendars' as unacceptable. On the other hand, 

four respondents ( lO.OOfo) felt that soiled 

furniture and furnishings were not necessarily a 

problem, while one felt it was important to 

assess the reasons for such soiling and another 

thought that it should be related to family 

income and capacity. 
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Fig 13 
Furnishings and furniture 

IIIII 
2 345 6 7 8 9 

Factors cited as unacceptable 

Key 
I =:. Evidence of faeces/urine 

2 = If causes risk to health/safety/hygiene 

3 = Stale/decaying/rotten food/drink 

4 = Broken/lack of furniture 

5 = Bad smells 

6 = Not (necessarily) a problem (in isolation) 

7 = (Very) dirty 

8 = Evidence of infestation 

9 = Dampness/wetness 

Child's clothing 

37.5% (n = 15) of respondents declared that not 

washing children's clothing regularly was 

unacceptable. 30.0% (n = 12) objected to 

clothe that were inadequate or unsuitabl for 

the weather, and 25.0% (n = 10) to ill-fining 

clothes or hoe . Soiled or worn/tom clothe 

were each mentioned by 15% (n • 6) of the 

sample and 12.5% (n .. 5) mention d ach of 

unchanged clothe , melly clothe or damp/wet 

clothes. 

Four of th r pond nt ( 10.0%) looked at the 

ocial a pect of clothing, arguing that cloth 

w re unacceptabl if they were in uch a tat 

a to i olat th child from h r/hi p rs. Two of 

the r pond n w r con m d with th rea on 

why cloth w re dirty, for exampl , wa a 

wa hing machine availabl ? 
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Fig 14 
Child's clothing 

II. 
8 9 10 

Factors cited as unacceptable 

Key 
= Not regularly washed 

2 = Unsuitable for weather/inadequate 

3 = Ill-fitting clothes/shoes 

4 = Soiled clothes 

5 = Worn/tom clothes 

6 = Unchanged 

7 =Smell bad 

8 = Damp/wet clothes 

9 = Likely to isolate child 

10 = Depends on reason, e.g. family finance 

Bathroom and toilet unhygienic 

A dirty bath(room) was the most common 

response (n = 10, 25.0%) when respondents were 
asked what level of unhygienic bathroom and 

toilet they considered unacceptable. This was 

followed by a dirty or foul-smelling toilet (n = 9, 

22.5%) and evidence of faeces/urine (n = 8, 

20.0%). Four workers ( 10.0%) would be 

concerned by the absence of toilet paper and two 

(5.0%) by the absence of a toilet seat (Fig 15). 

There was a range of other responses which 

could not be easily re-coded, including 
'leaking', a 'dirty floor' or a 'floor ingrained 

with dirt', a 'sink unfit to be used' and the 

re ponse that '1 would only see bathroom if and 

when 1 have very serious concerns and even 
then have not needed to see bathrooms.' 

Fig 15 
Bathroom and toilet 
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Factors cited as unacceptable 

Key 
= Dirty (bath) room 

2 = Dirty/foul-smelling toilet 

3 = Evidence of faeces/urine 

4 = Health hazards 

5 = No toilet paper 

6 = No toilet seat 

7 = No running water 

Smells 

The presence of faeces and/or urine occurred 

again in the context of unacceptable smells. It 

was cited by 35.00/o (n = 14) of the respondents. 

The second most common response was stale or 

decaying food or drink, followed by anything 

that was unhygienic or posed a risk to health (n 

= 6, 15.00/o). Four respondents (10.0%) objected 

to the smell of damp, mould or fustiness, while 

dirt, cigarettes, alcohol and animals gained 

three mentions each. Two workers stated that 

the smell of drugs was unacceptable (Fig 16). 



Fig 16 
Smells 
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Factors cited as unacceptable 

Key 
= Urine/faeces 

2 = Stale/decaying food/drink 

3 = Anything posing health risk/unhygienic 

4 = Dampness/fusty/mouldy 

5 =Dirt 

6 =Alcohol 

7 = Cigarettes 

8 =Animals 

9 =Drugs 

10 = Body odour 

General comments 
Three respondents were reluctant to make hard 

and fast judgements based on single aspects of 
the child's home environment, preferring a 

holistic approach. They wrote: 'I find it difficult 

to give an abstract description of what is 

unacceptable in these situations. I would look at 

the totality of the domestic situation.' 'Overall 

an impression of a home where the carer is 

depressed and not caring about the 3 year old 

like they ought to for whatever reason.' 'While 

conditions of the house are important it is the 

overall level of emotional warmth that is most 

significant.' 

Questionnaire analysis 

Making decisions 
Parenting, decision-making and damaging 
environments for children 

Respondents were given <\ number of statements 
regarding parenting, decision-making, and 

damaging environments for children. They were 
asked to consider each statement and indicate 

the extent to which they agreed/disagreed. 

Statement 1: Staff in social work departments 
accept lower standards than other professio­
nals in contact with children and families 

Managers appeared slightly more likely than 
practitioners to accept the proposition that staff 
in social work departments accept lower 
standards that other professionals in contact 
with children and families: 14.3 Ofo of managers 
strongly agreed with this, and 28.6% agreed. 

The corresponding figures for practitioners were 
10.00/o and 26.7% respectively. 23.3% of 

practitioners and 14.3% of managers were not 
sure. 40.0% of practitioners disagreed or 
strongly disagreed, compared to 42.9% of 
managers (Figs 17 and 18). 

Fig 17 
Practitioners: Staff in social work depart­
ments accept lower standards than other 

professionals in contact with children and 

families 

6.7% 10% 
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Not 
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Fig 18 
Managers: Staff in social work departments 

accept lower standards than other pro­
fessionals in contact with children and 

families 

Strongly 
agree 

28.6% 2 
Agree 

14.3% 
Not 
sure 

Statement 2: All too often parents with prob­

lem are treated harshly by social work teams 
and do not get the support they need to keep 
their children out of the care system 

A much larger difference in perception 
appeared when practitioners were asked to 
comment on this statement. 50.0% of 
practitioners disagreed with this and a further 

23.3% strongly disagreed. This compares to 

only 14.3% of managers who disagreed and 
28.6% who strongly disagreed. More than half 

of managers (57.1%) agreed with the statement, 
compared to only 13.3% of practitioners who 
agreed and 3.3% who strongly disagreed (Figs 
19 and 20). 

Fig 19 
Practitioners: All too often parents with prob­

lems are treated harshly by social work teams 

and do not get the support they need to keep 

their children out of the care system 

6.7% 
Not 
sure 

Fig 20 
Managers: All too often parents with prob­

lems are treated harshly by social work teams 

and do not get the support they need to keep 

their children out of the care system 

57.1% 
Agree 

Statement 3: The criteria for triggering child 

protection procedures can vary depending on 
which manager is involved. 

Practitioner/manager disparity was also evident 

in responses to the statement 'The criteria for 

triggering child protection procedures can vary 

depending on which manager is involved'. 

71.40/o of managers agreed with this, while only 
50.0% of practitioners agreed, and 3.30fo 

strongly agreed. 14.3% of managers disagreed, 



compared to 23.3% of practitioners who 

disagreed and 6.7% who strongly disagreed. 
16.7% of practitioners and 14.3% of managers 
were not sure (Figs 21 and 22). 

Fig 21 
Practitioners: The criteria for triggering child 

protection procedures can vary depending on 
which manager is involved 

Fig 22 
Managers: The criteria for triggering child 

protection procedures can vary depending on 

which manager is involved 

71.4% 
Agrrt 

Statement 4: Whether we like it or not, if one 

of the carers is physically aggressive we may 

tolerate standards of care that we would not 

accept among less aggres ive carer 
Practitioners and managers had very different 

views about whether or not social workers 

tolerated lower standards of care from 
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physically aggressive carers than among less 
aggressive ones. Practitioners were fairly evenly 
divided on this issue, with 26.7% agreeing, 

33.3% unsure, 30.0% disagreeing and 6. 7% 
strongly disagreeing. Among managers on the 
other hand, no one agreed with the statement, 

71.4% disagreed and 14.3% were unsure (Figs 
23 and 24). 

Fig 23 
Practitioners: Whether we like it or not, if one 

of the carers is physically aggressive we may 
tolerate standards of care we would not accept 
among less aggressive carers 

Fig 24 
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Managers: Whether we like it or not, if one of 
the carers is physically aggressive we may 

tolerate standards of care we would not accept 
among less aggressive carers 
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Statement 5: My child care assessments are 
never influenced by resources 
There was considerably more agreement about 
the impact of resources on decision-making. 
Only 23.3% of practitioners and 28.6% of 
managers ( 14.3% strongly agreed, 14.3% 
agreed) agreed that their child care assessments 
were never influenced by resources. 56.6% of 
practitioners (53.5% disagreed, 3.30/o strongly 
disagreed) and 57 .I Ofo of managers disagreed 
with the proposition. 20.00fo of practitioners and 
14.3% of managers were not sure (Figs 25 and 
26). 

Fig 25 

Practitioners: My child care assessments are 
never influenced by resources 

Fig 26 

23.3% 
Agrtt 

20% 
Not 
surt 

Managers: My child care assessments are 
never influenced by resources 

Statement 6: I have a baseline of what is good 
enough for children that I will not step over 
Both managers and practitioners were split over 
the statement 'I have a baseline of what is good 
enough for children that I will not step over'. 
43.30/o of practitioners agreed and 3.30fo 
strongly agreed with this, while 30.00/o 
disagreed and 6. 70fo strongly disagreed. 16. 70fo 

were not sure. As far as managers were 
concerned, 57.1 Ofo agreed, 28.6% disagreed and 
14.3% were not sure (Figs 27 and 28). 

Fig 27 
Practitioners: I have a baseline of what is 
good enough for children that I will not step 
over 

Fig 28 

Managers: I have a baseline of what is good 
enough for children that I will not step over 

57.1% 
Agrte 



Statement 7: I use the same criteria for 

assessing the parental behaviour of my clients 
as I would for myself or my friends 

Both practitioners (56. 70fo disagree, 20.00/o 

strongly disagree) and managers (71.40/o 
disagree) overwhelmingly disagreed with the 

statement 'I use the same criteria for assessing 

the parental behaviour of my clients as I would 

for myself or my friends'. 10.00/o of practitioners 

agreed or strongly agreed with the proposition, 
as did 28.60/o of managers. 13.30/o of 

practitioners, but no managers, were unsure 
(Figs 29 and 30). 

Fig 29 

Practitioners: I use the same criteria for 
assessing the parental behaviour of my clients 

as I would for myself or my friends 

Fig 30 
Managers: I use the same criteria for 

assessing the parental behaviour of my clients 

as I would for myself or my friends 

28.6% 
Agrtt 

Questionnaire analysis 

Statement 8: The essential aspect of parenting 
is providing for a child's physical needs and 
safety 

43.30/o of practitioners disagreed and 16.70/o 
strongly disagreed that the essential aspect of 
parenting is providing for a child's physical 
needs and safety. 57 .I Ofo of managers also 
disagreed with the statement. 33.3% of 

practitioners, however, agreed, as did 42.9% of 
managers. 6.70/o of practitioners, but no 
managers were unsure (Figs 31 and 32). 

Fig 31 
Practitioners: The essential aspect of 

parenting is providing for a child's physical 
needs and safety 

Fig 32 
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Managers: The essential aspect of parenting is 
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Statement 9: Children witnessing violence can 

suffer as much as if they themselves were 

being hit 

Both managers and practitioners over­

whelmingly agreed that children witnessing 

violence can suffer as much as if they 

themselves were being hit. In fact, all of the 

managers (71.40fo agreed, 28.60fo strongly 

agreed) and 83.30fo of practitioners (43.30fo 

agreed, 40.00/o strongly agreed) felt this to be so. 

lO.OOfo of practitioners disagreed and 6. 70fo 

strongly disagreed (Figs 33 and 34). 

Fig 33 
Practitioners: Children witnessing violence 

can suffer as much as if they themselves were 

being hit 

Fig 34 
Managers: Children witnessing violence can 

suffer as much as if they themselves were 
being hit 

71.4% 
Agrtt 

Statement 10: The most damaging environ­

ment for children is one of high criticism and 

low warmth 

Managers were unanimous in their view that 

the most damaging environment for children is 

one of high criticism and low warmth. 28.6<¥o 

agreed with this and 71.40fo strongly agreed. 

Practitioners were considerably less united 

about this: only 20.00fo strongly agreed and 

33.30/o agreed. 26. 70Jo were unsure, 13. 1 Ofo 

disagreed and 6.70fo strongly disagreed (Figs 35 

and 36). 

Fig 35 
Practitioners: The most damaging 

environment for children is one of high 

criticism and low warmth 

Not 
sure 

Fig 36 

33.3% 
Agree 

Managers: The most damaging environment 

for children is one of high criticism and low 
warmth 



Statement 11: A child who is physically neg­
lected is likely to be experiencing emotional 
neglect as well 

Managers were again unanimous in the view 

that a child who is physically neglected is likely 

to be experiencing emotional neglect as well: 

71.4% agreed and 28.6% strongly agreed. The 
corresponding figures for practitioners were 

26.7% and 46.7%. 6.70/o of practitioners were 
not sure, IO.OOfo disagreed and 10.00/o strongly 
disagreed (Figs 37 and 38). 

Fig 37 
Practitioners: A child who is physically neg­
lected is likely to be experiencing emotional 

neglect as well 

Fig 38 
Managers: A child who is physically neglected 
is likely to be experiencing emotional neglect 

as well 
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Statement 12: Subjective information influe­

nces decision-making in cases of child neglect 

There seemed to be slightly more agreement 
among managers than among practitioners 
about whether of not subjective information 
influences decision-making in cases of child 

neglect. 42.90fo of managers agreed and 28.60fo 

strongly agreed that it did, while 28.60fo were 
unsure. 66. 70fo of practitioners agreed and 3.30fo 

strongly agreed with the statement. 16. 70fo were 
unsure and 13.30fo disagreed (Figs 39 and 40). 

Fig 39 
Practitioners: Subjective information influ­
ences decision-making in cases of child 
neglect 

Fig 40 
Managers: Subjective information influences 
decision-making in cases of child neglect 



Questionnaire analysis 

Case studies 
Respondents were presented with two 

imaginary scenarios (see questionnaire in 

Appendix at end of report for details). In the 

first scenario, Liam, a social worker, takes a 

dirty, bruised eight-year-old child into care. 

Respondents were asked whether they agreed 

with Liam's decision and the reasons for their 

agreement or disagreement. 

Case one: Liam takes child into care 

There was general (54.10/o), but by no means 

universal agreement that Liam had taken the 

correct action in waiting for an hour with a boy 

who had been reported for being left alone in a 

run-down, isolated farmhouse, then taking the 

boy into care, (see Table 13), but respondents 

offered a very wide range of reasons for that 

agreement (and indeed disagreement). 

More than half of respondents agreed that the 

child should have been removed because there 

was little or no food in the house (although two 

respondents felt that the lack of food was not a 

critical factor). One asked, 'Is there no food in 

house because it is dole day and parents are 

collecting money, going shopping or in the pub?' 

and another optimistically suggested, 'Liam 

would have to get an emergency care order - or 

if after 5pm to get the Garda Siochtina to do a 

section 12 (a rare event indeed}. By the time 

Liam would persuade the Guards to do this, it 

is likely that the parents would return home 

with 'a drink taken', but not drunk, with a 

takeaway for the child!' 

Table 13 
Do you agree with Liam's decision? 

Being home alone was a crucial factor for 

42.50/o (n = 17) of the sample, and the season 

and lack of heating were important to 37 .50fo (n 

= 15). Despite the high degree of concern given 

to the cold, two respondents (5.00/o) felt that the 

cold was not critical. 35.00/o (n = 14) of 

respondents mentioned the fact that the boy 

said he did not know where his parents were 

(although one respondent felt that the child's 

vagueness may indicate that he was 'scared to 

say.'). The isolation of the farm was felt to be 

important by nine respondents (22.50/o). 

The length of the parents' absence was a factor 

for 32.50/o (n = 13) of the sample and the age of 

the child and the child's dirty condition were 

each quoted by 20.00/o (n = 8) (N.B. One 

respondent disagreed that the child being dirty 

was critical.) Respondents were evenly divided 

as to whether or not they believed that the 

bruises were a sign of neglect. Six cited them in 

support of Liam's decision, while another six 

(150fo) felt that bruises on a boy of eight living 

on a farm were likely to be normal. Six ( 150fo) 

respondents would also have taken into account 

the physical neglect of the farmhouse. 

Not all workers agreed with Liam's action, 

however. One stated that this was an extreme 

initial response. Five ( 12.50/o) mentioned that 

the family was not known to the Board. One 

worker believed that it would be traumatic for 

the child to be taken by a stranger before the 

facts of the situation were clarified. 

Frequency Per cent Valid per cent Cumulative per cent 
Valid Strongly Agree 4 10.0 10.8 10.8 ,, 

Agree 16 40.0 43.2 54.1 �I �~� 

Not sure 7 17.0 18.9 73.0 [ 
Disagree 9 22.5 24.3 97.3 1 
Strongly disagree 1 2.5 2.7 100.0 1 
Total 37 92.5 100.0 1 

Missing System 3 7.5 

�~ �t�l� 40 100.0 j 



The most common alternative suggested was 

that Liam should have placed the child with 

friends, neighbours or relatives, or at least 

considered this option (n = 9, 22.5%). A couple 

of respondents though did recognise the 

difficulties involved in this. One noted that 

there was little possibility of identifying a 

suitable family or kin placement at this late 

hour. The isolation of the farm seemed to be 

taken into account, as one respondent wrote, 

'Farm isolated - no neighbours to look out for 

child' and another said, 'There were no 

responsible elders nearby who the child could 

call upon in an emergency.' One imaginative 

respondent wrote, 'An alternative, less intrusive 

and damaging intervention for the child could 

have been put into place, e.g. light the fire, buy 

some food, pending a comprehensive 

assessment.' 

Seven respondents (17 .50fo) felt that Liam 

should have asked the child what his wishes 

were and the same number advised that he 

contact other agencies, such as the Garda, the 

child's school or the local GP, and two (5.0%) 

suggested contacting friends or neighbours. 

IOOJo (n = 4) of respondents felt that Liam should 

have consulted his superiors before taking the 

child into care (Fig 41). 

Fig 41 
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Key 
1 = Agree because no food 

2 = Child is home alone 

3 = Cold/winter/no heat 

4 =Don't know where parents are 

5 = Length of parents' absence 

6 = Should have been placed with friends/ 

neighbours/relatives 

7 = Isolated area 

8 = Child is dirty 

9 = Age of child 

10 = Should have consulted/asked 

wishes of child 

11 = Should contact other agencies, 

e.g. school, Garda, GP 

12 = Agree because of bruises 

13 = Disagree - bruises likely to have 

innocent explanation 

14= House/farm messy/run-down 

15 = Liam should have waited longer 

16 = Family not known to the Board 

17 = Liam should have consulted superiors 

18 = Liam should have called earlier/ 

in office hours 

19 = Relatives/neighbours should 

have been contacted 

20= Cold not critical 

21 = Lack of food not critical 

Factors considered when deciding whether social 
worker had made an appropriate/inappropriate decision 

25 

20 

•••• J 4 5 6 7 8 9 10 II 12 13 14 15 16 17 18 19 20 21 
:actors considered when deciding whether social worker had made an appropriate/inappropriate decision 
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Case two: The O'Connor family 

The second scenario asked social workers to 

imagine that this was a family with whom they 

had been working for 18 months. They were 

asked to identifY what, if any, indicators there 

were that Imelda was suffering from neglect; 

what if any concerns they had about the 

parents' ability to meet the needs of their 

children; what, if anything, the Board should 

ideally do about the family; and how they 

thought the case would actually be managed 

within their teams. 

Indicators of neglect 

Imelda's drop in the centile chart (or failure to 

meet her milestones) was picked up by 62.50Jo (n 

= 25) of the survey, and the same proportion 

noted that Imelda spent most of the day in her 

pushchair/watching television. This is closely 

related to the next most common answer (n = 

22, 55.00Jo), that the child was not receiving 

sufficient stimulation or interaction with her 

parents. Her presentation as miserable or rarely 

smiling was seen as an indicator of neglect by 

52.50fo (n = 22). 450fo (n = 18) workers cited 

Imelda's walking problems and 450fo her talking 

problems. 

Allegations of domestic violence by Imelda's 

father were cited by 300fo (n = 12) of the sample. 

Several expanded to refer to the possibility of 

Imelda witnessing violence, although one made 

the further link that there was a correlation 

between domestic violence and child abuse. 

One-fifth (200fo, n = 8) of the sample believed 

that the parents were neglectful as they did not 

properly supervise their children, or expected 

the older one to supervise the younger ones. 

The arne proportion were concerned by the 

mother's pa ivity, or manifestations of it, i.e. 

her con tant 1V viewing. Two (5.00fo) of the 

ample ugge ted that he might be depressed. 

Th moth r' tat ment that he did not know 

how he wa going to cope with the new baby 

wa al o een as an indicator of neglect by 

15.00Jo (n = 6) of the sample population. 12.50/o 

(n = 5) cited the father's neglect of or perceived 

lack of interest in the parenting role, and a 

further 12.50/o (n = 5) referred to his abuse of 

alcohol. The tenth most commonly cited 

indicator of neglect was the ongoing nature of 

the situation. Six respondents (15.00/o) noted that 

there had been no change in the family's 

situation, despite care placements for the 

children and a history of Board intervention, 

while two more (5.00/o) noted that there had been 

frequent referrals from neighbours. Although 

there was no question about this, two workers 

(5.00/o) added that the presentation of the family 

may be the result of family poverty (Fig 42). 



Fig 42 
Indicators of neglect 
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Key 
Indicators of neglect 

I = Drop in centile/not meeting milestones 

2 = Child spends most of day in pushchair/ 

watching TV 

3 = Lack of stimulation of/interaction with 

child 

4 = Presentation as miserable/rarely smiles 

5 = Talking problems 

6 = Walking problems 

7 = (Allegations of) domestic violence 

8 = Lack of supervision/older children 

supervising younger 

9 = Mother's passivity/constant TV viewing 

10 =No change despite Board's intervention/ 

history of care 

11 = Mother's statement 

12 = Alcohol abuse 

13 = Father's lack of interest/neglect of 

parenting role 

14= Mother (appears) depressed 

15 = Could be sign of family poverty 

16= Frequent referrals/neighbours have made 

referrals 

Concerns about parenting ability 
The most common factor cited as causing 

concern about the parents' abili ty to meet the 

needs of their children was alcohol abuse. This 

was noted by 62.5% (n = 25) of the sample. Half 

of the sample (n = 20, 50.00/o) brought up the 

question of domestic violence, and over one-

Questionnaire analysis 
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third (n = 15, 37.5%) saw the lack of 

supervision, or expectation that older children 

care for younger ones, as an indictment of the 

O'Connor's parenting skills. 

Some 35.0% observed that the parents were not 

meeting their children's needs, while 32.5% (n = 

13) more specifically mentioned the father's 

apparent lack of parenting of the children, and 

the same number referred to the mother's 

passivity and/or apparent lack of moti vation. 

The father's non-cooperati on with the Board 

was seen as a cause for concern by seven 

respondents ( 17 .5%). The mother's lack of 

support from her husband was raised by three 

respondents (7.5%) and her apparent depression 

by three respondents (7.5%). 

Thirteen respondents (32.5%) wrote of the 

parents' fail ure to change despite intervention 

from the Board, and two more (5.00fo) of the fact 

that the older children had been in care. Seven 

( 17 .5%) respondents commented that they were 

concerned about the O'Connor's appar nt lack 

of family planning. Five workers were po sibly 

concerned about the material aspects of 

providing for children, a three (7.5%) wrote of 

the family's financial situation and two (5.00fo) 

mentioned that the parents w r unemployed 

(Fig 43). 
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Fig 43 
Concerns about parents' ability 
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Concerns about parents' ability 

Key 
= Alcohol abuse 

2 = (Allegations) of domestic violence 
3 = Children not supervised/older ones 

supervise younger 
4 = Not meeting children's needs 
5 = Father's neglect/lack of parenting of 

children 
6 = Mother passive/ineffectual/unmotivated 
7 = No change in parents' behaviour (despite 

intervention) 
8 = Father's non-cooperation 
9 = Concern about family planning/more 

children when already can't cope 
10 = Mother (appears) depressed 
11 = Poverty/financial problems 
12 = Mother gets no support (from father) 
13 = Children have been in care 
14= Unemployment 

Ideal actions of the Board? 
There was a remarkable lack of consensus in 
social workers' feelings about what the Board 
should idea11y do about the family. Even the 
most frequently cited option, initiating care 
proceedings or issuing a Care Order, gained the 
support of only 27.51¥1> (n = 11). Almost the same 
number (n = 10, 25.01¥o) were in favour of 
having more intensive support or more frequent 
visits from social workers. 

Nine respondents (22.50/o) recommended a 
parenting course for one or both parents. There 
were a further nine (22.50/o) responses in favour 
of a family support package. Eight (20.00/o) 
recommended respite care or respite fostering 
for the children. Seven ( 17 .50/o) workers thought 
that ideally the Board should organise a case 
conference and six (15.00/o) recommended more 
assessment of the family's or the children's 
needs. 

There were four answers (10.00/o) in favour of 
each of the following options: counselling for 
Mrs O'Connor, counselling for Mr O'Connor, 
arranging day care/day fostering, arrange 
medical check for Imelda and/or the new baby, 
a Supervision Order and introduction of Mr 
O'Connor to an alcohol programme or addiction 
counselling. 

A further three responses (7.50/o) were counted 
in favour of considering fostering, introducing 
the mother to domestic violence support, 
getting a Barring Order/removing father from 
the home, or encouraging the couple to 
separate, and encouraging or assisting Mr 
O'Connor into work. Two people were in favour 
of after-school clubs/care for one or more of the 
children, monitoring or assessing the situation 
and educating Mrs O'Connor about 
contraception (Table 14). 



Actual actions of the Board? 
At this stage in the questionnaire there was not 

a wide gap between what respondents felt was 

ideal and what they thought the Board would 

actually do (Table 15). Five just wrote that they 

thought the Board would act 'as above'. 250fo (n 

= 10) of the survey participants felt that the 

Board would in actual fact react by having a 

family support worker visit, 17 .50fo thought an 

(area) social worker would be assigned, and 

5.00fo that a child care worker would be 

appointed to deal with the family. 17 .50fo also 

thought that a multi-disciplinary or inter­

agency approach would be adopted, and 15.00fo 

(n = 6) wrote that a case conference would be 

convened. Two respondents (5.00fo) thought that 

this would become a long-term case and two 

(5.00fo) that a Supervision Order would be issued. 

Table 14 
Ideal actions of the Board? 

I 
Valid Initiate care proceedings/Order 

More frequent visits/intensive 

support from workers 

I Parenting course 

I Family support package 

Respite care/fostering for children 

I Organise case conference 

I More assessments of needs 

I . Counselling for mother 

Counselling for father 

Arrange day care/fostering 

Arrange medical check for Imelda 

Creche for Imelda and/or baby 

Supervision Order 

Questionnaire analysis 

As far as providing alternative child care was 

concerned, 17.50fo (n = 7) predicted that a Care 

Order would be issued, while the same number 

thought that respite care would be arranged. 

15.00fo (n = 6) thought that creche care would be 

arranged, and lO.OOfo that after-school care was 

likely. 

Three respondents (7.50fo) felt that the parents 

would be sent on a parenting course, and three 

(7.50fo) that a Barring Order would be 

issued/encouraged against Mr O'Connor. 

Those who did appear to suggest a gap between 

normative wishes and actual expectations cited 

a resource-based gap, i.e. that (ideal) foster care 

would be unavailable (n = 3, 7.50fo); a practice­

based gap, i.e. that the father would be 'filtered 

Frequem;y Per cent Jl 
11 27.5 J 

10 25.0 I 
9 22.5 J 
9 22.5 J 
8 20.0 J 
7 17.5 I 
6 15.0 J 
4 10.0 

4 10.0 

4 10.0 II 
4 10.0 j 
4 10.0 

4 10.0 

Alcohol programme/addiction counselling 4 10.0 l 
Consider fostering 3 7.5 1 
Introduce mother to domestic 1 violence support 3 7.5 

Get Barring Order/remove t dad/encourage separation 3 7.5 

Encourage/assist father into work 3 7.5 1 
After school care/clubs for older child(ren) 2 5.0 

�~� Monitor/assess situation 2 5.0 

�~� ·. Educate mother re. contracepti on 2 5.0 J 
l Total 106 �~� 
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out' of the process (n = 2, 5.001o); and simply 
that the situation would continue in the same 
way (n = 5, 12.50fo). 

Table 15 
Actual actions of the Board? 

Frequency 
ValidFamily support 10 

worker visits 
(Area) social 7 
worker assigned 
Respite care for 7 
children 

! Care Order 7 
:·, Multi-disciplinary/ 7 

inter-agency 
approach 
Case conference 6 

;; 
Creche/day care 6 
Continue as befon 5 
As above 5 

:: After-school 4 
:' activities 
' Parenting course 3 

Foster care 3 

' unavailable 
(Encouragement 3 

: of) Barring Order 

' Child care worker 2 
assigned 

i Allocated as 2 
long-term case 
Supervision Order 2 
Exclusion of fa the r 2 
Total 81 

�~ �-

Making decisions 
and planning actions 

Per cent 
25.0 

I 
17.5 1 
17.5 j 

17.5 
17.5 l 

l 

15.0 r 
15.0 
12.5 l 
12.5 

10.0 

�~� 
7.5 

7.5 

7.5 

5.0 

5.0 

5.0 

5.0 
�~ �.� 

·-

Respondents were asked to decide the extent to 
which they personally believed certain factors 
should be a primary reason for making a 
decision. They were asked to consider this using 
a Likert scale offering five options ranging from 
'all the time' to 'never'. 

Statement 1: Decisions should be based on 
doing what the worker considers is morally/ 
ethically right 
There was a spread of opinion about the extent 
to which workers believed that decisions should 
be based on doing what the worker considers is 
morally or ethically right. The highest 
proportion of both practitioners (n = 13, 43.3%) 
and managers (n = 3, 42.90fo) believed that this 
should be the case some of the time. 

The second most common response among 
practitioners (n = 7, 23.30fo) was 'all the time', 
which was also chosen by one manager 
(14.30fo). This was followed by 'most of the time' 
(practitioners n = 5, 16.70fo), which no managers 
chose. Four practitioners thought this should be 
the case 'occasionally', as did one manager 
(14.30/o). One manager ( 14.30/o) said that 
decisions should never be based on doing what 
the worker considered to be morally or ethically 
right, although this option was not chosen by 
any practitioners (Tables 16 and 17). 

Statement 2: Decisions should be based on the 
guidance and threshold criteria used within 
the Board 

Managers appeared, on average, to attach more 
importance to the guidance and threshold 
criteria used within the Board. 71.40fo (n = 5) of 
managers thought decisions should be based on 
this all the time, compared to 36.70fo (n = 11) of 
practitioners. 14.30fo (n = 1) of managers 
thought this should be the case most of the 
time, compared to 50.00fo (n = 15) of 
practitioners, while 14.30fo (n = 1) of managers 
and 13.30fo (n = 4) of practitioners thought that 
this should be so some of the time (Tables 18 
and 19). 

Statement 3: Decisions should be made on the 
basis of what the young person wants 
(provided they have the ability to understand 
and make informed choices), rather than on 
what workers consider is in their best interest 
When respondents were asked whether 



Table 16 
Practitioners: Decisions should be based on doing what 
the worker considers is morally/ethically right 

i Frequency Per cent 
Valid All the time 7 23.4 

Most of the time 5 16.7 

Some of the time 13 43.3 

Occasionally 4 13.3 

Total 29 96.7 

Missing System 1 3.3 

tlotal 30 
�~� 

100.0 -
Table 17 
Managers: Decisions should be based on doing what 

the worker considers is morally/ethically right 

r Frequency Per cent 

Valid All the time 1 14.3 

Some of the time 3 42.9 

Occasionally 1 14.3 

Never 1 14.3 

Total 6 85.7 

Missing System 1 14.3 

Lj otal 7 100.0 
�~� 

Table 18 
Practitioners : Decisions should be based on the 

guidance and threshold criteria used within the Board 

r Frequency Per cent 

Valid All the time 11 36.7 

Most of the time 15 50.0 

Some of the time 4 13.3 

l Total 
�~� 

30 __.,., 100.0 
"" 

Table 19 
Managers: Decisions should be based on the 

guidance and threshold criteria used within the Board 

I Frequency Per cent 

Valid All the time 5 71.4 

Most of the time 1 14.3 

Some of the time 1 14.3 

L . Total 7 100.0 
... -
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Valid per cent Cumulative per cen1 

24.2 24.2 

17.2 41.4 l 
44.8 86.2 -I 
13.8 100.0 ' 100.0 ,I 

_... 

Valid per cent Cumulative per cenl 

16.7 16.7 

50.0 66.7 

16.7 83.3 

16.7 100.0 :r 
100.0 :t 

'"" """ 
�~� .oil 

Valid per cent Cumulative per �c�e�n �~� 

36.7 36.7 

50.0 86.7 II 
13.3 100.0 II 
100.0 It 

�~� 

Valid per cent Cumulative per cen• 

71.4 71.4 

14.3 85.7 I 
14.3 100.0 1: 
100.0 ' ---- --------

decisions should be made on the basis of what 

the young person wants (provi ded they have the 

ability to understand and make informed 

choices), rather than on what workers consider 

is in their best interest, 33.3 Ofo (n = 10) of 

practitioners and 42.90/o (n = 3) of practitioners 

answered most of the time, 53.3% (n = 16) of 

practitioners and 42.9% (n = 3) of managers 

answered some of the time, 42.9% (n = 3) 

answered most of the time, and 13.3% (n = 4) 

of practitioners answered 'occasionally' (Tables 

20 and 21). 
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Statement 4: Decisions should be made on the 
basis of the resources available 
When asked about the extent to which they 
personally believed that decisions should be 
made on the basis of the resources available, 
6.70/o (n = 2) of practitioners, but no managers 
answered all the time; 16.70/o (n = 5) of 
practitioners and 42.80/o (n=3) of managers 
answered most of the time; 13.30/o (n = 4) of 
practitioners and 14.30/o (n = 3) of managers 

Table 20 

answered some of the time; 40.0% (n = 12) of 
practitioners and 42.9% (n = 3) of managers 
answered 'occasionally'; and 23.30/o (n = 7) of 
practitioners answered never (Tables 22 and 23). 

Statement 5: Decisions should be based on 
workers and the family exploring all possible 
outcomes and weighing up the costs and 
benefits of each 
There was strong support from both managers 

Practitioners: Decisions should be made on the basis of what the young person wants {provided 
they have the ability to understand and make informed choices), rather than on what workers 
consider is in their best interest 

Frequency Per cent Valid per cent Cumulative per �c�e�n �~� 

Most of the time 10 33.3 33.3 33.3 
Some of the time 16 53.3 53.3 86.7 1 
Occasionally 4 13.3 13.3 100.0 1 

._ Total - 30 ............. 100.0 100.0 1 - -
Table 21 
Managers: Decisions should be made on the basis of what the young person wants (provided they 
have the ability to understand and make informed choices), rather than on what workers consider 
is in their best interest 

: Frequency Per cent Valid per cent Cumulative per �c�e�n �~� 
Most of the time 3 42.8 42.8 42.8 
Some of the time 3 42.9 42.9 85.7 T 
Occasionally 1 14.3 14.3 100.0 T 
Total 7 100.0 100.0 [ - ........ 

Table 22 
Practitioners: Decisions should be made on the basis of the resources available 

Frequency Per cent Valid per cent Cumulative per �c�e�n �~� 
All the time 2 6.7 6.7 6.7 .. 
Most of the time 5 16.7 16.7 23.3 

•• Some of the time 4 13.3 13.3 36.7 r 
Occasionally 12 40.0 40.0 76.7 1 
Never 7 23.3 23.3 100.0 1 
Total 30 100.0 100.0 ] �~� ......... 

Table 23 
Managers: Decisions should be made on the basis of the resources available 

Frequency Per cent Valid per cent Cumulative per cent! 
Most of the time 3 42.9 42.9 42.9 .. Some of the time 1 14.3 14.3 57.1 I Occasionally 3 42.9 42.9 100.0 �~� Total 7 100.0 100.0 .IJ - ........... 



and practitioners for the proposition that 

decisions should be based on workers and the 

family exploring all possible outcomes and 

weighing up the costs and benefits of each. 

100.00/o of managers thought that this should be 

the case all (n = 5, 71.40fo) or most (n = 2, 

28.60fo) of the time. For practitioners, the 

Questionnaire analysis 

frequencies of answers given were as follows: 

all the time (n = 17, 56. 70fo); most of the time (n 

= 17, 23.30fo); some of the time (n = 5, 16. 70fo) 

and occasionally (n = 1,. 3.30fo) (Table 24 and 
25). 

Table 24 
Practitioners: Decisions should be based on workers and the family 

exploring all possible outcomes and weighing up the costs and benefits of each 

I Frequency Per cent Valid per cent 
Valid All the time 17 56.7 56.7 

Most of the time 7 23.3 23.3 

' Some of the time 5 16.7 16.7 
I Occasionally 1 3.3 3.3 
i Total 30 100.0 100.0 --- -- -
Table 25 
Managers: Decisions should be based on workers and the family exploring 
all possible outcomes and weighing up the costs and benefits of each 

I Frequency Per cent Valid per cent 

All the time 5 71.4 71.4 

Most of the time 2 28.6 28.6 

Total 7 100.0 100.0 

Table 26 

Cumulative per �c�e�n �~� 

56.7 

80.0 J. 
96.7 I 
100.0 I 

1 

Cumulative per �c�e�n �~� 

71.4 

100.0 I 
I 

Practitioners: Decisions should be based on the worker's knowledge and experience 

I Frequency Per cent Valid per cent Cumulative per �c�e�n �~� 

All the time 4 13.3 13.8 13.8 

Most of the time 12 40.0 41.4 55.2 t 
Some of the time 10 33.3 34.5 89.7 l 
Occasionally 3 10.0 10.3 100.0 I 
Total 29 96.7 100.0 :t. 
Missing System 1 3.3 �-�~� 

L Total _ ............ 30 _.._ 100.0 - �- �~� -

Table 27 
Managers: Decisions should be based on the worker's knowledge and experience 

l Frequency Per cent Valid per cent Cumulative per �c�e�n �~� 

All the time 1 14.3 16.7 16.7 

Most of the time 2 28.6 33.3 50.0 I 
Some of the time 2 28.6 33.3 83.3 I 
Occasionally 1 14.3 16.7 100.0 

Total 6 85.7 100.0 

Missing System I 14.3 P, 
..lotal 7 100.0 -"' �~� 
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Statement 6: Decisions should be based on the 
worker's knowledge and experience 
Among both managers and practitioners there 
was a considerable spread of opinion about the 
extent to which decisions should be based on 
the worker's knowledge and experience. 13.30/o 
(n = 4) of practitioners and 14.30/o (n = 1) 
answered all the time. 40.00/o (n = 12) of 
practitioners and 28.60/o (n = 2) of managers 
said most of the time. 33.30/o (n = 10) of 
practitioners and 28.60/o (n = 2) of managers 
said some of the time and 10.00/o (n = 3) of 
practitioners and 14.30/o (n = 1) of managers 
said occasionally (Tables 26 and 27). 

Statement 7: Decisions should be made using 
'intuitive thought' or 'gut feeling' 
There seemed to be a general, but not universal 
presumption among both groups against using 
'intuitive thought' or 'gut feeling' to make 
decisions. 42.90/o (n = 3) of managers said 
decisions should never be made on this basis; 
30.00/o (n = 12) of practitioners and 28.60/o (n = 
2) of managers thought this should be a basis 
for decisions occasionally. 40.00/o (n = 12) of 
practitioners and 14.30/o (n = 1) of managers 
were in favour of 'intuitive thought' or 'gut 
feeling' being used some of the time. 23.30/o 
(n=7) of practitioners were in favour of this 

Table 28 

most of the time, while two practi tioners (6.70fo) 
disagreed with the majority of their colleagues 
and thought that decisions should be made 
using 'intuitive thought' or 'gut feeling' most of 
the time (Tables 28 and 29). 

Statement 8: Decisions should be based on 
worker knowledge and a pattern of 
recognition based on past learning, decision­
making and experience 
Respondents were asked about whether they 
believed decisions should be based on worker 
knowledge and a pattern of recognition based on 
past learning, decision-making and experience. 
Managers seemed to favour this rather more than 
practitioners. 16. 70fo (n = 5) of practitioners and 
42.90/o (n = 3) of managers answered all the time. 
33.30/o (n = 10) of practitioners and 28.60/o (n = 2) 
answered most of the time. 33.30/o (n = 10) of 
practitioners answered some of the time, 10.00/o 
(n = 3) occasionally and 6.70/o (n = 2) never. The 
corresponding answers for managers were 
14.30/o (n = 1) some of the time and 14.30/o (n = 
1) occasionally, with no managers answering 
never (Tables 30 and 31). 

Statement 9: Decisions should be made on the 
basis of the worker's analysis of the child's 
needs 

Practitioners: Decisions should be made using 'intuitive thought' or 'gut feeling' 

Frequency Per cent Valid per cent Cumulative per cenl 
Valid All the time 2 6.7 6.7 6.7 

" 
Most of the time 7 23.3 23.3 30.0 f. 
Some of the time 12 40.0 40.0 70.0 �~� 
Occasionall y 9 30.0 3.30 100.0 �~ �·� 

�~� Total 30 100.0 ""' 100.0 .,..., iL 

Table 29 
Managers: Decisions should be made using 'intuitive thought' or 'gut feeling' 

Frequency Per cent Valid per cent Cumulative per �c�e�n �~� 
Some of the time 1 14.3 16.7 16.7 
Occasionally 2 28.6 33.3 50.0 
Never 3 42.9 50.0 100.0 
Total 6 85.7 100.0 ' Missing System I 14.3 I_ 

L.l'.otal ... 7 �~� 100..0 - Ill 
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Table 30 
Practitioners: Decisions should be based on worker knowledge and a pattern of recognition based 
on past learning, decision-making and experience 

r Frequency Per cent Valid per cent Cumulative per cen4 
Valid Ali the time 5 16.7 16.7 16.7 

Most of the time 10 33.3 33.3 50.0 l 
Some of the time 10 33.3 33.3 83.3 I 
Occasionally 3 10.0 10.0 93.3 ,f 
Never 2 6.7 6.7 100.0 ,t 

L-. Total ............ 30 ......_...., 100.0 - 100.0 ......., .-1 
Table 31 
Managers: Decisions should be based on worker knowledge and a pattern of recognition based on 
past learning, decision-making and experience 

[ Frequency Per cent Valid per cent Cumulative per cenl 
All the time 3 42.9 42.9 42.9 

Most of the time 2 28.6 28.6 71.4 t 
Some of the time 1 14.3 14.3 85.7 I 
Occasionally 1 14.3 14.3 100.0 l 

t.lPtal - 7 - 100.0 �~� 100.0 ....... I. 

Table 32 
Practitioners: Decisions should be made on the basis of the worker's analysis of the child's needs 

r Frequency Per cent Valid per cent Cumulative per �c�e�n �~� 

All the time 12 40 41.4 41.4 

Most of the time 8 26.7 27.6 31.0 I 
Some of the time 9 30.0 31.0 69.0 Jt, 

Total 29 96.7 100.0 100.0 

Missing System 1 3.3 

a..IQ_tal - 30 -.......... 100.0 �~� �~� 
Jill 

Table 33 
Managers: Decisions should be made on the basis of the worker's analysis of the child's needs 

r Frequency Per cent Valid per cent Cumulative per �c�e�n �~� 

All the time 3 42.9 

Most of the time 2 28.6 

Some of the time 2 28.6 

L Total 7 100.0 
�·�· �~� 

69.00/o of practitioners felt that decisions should 
be based on the worker's analysis of the child's 
needs all (n = 12, 40.00/o) or most (n = 8, 26. 70/o) 

of the time, compared to 71.40/o of managers (all 
the time, n = 3,42.90/o; most of the time n = 2, 

28.60/o). 30.00/o (n = 9) of practiti oners and 
28.60/o (n = 2) of managers agreed that this 
should be so some of the time (Tables 32 and 

33). 

42.9 42.9 

28.6 71.4 

28.6 100.0 ( 
-

100.0 - �- �~� 

Statement 10: Decisions should be made 
taking into account the views of the 

supervisor 
A slightly higher proportion of practitioners 
than managers believed that decisions should 
be made taking into account the views of the 
supervisor. 73.3% of practitioners favoured this 
as a basis for decision-making all (n = 9, 30.0%) 

or most (n = 13, 43.3%) of the time, compared 



Questionnaire analysis 

Table 34 
Practitioners· Decisions should be made taking into account the views of the supervisor 

Frequency Per cent Valid per cent Cumulative per �c�e�n �~� 

Valid All the time 9 30.0 31.0 31.0 

Most of the time 13 43.3 44.8 75.9 1 
Some of the time 5 16.7 17.2 93.1 l 
Occasionally 2 6.7 6.9 100.0 l 
Total 29 96.7 100.0 I 

Missing System 1 3.3 I 
-Iotal ...... 30 100.0 """ 

I 

Table 35 
Managers: Decisions should be made taking into account the views of the supervisor 

r Frequency Per cent Valid per cent Cumulative per �c�e�n �~� 
All the time 2 28.6 

Most of the time 2 28.6 

Some of the time 2 28.6 

Total 6 85.7 

Missing System 1 14.3 

Total . 7 
�~� 100.0 

to 57.2% of managers (all the time n = 2, 

28.6%; most of the time, n = 2, 28.6%). 16.7% 

(n = 5) of practitioners and 28.6 (n = 2) of 
managers answered 'some of the time'. 
However, no managers thought this should be a 
basis for decision-making never or only 
occasionally, whereas 6.7% (n = 2) of 

practitioners gave occasionally as their answer 
(Tables 34 and 35). 

Factors which influence 
decision-making 
Social workers were then asked to consider a 
list of factors and the extent that they actually 

do influence their decision-making. Once again 
a five-point Likert scale ranging from 'all the 
time' to 'never' was used. 

Table 36 

33.3 33.3 

33.3 66.7 

33.3 100.0 

100.0 

- I .... 

Time considerations 

influence decision-making 

--

I 
J 

Both managers and practitioners felt that time 
considerations influenced their decision­

making. This was so for 3.3% (n = 1) of 
practitioners all the time, 36.7 Ofo (n = 11) most 
of the time, 36.7 Ofo (n = 11) some of the time, 
16.7% (n = 5) occasionally, while only 6. 7% (n= 
2) said time considerations were never an 
influence. 14.3% (n = 1) of managers said that 
time considerations influenced their decisions 
most of the time, 57.1 Ofo (n = 4) said some of 

the time, and 14.3% (n = 1) replied never 
(Tables 36 and 37). 

Practitioners: Time considerations influence decision-making 

Frequency Per cent Valid per cent Cumulative per cen1 
All the time I 3.3 3.3 3.3 
Most of the time 11 36.7 36.7 40.0 
Some of the time 11 36.7 36.7 76.7 
Occasionally 5 16.7 16.7 93.3 
Never 2 6.7 6.7 100.0 I Total 30 

"""' 100.0 100.0 
�~� ] 
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Table 37 
Managers: Time considerations influence decision-making 

I Frequency Per cent Valid per cent Cumulative per �c�e�~� 
Most of the time 
Some of the time 
Occasionally 
Total 

Missing System 

Total 

Workload pressures 
influence decision-making 

1 

4 

1 

6 

1 

7 

14.3 

57.1 

14.3 

85.7 

14.3 

�~� 100.0 

Both managers and practitioners claimed their 
decision-making was influenced by workload 
pressures, though practitioners seemed to be 
affected to a greater extent than managers. 
6. 7% (n = 2) of practitioners said this influenced 
their decision-making all the time; 30.0% (n = 

9) claimed this was so most of the time, 46.7% 
(n = 14) said some of the time, compared to 
only 13.3% (n = 4) who answered occasionally, 
and just one (n = 3) who said 'never'. As far as 
managers were concerned, 28.6% (n = 2) said 
their decisions were affected by workload 
pressures most of the time, 28.6 (n = 2) some of 
the time, and 14.3% (n = 1) occasionally (Tables 
38 and 39). 

Table 38 

16.7 16.7 
'' 

66.7 83.3 1 
16.7 100.0 I 
100.0 I. 

I 
Jj -

Resources influence decision-making 
Despite their normative preferences, a high 
proportion of practitioners and managers stated 
that resources do influence their decision­
making. 20.0% (n = 6) of practitioners claimed 
this was the case all the time, and 46.7% (n = 

14) said this was so most of the time. Although 
no managers claimed this was the case for them 
all the time, 57.1 Ofo (n = 4) admitted it was most 
of the time. 23.3 Ofo (n = 7) of practitioners and 
14.3% (n = 1) of managers said that resources 
influenced their decision-making some of the 
time. Just 10.00/o of practitioners (occasionally 
6.7%, n = 2; never 3.3%, n = 1) and 14.3% 
(occasionally 14.3, n = I) of managers said this 
was occasionally or never the case (Tables 40 

and 41) 

Practitioners: Workload pressures influence decision-making 

Frequency Per cent Valid per cent Cumulative per cent 

Valid All the time 2 6.7 6.7 6.7 

Most of the time 9 30.0 30.0 36.7 I 
Some of the time 14 46.7 46.7 83.3 1 
Occasionally 4 13.3 13.3 96.7 �~� 
Never 1 3.3 3.3 100.0 l 

�~� Total 30 �~� 
100.0 

�~� 
100.0 

�~ �· �-�·�-�-
li 

�~� 

Table 39 
Managers: Workload pressures influence decision-making 

Frequency Per cent Valid per cent Cumulative per �c�e�n �~� 

Most of the time 2 28.6 40.0 

Some of the time 2 28.6 80.0 I' 
Occasionally 1 14.3 100.0 

Total 5 71.4 100.0 

Missing System 2 28.6 ' L Total 7 100.0 
�~� �~� 

IJ 
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Table 40 
Practitioners: Resources influence decision-making 

Frequency Per cent Valid per cent Cumulative per cen4 
Valid All the time 6 20.0 20.0 20.0 

Most of the time 14 46.7 46.7 66.7 J 
Some of the time 7 23.3 23.3 90.0 �-�~� 
Occasionally 2 6.7 6.7 96.7 I 
Never 1 3.3 3.3 100.0 

�~� Total 30 
�~� 

100.0 100.0 _...... 
�~� ..... 

Table 41 
Managers: Resources influence decision-making 

I Frequency Per cent Valid per cent Cumulative per cen1 
Most of the time 4 57.1 66.7 66.7 
Some of the time 1 14.3 16.7 83.3 I 
Occasionally 1 14.3 16.7 100.0 I 
Total 6 85.7 100.0 I 
Missing System 1 14.3 �~ �-

t Total 
�~� 7 100.0 ...... j 

Information obtained from other pro­
fessionals and the child protection case 
conference influence decision-making 
There appeared to be a high degree of faith in 
information obtained from other professionals 
and the child protection case conference, 
among managers particularly. 23.30/o of 
practitioners (n = 7) said this influenced their 

Table 42 

decision-making all the time. 70.00/o said it was 
influential most of the time and 6.70fo (n = 2) 
that it was influential some of the time. As far 
as managers were concerned, 42.90/o (n = 3) said 
it was influential all the time, 28.60/o (n = 2) said 
most of the time, and 14.30/o (n = 1) said some 
of the time (Tables 42 and 43). 

Practitioners: Information obtained from other professionals and the child protection case 
conference influence decision-making 

Frequency Per cent Valid per cent Cumulative per cenJ 
Valid All the time 7 23.3 23.3 23.3 

'R Most of the time 21 70.0 70.0 93.3 t Some of the time 2 6.7 6.7 100.0 I Total 
�~ �-

30 100.0 --- 100.0 j 
Table 43 
Managers: Information obtained from other professionals and the child protection case 
conference influence decision-making 

Frequency Per cent Valid per cent Cumulative per �c�e�n �~� All the time 3 42.9 50.0 50.0 
Most of the time 2 28.6 33.3 83.3 I Some of the time 1 14.3 16.7 100.0 I Total 6 85.7 100.0 I Missing System 1 14.3 J L Total =- 7 - 100.0 

""" .J 



Legislation/departmental guidance and 
procedures influence decision-making 
Another influential factor on decision-making 
was legislation/departmental guidance and 
procedures. 50.00/o (n = 15) of practitioners and 
28.60/o (n = 2) of managers claimed this affected 
their decisions all the time and 30.0 Ofo (n = 9) 

of practitioners and 42.90/o (n = 3) of managers 

Table 44 

Questionnaire analysis 

said they were influenced most of the time. 
16. 70fo (n = 5) of practitioners (managers n = 0, 
O.OOfo) claimed they were affected some of the 
time. Just one manager (14.30/o) and one 
practitioner (3.30/o) were, in their opinion, only 
occasionally affected (Tables 44 and 45). 

Practitioners: Legislation/departmental guidance and procedures influence decision-making 

I Frequency Per cent Valid per cent Cumulative per ce'1 
Valid All the time 15 50.0 50.0 50.0 

Most of the time 9 30.0 30.0 80.0 �· �~� 
I Some of the time 5 16.7 16.7 96.7 

I Occasionally 1 3.3 3.3 100.0 
w.,..... Total 30 100.0 .... 1QQ,O - !f: 

Table 45 
Managers: Legislation/departmental guidance and procedures influence decision-making 

I Frequency Per cent Valid per cent Cumulative per �c�e�n �~� 

All the time 2 28.6 33.3 33.3 
Most of the time 3 42.9 50.0 83.3 I 
Occasionally 1 14.3 16.7 100.0 I 
Total 6 85.7 100.0 J 
Missing System 1 14.3 I 

Liotal 3 !;1""' :L �~� 100.0 - .!1 

Table 46 
Practitioners: Communications with the child influence decision-making 

I Frequency Per cent Valid per cent Cumulative per �c�e�n �~� 

Valid All the time 7 23.3 23.3 23.3 

Most of the time 12 40.0 40.0 63.3 1 
I Some of the time 8 26.7 26.7 90.0 J 

Occasionally 3 10.0 10.0 100.0 I 
�~� Total 30 100.0 """ 100.0 - I -= 
Table 47 
Managers: Communications with the child influence decision-making 

Frequency Per cent Valid per cent Cumulative per cen 

Most of the time 3 42.9 50.0 50.0 

Some of the time 14.3 16.7 66.7 

Occasionally 2 28.6 33.3 100.0 

Total 6 85.7 100.0 

Missing System 14.3 

7 



Questionnaire analysis 

Table 48 
Practitioners: Knowledge of parenting issues influences decision-making 

Frequency Per cent Valid per cent Cumulative per cen 
Valid All the time 5 16.7 16.7 16.7 

Most of the time 13 43.3 43.3 60.0 
Some of the time 10 33.3 33.3 93.3 

100.0 

Table 49 
Managers: Knowledge of parenting issues influences decision-making 

Frequency Per cent Valid per cent Cumulative per cen 
All the time 1 14.3 16.7 16.7 
Most of the time 3 42.9 50.0 66.7 
Some of the time 2 28.6 
Total 6 85.7 
Missing System 14.3 

Communications with the 
child influence decision-making 
Most workers did seem to manage to take the 
child's opinions into account. 23.30Jo (n = 7} said 
this influenced their decision-making all the 
time. 40.001o (n = 12) said most of the time, 
26.7<¥o (n = 8) said some of the time and lO.OOJo 
(n = 3) said 'occasionally'. Managers, perhaps, 
have less contact with the child but, 
nonetheless, 42.90fo (n = 3) said they are 
influenced by communications with the child 
most of the time. 14.30Jo said some of the time, 
and 28.60Jo (n = 2) said 'occasionally' (Tables 46 
and 47). 

Knowledge of parenting 
issues influences decision-making 
There was little difference in the proportions of 
practitioners and managers who felt that their 
knowledge of parenting issues had an effect on 

Table 50 

33.3 100.0 

100.0 

their decisions. 16. 70Jo (n = 5) of practitioners 
and 14.30Jo (n = 1) of managers said this was so 
all the time. 43.30Jo (n = 13) of practitioners and 
42.90Jo (n = 3) of managers answered most of 
the time and 33.30Jo (n = 10) of practitioners and 
28.60Jo (n = 2) said some of the time. A further 
6.70Jo (n = 2) of practitioners, though no 
managers, said this was never the case (Tables 
48 and 49). 

Information obtained from the family 
influences decision-making 
It seemed that practitioner and manager groups 
both believed in the importance of information 
obtained from the family. 73.3<¥o (all the time n 
= 5, 16. 70Jo; most of the time n = 17, 56. 70fo) of 
practitioners and 71.40Jo of managers (n = 5) 
said this had an effect on their decision-making 
all or most of the time. 23.3<¥o (n = 7) of 
practitioners, but no managers, said it 

Practitioners: Information obtained from the family influences decision-making 
Frequency Per cent Valid per cent Cumulative per cent! Valid All the time 5 16.7 16.7 16.7 -Most of the time 17 56.7 56.7 73.3 l Some of the time 7 23.3 23.3 96.7 i Occasionally 1 3.3 3.3 100.0 �~ �·� �~� J.:oJCil 30 100.0 �-�- �~� 100.0 - �~� 
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Table 51 
Managers: Information obtained from the family influences decision-making 

I Frequency Per cen t Valid per cent Cumulative per cen 
Most of the time 5 71.4 
Occasionally 1 14.3 
Total 6 85.7 
Missing System 1 14.3 

t.I.otal 7 �~� 100.0 

influenced them some of the time, while one 
practitioner (3.30/o) and one manager ( 14.30/o) 
said that it influenced them occasionally (Tables 
50 and 51). 

The culture of the child and 

family influences decision-making 

The culture of the child and family appeared to 
be an important consideration for a large 
proportion of both managers and practitioners. 
13.30/o (n = 4) of practitioners said they took 
this into account all the time. 53.30/o (n = 16) of 
practitioners and 42.90/o (n = 3) of managers 

Table 52 

83.3 83.3 
16.7 100.0 
100.0 

said they did most of the time. 23.30/o (n = 7) of 
practitioners and 42.90/o (n = 3) of managers 
said they were influenced by this factor some of 
the time. A further 10.00/o (n = 3) of 
practitioners said the culture of the child and 
family influenced them occasionally (Tables 52 
and 53). 

Knowledge of child development 
influences decision-making 

Practitioners appeared to be rather more 
influenced by their knowledge of child 
development than did managers. 46.70/o (n = 14) 

.. 
Practitioners. The culture of the child and family mfluences decision-making 

[ Frequency Per cent Valid per cent Cumulative per �c�e�n �~� 
Valid All the time 4 13.3 13.3 13.3 -

Most of the time 16 53.3 53.3 66.7 r 
I Some of the time 7 23.3 23.3 90.0 I 

Occasionally 3 10.0 10.0 100.0 ·r 
l Total 30 - 100.0 100.0 - a A 
Table 53 
Managers: The culture of the child and family influences decision-making 

r Frequency Per cent Valid per cent Cumulative per �c�e�n �~� 
Valid Most of the time 3 42.9 50.0 50.0 

Some of the time 3 42.9 50.0 100.0 (1 
Total 6 85.7 100.0 �~� 

Missing System 1 14.3 �~� 
L.Thtal -""""" 7 - 100.0 == I 

Table 54 
Practitioners· Knowledge of child development influences decision-making 

r Frequency Per cent Valid per cent Cumulative per �c�e�n �t �~� 

Valid All the time 14 46.7 46.7 46.7 

Most of the time 9 30.0 30.0 76.7 I, 
Some of the time 6 20.0 20.0 96.7 t 
Never 1 3.3 3.3 100.0 f 

lJo..-.., Total �~� 30 ....., 100.0 ""' 100.0 ':d 
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of practitioners answered that this influenced 
their decision-making all the time, compared to 
14.30/o (n = 1) of managers. 30.00/o (n = 9) of 
practitioners and 57.1 Ofo (n = 4) of managers said 
this knowledge influenced them most of the time. 
20.00/o (n = 6) of practitioners, but no managers, 
answered that they were affected by this some of 
the time. One manager (14.30/o; practitioners n = 

0, 0.00/o) said that they were influenced 
occasionally, and one practitioner (3.30fo) claimed 
never to take into account their knowledge of 
child development (Tables 54 and 55). 

this way all or most of the time (73.30/o). The 
same was true of managers. 57 .20/o (n = 4) 
thought decisions should be made taking into 
account the views of the supervisors all or most 
of the time, but only 42.90/o (n = 3) actuall y 
claimed to do so most of the ti me. 23.30/o of 
practitioners (n = 7) and 28.60/o (n = 2) said this 
affected their decision-making some of the 
time, while 6.70/o (n = 2) of practitioners 
(managers 0.00/o, n = 0) said this was 
occasionally a factor (Tables 56 and 57). 

Other factors in decision-making 
Views of your supervisor 
influence decision-making 
Curiously, a slightly smaller proportion of 
practitioners (n = 21, 70.00/o) claimed to take 
their supervisor's views into account all (20.00/o, 
n = 6) or most (50.00/o, n = 15) of the time, than 
those who felt that decisions should be made in 

A wide variety of other factors in decision­
making were also cited by practitioners and 
managers (see Appendices to the Findings, List 
10). Managers cited their experience (n = 3), 
further training (n = 1) and relations with or 
estimation of the team (n = 2). One wrote of the 
'level of trust in workers' knowledge, 

Table 55 
Managers: Knowledge of child development influences decision-making 

Frequency Per cent Valid per cent Cumulative per cen 
All the time 1 14.3 16.7 16.7 
Most of the time 4 57.1 66.7 83.3 
Occasionally 14.3 16.7 100.0 
Total 6 85.7 100.0 
Missing System 

Table 56 
Practitioners: Views of your supervisor influence decision-making 

Frequency Per cent Valid per cent Cumulative per cen 
Vali d All of the time 6 20.0 20.0 20.0 

Most of the time 15 50.0 50.0 70.0 
Some of the time 23.3 23.3 93.3 

6.7 100.0 
100.0 

Table 57 
Managers: Views of your supervisor influence decision-making 

Frequency Per cent Valid per cent Cumulative per cen1 Most of the time 3 42.9 60.0 60.0 ,. Some of the time 2 28.6 40.0 100.0 [ Total 5 71.4 100.0 I Missing System 2 28.6 
�~ �o�t�a�l� ........ 7 '"' 100.0 



experience, competency' while another referred 

to 'The extent to which there is a supportive 

team approach to the case: Two referred to their 

own personal characteristics, writing of 'The 

degree of stress/self-esteem at the time of the 

decision', or simply, 'the type of person I am.' 

There were two references which implied that a 

degree of pragmatism influenced decision­

making. One manager referred to 'Resources, 

particularly human resources', while another 

wrote of 'Top management, their fear of adverse 

publicity: Two managers also implied that the 

views of other agencies were of relevance in 

their decisions. One referred to 'The reports I 

receive from other professionals' and the other 

to 'The courts - especially expressed by the 

judiciary in similar case scenarios: The two 

other factors cited by managers were 'risk and 

significant harm' and 'the child'. 

As several of the responses given by 

practitioners to this question recurred, answers 

cited by two or more respondents were re-coded 

and are represented in Fig 47. 20.00/o (n = 6) 

claimed that their own previous experience 

would impact upon the decisions they took. 

16. 70Jo (n = 5) claimed to be influenced by 

colleagues and 13.30/o (n = 4) by resources. 

Some 10.00/o (n = 3) of practitioners cited each 

of the following: training, parental attitudes, 

the views of the team leader or supervisor, their 

own beliefs or values, and the child's needs. 

Two respondents (9.00/o) referred to their 

knowledge. 

Some of these responses were further explained 

by practitioners. For example, regarding 

parental attitudes, a worker wrote, 'Fear of the 

father possibly in this case, i.e. own personal 

safety, complication of this re. having access to 

the home, having to visit in pairs. Regarding 

resources, one person commented, 'No 

resources means drastic measures, either care 

orders - foster care or children remain where 

they are.' 

Questionnaire analysis 
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Other individual responses included the 

following: 

• 'My own experience of parenting has made 

me look in more details at what is happ­

ening to children' 

• 'Levels of management or worker anxiety' 

• 'Consider each individual in a family' 

• 'Keeping family together' 

• 'Instinct' 

• 'My strong dislike of witnessing neglected 

under fives/babies' 

• 'Being reactive rather than reflective' 

• 'Literature or policy documents'. 

• Confidence in knowing I don't have to 

work the way many others do and become 

stressed and frustrated by the system'. 

Fig 47 
Other factors influencing decision-making 

Factors cited by practitioners 

Key 
I = Experience 

2 = Colleagues 

3 = Resources 

4 =Training 

5 = Parental attitudes 

6 = View of team leader/supervisor 

1 = Own beliefs/values 
8 .. Child's needs 

9 = Knowledge 
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Perceptions of increased effectiveness Fig 48 
I could be more effective if ... 

When workers were asked how they could be 

more effective when working with cases of 20 

child neglect, 42.50fo (n = 17) answered that 

they could be more effective if they had more or 

a wider range of resources. Other answers, such 

as more time available (n = 9, 22.5%), a reduced 

case load (n = 7, 17 .50fo) and more staff (n = 3, 

7.50fo), also seemed to be linked to the issue of 

resources. 

As might be predicted from the wide range of 

responses about what 'good enough' parenting 

actually is, what physical environments are 

unacceptable, and preferred and expected 

actions in the case studies, there was much 

spontaneous support for dear and consistent 

guidelines. 

Several respondents looked at the situation 

from a social rather than personal level. Six 

(15.00fo) felt that they could be more supportive 

if more social or welfare support was provided 

to parents and two (5.00fo) that more 

preventative or proactive work should be done. 

12.50fo (n = 5) felt they would be more effective 

with more support and I or supervision from 

colleagues and managers, and 5.00/o (n = 2) 

thought that more experience would increase 

their effectiveness (Fig 48). 
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Factors cited by respondents 

Key 
= More/wider range of resources 

2 = Clear/consistent guidelines 

3 = More time available 

4 = Case load reduced 
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5 = More social/welfare support for parents 

6 = More support/supervision from 

management/colleagues 

7 = More staff 

8 = More experience 

9 = More preventative/proactive work 
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Introduction 
In addition to those 40 questionnaires that were 

completed, five focus groups took place. Three 

were made up of practitioners (n = 25) 

including social workers, child care workers and 

family support workers and two of managers (n 

= 9), consisting of team leaders and child care 

managers. In these groups, participants 

identified what they considered to be important 

factors in various aspects of child neglect, 

followed by discussion of various themes. 

Defining neglect 
Participants were given the definition of child 

neglect used in Children First: 'Neglect can be 

defined in terms of an omission, where the child 

suffers significant harm or impairment of 

development by being deprived of food, clothing, 

warmth, hygiene, intellectual stimulation, 

supervision and safety, attachment to and 

affection from adults, medical care.' (3.2.1.) 

They were then asked to give examples of 

different aspects of neglect used in the 

definition which would be unacceptable. 

Responses were coded according to how often 

participants mentioned recurring factors which 

fell into the categories 'deprived of intellectual 

stimulation', 'deprived of food, clothing, warmth 

and hygiene', 'supervision and safety issues', 

'deprived of attachment to and affection from 

adults' and 'deprived of medical care'. The 

responses of managers and practitioners were 

coded separately in order to identify differences 

in practice or priority between the two groups. 



Focus group analysis 

Deprived of intellectual stimulation 
The most common factor identified by both 
practitioners (n = 14, 56.00fo) and managers (n = 
5, 55.60fo) was 'no interaction with/stimulation 
from adults'. Both groups (practitioners n = 13, 
52.00fo; managers n = 3, 33.30fo) gave as the 
joint second most common answers 'no/poor 
school attendance', and 'no {appropriate) 
toys/not allowed to play with toys'. The joint 
fourth most common answers for practitioners 
were 'no play time' and 'no encouragement/no 
importance given to school work', which were 
both mentioned by seven practitioners (28.0%). 

One of the joint fourth most common answers 
(n = 2, 22.20fo) given by managers was also 'no 
encouragement/no importance given to school 
work', 'watching TV all day' (n = 2, 22.2%), 'left 
in buggy for long periods' (n = 2, 22.20fo) and 'no 
books' (n = 2, 22.2%). Practitioners cited 'no 
books' (n = 5, 20.00fo), 'no interaction with other 
children' (n = 4, 16.00fo), 'left in buggy for long 
periods' (n = 3, 12.00fo), 'non-attendance at play 
school/group' (n = 2, 8.00fo), 'adults do not listen 
to the chi ld ' (n = 2, 8.00fo), and 'watching TV all 
day' (n = 1, 4.00fo) (Figs 1 and 2). 

Most of these answers involved relationships 
wi th, or actions and opinions of parents. 
However, some of the single answers given by 
practiti oners also seemed to have a possible 
relationship to a family's economic circum­
stances, for example, 'Not purchasing school 
books' and 'a child who starts school and has 
never or ra rely used pencils or crayons: One of 
the managers felt that j udgements about 
whether or not a child was deprived of 
intellectual stimulation should depend upon 
formal diagnosis, for example, 'Child 's 
intellectual development has been appropria tely 
diagnosed as being significantly delayed due to 
lack of stimulation despite significant social 
work and other profes ionals' involvement.' 

Fig 1 
Deprived of intellectual stimulation 
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Factors cited by practitioners 

Key 
= No interaction with/stimulation from 

adults 

2 = No/poor school attendance 
3 = No (appropriate) toys/not allowed to play 

with toys 
4 = No play time 
5 = No encouragement/no importance attached 

to schoolwork 
6 =No books 
7 = No interaction with other children 
8 = Left in buggy for long periods 
9 = Non-attendance at play school/group 
10 = Adults do not listen to the child 
11 = Watching TV all day 



Fig 2 
Deprived of intellectual stimulation 
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Factors cited by managers 

Key 
= No interaction with/stimulation from 

adults 

2 = No/poor school attendance 

3 = No (appropriate) toys/not allowed to play 

with toys 

4 = Watching TV all day 

5 = No encouragement/no importance 

attached to schoolwork 

6 = Left in buggy for long periods 

7 =No books 

Deprived of food, clothing, 

warmth and hygiene 

Again, practitioners' and managers' groups had 

the same most common answer, when asked for 

factors which identified a child as being 

deprived of food, clothing, warmth and 

hygiene. The leading answer was 'inappropriate 

clothes for season', mentioned by 68.00/o (n = 

17) of practitioners and 55.60/o (n = 5) of 

managers. The second most common answer of 

the practitioners was 'no/insufficient heat in the 

house'. This factor was mentioned by only one 

( 11.1 Ofo) of the managers. The practitioners' third 

most popular answer (n = 10, 40.0%), 

'insufficient food/hungry children', was also 

mentioned by 44.40/o (n = 4) of managers. 

Focus group analysis 

While the sample was too small for significance 

to be tested, malnourishment (along with 

underweight children, or children slipping 

down the centile chart) seemed to exercise more 

practitioners (n = 9, 36.00/o) than managers (n = 

1, 11.1 Ofo). Although one manager (11.1 Ofo) did 

mention 'children not taught personal hygiene', 

the question of cleanliness seemed to be far 

more important to practitioners. Nine (36.0%) 

practitioners mentioned children not being 

washed or bathed regularly, seven (28.00/o) 

spoke of dirty or unwashed nappies, six (24.00/o) 

of dirty or unkempt clothes, five (200/o) of the 

children having body odour and two (4.00/o) of 

unclean or wet bedclothes. 

None of these factors occurred in the 

management focus groups. Both groups 

mentioned children having scabies (prac­

titioners n = 2, 8.00/o, managers n = 3, 33.30/o) or 

head lice (practitioners n = 4, 16.00/o, managers 

n = 2, 22.20/o), 'poor hygiene' (practitioners) n = 

4, 160/o; managers n = I, 11.1 <¥o), 'no (basic food) 

in the house' (practitioners n = 7, 28.00/o; 

managers n = 2, 22.2%), and 'meals not regular' 

(practitioners n = 6, 24.00/o; managers n = 2, 

22.20/o) (Figs 3 and 4). 



Focus group analysis 

Fig 3 
Deprived of food, clothing, warmth and hygiene 
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Factors cited by practitioners 

Key 
I = Inappropriate clothes for season 

2 = No/insufficient heat in house 

3 = Insufficient food/hungry children 

4 = Malnourished/underweight/below centile 
children 

5 = Not washed/bathed (regularly) 

6 = Dirty/unchanged nappies 

7 = No (basic) food in house 

8 = Dirty/unkempt clothes 

9 = Meals not regular 

10 = Children have body odour 

11 = (Untreated) head lice 

12 = Poor hygiene 

13 = lll-fitting clothes 

14= Unclean/wet bedclothes 

15= (Untreated) scabies 

16= No underwear 

17 = (Constant) foul smell in house 

Fig 4 
Deprived of food, clothing, warmth and hygiene 
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Factors cited by managers 

= Inappropriate clothes for season 

2 = Insufficient food/hungry children 
3 = (Untreated) scabies 

4 = No (basic) food in house 

5 = Meals not regular 

6 = (Untreated) head lice 

8 9 

7 = Malnourished/underweight/below centile 
children 

8 = No/insufficient heat in house 
9 = Poor hygiene 



Supervision and safety issues 

By a very clear margin, 'young children left 

alone' was the factor most frequently referred to 

by practitioners. 800/o of the sample (n = 20) 

brought this up, compared to the next most 

popular answer, 'children allowed out on the 

streets/out at night' (n = 9, 36.00/o). One 

practitioner was also concerned about the case 

of 'under 5s allowed to roam house freely 

without adult supervision'. The order was 

reversed for managers, three of whom (33.30/o) 

spoke of children being allowed out on the 

streets and/or at night, and two of whom 

referred to young children being left alone. 

The third most common answer among 

practitioners was 'inappropriate baby­

sitters/being exposed to risky people', which was 

also mentioned by two (22.20/o) managers. The 

absence of fireguards was also picked up by 

both groups (practitioners n = 4, 16.00/o; 

managers n = 2, 22.20/o), as was the general 

category of 'hazards in the house' (practitioners 

n = 4, 16.00/o; managers n = 2, 22.20/o). Carers' 

drug and alcohol use was a category mentioned 

only by managers n = 2, 22.20/o), but the 

categories of 'parents unaware of child's 

whereabouts' (n = 4, 16.00/o), 'children caring for 

younger siblings' (n = 4, 16.00/o), 'no behavioural 

boundaries established' (n = 4, 16.00/o) and 

'young children doing cooking (unsupervised}' 

(n = 3, 12.00/o) were raised only by practitioners. 

Single practitioners gave examples of specific 

hazards that children might be exposed to, for 

example, 'hot irons', 'access to �d�a�~�g�e�r�o�u�s� 

substances and equipment', 'inside house -

matches, glass, fires, gas left within reach of 

children', and 'using machinery unsupervised 

on.Jarms'. One was also concerned with 'friends 

coming and going'. 

Some managers seemed to think that the length 

or frequency of family contact with agencies 

was an indicator of safety and supervision 

issues, noting 'repeated referrals', 'numerous 

Focus group analysis 

admissions to hospital' and 'children of a young 

age repeatedly left without adult supervision for 

long periods, despite ongoing social work 
intervention' (Figs 5 and 6). 

Fig 5 
Supervision and safety issues 
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Factors cited by practitioners 

=Young children left alone 
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2 = Children allowed out on streets/out at 

night 

3 = Inappropriate babysitters/exposed to risky 

people 

4 = Parents unaware of child's whereabouts 

5 = Children caring for younger siblings 

6 = No fireguards 

7 = Hazards in the house 

8 = No behavioural boundaries established 

9 =Young children doing cooking 

(unsupervised) 



Focus group analysis 

Fig 6 
Supervision and safety issues 
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Factors cited by managers 

Key 
= Children allowed out on streets/out at 

night 
2 =Young children left alone 
3 = No fireguards 
4 = Hazards in house 
5 = Inappropriate baby sitters/exposed to risky 

people 
6 = Drug/alcohol use 

Deprived of attachment to and affection from 
adults 

Managers in general appeared to place a far 
higher premium on children having the same 
primary carer or significant person than do 
practitioners. This was the most commonly 
cited sign of being 'deprived of attachment to 
and affection .from adults' by managers (n = 4, 
44.4%), but only the joint fourth most 
commonly cited factor among practitioners (n = 
3, 12.0%). 

For practitioners, explicit or physical shows of 
affection eemed to be more important: 'no 
warmth, love, affection shown' was mentioned 
by 36.0% (n = 9); 'uo relationship/interaction/ 
attentiOIJ.from parent' by 28.0% (n = 7) and 'no 
hugs, kisses, (positive) physical contact' by 
24.0% (n = 6). These factors were mentioned by 
33.0% (n = 3), 22.0% (n = 2) and II. I% (n = I) 

of managers respectively. 240/o of practitioners 
(n = 6) pointed to 'constant/excessive criticism', 
compared to 11.10/o (n = 1) of managers, while 
the related category of 'no praise/reward' was 
brought up by 8.00/o (n = 2) of practitioners and 
22.20/o (n = 2) of managers. 

Other categories included 'not cared for/left to 
fend for self (practitioners n = 3, 120fo; 
managers n = 1, 11.1 Ofo), 'child feels unloved, 
unwanted, isolated, insecure' (practitioners n = 
3, 12.00fo; not mentioned by any managers), 
'lack of stimulation' {practitioners n = 3, 12.00/o; 
not mentioned by any managers), 'isolation of 
child' (practitioners n = 2, 8.00/o; not mentioned 
by any managers), and 'parent's emotional 
unavailability' (practitioners n = 1, 4.0°/o; 
manager n = 1, 11.1 Ofo). 

Comments made by single practitioners 
included, 'not enough involvement in 
outings/family events', and 'not mixing with 
older people i.e. aunties/uncles/grandparents', 
while one manager who said 'parents who 
experience poor attachments themselves', and 
one practitioner who said 'a parent not being 
able to parent because of their own bad 
childhood' contextualised 'deprivation of 
attachment to and affection from adults' by 
pointing out that parents might be continuing 
patterns from their own childhood (Figs 7 and 
8). 

Fig 7 
Deprived of attachment to 
and affection from adults 
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Factors cited by practitioners 



Key 

I = No warmth, love, affection shown 

2 =No relationship/interaction/attention from 

parent 

3 = No hugs, kisses, (positive) physical contact 

4 = Constant/excessive criticism 

5 = Not cared for/left to fend for self 

6 = No primary/consistent carer/significant 

person 

7 = Child feels unloved/unwanted/isolated/ 

insecure 

8 = Lack of stimulation 

9 = No praise/reward 

10 = Isolation of child 

II = Parent's emotional unavailability 

Fig 8 
Deprived of attachment to 
and affection from adults 
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Factors cited by managers 

Key 
=No primary/consistent carer/significant 

person 

2 = No warmth/love/affection shown 

3 = Parent not responding/unable to respond 

to child 

4 =No praise/reward 

5 =No relationship/interaction/attention from 

parent 

6 = No hugs/kisses/(positive) physical contact 

7 = Not cared for/left to fend for self 

8 = Constant/excessive criticism 

9 = Parent's emotional unavailablity 

Focus group analysis 

Deprived of medical care (managers only) 

The category 'deprived of medical care' was 

only considered in the managers' focus groups. 

Four of the managers (n = 4, 44.40/o) spoke of 

the 'failure to have children immunised'. One 

manager pointed out that, as immunisation is 

such an emotive subject, failure to immunise 

children cannot be presumed to be neglectful 

behaviour. The joint second most common 

answers were '(constant) scabies' (n = 3, 33.30/o) 

and 'not keeping appointments' (n = 3, 33.30/o). 

'(Constant) lice' (n = 2, 22.20/o) and 'no 

attendance at GP' were each a concern of two 

managers. The factors: 'no attendance at 

dentists', 'children not being taught to clean 

teeth' and 'patients treating wounds themselves' 

were each mentioned by one ( 11.1 Ofo) of the 

managers (Fig 9). 

Unlike the practitioner groups, the managers 

referred to deprivation of medical care as a sign 

of neglect. It was argued that one of the main 

concerns of neglect would be to keeping the 

child from attending appointments for 

immunisations or following up on medical care 

after appointments. The group also felt that 

many parents may not think medical treatment 

is appropriate or may treat wounds themselves, 

as they may not have the money or resources to 

attend the doctors or hospital. 

Fig 9 
Deprived of medical care 

Factors cited by managers 
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Key 
1 = Failure to have children immunised 
2 = (Constant) scabies 
3 = Not keeping appointments 
4 = (Constant) lice 
5 = No attendance at GP 
6 = No attendance at dentists 
7 = Children not being taught to clean teeth 
8 = Patients treating wounds themselves 

Neglect: The worker, the manager and 
the organisation 
All groups were given the opportunity for open­
ended discussion regarding neglect. The 
following topics were explored: 

Poverty 
In general group discussions on neglect, 
practitioners argued that neglect was not 
always intentional or the fault of parents. They 
explained that, due to a lack of council 
property, families rent privately and landlords 
can charge what they like for very poor housing 
with little heat and broken windows. High rents 
also lead to people living on little money. There 
was general agreement that neglect is often 
linked to poverty and the belief was expressed 
that 'the system' does not help people get out of 
poverty. Managers had a slightly different view 
of the situation. They recognised that many 
times workers felt sorry for parents. However, 
the management groups argued that a child is 
still suffering. 

Travellers 

Both groups of managers brought up the issue 
of Travellers, one saying that many Traveller 
children 'do not have family skills'. When the 
issue of attachment and affection was raised, 
again one of the management groups 
mentioned Travellers, saying that it may be just 
one child in the family being neglected. For 
example, Travellers may have a favourite child. 
The managers felt that Traveller children 
experienced more problems if they go into care 
and they tend to run away. The managers 

believed that there needed to be some 
procedures or guidelines that the social worker 
could use regarding best practice with 
Travellers. 

Lone parents 
Lone parents also seemed to concern managers. 
With the point being raised that lone parents 
may have many partners, the managers 
wondered if the child of lone parents is more at 
risk from exposure to or witnessing of domestic 
violence. Isolation by lone parents was also 
identified by practitioners as an issue, 
particularly for women. They believed that 
there is a lack of places, such as mother and 
toddler groups, where young mothers can go. 

Basic hygiene 
Managers also felt that basic hygiene was 
important as this would affect other areas, for 
example, how the child felt about themselves, 
and that forms of neglect could affect their 
development and self-esteem. 

Impact of parenting issues 
Social workers thought that neglect might also 
be linked to other problems, for example, 
mental health and domestic violence. Many 
times, they said, incidents of domestic violence 
go unreported as women are scared to report, 
fearing they would lose 'everything', for 
instance, their home or their children. Many 
women do not realise the effect that domestic 
violence has on the children, believing that as 
long as the children are not getting hurt then it 
is okay. However, the workers argued that 
children will see the best of their parents and 
will think that domestic violence is normal. 
Managers also felt that domestic violence has 
an impact on cases of neglect. 

Neglect, intervention and change 
The workers felt their role was to keep children 
out of the system and that more resources, such 
as family centres, parenting classes, and a 
service tailored more to meet the needs of 



neglectful families would assist them. Managers 

also felt that many families would benefit from 

parenting courses, to teach parents to enjoy 

their child or to give them training on 
appropriate attachment. 

Neglect and resources 

Worker groups felt that preventative work 

would benefit the child more and maybe 

prevent the child from coming into care. 

However, structural and resource issues were 

identified as a possible stumbling block. 

According to the workers, many young mothers 

are isolated, especially in rural areas as there 

are minimal if any play schools and/or public 

transport. This lack of transport also prevents 

families from attending offices. If families do 

bring children into town, there is nowhere to 

take them. The workers have to use taxis to 

transport children, as they are not permitted to 

take them in their own cars. This causes 

difficulty due to budgets and could mean that 

rural areas do not receive as good a service as 

families in towns. 

Managers too recognised the impact of 

resources on social worker intervention. The 

group pointed out that it is frequently more 

effective to provide family support services 

than receive children into care. However, 

money for family support is very difficult to 

access. There is no system set up around monies 

and also this varies between regions. There are 

no specific monies for neglect. What is usually 

available is a one-off payment. 

Other parts of the discussion seemed to touch 

upon resources. For instance, some managers 

felt that there was no room for being creative 

about cases as the workers do not have the time 

to put innovations into practice. Others said 

that cases are sometimes 'sat in the manager's 

office', as there are few of staff that they can 

pass them to. It was noted that if the 

organisation is afraid of legal or media 

attention, then cases are likely to attract priority 

in terms of allocation. 

Focus group analysis 

Incident-focused 

Additionally, it seems that many times in cases 

of neglect evidence has to come first before 

intervention can occur. In cases of neglect, 

specific evidence is not always there. According 

to the practitioner groups, it takes a crisis to 

provide evidence for intervention, and ongoing 

cases of neglect are not given the same priority 

as other cases because they are so hard to 
assess. 

Change 

It was accepted that there were families that did 

receive help and still no changes were made 

within the family. Some argued that many cases 

go on for years and years and questioned when 

the Board should stop helping or find other 

methods for managing the situation. Others 

pointed out that some families rely on the help 

they receive. If there was a possibility for 

change, the worker would carry on with the 
family. 

The managers' comments seemed somewhat 

more pessimistic. The managers felt that 

sometimes the workers are with families for 

years, no change is ever made and families 

come to rely on the support received from the 

workers. Many parents, they felt, had little 

capacity for change. 

Partnership 

Some practitioners believed that some families 

would benefit from support and guidance, but 

recognised that some parents may not accept 

that there is an issue about their parenting 

skills. The workers felt that many parents are 

fearful of the expectations of social workers. It 

can be difficult to form a relationship with 

parents due to the stigma of being involved 

with social workers. They claimed that the 

involvement of social workers still carries a 

stigma and people are ashamed to 'put up their 

hands' and declare they need help. 



Focus group analysis 

Cultural issues were also identified as a factor 

in terms of parents asking for help. An Irish 

tradition, it was claimed, is not to receive help 

from outside the family, so that problems stay 

in the family. Nonetheless, practitioners 

believed that there was a neglect cycle, this 

passed from generation to generation and they 

should try to intervene to break cycle. 

What skills are needed to work with 
cases of neglect? 
Members were asked for their views on the 

skills required to work with cases of child 

neglect. 

Worker skills 

The practitioners felt that a diverse range of 

skills was required of workers when dealing 

with cases of neglect. Skills included: 

• Time management 

• Stress management 

• Workload management 

• Coping skills 

• Problem-solving skills 

• Ability to secure resources 

• Ability to gain admission to services 

• Observation skills 

• Ability to counsel 

• Skills to communicate and engage with the 
client 

• Ability to build a trusting relationship 
• Ability to defuse a situation 

• Ability to encourage and motivate 

• Ability to focus on one issue at a time, thus 

enabling a client to make sense of chaos. 

Appropriate attitude , according to 

practitioners, included: 

• Non-judgmental practice 

• Re pect and empathy for clients 

• Care and en itivity 

• Understanding of th family a a unit 

• Fe ling able to advocate on the behalf of 
th family 

• Reflection 

• Willingne to learn 

• Enthu ia m . 

They recommended that practitioners needed to 

balance their own values, society's values and 

the clients' values. The workers recognised, 

however, the importance of training being 

available for workers, so that they could feel 

competent within their jobs and supported by 

other staff. 

Workers' roles in cases of neglect: 

What is good practice? 

As far as actual practice was concerned, 

practitioners' comments fell into two 

categories: working with other professionals 

and working with clients, or both. Effective 

multi-disiplinary practice requires: 

• Exploring resources 

• Knowing and referring to other 

agencies/facilities 

• Networking 

• Taking the responsibility of advocating for 

clients to access services 

• Working as an effective member of the 
team. 

Good practice with clients, according to the 

practitioners, included: 

• Honesty with clients 

• Establishing boundaries 

• Using authority sensitively and not 

compromising the welfare of the child to 

maintain a relationship with the child's 
parent 

• Sticking with commitments 

• Treating all cases/clients as individuals 

• Equality at all times 

• Keeping appointments, observing, 

planning and recording 

• Answering phone calls 

• Relating and interacting with both clients 
and staff 

• 
• 

Flexibili ty 

Increasing self-awareness, self-develop­

ment and self-assessment. 



Knowledge and skills: 

The managers' perspectives 

The management group felt that many workers 

did not use their skills to their full potential, but 

acknowledged that good supervision and 

management should enhance this. They also felt 

that the more skilled you became within social 

work then the less direct work you do. 

Several of the managers' comments about 

workers' skills appeared to place a premium on 

experience and local knowledge of the 

community. Having some theoretical/academic 

knowledge also seemed to be valued by 

managers, who spoke of: 

• Knowing what to look for and 'putting 

variables together' 

• An 'overview of impact and outputs' 

• 'Putting theory into practice and applying 

what you know' 

• Knowledge of child development, 

attachment, childhood disorders 

• Understanding of cultures or ethnic 

background 

• Understanding of long-term impact on 

children in very neglectful families 

• Understanding factors that have a bearing 

on parental abilities, for example, own 

childhood experiences. 

However, managers did to some extent mirror 

workers' opinions of what was good practice, 

specifically: 

• The ability to impart advice or guidance 

• Resource finding 

• Networking 

• Report writing 

• Interviewing 

• Communication 

• Assessment 

• Listening 

• Crisis intervention 

• Observational skills . 

Focus group analysis 

There was somewhat more discussion in 

manager rather than practitioner groups about 

worker relations with the child. Managers spoke 

of: 

• Empathy towards the child 

• Building a rapport with the child 

• Listening to the child 

• Absorbing what the child says. 

They favoured a worker whose personality was 

calm and relaxed, who was self-organised, and 

made sufficient time available for meeting the 

child. Managers gave weight to practitioners 

recording cases well, liaising with other team 

members and being able to convey issues 

concisely to their line manager. Managers felt 

that if the Board would acknowledge people 

doing case work and recognise their increased 

skills, then the Board would pay better salaries 

to encourage them to stay in their skilled areas. 

How can the Board promote effective 
practice that improve outcomes for 
children? 
Neglect and Board guidelines 

Social workers expressed the view that in cases 

of neglect there are no guidelines and they 

would feel more confident in their work if they 

had something to adhere to. Practitioners felt 

that there should be guidelines for supervision 

and safety, such as a minimum age that 

children can be left alone, and also guideline 

regarding risks to children in the evening, 

siblings bullying and contact with 'un avoury· 

people. Managers also pointed out the lack of 

legislation over what age a child can be left on 

their own or for what age baby itt rs can be. 

However, it was also argued that this will 

depend on whether the child can deal with 

incidents and how they hav b en taught to u e 

equipment, etc. 

Practitioners f< It that per eption and valu 

ar different betw en ocial worker and 

familie , pointing out that what one ocial 

worker may perc iv a neglect, anoth r may 
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not; and that there may also be different views 

between families. Within the management focus 

groups, there was also a general feeling that 
everyone has a different view about neglect and 

the assessment. The managers felt that views on 

neglect sometimes depended on the worker. 
They recognised that there were no clear 
guidelines for when a social worker should 

intervene. 

A lack of clear guidance was a matter of great 

concern to both the practitioner and 
management groups. Practitioners argued for a 
standardisation of procedures, guidelines on 

policies and procedures and clear messages 
from front-line to senior management. As far as 
neglect was concerned, it was felt that there 
was no co-ordinated approach and that 

consistency within a team and between cases 
would be advantageous. Changes favoured by 
workers included developing a policy on 

working with neglect cases which would 
establish thresholds, therefore producing equity 
with other abuse cases. It would, it was 
believed. be productive to have clear guidelines 
about family support and a limited case load 
per worker to enable them to work effectively 
with families. 

Management concurred that there should be a 
format for cases so that workers could have a 
dear idea of neglect cases. They recommended 
that there should be action plans and more 
specific guidelines for workers, instead of them 

just judging cases on their own views. Like the 
practitioners, they wanted consistency across 
the Board. Managers wanted senior 
management to come to an agreement about 
thresholds of work. 

Practitioners also felt that families needed more 

consistency with help and various services. 

Groups also believed that cases needed more 
monitoring, and argued that in some cases a lot 

of intervention can be put into cases and no 
outcomes are achieved. This was also a cause 

for concern among managers. It was 

acknowledged that 'there are no systems to say 

when enough is enough'. The group felt that 

decisions did need to be made on how long a 

social worker should carry on supporting a 
family and, periodically, the social worker 

should assess the situation and specify what has 

or has not changed. 

Resources 
The practitioners' replies seemed to be far more 

focussed on the provision of resources than 

those of the managers. Practitioners felt that 

more resources were needed for both staff and 

clients, or potential clients. For example, they 

wanted family centres and drop-in centres, 

where people could perhaps learn parenting 

skills. They noted that drop-in centres and 

social help in general still carries a stigma in 
Ireland and the group recommended making 

incentives available to encourage people to use 

different centres. 

It was believed that more money should be put 
into resources so that 'family life' could be 

promoted, in order to help parents understand 

outcomes of lack of good care, and so that 
clients could development practical skills. Other 

specific ideas for useful resources included: 
• User-friendly, localised family resource 

centres and community creches in towns 

and rural areas that were accessible to 
clients 

• Drop-in centres for adolescents and their 
parents 

• Community houses 

• Community/resource centres, laundry and 
cooking facilities 

• Nutrition courses in schools or centres 
• More breakfast dubs and cook-it 

programmes 

• Short-term emergency units 
• More play facilities 

• Residential assessment centres for families 
• Support groups for mothers 

• Preventative services for identifying 
young, vulnerable mothers. 



The need for more services in rural areas was 

particularly highlighted. Practitioners favoured 

the provision of adequate, comfortable, child­

friendly, family interview rooms, and said more 

localised family resource centres should be 

available, noting that, currently, many access 

visits take place 'in McDonald's'. Increased 

resources for transport were also felt to be 

desirable, as workers are not insured to carry 

clients in their cars, and transport for clients to 

specific services, especially in rural areas, was 

seen as desirable. 

The use of money, as well as the amount 

available was highlighted: workers argued that 

a better planned budget for workers would 

enable them to, for example, obtain toys to 

show parents how to play with their children. 

Attention was also drawn to a lack of bookable 

rooms for workers. It was noted that although 

administrative staff were busy, union views on 

job demarcation prevented social workers from 

self-provisioning with regard to administration. 

Staff also claimed that files were in a poor state 

because workers do not have time to keep 

reports and files in a readable working order. 

They recommended that more time should be 

given for this and also for the reading of new 

policies and changes. 

Management groups also discussed resources, 

but not at such length, nor giving such specific 

examples as the practitioners. Managers wanted 

more recognition from political parties that 

poverty is a very big problem and contributes 

largely to neglect of a child, as the families do 

not have the resources to prevent this. The 

management group felt that the Board seemed 

to draw up practice guidelines, but did not 

provide the resources to go with them, and 

suspected that even practice policy guidelines 

and procedure were linked to resources. 

Focus group analysis 

Staffing 

Other factors that practitioners felt were 

important, such as staff increases, also hinted at 

resource issues. Workers wanted more: 

• Child care workers 

• Family support workers 

• Respite and day foster carers 

• Staff who are specialists in mental health, 

disability and addiction problems 

• A community development worker for 

each area 

• Enthusiastic student recruitment 

• Administrative staff. 

Like the practitioners, managers wanted more 

of certain kinds of staff. They felt there should 

be more family support, as the number of 

workers assigned currently varies from area to 

area. They judged that it was preferable for 

children to be at home with a family support 

worker attending regularly, but accepted that 

salaries were very low for family support 

workers and therefore staff were difficul t to 

recruit. 

The group felt that the Board should 

acknowledge how difficult case work is and 

give workers appropriate financial rewards, as 

well as making more resources available such as 

interview rooms and larger budgets for taxis to 

ferry clients. More foster carers were also 

needed, the managers said, as well as other 

resources as an alternative to care. In particular, 

managers wanted projects around alcohol, 

domestic violence, mental health and learning 

difficulties, as well as advocacy, resources for 

family support, parenting classes, psychology 

services and family centres. Managers agreed 

with workers that budget flexibility would 

enable staff to plan and take things forward. 

Management and supervision of staff 

The practi tioners felt that many workers Jacked 

support for their responsibilit ies, which gave 

them less confidence as workers. They backed 

having more team meetings and team building 
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to encourage support from other colleagues and 
make staff feel less isolated. Workers often felt 
that they held views in isolation, and team 
meetings would provide opportunities for 
discussion about workers' opinions. They 
advocated support groups for social workers. 
Practitioners also noted that many workers are 
absent from work due to stress and felt that 
they received little support for stress. They 
believed they would benefit from stress 
management programmes. 

Some practitioners seemed to be overtly critical 
of managers, asking what expertise managers 
had in child care. They said that management 
needed to resolve issues rather than avoiding 
them, and felt that workers who disagreed with 
team leaders or managers ran the risk of being 
'classed as a troublemaker'. They drew attention 
to the issues of: 
• Management accountability 
• Availability of management 
• Training for management 
• Appropriate proactive supervision, both 

individual and case orientated. 

They asserted that departments were run by 
external forces, that there seemed to be lack of 
planning within teams, and also that a very 
high turnover of staff prevented teams running 
efficiently and effectively. 

Managers agreed with the need for guidance 
and quality supervision and felt it was 
important for staff to feel valued. However, they 
also felt it was important that the actual roles of 
team leaders, social workers, child care 
managers and child care workers were clarified. 

Supervision was an important issue for both 
practitioners and managers. Practitioners 
argued that they needed an open and honest 
relation hip with their supervisor. They 
que tioned whether managers knew how to give 
upervi ion and felt that workers and managers 

should be able to come to supervision sessions 

with an agenda of issues they wish to discuss. It 
was suggested that, currently, supervision tends 
to be a checklist of cases, whereas good 
supervision should not only look at the 
checklist but reflect upon or be critical of 
practice. Staff should know what was expected 
and gain feedback - constructive or reflective, 
so that they could learn from good supervision. 

It was also felt that management should 
acknowledge difficult cases. Interruptions in 
supervision were viewed very negatively. When 
having meetings with supervisors, they 
complained, there are always interruptions and 
the important issues therefore do not get 
discussed, making supervision more like case 
management. Practitioners further claimed that 
many of the supervisors are not trained in 
supervision skills and also supervision mainly 
looks at crisis cases and not personal 
development or other matters. They pointed out 
that there were no supervision policies and that 
there needed to be guidelines for supervisors to 
adhere to. Some workers claimed that child care 
workers were supervised by people from other 
disciplines and suggested that a more 
appropriate supervisory structure could be 
devised. 

When management and supervisors were not 
available, practitioners said there was no 
support for workers. According to some 
practitioners, workers are unclear when to get 
support or help with difficult cases and 
sometimes it may take a crisis in a case for a 
worker to get help. Practitioners also felt that 
access to outside consultants or experts would 
be valuable. 

Some of the practitioners' criticisms were 
acknowledged by management who said they 
held supervision sessions around once a month 
but that there was no guidance on this. The 
issue of supervision was also one for 
management who complained that if line 
managers thought supervision was significant 



then they would supervise, but 'it normally 

depends on what else is happening on whether 

we get supervised'. They felt that if team leaders 

do not know how to provide effective 

supervision, the ground staff are let down. 

Disseminating information 

Practitioners argued for a representative from 

the workers to sit in on team leaders' meetings 

to gain information. They also proposed a 

newsletter, keeping staff informed of child care 

issues. 

The management group, on the other hand, 

suggested that copies of various reports should 

be available for everyone and given to team 

leaders directly. Then they could pass these on 

to the rest of the staff. 

Multi-disiplinary links 

Practitioners advocated better links between 

practitioners, managers, workers from different 

disciplines and workers from outside agencies. 

Some said there needed to be more discussions 

between management and workers. Others 

recommended: 

• Multi-disciplinary teams 

• Housing and health services working 

together 
• Better communication between social 

workers, child care workers and family 

support workers 

• More networking and joint work with other 

professionals 

• Relationships with other health boards to 

improve work on the common goal, i.e. 

child welfare 
• Working in close liaison with other 

professions and agencies, such as housing, 

schools, doctors. 

It was recognised though that different agencies 

do things differently and have different views 

surrounding cases. However, the way that 

networking could lead to better practice was 

explained as follows: respect for fellow workers 
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establishes good and effective networks, 

reduces case loads, thus prevents crisis 

intervention, thus increasing time management. 

Training and staff development 

Practitioners seemed to feel that training is 

currently insufficient. It was claimed that in 

many of the teams there were a lot of new 

young workers who were not trained properly 

and there were not enough experienced staff 

around. Professional development and support 

was described as 'extremely minimal'. The social 

workers seem to believe that many of the 

younger workers had little confidence in their 

work due to lack of support. Some of the 

managers had a different explanation of 

younger workers' lack of confidence: contact 

with social workers still carries a stigma and on 

many occasions the parents are hostile when a 

social worker goes visiting. This parental 

hostility may scare the younger workers. 

Managers thought there was a lack of clarity 

concerning appropriate training for workers. 

They also thought that particular staff should be 

targeted for specialised training. Postgraduate 

validated training modules for child protection 

staff were recommended as was the 

development of a senior practitioner social 

work grade to retain experienced social workers 

in practice. It was considered that having 

particular training on neglect and a framework 

to adhere to would be valuable. From a more 

holistic perspective, discussion in one of the 

management groups favoured courses in 

Ireland being 'more political' in terms of 

recognising the impact of policy decisions on 

child care work. 

All the groups came up with suggestions for 

training courses these included: 

• Child development 

• Communicating with children 

• Direct work with children 

• Working together with families 

• Supervision training for managers. 
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In particular, practitioners argued, an 'Irish 
culture qualification' formally qualified a 

person to do the job whereas, in reality, this was 
insufficient. According to practitioners, in­

house training should be increased. 
Practitioners considered that there was no 
structured approach to training for child care 
workers and no staff appraisals or staff profiles 

to identify areas that are needed for training 
and development. The current system, whereby 
team leaders seemed to decide who training 
goes to, was felt by workers to be unfair and, 

instead, a 'training strategy' was preferred. 
Practitioners felt staff would benefit from 
identifying their own areas of training that 
would improve their roles in certain cases and 
that agencies could liaise with other 

institutions, including to provide training and 
courses all across the Board. 

The needs of new staff 

Management acknowledged that new staff seem 
to be 'thrown in at the deep end', with no 

guidance for newly qualified workers. Managers 
believed there should be clear guidelines around 
cases of neglect that the new workers could 
adhere to. Managers also favoured team leader 
training and supervisor training, and pointed 
out that they bad never had a supervision 
policy. 

However, as well as training and supervision, 
management placed a lot of emphasis on life 
experience, claiming that young workers need 
time to develop their skills, as many times they 
come into a team with little support. There was 
a perceived problem of more experienced staff 

moving on to other positions. Managers said 
that a greater level of skill is wanted at ground 
level and questioned whether younger workers 

had the confidence to take on difficult cases. 

Practitioners felt that, when starting work for 
the first time, staff members needed an 

induction programme to explain how the Board 
runs and aspects such as management structure. 

The group further felt that young people were 

qualifying and on their first day at work were 

given cases with li ttle support. New social 

workers, they claimed, in the absence of this 
support, found they were seeking support from 

each other. Group one in particular felt it 

should also be easier for new starters to have 
someone to go to for difficulties. 

The managers acknowledged that induction for 
new workers was necessary. Management 

suggestions fo r a fundamental course for new 

staff included report writi ng and court 
attendance. They argued that it was the 

responsibility of the li ne manager to organise 
staff training, and of the trainers to present 
back to the team. 

Practitioners also had many suggestions for 

ways the Board could manage new staff. It was 
proposed that new staff should be inducted and 

that there should receive a structured induction 
programme, including shadowing for new staff. 

New workers, it was felt, should have 
timetabled frequent supervision which would 

focus on case loads and development. 

Practitioners argued that these workers would 
benefit by having guidelines on boundaries and 

on their role as a social worker in various 
circumstances. 
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Table 1 
Current job title 

Valid 

Social work team leader 

Child care manager 

Child care worker 

Child care manager 

Community 

Care social worker 

Community Care 

child worker 

Family support 

project worker 

Family support worker 

Fostering social worker 

Intake team 

social worker 

Professionally 

qualified social worker 

Project leader 

Project worker, 

family support services 

Senior social worker 

Social work team leader 

Social work team leader 

Social worker 

Social worker 

(fostering team) 

Social worker (fostering) 

Social worker, 

child protection 

Sodal worker, child 

protection team (intake) 

Social worker, 

community care 

Total 

Frequency 

3 

1 

2 

1 

1 

3 

4 

1 

2 

2 

1 

1 

1 

1 

2 

1 

1 

7 

1 

1 

1 

1 

1 

40 

Per cent Valid per cent Cumulative per cent 

7.5 7.5 7.5 

2.5 2.5 10.0 I. 
5.0 5.0 15.0 1 
2.5 2.5 17.5 I 
2.5 2.5 20.0 r 

7.5 7.5 27.5 J 

10.0 10.0 37.5 t 

2.5 2.5 40.0 I 
5.0 5.0 45.0 1 
5.0 5.0 50.0 

2.5 2.5 52.5 

2.5 2.5 55.0 

2.5 2.5 57.5 

2.5 2.5 60.0 1 
5.0 5.0 65.0 I 
2.5 2.5 67.5 ( 
2.5 2.5 70.0 I 
17.5 17.5 87.5 I 

2.5 2.5 90.0 I 
2.5 2.5 92.5 I 

2.5 2.5 95.0 I 
2.5 2.5 97.5 t 
2.5 2.5 100.00 I 
100.0 100.0 I; 



List 1 

'Good enough parenting': Other definitions 

• A level of parenting that ensures a child is 

supervised and kept safe 

• Assessment of parent/child attachment 

• Being able to meet a child's needs -

emotional, physical, social, etc. 

• Difficult to define 

• Each case is different 

• Good enough to keep the child at home 

• Is the care good enough - clothed, fed, 

emotionally cared for, loved, physically 

cared for, sent to school (most of the time) 

• Is the parenting of the child meeting our 

guidelines 

• Parent meets child's basic material and 

emotional needs but has limited insight 

into child's developmental needs 

• Parenting is on a continuum along which a 

line is drawn - this moves with new 

thinking, research, resource influences, etc. 

• That a child receives an adequate degree of 

physical and emotional support 

• That the child is able to meet their 

developmental milestones 

• That the parenting is not ideal - the 

children are not being cared for the way I 

would like them to be cared for 

• The child is not receiving optimum levels 

of physical or emotional care, but not so 

deprived as to warrant separation of child 

which can have its own damaging effects 

on child 

• The child receives a primary level of care, 

e.g. food, warmth, love, shelter, according 

to parents' ability and life experiences 

• As a child care worker my assessment is 

based on the parent's ability to meet the 

needs of their children, and the programme 

I would then draw up is designed to meet 

needs 
• Accommodation, food, clothing, super­

vision, stimulation play, etc. 

• But they are not being emotionally and 

physically abused too much 

• 

• 

• 

• 

• 

Appendices to Findings 

Different parents have different ways of 

bringing up children and as long as 

children are not being neglected or ill­

treated (intentionally or not) it could be 

seen as good enough 

Fed, clothed, washed, cared for with 

affection and appropriate boundaries set 

Had limited insight into understanding 

activities with the child 

Having an understanding of what the 

child's needs are 

Parent(s) who may not live in desirable 

surroundings or may not have good 

financial resources but can provide a good 

level of care for their children 

• Parenting which is not emotionally 

damaging 

• Relationship and extent that child's need 

are met 

• That his/her needs for food, warmth, 

education, stimulation, emotional growth, 

development, etc., are met 

• That the child is cared for (warm, fed, 

loved) and receives an education 

• The parents are not abusing the children -

physical, emotional, sexual, etc. 

• Usually that child is receiving sufficient 

physical care 

• A term that describes overall standard of 

care 

• I would base my judgement on the 'needs 

hierarchy' 

• Some level of warmth and caring 

• Support and access to education 

• That the child can be compared with 

children of the same age and development 

• There is some level of boundaries and 

guidance. 
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List 2 
Factors to consider when assessing the impact 
of alcohol use on parenting: Other factors 
included in definition 
• Does a carer's alcohol use have an adverse 

effect on the children to such an extent 
that a child's general well-being is being 
impaired 

• Does their drinking affect the care of the 
children 

• How the alcohol misuse directly impacts 
on the parent meeting the needs of the 
child, i.e. as above 

• If the parent is a regular drinker, l would 
see this as a cause for concern 

• Impact on parent-child relationship 
• Pattern of alcohol use, i.e. when, where, 

with whom, etc. 
• Possibility that the children are taken to 

the pubs 
• Social Welfare payments are inadequate 

where alcohol is an additional burden 
• Their ability to adequately care for the 

child and the risk that they pose 
• When the alcohol abuse infringes on the 

child's welfare, i.e. the child's emotional 
needs are not being met, also physical 
needs 

• Are they being cared for 
• Does alcohol impact on parents' 

functioning? Does it interfere with work 
• Does the parent's drinking mean their 

child's needs are neglected 
• Effects of children witnessing intoxicated 

parent 

• If it disrupts their routine, if they have to 
care for themselves 

• Impact on parent-parent/partner 
relationship 

• Information about parent's alcohol 
consumption is often anecdotal 

• Is parent drinking an amount that will 
prevent them from getting up to a child 
during the night or in the morning 

• Is the level of usage and/or dependency 
directly and adversely affecting the child 

• It has a physical, emotional and financial 
impact on the child if the parent has a 
drink problem 

• Poverty and hopelessness can contribute to 
addictions 

• The ages of the children 
• Their ability to provide adequate care and 

attention 
• Whether the physical welfare of the child is 

being met and the emotional welfare is 
being met and to what degree these are met 

• Are the children fed, warm, clean, getting 
to school, etc. 

• Capability of getting up to the child in the 
night or next morning 

• Impact of drinking on the family 
• Impact on adult's health if any 
• What is the carer's view of their alcohol 

use? Do they view it as an issue or not 
• Are other carers around when parent is 

drinking 

• Are other people involved in drinking 
sessions? Who are they 

• Availability of treatment services and 
access to them 

• Home conditions 
• How would they scale their parenting role 

in comparison to their role as the drinker 
• If the child does not like the carer to drink 
• What triggers alcohol use 

• 

• 
• 

• 

Carers who abuse alcohol are not able to 
meet the physical needs of children, i.e. 
food, warmth, money all spent on alcohol 
Dress and hygiene 

Financial situation, i.e. food, clothing, fuel 
being purchased 

How does it affect carer and ability to 
parent 

• Impact on 'normal' standards of care 
• 
• 

• 

Is drink the central issue in their lives 
Level of insight of parent into their alcohol 
problem 

Their ability to provide a stimulating 
environment in order for the child to grow 
developmentally, emotionally and have 
access to education 



• Their coping capacity, what other supports 
are there 

• Whether their drinking affects their day-

to-day functioning. 
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List 5 
Kitchen and cooking utensils dirty 

• A build-up of (weeks old) dirty dishes, 

utensils, not being washed before re-use 

• Build-up of dust or grime, on worktops, 
Other unacceptable factors etc. 

List 3 
Kitchen floor and floor coverings soiled 

• Depends on what is causing the soiling 

• Unhygienic for 3 year old playing on floor 

• Child eating food from the floor 

• Is it today's dirt or yesterday's 

• Sharp or dangerous items 

• Unacceptable if parent has capacity to 

remove soiled area(s) 

• Assess reasons. 

List 4 
General decor poor/in need of attention 

• Broken glass, e.g. window panes 

• Hole in bedroom roof - parents refuse to 

repair 

• If it's at a stage where the wall and ceilings 

or any part of the house are a danger to the 

child 

• Lack of seating, bedding, furniture, broken 

nails sticking out 

• No windows or doors 

• No windows/broken doors so a child could 

leave the house 

• Only if decor was damp, very dark, 

curtains filthy, etc., would I be concerned 

• Sharp edges, broken furniture, windows 

broken cracked, doors draughty, etc. 

• 

• 

• 
• 
• 

Wallpaper tom and paint stripped to a 

degree where it is chipping off and could 

be eaten by a child 
Would address safety issues, and if possible 

to get funding could improve conditions 

for well-being of the family 

Glass in doors or windows broken 

Doors hanging off the hinges 
Lack of money means people can't always 

decorate 

• No fireguard. 

• Build-up of food on utensils 

• Cooker, kitchen cupboards, fridge 

ingrained with dirt 

• Depends on the amount of dirt and time -

we all leave dirty dishes in the sink 

• Dirty implements left where child could 
reach them 

• Fungus growing in pots 

• If the parents are not or have not the 

ability to clean utensils - spread of 

infections 

• Is it today's dirt or yesterday's 

• Is there hot water available 

• Just after cooking a meal? Or more of no 

attempt to clean kitchen and care about 

how meals are cooked 

• No evidence of them being washed in 

between use 

• Not a factor 

• Not necessarily a factor 

• Utensils not washed after use, child may 
get food poisoning 

• Assess reasons 

• But if there was fungus growing out of 

things - maybe then 

• Crockery left in sink unwashed for days 

• Dogs/cats, other animals having access to 

plates/pots, etc. 

• Rotting food in utensils 

• 
• 
• 
• 
• 

• 
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Rust developing 

Stale food in fridge/cupboards 

Totally unacceptable 

Broken crockery 

Dishcloths very dirty - rarely if ever 

washed 

Regular overflowing bins, bags not put 

outside. 
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List 6 
Furniture and furnishings soiled 
• Three piece suite broken, framework and 

seating broken - no longer providing 
support. Smell of urine, vomit, damp, not 
inviting to sit on 

• As above 
• Broken furniture with bits protruding -

springs, etc. 
• Can't afford anything else? 
• Depends on what is causing the soiling 
• 

• 

• 

• 

• 

• 
• 

• 
• 
• 

• 

If pet animals are allowed on furniture 
and/or using furniture as toilets 
If the children have wet the beds and the 
beds have no protectors 
May not directly pose threat to child's 
health, but desirable to be cleaned 
Metal springs exposed from couch causing 
danger 

Not in itself a concern but take with other 
factors below/above 
Soiled with what? 
Stale food, etc., stuck into furniture -
chairs, etc. 
Animal hair 
Curtains hanging off rails 
Evidence of uncared-for animals perhaps 
'living' on furniture 
If they are very dirty there is cause for 
concern 

• Needs to be related to family income and 
capacity 

• Very dirty cushions, rugs 
• Assess reasons 
• Carpets soiled with food 
• Old calendars 
• Dangerous furniture - nails protruding, 

glass cabinets not protected with 
childproof covering. 

List 7 
Child's clothes uncared for 
• An indication of a child who is generally 

uncared for 
• Are they clean, are they changed regularly 
• Clothes damp, threadbare and generally 

not fit to wear 
• Could pick up serious colds or flu due to 

inadequate clothing 
• Is this a constant problem? Why? Has 

washing machine broken down, or water 
been cut off, etc? 

• 

• 

• 

• 
• 

• 

• 
• 
• 
• 

Not ironed is okay. Worn for an inordinate 
length of time and unwashed is not 
acceptable 
Not necessarily a factor, but if clothes in 
poor state, not acceptable 
Piles of clothes everywhere - not washed, 
but worn again and again without ever 
being washed 
Risk of infection 
See if family had washing machine; if not 
get funding 

Smelly and stained clothes - bad for a 
child's overall morale and self-esteem 
Threadbare items. Very old looking clothes 
Unacceptable - neglect 
Carer's health and mental state/capacity 
Persistently odd shoes or socks 

• Speak to mother about household routine, 
care of clothes for children 

• Grimy, smelly clothes 
• If constant/regular then unacceptable . 



List 8 

Bathroom and toilet unhygienic 

• 
• 
• 
• 

A strong lingering smell is unacceptable 

Again uncared for neglect 

Bath never used, build-up of grime 

Caked-on dirt and grime on wash-hand 

basin and toilet 

• Concern 

• Dirt or ??? such as infection or disease 

could result 

• Faeces in bowl 

• Floor ingrained with dirt. 

• I would only see bathroom if and when I 

have v. serious concerns and even then 

have not needed to see bathrooms 

• Need to address for safety and hygiene 

reasons 

• Poor cleanliness 

• No seat on toilet 

• Toilet never cleaned, no toilet paper, no 

toilet seat, no toilet brush 

• Toilet not fit to be used 

• Risk to health of child in relation to 

infection 

• Dirty towels, rarely washed 

• Leaking 

• No toilet paper for length of time 

• Unacceptable 

• Dirty floor 

• Sink unfit to be used. 

List 9 
Unacceptable smells 

• If smell is unbearable, not acceptable 

• Neglect unacceptable 

• Not essential 

• Smell indicates neglect 

• Smell of urine 

• Smell when entering the house 

• Smells are normal, depends on what the 

smell is. 

• Strong cigarette smell/alcohol smell 

• Strong smell of urine, etc., decayed food or 

rubbish, i.e. refuse bins 

• This is important as it can impact on the 

social aspect of chil d life 
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• Unacceptable smell of urine 

• Would a 3 year old notice smell 

• 

• 
• 

Would not be too concerned, would come 

across this a lot 

Child unwashed for a period of time 

Decayed smell would be unacceptable, as it 

would indicate that the home may rarely 

be cleaned 

• Depending on level 

• House is not aired 

• Overall sense of uncleanliness 

• Urine or vomit 

• Animal smells 

• Build-up of smells due to bouse never or 

rarely being cleaned, i.e. no bleach or other 

cleaning products. 

List 10 
Other factors influencing decision-making 

• Consider each individual in a family 

• Consultation with my colleagues 

• Culture/atti tudes of society 

• Degree of parental awareness that there is 

a problem 

• Experience in previously working with 

parents/kids in area of neglect 

• Experience of case management 

• Family support workers do not generally 

make decisions alone but give suggestions 

and feedback from working with particular 

fami li es 

• If I feel I am being supported by coll eagues 

• My belief/value system - being conscious 

of why I am doing this kind of work 

• My further training particularly 

therapeutic training 

• My own creativity, i.e. ways of intervening 

• My own experience of parenting has 

made me look in more detail at what is 

happening for children 

• My relationship with child and par nts 

• Own experience 

• Previous ca e and results of other imilar 

ituations 

• Race 

• Rang of ervices availabl 
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• Resources, particularly human resources 
• Risk and significant harm 
• The child's emotional and physical needs 

are not being met 
• The courts - especially expressed by the 

judiciary in similar case scenarios 
• The needs of the child 
• Theory 
• Who my supervisor is and how 

approachable they are 
• Your colleagues 
• Child protection 
• Community team and supervisor 
• Cultural consideration 
• Experience, knowledge, what has worked 

in the past 
• Experience 

• Fear of the father possibly in this case-i.e. 
own p rsonal afety, complication of this 
re. having acce to the home, having to 
vi it in pairs 

• G neral exp rience 
• Hi tory of thi particular ca e 
• How much empathy upervisor has 

toward client 

• 

• 
• 
• 

• 

• 
• 

Li tening to children will lead to better 
deci ions for children 
Literatur or policy documents 
My knowledge of child development 
No r ource mean dra tic mea ures, 
either care orders - fo ter care or children 
remain where they are 
Parent" r pon e to intervention in the 
pa t 

Parental o-op ration 

to o ial work; 
nowing I don't have to 

tm 
• Th hild ryin out for h lp. Thi may 

pp r in th 
• Th 

• p 
publi 

• lu 

i e from �p�r�o�~� ion. I 

• Who the key worker is and their attitude 
towards the family 

• Work colleagues 
• Breaking some of the rules (being able to) 
• . Empathy 
• Experience 
• Knowledge, skills and values 
• Level of trust in workers' knowledge, 

experience, competency 
• Levels of management or worker anxiety 
• My strong dislike of witnessing neglected 

under Ss/babies 
• No adequate resources to help families and 

children at home 
• Own belief in self 
• The degree of stress/self-esteem at the time 

of the decision 

• The length of time I have been working 
with the family 

• Time constraints - case load numbers 
• Training 

• Training and ongoing refresher courses 
• Type of person I am 
• What is in best interests of the child 

• 
• 

• 
• 
• 
• 
• 

• 
• 

Being reactive rather than reflective 
Causes - depression, lack of social 
interaction except for pub, lack of finances 
Keeping family together 
Progress, lack of progress 
Resources 

The child 

The extent to which there is a supportive 
team approach to the case 
Training 

What my team leader suggests, what 
colleague have said or say; instinct . 





Analysis and 
discussion of Findings 

Overall, the findings would seem to indicate 
that the NEHB has a workforce within 
Community Care child care social work services 
who are committed to identifying and 
addressing issues of neglect. The review of the 
files identified high quality practice that 
contributed to both safeguarding and 
promoting the welfare of children. Responses to 
the questionnaire demonstrated the wealth of 
knowledge and experience that staff use in 
cases of neglect. Finally, the commitment to 
developing practice shown by the participants 
at the focus groups was both striking and 
commendable. 

However, as the purpose of the study is to 
identify areas for improvements at both 
organisational and practice level, this chapter 
provides an analysis of the findings focusing 
particularly on areas for policy and practice 
development. The chapter covers four main 
areas: 

• 
• 
• 
• 

The workforce 
What is neglect? 
Managing cases of child neglect 
Organisational issues. 

It is essential that this analysis is seen in the 
context of a service that should build on its 
significant strengths. 

Section 1: The workforce 
Findings from the questionnaire would indicate 
that the NEHB Community Care child care 
social work service is predominantly female. 
The findings indicate that women are 
represented at the front and middle 
management level. Over half the samples are 
between 30 and 50 years of age and 45% have 
children living at home. One could therefore 
assume that at least half the workforce has both 
significant life experience and experience of 
child-rearing. 

Data obtained from the questionnaire would 
seem to indicate that the workforce is also well 
qualified, with 730fo having a social work 
qualification and 640fo of respondents being 
graduates. The responses to the questionnaire 
would also indicate that the workforce is 
generally very experienced, with 650fo (n = 25) 
of the sample having at least one year's 
experience in their current post and 900fo of the 
sample (n = 36) having previous experience of 
working with children and families. An 
educated experienced workforce provides a 
solid foundation for developing practice. 

Two issues were identified from data responses 
that need to be considered in the overall 
context of an experienced, well-educated 
workforce. These issues contribute to an 
'insecure work setting' (Reder and Duncan, 
1993) that does not provide workers with the 
appropriate environment to cope with the 
demands of child protection work. First, 
members of the focus group described rapid 
staff turnover with teams continually adjusting 
to change. This was not apparent from the 
questionnaire responses. However, as one 
person put it at the focus groups, 'I very much 
imagine many of the people who filled in the 
questionnaire have changed jobs since: 

Members of the focus groups described this 
change as unsettling and disturbing. Their 
workloads have increased, as they have to cover 
at the very least the crises that occur on 
unallocated cases when staff vacancies occur. 
They also described the time taken to adjust to 
changes in team membership. What was 
striking to the researcher, from reading the files 
in the Community Care offices and at the focus 
groups, was the collegiality and support given 
to each other by team members. Without a 
consistent support network, levels of stress and 
anxiety are likely to increase. Secondly, there 
are a minority of young, inexperienced staff 
who have specific needs. These members of 
staff described 'being thrown in at the deep 



end', having little support or induction and 

being expected to manage the case load of their 

predecessor, irrespective of the level of 

experience of the predecessor. New staff talked 

at the focus groups about being stressed and 

overwhelmed by the quantity of work and their 

lack of experience and expertise. They were 

concerned that they would not be able to 

continue within their jobs without 'burning out 
within two years'. 

When asked at the focus groups what would 

assist new staff the following suggestions were 
made: 

• Induction pack and training 

• Regular supervision focusing on 

management, education and support 

• More specific guidance regarding practice 

• Protected workloads 

• Opportunities to shadow experienced staff. 

The Board should recognise the demands made 

on newly qualified staff and put into place 

systems that meet the needs identified above. 

Section 2: What is neglect? 
Working definitions of neglect 

within the NEHB 

The study provided evidence regarding ways in 

which neglect is defined in the NEHB from three 

sources: perceptions of neglect on case files; 

case scenarios and working definitions of 

'unacceptable' standards included in both the 

questionnaire and focus group discussions. 

There was general agreement among those at 

the focus groups that perceptions of neglect 

vary from worker to worker. The findings from 

the review of case material and the responses to 

the questionnaire would seem to bear this out 

and indicate that there are three different ways 

of defining neglect within the NEHB as follows: 

• Parental behaviour .that could potentially 

pose an immediate risk to a child 

• Behaviour that raises concerns regarding 

safeguarding the well-being of the child 

• Behaviour that raises concerns about both 

safeguarding and promoting the welfare of 

the child. 

These different perceptions are clearly 

demonstrated in the case scenario about Liam, 

an eight-year-old left alone in a farmhouse. A 

proportion of workers focused on the here and 

now - the child was alone, there was no food or 

heating and on this basis the child should be 

removed. Other respondents took a broader 

approach to safeguarding the welfare of the 
child considering the incident in context: the 

family was not known to the Board, the 

bruising may be accidental and the dirtiness of 

the child was not seen as critical. Set in this 
context workers were inclined to try to find 

alternative accommodation for Liam until his 

parents returned. A third group of workers 

focused very much on the child considering 

both his immediate need for safety, but also his 
well-being. This group recognised the 

importance of talking to Liam to find a way 

forward and acknowledged the potential 

traumatic effect of removing him from the 

house. 

The Board guidelines differentiate between 
forms of neglect that require immediate action, 

such as leaving children unattended, and those 

forms of neglect that occur over a period of 

time. Members of the focus group referred to 

the child protection system as incident-focused 

meaning that responding to the needs of 

children in neglectful families only occur 

following a specific incident. This approach was 

also evident from the review of case files and 

supports the findings of Buckley (1997). An 

incident-led approach to child protection seems 

to result in working definitions of neglect 

which are linked to specific events that can be 

confirmed in line with the guidance. It may 

explain why some members of the sample 

perceive neglect in terms of the carers' 

behaviour that poses an immediate risk to the 

child. 

© NEHB and Jan Hor wath 2001 Child neglect · Is my view your view? 



As Stevenson (1998) notes, a focus on specific 
incidents has its place as 'the notion of neglect 
does not have to extend to the 'acts of omission' 
for which ordinary good parents know they are 
sometimes responsible' (1998, p. 3). However, 
this limited working definition does not lend 
itself to defining sustained neglect. 

Definitions of sustained neglect, according to 
Macdonald (2001), fall into two categories: 
those focusing on parental behaviour and those 
that view neglect from the perspective of the 
child. These differences were apparent in the 
responses to questions about specific aspects of 
neglect discussed in the focus groups. For 
example, participants were asked to consider 
what was meant by deprived of attachment and 

affection from adults. Some people responded 
by focusing on the behaviour of the carer, such 
as the parent being emotionally unavailable 
and failing to provide positive physical contact. 
Others focused on the impact on the child, such 
as the child feels unloved, unwanted, isolated 
and insecure. 

The assumptions underpinning a parental 
perspective of neglect, according to an 
overview of the literature completed by 
Macdonald (2001), are that it is possible to 
identify behaviours that will bring about harm. 
Acts of commission or omission can be labelled 
neglectful irrespective of the impact on the 
child, and intentionality matters. The advantage 
of this approach is that the Board could produce 
a list of carers' behaviours that are neglectful 
and this could be offered as guidance for 
workers. The approach does, however, have 
some disadvantages that can be addressed if 
one takes a child-focused perspective. First, 
intentionality is not of significance. What is of 
concern is the impact of the behaviour on the 
child. This approach would help those workers 
torn between recognising that parents are doing 
their be t, but failing to meet the needs of their 
children - a struggle expressed in the focus 
group . Secondly, the approach allows for 

differences between children in terms of 
resilience and protective factors and gives 
workers permission to respond differently to 
meet the needs of children. 

Factors that influence 
working definitions of neglect 

Professional double standards 

Neglect is probably the category of maltreatment 

which throws most starkly into relief what is at 

best a professional blind spot and at worst a 

professional 'double standard' (Macdonald, 
2001, p. 66). 

Respondents were given a number of statements 
regarding parenting, decision-making and 
damaging environments for children that were 
adapted from the work of Daniel (2000). What 
emerged was that almost half the respondents 
acknowledged that there were double standards 
operating in practice. 410fo believed staff in 
social work departments accept lower standards 
of parenting than other professionals. Only 
12.5% used the same criteria for assessing the 
parental behaviour of clients that they would 
use for themselves or their friends. Interestingly, 
managers were more likely to believe that 
double standards applied than practitioners. 

Neglect and emotional abuse 

Responses to the list of statements described 
above indicate a diverse range of individual 
assumptions and perceptions of parenting and 
the needs of the children that one can presume 
influence perceptions of neglect. Perhaps the 
most concerning are opinions held by a 
minority of respondents regarding the link 
between neglect and emotional abuse. 

First, although 62.5% of all questionnaire 
respondents considered the most damaging 
environment for children was one of high 
criticism and low warmth, a significant 
minority of practitioners did not agree with this 
when this has been consistently demonstrated 
to be the most damaging combination for a 
child (Gibbons et al 1995). 
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Secondly, 15 respondents considered the 

essential aspect of parenting is providing for a 

child's physical needs and safety. These 

responses would seem to indicate that a 

minority of respondents do not fully appreciate 

the emotional impact of neglect on a child, yet 

emotional neglect is perhaps the most 

significant and damaging component of neglect 

(Iwaniec, 1995). This lack of attention to the 

emotional aspects of neglect was also striking 

in terms of its absence from the case files. 

What is 'good enough parenting'? 

The findings described above would seem to 

indicate that there is some inconsistency among 

workers and managers in defining the essential 

aspects of parenting. These differences were 

highlighted in the diverse range of responses to 

the open question included in the 

questionnaire: What is 'good enough 

parenting'? Once again the emphasis was on 

meeting the physical needs of the child (n = 17). 

More positively, 11 respondents considered 

love, nurture and emotional warmth. Some 

respondents took a minimalist view of 'good 

enough parenting' that reflects the focus on risk 

highlighted above. For example, 'That the 

children are not at immediate risk or being 

neglected.' 

Only a minority of respondents provided a 

holistic definition, 'That his/her needs for food, 

warmth, education, 

growth, development, 

enough parenting 

development.' 

stimulation, emotional 

etc., are met' and 'Good 

promotes the child's 

These holistic definitions are in tune with 

Bentovim who makes a direct link between 

parenting behaviour and the needs of the child. 

The aim of good enough parenting is to ensure 

that the needs of the child are met. Bentovim 

states that a 'good enough parent' provides: 

• Adequate verbal communication to give 

information and intellectual stimulation 

• Sufficient physical freedom to encourage 

the development of the child's sensory and 

motor abilities 

• Adequate responsiveness which balance 

the child's need for attention to his or her 

behaviour, and the needs of the parent 

• Positive warmth and a loving framework. 

(Bentovim 1998, p. 64). 

The Board needs to specify within their working 

definitions of neglect whether they want the 

focus in cases of child neglect to be parental 

behaviours or the needs of the child. 

Supervisors should ensure that workers are 

given regular opportunities to consider the 

subjective factors influencing their perception 

of neglect. Consideration needs to be given 

through training to raising staff awareness of 

the links between neglect and emotional abuse. 

Section 3: Managing 
cases of child neglect 
Allegations of neglect are the least likely 

maltreatment reports to meet the threshold for 

child protection service interventions .... when 

child protection service resources fail to keep 

pace with the increase in and the seriousness of 

referrals, it is likely that more neglect referrals 

will be excluded (English, 1999, p. 26). 

This quote based on the American experience 

would also seem to have relevance to the NEHB. 

The reasons for this are explored in detail 

below. 

The referrals 

Anonymous referral 

One of the most striking findings of this study 

is the high proportion of referrals received from 

anonymous sources either to the Board or to 

other professionals. 40<\b of referrals of neglect 

came from anonymous sources. It is difficult to 

make a direct comparison with other Irish 

studies a there are few child protection tudie 

and none known to the author that fo u purely 

on neglect. However, Buckley et at ( 1997) in 



Analysis and discussion of Findings 

their study of general referrals to the South 
Eastern Health Board (SERB) found that SOfa of 
referrals were anonymous. 

Although the NEHB provides specific guidance 
regarding the management of referrals, the case 
records indicate an inconsistent approach. In 
some cases the onus was placed on other 
professionals to report concerns. If this did not 
happen, cases were dosed. In other cases social 
workers proactively sought information from 
professionals. In other situations workers made 
contact with families and discussed the 
allegations with them. These differences did not 
appear to be related to the severity of the 
referral. 

Lack of referrals from professionals 
One could argue that a high level of anonymous 
referrals reflects a community concerned about 
child abuse. What is more concerning is the 
lack of referrals from other professionals who 
work directly with children. Stevenson (1998) 
identifies four groups whose position in relation 
to identifying child neglect is crucial. These are 
public health nurses, general practitioners, 
paediatricians and teachers. 

Referring specifically to teachers, the Bridge 
Consultancy (1995) note that as school staff 
have responsibility for children for a significant 
part of the day they are in a unique position to 
recognise symptoms of neglect. The findings 
from the case review indicate that these 
professionals make very few referrals to the 
NEHB. 

One could speculate as to why this is the case. 
The lack of clarity regarding social workers' 
own understanding of neglect, the loose way in 
which questions to these professionals are 
worded by social workers, for example, letters 
asking professionals to contact them if they 
have any concerns, could result in confusion as 
to when they should contact the Board about a 
child. What is concerning is that children may 

be suffering neglect and are not being brought 
to the attention of the Board. 

If the Board is to ensure that it is identifying 
those children whose developmental needs are 
not being met because of sustained neglect, it is 
important that work is done to establish 
professionals' attitudes to neglect and making 
referrals and to put into place systems to 
promote inter-professional practice in cases of 
child neglect. 

The cluster of referrals phenomenon 
The review of the case files highlighted that in 
nine cases referrals came in a duster. This 
phenomenon would seem to indicate the type of 
neglect that Stevenson (1998) refers to as 'bad 
patches' or episodes in the family's life where 
the child is at potential risk of failing to have 
their developmental needs met as a result of 
neglect. 

The tension in these cases appears to be at what 
stage to intervene. What was striking from 
reading these files was that in only one 
situation was the case open. These situations 
are ones when a sound multi-disciplinary 
network can come into its own. Teachers and 
public health nurses with ongoing contact with 
families are the professionals most likely to 
note changes in the children and can usefully 
inform the Board's approach as to the serious 
nature of the case. 

Who gets into the system? 
Families with past histories of involvement 
with social workers 
Thirty-four families or 600/o of cases had a 
previous history of involvement with the Board. 
The involvement with 13 families reflects what 
has been observed in England. Families are 
drawn into the child protection system as a 
response to a specific incident. Limited work is 
done with the family and the case is dosed, 
only to be re-opened in response to a further 
specific incident of abuse (Department of 
Health, 1995). 



Fifteen cases indicated that the cause for 

concern recorded on the files was 

commensurate with previous referrals, 

expressing similar concerns to those mentioned 

in the new referral. In three of these cases, links 

were not made between past and present 

concerns. 

Bearing in mind that, as identified above, it is 

the ongoing neglect of a child that is most 

damaging, it is therefore crucial that workers 

use information recorded on the file. The aim of 

assessment in -cases of neglect is to provide a 

video over time of the life of the child, not a 

snapshot. It is also essential that ongoing 

themes regarding parenting capacity are seen 

holistically rather than in isolation (Bridge 

Consultancy, 1993). A minority of files included 

regular chronologies that summarised the 

events that had occurred over the period and 

the impact on the child. 

The Board could devise a pro forma that is 

completed by workers at regular intervals on 

ongoing cases. This pro forma could also be 

used to summarise causes for concern and work 

undertaken with the family whenever the case 

is closed. 

Lone mothers 

Some 55.40fo (n = 31) of referrals made reference 

to acts of omission and commission by single 

mothers, in contrast to two referrals regarding 

the behaviour of fathers who cared for their 

children for some or all of the time. This finding 

is consistent with studies completed in the USA 

(English, 1999) and in England (Jack, 2000). 

Different reasons are given for this 

disproportionate representation as follows: 

• Levels of isolation among single parents 

are high (this could explain why one of the 

main reasons for referral was children 

being left alone while the carer was out) 

• Stress of coping with a family alone 

• The fact that these mothers are often on 

benefits or low income in poor 

accommodation. 

Analysis and discussion of Findings 

All these factors were found on the cases 

reviewed and were noted by participants 

within the focus groups. 

Although the age of the mother was not 

recorded on all files, the researcher gained the 

impression that a significant proportion of these 

mothers were young, with one or two children 

under the age of five years. There was also a 

significant proportion of women who were 

taking sole responsibility for larger families as 

a result of matrimonial breakdown. Members of 

the focus group considered ways in which the 

Board could begin to meet the needs of these 

mothers and their children through targeting 

specific resources that take into account their 

particular circumstances. 

The Board should consult with workers and lone 

mothers regarding the specific needs of 

vulnerable, single-parent households and 

consider ways in which resources could be 

targeted at meeting their needs. 

Parents who commit a tangible act of 

commission or omission 

Forty-eight out of the 82 reasons for referral 

focused on a specific incident, such as children 

being left alone or the parents being seen drunk 

while caring for the children. As highlighted 

earlier, this is not surprising bearing in mind 

that the Irish child protection system appears to 

be incident-driven (Lavan, 1998; Buckley, 

1999). 

The referrals regarding concerns about the 

general impact of the parents' behaviour on 

their children were unspecific. The 

consequences of an incident-driven approach 

are that the focus is narrow and children can 

slip through the net. As highlighted in the 

introduction to the report, if one takes an 

incident-led approach, unle s the scars of a 

neglected child are clearly visible they can be 

ignored. 
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Working together with families 
Working in partnership with families, 
particularly parents, is emphasised in the 
current NEHB child protection guidance. 
Children First outlines two relevant principles 
for best practice in child protection in terms of 
working with children and families: 

• Children have a right to be heard, listened 
to and to be taken seriously. Taking 
account of their age and understanding, 
they should be consulted and involved in all 
matters and decisions made which may 
affect their lives. 

• Parents/carers have a right to respect and 
should be consulted and involved in 
matters which concern their family. 

These will be explored in terms of partnership 
practice in the NEHB. 

Listening to children 

The questionnaire highlighted discrepancies 
among respondents regarding their approach to 
working with children. Respondents were asked 
whether decisions about a child should be made 
on the basis of what the young person wants 
(provided they have the ability to understand 
and make informed choices). 350fo believed this 
should be the case most of the time, 47 .50fo 
some of the time and 150fo occasionally. A 
further question required respondents to 
consider the extent that communications with 
the child influenced their decision-making. 
48.70fo stated that it influenced their decision­
making all the time, 30.8% some of the time 
and 5.1% claimed never to be influenced by this 
factor. 

The Bridge Consultancy in their report, Paul: 
Death through neglect, state that they 'cannot 
stress ·too highly' the importance of commun­

icating with children in cases of neglect: They 
are living the experience and can give a more 
accurate picture of what life is like in a family 
than any assessment made externally by a 
professional. ( 1993, p. 172.) 

Yet the review of case material indicated the 
Jack of meaningful communication with 
children about their Jives. In only five cases was 
there clear evidence on the files of workers 
ascertaining the wishes and feeling of children 
regarding their experiences. 

Not only were children not listened to, in 15 out 
of 21 home visits made following a referral 
there was no evidence on the file of the children 
actually being seen. As neglect centres on the 
impact of parenting behaviour on the child 
(Dubowitz, 1999), it is difficult to see how 
workers can assess neglect without at the very 
least seeing the child. 

The NEHB guidelines state that both parents 
and children wherever possible should be 
included in part or all of the case conference. 
There was no evidence on any of the files of the 
voice of the child through actual attendance, 
advocates or Jetter being heard at either 
conferences or case reviews. Treseder (1995) 

summarises what could be the potential issue: 
Children and young people do not lack 
knowledge and experience. They have the 
essential knowledge and experience to 

contribute to the debate ... The lack of knowledge 
and experience lies with professionals who fail 
to draw out, listen and act upon the knowledge 
and experience of children and young people. (p. 
230.) 
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Communication with children is an essential 

but complex task. The Board should provide 

training for all staff enabling them to develop 

skills in communicating effectively, 

appropriately and creatively with children and 

young people. 

Working with parents 

Some 850fo of respondents to the questionnaire 

had a strong view that decisions about the child 

should be based on workers and the family 

exploring all possible outcomes and weighing 

up the costs and benefits of each. 590fo of 

respondents went on to profess that decisions 

were made according to information from the 

family most of the time, while 12.8% say they 

do this all of the time. Although there was 

evidence on the files that working together with 

parents did take place on many occasions, it 

was not always the case. In some cases, the 

views of both parents were not obtained. In 

other situations parents avoided meaningful 

contact. 

Another picture that emerged in a minority of 

cases was the phenomenon referred to by 

Farmer and Owen as 'disappearing men' 

(Farmer and Owen, 1995). In these situations 

workers' concerns centred on either the father's 

or both carers' ability to care for the children, 

yet the mother was the person with contact with 

social workers. Interestingly, in the case 

scenario involving the O'Connor family, the 

lack of cooperation of the father with the Board 

was seen as a cause for concern by only three 

respondents. The lack of support the mother 

received from the father was also only seen as 

a cause for concern by three respondents and 

the father's perceived lack of interest in the 

parenting role was identified as an issue by 

only five respondents. What emerges is a 

picture in some cases of workers placing the 

mother under pressure, making her totally 

responsible for the care and protection of the 

children. 

In a minority of cases workers appeared to treat 

parents as children telling them what to do. For 

example, 'telling' a mother to stop drinking. 

Systems regarding the process for working in 

partnership with parents and chi ldren as an 

integral part of the child protection system are 

not clear in the NEHB Child Protection 

Guidelines and this would appear to contribute 

to inconsistent practice. In some cases great 

efforts were made to get parents to attend child 

protection conferences. In other cases the lack 

of attendance of the parents was noted, but it 

was unclear what alternative methods of 

communication to ensure their voice was heard 

at the conference had been offered to parents. 

The lack of parental attendance at case 

conferences is concerning, as Farmer and Owen 

( 1995) note that in these situati ons decisions are 

made by professionals that ignore parents' 

strengths and significant information about the 

family. 

The Board should consider producing practice 

guidance regarding ways in which workers can 

work together with children and fami lies 

throughout the child protection process. 

Working together with professionals 

Respondents to the questionnaire considered 

that multi- disciplinary practice in cases of child 

neglect was crucial. For example, 92.3% of 

respondents thought the information obtained 

from other professionals and the child 

protection conference influenced their deci ion­

making all or mo t of the time. 

Respondents were, however, almo t equally 

divided as to the extent that they believed that 

staff in ocial work department a cept lower 

tandard of parenting than other profe ional 

in contact with children. If ocial work rs 

believe they have different tandard , thi could 

impact on the way in which they work with 

other profe ional . Thi may explain the 
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reluctance of professionals to refer to social 
workers. They may believe or have experience 
of their concerns being dismissed, as social 
workers have different standards. 

Effective inter-agency cooperation has three 
benefits, according to Children First. It ensures 
a comprehensive response to all concerns about 
children, it avoids gaps in service provision and 
it provides mutual support. An overall 
impression gained from the file review was not 
only differences in standards, as highlighted 
above, but a lack of common understanding 
amongst professionals about their roles and 
responsibilities in terms of child protection. 

This lack of clarity is likely to be exacerbated by 
the lack of consistency among social workers 
(described in the Findings Part one: Review of 
case material section) in terms of working 
together with other professionals at all stages of 
the child protection process. If this 
inconsistency exists, it is difficult to see how 
these three benefits can be effectively achieved 
across the three Community Care areas. Children 
First identifies five conditions necessary to 
achieve the benefits described above. 

It is recommended that the newly created 
Regional Child Protection Committee (RCPC) 
considers the five conditions necessary for 
effective inter-agency practice and attempts 
to put them in place by: 
• Devising a mission statement regarding 

the purpose of working together that is 
owned by all voluntary and statutory 
agencies. 

• Making contractual arrangements bet­
ween statutory and voluntary agencies 
outlining the responsibilities of agencies 
to working together to safeguard and 
promote the welfare of children. 

• Developing guidance and protocols for 
working together. 

• Providing local inter-agency training to 
increase understanding among workers 
of their roles and responsibilities and 
encourage networking. 

The investigative process: 
what is the purpose? 
The analysis of case files would seem to 
indicate that workers and managers take one of 
three different perspectives towards the 
investigative process. First, the purpose of the 
investigation is to confirm whether abuse had 
occurred. Secondly, it assesses whether the child 
has suffered or is likely to suffer harm. Thirdly 
it assesses both for harm and the impact of the 
harm on the well-being of the child. NEHB 
guidelines state: 
The professional staff investigating an alleged 
or suspected child abuse case have a 
responsibility to assess the risk to the child and 
take proper steps to protect the chi ld. (NEHB 
Child Protection Guidelines, p. 55.) 

The guidance goes on to specify factors that 
should be considered. These are 'all matters 
relevant to the child's situation, including 
cultural, environmental, familial , medical and 
developmental factors: Rose (2000) notes that 
any assessment of a child that aims to 
understand what is happening to the child has 
to take account of a child's developmental 
needs, the parenting capacity to meet these 
needs and the wider community in which he 
lives - the factors highlighted in the Board 
guidelines. 

Yet the review of the case files highlighted that 
in many cases these factors were not considered 
in detail. Information obtained from the 
questionnaires gave some inconsistent 
messages. In response to the question that 
decisions should be made on the basis of the 
worker's analysis of the child's needs, only 
30.80/o thought this should be the case most of 
the time, and 28.20/o some of the time, while 
76.90/o believed that knowledge of child 
development influences their decision-making. 



Moving on to parenting capacity, 48.7% of 

respondents considered their knowledge of 

parenting issues influenced their decision­

making most of the time and 30.8% some of the 

time. Respondents to the questionnaire when 

asked specifically about indicators of neglect in 

the case of Imelda and the concerns about the 

parents' ability to meet the needs of their 

children were able to provide a list that covered 

all the areas described above. In addition, they 

commented on the family and environmental 

factors that could impact on the family. 

Participants in the focus groups also provided 

very specific evidence of the impact of certain 

forms of neglect on children when again asked 

a direct question linking neglect, parenting 

capacity and the needs of the child. This would 

seem to indicate that while workers are well 

able to make assessments of the impact of 

neglect in terms of the needs of the child and 

the ability of the parent to meet these needs, the 

child protection system as it currently operates 

does not facilitate this process. In addition, 

there is a lack of consensus among workers 

regarding the extent that these factors should 

influence their decision-making. 

The Board should introduce and integrate into 

the investigative process a framework for the 

assessment of children's needs and the parents' 

ability to meet these needs. (A framework for 

assessing child neglect using the findings from 

this study is included in this report). 

Parenting issues in context 
A review of the files indicated that as workers 

became involved in the assessment of child 

neglect, issues such as alcohol abuse, mental 

health and domestic violence became apparent. 

This is in keeping with the findings of Cleaver 

et al (2000) who note the prevalence of reported 

parenting issues increasing incrementall y as the 

investigation progresses. Workers were aware of 

the link between parenting issues and parenting 

capacity. However, what was lacking from some 

of the case files was an assessment of the effect 

of the parenting issues on the ability of the 

parent to meet the needs of the child. 

In some cases, the implication was that as a 

parent has a problem this will automatically 

effect their parenting. This was teased out 

further in the questionnaire. Respondents were 

asked to specifY what they considered when 

assessing the impact of a carer's alcohol use on 

their parenting capacity. The answers divided 

into two approaches. The first centred on the 
child considering safety, supervision and 

emotional impact. The second focused on the 

drinking itself, the quantity, frequency and 
pattern of consumption. 

As Cleaver et al (1999) make clear, the second 

approach, assessing the amount and pattern of 

alcohol use alone is insufficient. An assessment 

is required of the way the parenting issue is 

managed, the impact on parenting ability, the 

supports available to the carer and the child and 
the resilience of the child. 

The Board should ensure that workers receive 

training in assessing the impact of parenting 

issues on parenting capacity. Any assessment 

framework should also include guidance as to 

how to assess the impact of parenting issues on 
parenting capacity. 

The impact of socio-economic factor 

The impact of socio-economic factors on child 

neglect is not to be trivial ised (Macdonald, 

2001). This was evident in the comments made 

by the sample in both the focus groups and the 

questionnaire. The dil emma for many workers 
and managers focuses on balancing parents 

doing their best under difficu lt ci rcumstances 

with parents being good enough. Indeed, a 

minority of respondents con idered 'good 

enough parenting' meant parents doing their 

be t Managers in the focu group were clear, 

however, that if the child i uffering harm, 

action must be taken irre pective of how sorry 

workers feel for the family. 
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All the focus groups considered that there is a 

link between poverty and neglect, which 

Stevenson (1998) believes cannot be ignored. 

The responses to the questions about the 

family's home environment highlighted that the 

majority considered poor housing and 

furnishing in terms of the health and safety 

needs of children. A minority of respondents 

focused on what was socially un/acceptable, for 

example, curtains hanging off the rail. 

The participants struggled, however, with the 

allowances that should be made for the 

economic circumstances of neglectful families. 

Stevenson recognises this struggle and 

concludes: Poverty is an extremely significant 

factor in the lives of the families about whom 

we worry, but only one in a complex web of 

factors. (Stevenson, 1998, p. 21.) This would 

indicate that socio-economic factors should be 

included in an assessment of child neglect. 

The Board should include assessment of socio­

economic factors in a framework for assessing 

child neglect. 

Decision-making 

Use of guidance 

As identified in the findings from the case 

review, there was insufficient information on 

the files to comment on the operation of the 

notification and case conference system. 

Information is available, however, on ways in 

which respondents to the questionnaire 

believed they make decisions. This is compared 

with information gained about decision-making 

from the files. 

Managers attached more importance to 

guidance than practitioners did; 71.40/o of 

managers believing guidance should influence 

decision-making all the time and only 36.70fo of 

practitioners agreeing with this. Yet what 

emerged from the review of the case files and 

the responses to the case scenarios included in 

the �q�u�e�s�~�i�o�n�n�a�i�r�e�s� were the significant 

variations in practice within the Board. 

One can conclude that the use of, or perceived 

use of, the current guidelines does not lead to 

consistent assessments, planning and 

interventions. It would seem that the guidelines 

and procedures are not enough in their own 

right. Workers and managers need practice 

guidance that makes transparent the evidence­

based practice that should inform decision­

making (Department of Health, 2000). 

The Board should produce practice guidance 

that translates the principles and policy 

guidance from Children First into a working 

tool for front-line staff. 

Knowledge, values and skills 

The respondents were clear that decision­

making should not be based on 'gut reaction'. 

This contrasts to the findings of Fisher (1995) 

who found that the majority of child protection 

workers in his study described their decision­

making as being based on 'gut reaction' and 

considered this appropriate. 

Respondents were not so clear as to what 

should influence decision-making. Over half the 

respondents to the questionnaire believed that 

decision-making should be based on doing 

what the worker considers is morally right some 

or most of the time. Managers in the focus 

groups thought workers should balance what 

they believe to be morally right with the 

Board's views and those of the client. Basing 

decisions on worker's knowledge and 

experience received responses that indicated a 

spread of opinion. The majority view was that it 

should influence decision-making most or some 
of the time. 

A similar question that asked respondents 

whether decisions should be based on worker 

knowledge, pattern of recognition based on past 

learning, decision-making and experience also 

received a diverse range of responses. Once 

again most respondents favoured decisions 
based on this some or most of the time. 



In contrast, however, when asked to identify 

factors that actually influence decision-rnaJting, 

a significant number of respondents highlighted 

experience, both personal and professional. It 

could be that respondents recognise that theY 

use experience, but may believe that to do so is 

not what they should be doing all the time. 

Bearing in mind that 73. 70fo of the sample have 

a social work qualification, these findings raise 

a question as to the value and importance that 

workers place on their professional eduCation 

and experience and, indeed, their understand­

ing of the contribution they have to rnake to 

child protection work as trained professionals. 

Reder and Duncan (1999) made recornrnen­

dations for developing child protection �p�r�a�~�t�i�c�e�.� 

These recommendations are based on an 

analysis of factors that contribute to �~�h�i�l�d� 

deaths. They stress the importance of 

professionals recognising and explicitly Using 

their knowledge and skills and working tOWards 

professionally determined ethical standards, 

rather than operating as 'practitioners with 

specific technical skills'. That is practitioners 

should be using professional judgement rooted 

in evidence-based practice. If this is to Occur, 

there must be a recognition that professionals 

derive their knowledge and expertise from a 

theoretical base, related research findings, 

accumulated practice wisdom and experience. 

(Department of Health, 2000) 

The Board needs to raise awareness a111ong 

staff regarding the process for making of 

professional judgements using evidence-based 

practice. 

The role of the supervisor 

Interestingly, a slightly higher proportion of 

practitioners (75.90/o) than managers (66.6q\J) 

believed that decisions should be made ta[dng 

into account the views of the supervisor. \Vhen 

asked whether the views of supervisors actuaJIY 

influenced decisions, both managers and 

practitioners gave responses that indicated in 
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practice they had less influence than they 

should have. If this finding is seen in the 

context of the information obtained from the 

case files and the case scenarios regarding the 

influence of supervisors, one gains an 

impression of supervisors who are not used in 

practice as both themselves and practitioners 

would like. Respondents at the focus groups 

gave some indication as to why this may be the 

case, identifying a lack of clarity regarding the 

role of the supervisor, supervision given 

different weight by different supervisors and 

time pressures on both workers and supervisors 

meaning discussions were often held 'on the 

hoor. 

As Coulshed and Mullender (2001) note, staff 

are the organisation's most precious resource 

and the concern of the organisation should be 

to get the best out of staff. They go on to state 

that good supervision is crucial in achieving 

this. Effective supervision should provide 

management, education and support. 

Practitioners at the focus groups identified 

these as areas that they would like to cover in 

supervision. 

Coulshed and Mullender go on to recommend 

that the organisation should provide a 

framework for achieving effective supervision 

through performance appraisal, staff 

development and staff care. In addition, 

supervision should be valued and given priority 

by both managers and practitioners. 

The Board should develop a framework that 

facilitates and supports effective supervision 

within Community Care, social work and child 

care services. 



Aggression, resistance, 

collusion and stereotyping 
There were a diverse range of responses to the 

question that physically aggressive carers can 
influence the decision-making process. A 
number of respondents acknowledged, however, 

when asked to state what factors contributed to 
decision-making, that aggression was 

influential. 

The review of the case files would also seem to 

indicate that in practice both physical and 
verbal aggression and passive resistance can 
influence the decision-making process. In 10 of 

the 57 cases Jack of cooperation for the reasons 
cited above led to the case being closed or 
infrequent contact with the family. In these 

cases, there was no evidence on the files that 
the children had been assessed and their needs 

for protection met. In other cases, the worker 
maintained contact, but worked around the 
aggressive or resistant carer rather than 
working with them. 

These findings are consistent with findings 
from other studies (Department of Health, 
1995). Ryan (2000) believes the way forward is 
for organisations to recognise the fear that 

professionals feel when working with difficult 
or dangerous carers and pay attention to 
training, guidance and support around these 
issues. 

A minority of cases reviewed raised interesting 
issues regarding factors that influenced the 

objectivity of the decision-making process. 
First, the role of professionals in making 
personal referrals or being the cause of concern 

appeared to influence the decisions made in a 
small minority of cases. The persons involved 

had an influence on the decision-making 
process in as much as workers accepted the 
information at face value, or did not act. This 

can leave children in vulnerable situations. For 
example, a number of recent child deaths in 
England have involved childminders yet the 

referral regarding the childminder was not 

followed up. 

Decisions were also influenced by presumptions 

regarding culture and disability. For example, in 
two situations (one involving a refugee family 

and another involving a family with learning 

disabled carers), failure to respond to letters or 

keep appointments was perceived as non­

cooperation without attention being given to 

reasons as to why the carers did not respond. 

The Board should develop guidance on working 
with aggressive service users and provide 

training that recognises and addresses the 

difficulties encountered by staff. Supervision 

should also be structured to ensure supervisees 

have opportunities to consider factors that 
influence the decision-making process. 

Planning and intervention 

in cases of child neglect 

The review of case material identified that the 

interventions planned for the children in many 

ways mirrored the assessment. Interventions 

could be seen to operate at three levels, each 
having a different purpose: 

• Protecting the child from the presenting 
concern 

• Protecting the child and promoting the 
child's welfare, or 

• Safeguarding and promoting the welfare of 
the child and working to improve 
parenting capacity. 

The suggested interventions in the 

questionnaire scenario about the O'Connor 

family demonstrate the three levels of 

intervention. Some respondents focused on the 
abuse the children were suffering and 

considered care proceedings as a means of 

keeping the children safe. Others focused on 

ways in which the children could be protected 
and have their needs met. Suggestions included 

regular medical checks, respite care, day care 

and monitoring. Other respondents considered 



ways of influencing Mr and Mrs O'Connor's 

parenting capacity through parenting courses, 

alcohol counselling and treatment for Mrs 

O'Connor's depression. 

What is apparent from both the review of the 

files and the responses to the scenarios is a lack 

of consistency in terms of interventions. It 

appears that different services are offered 

depending on the attitude towards the purpose 

of intervention taken by each worker or 

manager. 

Macdonald summarising what works in cases of 

child neglect based on an overview of the 

research concludes: 

At their most successful interventions are multi­

faceted and pay careful attention to process 

factors, such as the careful engagement of 

families particularly parents, who either may 

not share the same view of what is happening 

as professionals, or who may feel victimised by 

the protection process. Work with abused 

children is most successful when the sequeae of 

abuse are specifically targeted. (Macdonald, 

2000, p. 197.) 

Only a minority of the cases sampled could be 

seen to offer multi-faceted interventions. The 

work of Crittenden (1999) emphasises the 

importance of attending to the needs of 

neglectful parents in their own right. She adds 

a cautionary note. Many of these needs are 

long-standing and will not be met through 

time-limited interventions. 

Monitoring 
'Monitoring' was the key component of 14 

plans read as part of the file review. 'Checking 

on progress' was used in at least 10 additional 

plans. Calder and Horwath (1998) found that 

these vague terms mean that there is a lack of 

clarity among both professionals and the family 

as to what they are expected to do. This in tum 

leads to problems when assessing whether the 

situation has improved or deteriorated, as there 

are no baselines for measuring change. 

Lack of engagement with intervention 

strategies by both family and professionals are 

also linked to lack of clarity about the purpose 

of the intervention (Hallett, 1995; Calder and 

Horwath, 1998). Section 8.21 of Children First 

offers a clear framework for developing a child 

protection plan. 

The Board should adapt the outline of the Child 

Protection Plan from Children First and provide 

practice guidance to accompany the plan. 

Recognising family strengths 

The review of the case files and the responses to 

the questionnaire scenarios would seem to 

indicate that workers focus on identifYing 

family weaknesses without acknowledging the 

family strengths. A strengths-based approach 

helps build on a family's existing competencies 

and resources to respond to crises and stress, to 

meet needs and to promote, enhance and 

strengthen family functioning (DePanfilis, 

1999). 

Saleebey (1996) notes that by recognising and 

building on family strengths, carers are more 

likely to respond favourably to interventions 

and make the changes required to promote the 

well-being of their children. Children First also 

advocates an approach that not only recognises 

issues but considers family strengths. 

Change and interventions 

One of the most striking features of the case file 

review, and the responses to the case scenarios 

in the questionnaire, is that little attention is 

given to carers' ability and motivation to 

change. A minority of workers made statements 

on the file such as, 'father is to take 

responsibility for the children, the mother will 

stop �d�r�i�n�k�i�n�g�~� 

Others, both in the files and in re ponse to the 

O'Connor scenario, advocate parenting courses, 

alcohol counselling, etc., to improve parenting 

capacity. While these interventions may be 



appropriate, their effectiveness will depend on 

the parent's motivation and capacity to change. 

If either one of these is missing, then the parent 

will be unable to respond appropriately to the 

child's needs (Horwath and Morrison, 2000). 

An understanding of motivation and capacity 

to change and the implications for assessment 

and intervention was not evident in the 

research findi ngs from this study. 

The Board should incorporate a tool for 

assessing motivation and capacity for change 

into assessment guidance. Staff should receive 

training around assessing and engaging parents 

in the change process. 

Outcomes 

There was evidence on the case files of some 

very effective practice with both carers and 

children. What was apparent, however, was that 

the majority of plans lacked any clear measure 

as to how effective outcomes would be 

measured. As one participant put it at the focus 

group, 'there are no systems to say when 

enough is enough: 

Workers and families need to have clearly 

identified measures for both success and failure. 

Without these measures both workers and 

families are working in a vacuum and can drift 

without targeted work being done to address 

the causes of concern. There was evidence of 

this drift on case files. 

Section 4: Organisational issues 
Guidelines and threshold criteria 

One of the most consistent findings from this 

study is the lack of consistency among the 

Community Care child care social work staff in 

term of identifying and confirming cases of 

child neglect, a e ing ca e , filtering them out 

of the ystem or providing services. These 

differences were evident from the case review 

and in the diverse range of responses to the case 

scenarios included in the questionnaire. 

In the main, managers and practitioners 

responded in relatively similar ways to the 

questions and case scenarios included in the 

questionnaire. This would seem to indicate that 

there are as likely to be differences in thinking 

between peers as there are between managers 

and practitioners (these differences are explored 

earlier in this section under the investigative 

process). 

Participants at the focus groups recognised that 

there are inconsistencies and variations in 

services across and within the different 

Community Care areas. They believe that a 

more consistent service can be developed if the 

Board provides some clear guidelines. The 

Department of Health in England in a Quality 

Strategy for Social Care (2000) recognises that 

guidance is likely to reduce inconsistencies if it 

is clear, accessible and based on reliable 

evidence of what works best in child care. The 

NEHB guidance certainly builds on what was 

best practice when the guidance was written in 

1994. Our knowledge base has expanded 

significantly since then. 

New guidance should be developed that builds 

on recent studies, policy and practice 

developments regarding effective practice. 

The inclusion of threshold criteria in guidance 

can encourage consistency. These criteria can 

be used to create a common understanding 

among Board staff and other professionals as to 

the kind of cases that should be included in the 

child protection system and provided with 

services. 

It appears from the findings of the study that it 

is not only staff within the Community Care 

teams who are confused regarding thresholds. 

Professionals who could potentially refer cases 

to child care services also appear to be 

uncertain as to the role of the Board. Cases of 

children left alone highlight this confusion. 

Members of the focus groups were clear that 
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children left alone 'inappropriately' are 

deprived of safety and supervision. However, 

there is no legislation, as far as participants are 

aware, regarding what is 'inappropriate' and no 

specific guidance. This results in differences in 

interpretation as seen in the case of Liam and 

the review of case files. 

The Board has a legal obligation to provide 

services to certain groups of children and 

families. The purpose of thresholds is therefore 

to target services consistently at these children 

and families. If thresholds are to work 

effectively, they should give staff an idea of the 

type of behaviour that is below the threshold 

and the behaviour above. 

For example, consider the education of the 

child. Poor school attendance with no other 

problems may be below the threshold but 

excluded from school, or chronic school 

attendance may be above the threshold. 

Threshold criteria cannot be too prescriptive. 

Otherwise practice becomes automatic, reduced 

to ticking boxes on a checklist. The purpose of 

threshold criteria is to promote the use of 

professional judgement using evidence-based 

practice. Therefore, in the example cited above, 

the worker makes a judgement regarding poor 

attendance based on evidence regarding 

acceptable attendance. 

The Board should develop threshold criteria in 

keeping with the principles of Children First 

and their legal obligations. 

Role of supervisors 

Five themes emerged regarding the role of the 

manager in terms of supervisory function. 

These themes are considered in detail. 

Policies 
As one participant at the focus group put it, 'we 

are all at sea' in terms of supervision. There 

appeared to be a lack of clarity regarding the 

role of both the supervisor and the supervi see. 

Both managers and practitioners lamented the 

lack of guidance regarding the purpose of 

supervision and their role and responsibilities. 

Morrison ( 1993) advocates for a clear and 

explicit supervision policy, as this can reduce 

the anxiety highlighted by participants at the 

focus groups as to what they can expect and 

from whom in terms of guidance, management 

and support. 

Content 

Inconsistencies existed as to the content of 

supervision. For many, supervision could be 

equated to case management. Coulshed and 

Mullender (2001) make clear that the overall 

purpose of supervision is to enhance the 

standard of work undertaken with service users 

to promote their quality of life. They argue that 

this can only happen if supervision meets three 

sets of needs: 

• Managerial and administrative needs, for 

example, acting as a sounding board for 

work with families. 

• Educational and developmental needs, for 

example, providing learning opportunities. 

• Support needs, for example, keeping an 

oversight on personal and professional 

boundaries. 

Supervision is also a two-way process. 

Participants at the focus groups made this clear, 

suggesting that both supervisee and supervi sor 

prepare an agenda for each supervision se ion. 

Priority and frequency 

There was a general feelin g at the focu groups 

that supervision is often cancell ed, or e sions 

are cut short or interrupted. This gives the 

impression of supervision balanced among a 

range of other tasks and given a low priori ty. 

Supervi ion is crucial if staff are to work 

effectively with ervice u ers. It giv one an 

opportunity to refl ect, a chance to xplore 

options and a place to gain upport when 

worki ng in a complex and demanding ituation 

1.22 
Child neglect • Is my view your view ? 

tl NEHB and Jan Horwath 2001 



(Hawkins and Shohet, 2000). If this is not given 

priority, workers can become stressed, make 

inappropriate and dangerous decisions and 

eventually bum out. 

Supervision needs to take place regularly so 

that it becomes an ongoing process of reflection 

and action. If sessions are infrequent, the focus 

of the session becomes one of catching up with 

events rather than development. 

Meeting the needs of the supervisor 

Front-line managers are in difficult positions. 

They must meet the needs of their staff, while 

recognising the demands made on them by their 

own managers (Coulshed and Mullender, 2001). 

They also require supervision in their own right, 

if they are to balance what can on occasion be 

conflicting needs. This was emphasised at the 

focus groups, with managers recognising the 

difficulty of providing and modelling good 

supervision if they do not receive this 

themselves. 

Managers require supervision training if they 

are to do the job effectively. Once again this 

was mentioned frequently by both practitioners 

and managers at the focus groups. 

Another issue raised was, who should supervise 

who? Practitioners in particular expressed 

concern about staff being supervised by 

managers with little experience in the actual 

area they were supervising. 

• The Board should provide a superviSIOn 

policy that makes explicit the philosophy 

behind the policy, the principles of 

supervisory practice and the expectations 

of both supervisors and supervisees. 

• A supervisory contract should be designed 

and used between each supervisor and 

supervisee outlining the roles and 

responsibilities of each party and the 

purpose of supervision in line with the 

supervision policy. 

• Systems for managing conflict should also 

be in place. 

• Supervisors should receive training in 

managing and developing their role. 

Recording and file-keeping 

The quality of recording varied significantly 

across the case files. As highlighted in the 

findings chapter, some recording was detailed 

and insightful. Family support workers and 

child care workers were particularly successful 

in this respect. In a minority of cases the lack of 

recording made it difficult to establish what had 

actually happened to the child and when. In 

other cases reference was made to case minutes, 

letters, etc., that were not on the file. The use of 

first names and handwritten notes also 

contributed to difficulties in terms of making 

sense of the information recorded. Section 8.4 

of Children First recognises that accurate 

record-keeping 'is of critical impor-tance' in 

terms of child protection work. Emphasis is 

placed on records being 'factual, accurate and 

legible: 

As is inevitable in ongoing cases of neglect, a 

great deal of information is recorded on some 

files. It seems that much of the detail is hidden 

in among records of visits. This makes for 

difficulties when workers take over cases, as 

they do not appear to have the time to read the 

vast amount of detail contained in some files. If 

workers do not read case records, they can 

make assessment unaware of crucial 

background information. 

They recommend that each file includes a 

summary of the case to be updated three 

monthly on recent events and their 

significance. This would be particularly useful if 

the Board provides a pro forma for completion 

at regular intervals that recognises the 

importance of evaluating change. 
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The Board should provide training regarding 

accurate record-keeping and should consider 

the introduction of a pro forma to enable 

significant information to be summarised in a 
regular, meaningful way. 

Resources 

Resources, were cited in the questionnaire as a 

factor that influences decision-making and 

effective practice in cases of child neglect. This 

was reinforced at the focus groups. Although 

the majority of respondents believed that 

resources should not affect decisions, over half 

the respondents recognised that this was the 

case. For example, participants at the focus 

group described how decisions about 

assessment and interventions in rural areas 

were influenced by time constraints. One visit 

could take half a day and this inevitably 

influenced decisions regarding social work 

contact. Reduced case loads and more staff were 

both seen as ways of enhancing the quality of 

work. Yet the differences between the 

respondents' ideal interventions with the 

O'Connor family and the actual interventions 

indicated that the majority of respondents did 

not consider resources as an issue. The majority 

view was that the Board would actually 

intervene in the ideal way. This raises questions 

as to how lack of resources are actually 

impacting on service delivery. 

Delays 
One of the ways that lack of resources does 

seem to be impacting on practice is delays in 

the assessment for and provision of services for 

families. This was evident in a minority of cases 

and did have an impact on practice. Parents are 

likely to contemplate change if there is an 

external motivator to change (Horwath and 

Morrison, 2000). A child protection notification 

can act as the external motivator. If, however, 

workers do not work with parents at the point 

when they are ready to change, motivation 

decreases and parents can return to accepting 

their old behaviours, believing if professionals 

were really concerned assessment and 

intervention would have been prompt. 
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Recommendations 

The recommendations seek to build on the 

strengths of a strong child care social work 

service in order to improve outcomes for 

neglected children. They are outlined in the 

previous chapter in the context of the analysis 

that led to the specific recommendations. In this 

chapter, the recommendations are grouped and 

the purpose of implementing each set of 

recommendations is specified. 

Guidance and threshold criteria 
Aims to: 

• 

• 

• 

Develop common understanding regarding 

the understanding of core business 

Ensure clarity regarding accountability and 

reporting arrangements 

Provide standards for operation . 

To achieve these aims it is recommended that: 

1. The Board needs to specifY within 

guidance working definitions of neglect. 

These should make clear whether the focus 

in cases of neglect should be parental 

behaviours or the needs of the child. 

2. New guidance should be developed that 

builds on recent studies, policy and 

practice developments regarding effective 

practice. 

3. The Board should develop threshold 

criteria in keeping with the principles of 

Children First and their legal obligations. 

Practice Developments 
Aims to: 

• Ensure consistency of services 

• Enable the workforce to translate policy 

into practice. 

To achieve these aims it is recommended that: 

1. The Board should produce practice 

guidance that translates the pri nciple and 

policy guidance from Children First into a 

working tool for front-line staff. 

2. The Board could devise a pro forma that is 

completed by workers at regular intervals 

on ongoing cases. This pro forma could 

also be used to summarise causes for 

concern and work undertaken with the 

family whenever the case is closed. 

3. The Board should consider producing 

practice guidance regarding ways in which 

workers can work together with children 

and families throughout the child 

protection process. 

4. The Board should introduce and integrate 

into the investigative process a framework 

for the assessment of: 

• Children's needs and the parents' ability 

to meet these needs 

• The impact of parenting issues on 

parenting capacity 

• Socio-economic factors that influence 

the developmental needs of children or 

the parents' capacity to meet those 

needs. 

5. The Board should adapt the outline of the 

chil d protection plan from Children First. 

6. The Board should incorporate a tool for 

assessing motivati on and capacity for 

change into assessment guidance. 

7. The Board should provide guidance for 

managing anonymous referrals. 

B. The Board should develop guidance on 

working with aggressive service users. 

9. Staff should be encouraged to follow 

guidance regarding the management of 

anonymous referrals. 

Staffing 
Aims to: 

• Create a supportive work envi ronment 

• Develop systems for valuing taff. 

To achieve these aims it is recommended that: 

1. The Board introduces sy tern for workload 

management that r cogni e the demand 

made on taff working with ca of 

neglect. 

2. Th Board hould have y tern in place for 

covering ickness and taff vacancies. 
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Recommendations 

3. N w taff would b n fit from a mentoring 

sy tem. 

4. A Board new I tter hould b introduced 

focusing on child car practice. 

Sup TVi ion 
Aim to: 

• Promote �p�r�o�f�~� ional comp tence 

• lntrodu clear sy t m of accountability 

• nabl poor pra tic to b addressed. 

To a hi v th aim it i re ommended that: 

1. Th Board hould develop a framework 

that facilitat and upport effective 

u rvi ion within Community Care. 

2. Th B rd hould provid a up rvi ion 

p li th t m k xplicit th philo ophy 

b hind th policy, th prin iple of 

3. 

bt' in pi 

5. 

p 

nd th 

PP t1UOI(I 

of a h p rty and 

onfli hould al 

to co id r 

d · ion-ma ing 

n id r th 

innu n in th ir 

�~� r ntmu 

To achieve these aims it is recommended that: 

1. A system for staff development is 

developed that provides staff with 

opportunities, in consultation with their 

managers, to identify their training needs. 

These needs should be collated by the 

training unit and contribute to the 

development of an annual training 

programme. 

2. The Board should recognise the demands 

made on newly qualified staff and put 

induction programmes into place. 

3. The Board needs to rise awareness among 

staff regarding the meaning for practice of 

making professional judgements using 

evidence-based practice. 

4. Consideration needs to be given through 

training to raising staff awareness of the 

link between neglect and emotional 

abu . 

5. Communication with children is an 

entiat but complex task. The Board 

hould provide training for all staff 

enabling them to develop skills in 

communicating effectively, appropriately 

and creatively with children and young 

p ople. 

6. The Board hould ensure that workers 

rec ive training in asse sing the impact of 

parenting i ues on parenting capacity. 

7. Th Board hould provid training that 

recognis and addr the difficulties 

en ountered by taff working with 

iv and resi tant ervic u ers. 

hould receiv training in a ing 

nd eng ging par nt in the change 

pr 

9. hould r ive training in 

m n gang and developing th ir role. 

10. h 8 rd pr id training r garding 

rd- pin . 



Re ources 
Aims to: 

• Ensure resources are used effectively 

• Ensure that information regarding 

resources is updated and acces ible. 

To achieve these aims it is recomm nded that: 

J. The Board consult with staff regarding 

specific gaps in ervice provi ion and 

creative ways in which these gap can be 

met 

2 . The Board consult with workers and ingle 

mothers regarding the specific needs of 

vulnerable single-parent households and 

considers ways in which resources could be 

targeted at meeting their needs. 

3 . The Board recogni e the impact of taff 

vacancies and taff turnover on m mb rs 

of the workforce and ervi deliv ry, and 

eek to addr thi . 

R gional Child Pr t 
Committ (RCP ) 
Aim to: 

• Clarify the role and r pon ibiliti of 

workers vis-a-vi oth r proft ional . 

• Develop effective working relationship 

between proft ional . 

• Introduce structure sy t m for 

collaboration. 

To achieve th aim 

J. Th n wly c ated R P 

condition n ry ft r 

• Devi ing a mi ion t t m nt 

the purpo of workin t th r h 1 1 

owned by II oluntary and talUt 

agenci . 

• Makm contractual 

b tw n 

chlldren. 

2. 

Recommendations 

• Developing guidanc and proto ol for 

working tog ther. 

• Providing local, inter-ag n training to 

incr a und rstanding among wor rs 

of th ir rol and r pon ibiliti and 

en ourag n tworking. 

The RCPC compl t a tud to t bli h, 

first, proft ional · attitud to n gl t and 

making reft nal and, ondl • to id nti 

effi ctive multi-di iplinary 

promote inter-proft 

cas of hild negl t 

to 

in 





Framework for 
assessing child neglect 

The views of NEHB staff obtained through this 

research study have been used to develop the 

Framework for assessing child neglect. Current 

national and international research on child 

maltreatment and international practice 

developments has also informed the Assessment 
Framework. 

Beliefs underpinning the Framework 
for assessing child neglect 
The Framework has been influenced by the 
following beliefs: 

• Assessments and interventions should be 

child-focused 

• Effective management of child neglect 

requires an ecological approach 

• Child neglect impacts on the 

developmental needs of the child 

• Working with both children and also 

families is crucial to assessing and 

addressing issues of neglect 

• Effective assessment and intervention in 

cases of child neglect requires an ongoing 

multi-disciplinary approach 

• Professional knowledge, values and skills 

should inform assessment, planning, 

intervention and evaluation of neglect 

cases. 

Assessments and interventions should 
be child-focused 
A child-focused approach means that 

maltreatment is understood in terms of the 

impact of abuse on the child. As each child is an 

individual in their own right, differences exist 

between children in terms of the way they 

respond to similar situations. These differences 

will to some extent depend on the sources of 

vulnerability and sources of resilience of the 

child and the protective factors within the 

child's network (Gilligan, 2001). 
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The task for professionals is to understand and 

recognise the impact of child neglect on the 

child. This means that assessments and 

interventions should keep the child at centre 

stage. This can be achieved in a number of 

ways: 
• Working directly with the child. The aim 

of the work is to ascertain the wishes and 

feelings of the child; understand how the 

child is experiencing life with their 

parents or carers; identify effective 

interventions from the child's perspective; 

and evaluate the effectiveness of 

interventions with the child. 

Consideration should be given to the most 

effective environment for undertaking this 

work. Workers should use age, gender and 

culturally appropriate methods of 

communication. Consideration should also 

be given to effective methods of 

communication with children who use 

non-verbal communication systems. If the 

worker has difficulty establishing a 

relationship with the child, they should 

engage with other practitioners who may 

be able to communicate and work more 

effectively with the child (Department of 

· Health, 2001). 

• Direct observation. This provides an 

opportunity for professionals to see and 

hear what children are actually doing and 

how they interact with their parents 

and/or carers. Direct observation is 

particularly useful for assessing the 

development needs of young children and 

the attachment patterns between children 

and carers. 

Effective management of child neglect 
requires an ecological approach 
Child neglect refers to the behaviour of the 

parent or carer that raises concerns about both 

safeguarding and also promoting the welfare of 

the child. The behaviour of the parent may be 

influenced by two factors: first, parenting issues 

such as alcohol or drug misuse, and, secondly, 

the patenting environment in which the family 

operates. For example, socio-economic factors 

such as poverty, poor housing and social 

isolation may influence a parent's ability to 

meet the needs of the child. An ecological 

approach towards child neglect recognises that 

assessments of child neglect should take into 

account not only the child, but also the parent 

or carer and the outside world in which the 

family is operating. 

Assessing the impact of parenting 
issues on meeting the developmental 
needs of the child 
Consider: 

• What is the child witnessing? 

• What is the attitude of the child to the 

situation? 

• Are there safety and/or supervision 

issues? 

• What is the emotional impact of the 

parents' behaviour on the child? 

• What is the impact of the parenting issue 

on meeting the child's basic physical 

needs, for example, the provision of food? 

• Is the child expected to take on caring 

responsibilities beyond those that would 

be expected of a child of similar age and 

ability? 

• Does the child have a positive support 

network to enable them to manage this 

situation? 

Child neglect impacts on the 
developmental needs of the child 
As indicated above, child neglect affects 

children. More specifically, it affects the ways in 

which the developmental needs of the child are 

met. Children First specifies the different needs 

of the child that can be affected by child 

neglect. These include: 

• Intellectual stimulation 

• 

• 
• 

Basic care, food, clothing, warmth and 

hygiene 

Medical care 

Supervision and safety 

• Attachment and affection. 



These needs will vary depending on the age 

and potential of the child. Professionals should 

have a sound knowledge of child development 

in order to assess the needs of children at 

different stages of their development to young 
adulthood. 

The needs identified above provide a focus for 

assessing child neglect. This focus can offer a 

standardised approach towards assessment and 

intervention by professionals. By identifying 

specific developmental needs, professionals can 

be clear among themselves, and with families, 

regarding good enough parenting. A 'good 

enough' parent can be seen as a parent who 

ensures that the developmental needs of the 

child are met either by meeting the needs 

themselves or ensuring the needs are met by 

significant others in the child's world. 

Working with families is crucial to 
assessing and addressing issues of 
neglect 
Assessing and intervening in cases of child 

neglect involves not only direct work with 

children as described above but also work with 

parents and significant others. Work with 

families should not be tokenistic. Professionals 

should strive towards developing a meaningful 

relationship with parents in order to work 

together to meet the needs of the child. It is 

only through working in this way that 

practitioners will identi fY family strengths as 

well as issues. Parents are more likely to discuss 

the issues that impact on their parenting 

capacity if they have established an effective 

working relationship with professionals. 

Situations where English is not the parents' fi rst 

language, or the parents have disabilities, 

impact on the potential to establish effective 

working relationships. Professionals should 

attempt to address these issues and make 

appropriate adjustments. For example, use the 

services of an interpreter; ensure information is 

available in braille. 

There are certain situations where it may prove 

difficult to establish effective working 

relationships between professionals and carers. 

For example, a parent is physically aggressive 

or non-cooperative. In these situations it is 
important that professionals consider why the 

carer may appear resistant and attempt to put 

strategies in place to work with the resistant 

parent. For example, use a person respected by 

the parent as a mediator. If resistance continues, 

it is important to assess the way in which the 
parent's perceived behaviour is impacting on 

the process and distorting the assessment. For 

example, is the assessment focusing solely on 

the mother's parenting capacity as the father 

refuses to engage in the assessment process? 
(Shemmings and Shemmings, 2001.) 

Effective assessment and intervention 
in cases of child neglect requires an 
ongoing multi-disciplinary approach 
An ecological approach towards child neglect 

requires a multi-disciplinary commitment. 

Professionals from both adult and also 
children's services, and from voluntary and 

statutory agencies, need to work together to 

assess and meet the needs of children and their 

families. Assessing the developmental needs of 

children can be complex and requires the 

knowledge and skills of a range of child care 
professionals. In additi on, assessing the impact 

of parenti ng issues, such as mental health 

problems and learning disabilities on parenting 

capacity, requires specialist knowledge usually 

found among professionals working with the 

parents in their own right. As the a se sment 
requires an exploration of the child's world, 

leaders of local community groups, church 

groups and youth groups could be involved in 

the assessment process. 

A diverse range of profe sionals are not only 

responsible for a ses ing and intervening in 

cases of child neglect, they have a key role in 

terms of r ferring uspected ca e of child 

neglect to the community child care team . 



Professional knowledge, values and 
skills should inform assessment, 
planning, intervention and 
evaluation of neglect cases 
Professionals have a theoretical knowledge base 

and expertise gained from applying theory to 

practice. Professional decisions in cases of child 

neglect should be based, therefore, on 

professional judgement informed by evidence­

based practice. If the use of professional 

knowledge and skill is to result in positive 

outcomes for children, then workers should be 

engaged in a continual iterative correcting 

process based on the following: 

• What do I know? 

• What does it mean? 

• How does it influence my decision­

making? 

Evidence-based practice should inform each 

stage of the process. This means questioning 

and challenging the application of knowledge 

to particular service users and practice 

situations, while recognising ways that 

experience and values inform the process. The 

application of evidence-based practice to child 

neglect requires workers to be aware of relevant 

research findings and practice developments 
and local and national guidance. 

The supervisor has a crucial role to play. It is 

through quality supervision that practitioners 

are able to reflect on and develop their practice 

in order to promote better outcomes for service 
users. 

Using the Assessment Framework 
Frameworks act as aide-memoires and are only 

useful if used knowledgeably and purposefully 

(Macdonald, 2001, pp. 506). The Assessment 

Framework featured in this section is designed 

to facilitate the general application of 

knowledge, values and skills to specific cases. It 

is anticipated that this will assist workers in 

making profe ional judgement grounded in 
evidence-based practice. 

Initial referral 

The Framework can be used to identify the 

specific concerns of the referrer. For example, if 

a referral is received concerning a child left 

alone, this could raise issues regarding the 

safety needs of the child. The worker can ask 

the referrer specific questions regarding the 

impact of the incident on the child, the attitude 

of the carer and the norms in the 

neighbourhood towards children being left 

alone. 

The Assessment 

Once a referral of potential child neglect has 

been accepted, practitioners need to gain an 

understanding of life for the child in question. 

This can be achieved by using the five areas of 

developmental need identified in the 

Framework to assess the needs of the child, the 

ability and willingness of parents to meet the 

needs of the child and the supports available to 

the child and family within the extended family 
and wider community. 

Gathering information 

Practitioners should consider: 

• Are the child and family aware of the 

referral and prepared to engage in the 

assessment process? 

• 

• 

• 

• 
• 

• 

What information do we have about this 
family? 

Is there information available about the 
child's view of the situation? 

Is this referral part of an ongoing pattern 
of concern? 

What information is required? 

Which other professionals should be 
involved in the process? 

Are there specific issues that should be 

addressed in order to effectively gather 

information, for example, working with a 

family where English is not the first 
language? 



Analysing the information 

• What contribution has the child made to 
the assessment? 

• What information do we have from 
others? 

• What is fact and what is opinion? 

• What are the strengths and deficits? 

• What needs are not being met? 

• Are their issues regarding the immediate 
safety of the child? 

Decision-making and planning 
Decisions and plans are likely to be made by a 

group of professionals within a planning forum, 

such as the case conference. The Framework 
should be used to inform decision-making and 

planning. Information can be collated from all 

professionals under the headings identified in 

the Framework. An analysis of strengths and 

deficits can take place using the language of the 

Framework. This means that both the 

professionals and also the family can be clear 

and specific about the areas of concern and the 

evidence to support the concern. In addition, 

assessment using the Framework enables 

professionals and families to specifY strengths 

and explore ways that they can work together 

to build on these strengths. 

An intervention package can then be developed 

that addresses issues identified during the 

assessment. The following questions can inform 

planning: 

• 

• 

• 

• 

• 

• 
• 
• 

What children's needs have been 

identified and how can they be met? 

What would be the purpose of offering 

services? 

How will we determine whether they are 

meeting the needs of the child? 

What are the expected long-term 

outcomes? 
What are the needs of the parents/carers 

in terms of their parenting capacity? 

How can these needs be met? 

What do we except from the parents? 

What are the anticipated outcomes of 

offering these services? 

• How will we support engage parent/s in 
the change process? 

• How will we monitor parent/s' motivation 

and capacity to change? 

• How will the parents know that they have 

achieved the anticipated outcomes? 

• What are the likely outcomes if the 

parents do not engage in the plan? 

• What are the expectations on family 

members in terms of time scales? 

• What can the family expect from 
professionals? 

• Who will take responsibility for direct 
work with the child? 

• Who will ensure that family members are 

given feedback regarding progress? 

Review 
The Assessment Framework can be used to 

evaluate the effectiveness of the interventions. 

Workers can complete a further assessment to 

identifY changes that have or have not taken 
place in terms of the needs of the child and the 

parents' capacity to meet these needs. 



Framework for assessing child neglect 

Developmental need Child Parent/carer Outside world 

Intellectual stimulation Consider: Consider: Consider: 
• Level of school/ • Importance attached • Engagement in 

playschool to educational learning at school/ 
attendance activities pre-school 

• Freedom to play and social • Access to activities 
with toys opportunities outside home 

• Time for play • Provision of toys • Relationships �~� 

• Interaction with and books and with peers 
adults and opportunities • Opportunities for 
other children to use them extra-curricular 

• Type of activities • Interaction and school and social 
undertaken, for stimulation from activities 
example, watches carer • Provision of services 
1V all day • AbiHty to listen to to meet special needs. 

• Particular and communicate 
educational with child 
needs of child. • Encouragement for 

intellectual 
development 

• Recognition and 
ability to meet 
special needs. 

Basic care: food, clothing, Consider: Consider: Consider: 
warmth and hygiene • Appearance quality • Provision of clean, • Attitude of school 

of clothing, whether fitting clothes and peers to the 
it is appropriate for appropriate for appearance of I 
the season, whether the season the child 
it fits the child, and • Ability to recognise • Condition of home, 
the clothing's level when child needs for example, human/ 
of cleanliness and help with basic care, animal excrement, 
repair for example, dressing soiled bathroom, 

• Physical presentation • Encouragement to, broken toilet, old/ 
including level of or commitment to, decaying food on 
cleanliness, condition wash/bath child floor, evidence of 
of hair, body odour, regularly. infestation 
skin infections, • Modelling of good • Child's development 
dental and optical practice by parents and ability to meet 
care • Attitude to changing basic care needs in 

• Child's development nappies regularly relation to peers 
using centile charts • Treatment of • Provision of food 

• Child's attitude infections for school 
to food • Attendance at clinics, • Attitude to food 

• Whether child is dentist, opticians, etc. outside the home 
warm/cool, as • Attitude and ability • Warmth of house, 
appropriate. to provide regular for example, damp, 

and balanced meals source of heating, 
• Ability to keep child broken windows, 

warm/cool, according bedding, financial 
to the season. ability to provide 

heating. 

Medical care Consider: Consider: Consider: 
• Whether child • Parents' attitude • AbiHty to keep 

immunised, if to immunisation appointments 
appropriate • Response to medical, through lack of 

• Child receiving dental and optical transport, fmance, 
necessary medical appointments, use child care 
checks of medication, commitments. 

• Child receiving any treatments and 
medical care, as therapies 
considered nece sary • Commitment to 
by health meeting child's 
professionals. specific medical 

requirements . .. 



Developmental need Child Parent/carer Outside world 

Supervision and safety Consider: Consider: Consider: 
• Whether child is • Carer's ability to meet • Norm in the area for 

given appropriate the child's needs for playing out, being 
amount of freedom dependence/ left unattended, etc. 
dependent on age and independence and • Home environment, 
ability, for example, establish appropriate for example, 
left at home alone, boundaries dangerous electric 
playing in streets • Carer's level of sockets, broken 
unsupervised, time of awareness of windows, no 
day when out playing child's whereabouts fireguard, hazards 

• Child's physical • Ability to recognise in garden, 
safety in the home and provide medication/alcohol 

• Child protected from protection against kept out of 
inappropriate hazards in the home reach of children 
behaviours, for • Ability and • Support network for 
example, domestic commitment of child outside home 
violence parents to in situations of 

• Child able to demonstrate and domestic violence, etc • 
demonstrate model appropriaje 
appropriate behaviours 
behaviours according • Ability to protect 
to age and ability, for children from harm 
example, anger and danger 
management. • Recognition and 

commitment to 
protecting child from 
unsafe adults/children 
including siblings. 

Attachment and affection Consider: Consider: Consider: • • Child's feelings about • Attitude of parents • Child's positive 
themselves, for to child relationships outside 
example, self-esteem, • Value placed on borne 
self worth the child • Attitude of teachers 

• Sense of own • Parents' ability to to the child 
identity, taking into consistently • Attitude of 
account culture and demonstrate significant others 
disability warmth, love and to child's identity 

• Attitude to parents/ affection verbally, • Significant people 
carers and significant cognitively and in the child's life 
others physically • Identity in out-

�I �~� • Response to others • Parents' emotional of-home settings 
• Sense of belonging availability • Activities that 

to family and other • Appropriate increase child's sense 
relevant groups physical contact of self-worth. 

• Feelings of security. • Parents' ability to 
make child feel an 
important member 
of the family 

• Parents' ability to 
feedback on negative 
behaviour in a 
manner that 
encourages growth 

• Parents' ability to 
praise and reward. 

" 
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Appendix 

The postal questionnaire 

Child neglect: Staff perspectives 
An exploration of assessment and decision-making in cases off child neglect in 
the NEHB 

Please answer the questions listed below without consultation with colleagues and return the questionnaire in the envelope provided. The questionnaire will take about 45 minutes to complete 
and is divided into sections covering the following areas: 

• General information 
• Educational background 
• Your job and work experience 
• Working with cases of child neglect 
• Making decisions 

All replies will be treated in the strictest confidence Please return by 29th September 2000 

1) General information (please tick appropriate box) 

1 a) Gender 
Female • Male • 

1 b)Age 

Under 25 • 25-30 • 31-39 • 40-49 • Over 50 • 
1 c) Ethnicity 

White European • Other (please specify) 

1 d)Do you have any children or have children Hving with you? 
Yes 

No • 
If ye , please list the gender and age of each child. 



2) Educational background 

2 a) Which of the following qualifications do you have: 

Junior Certificate 

Leaving Certificate 

Degree 

Other educational 

qualification 

Please indicate: 

• • • 

Social work qualification • 

Where and when did you obtajn your social work qualification? 

Post-qualifying awards • 

Please specify below: 

Other professional qualifications. Please state: 

3) The following questions are about your 
current job and previous work experience 

3 a) Please give your current job title 

3 b)Is your contract 

Temporary? 

or 

Permanent? • 
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3 

3 

3 

c) How long have you held your current position? 

Under 1 year 

1-5 years 

5-10 years 

Over 10 years 

• • • 
d) Have you had previous experience of working with children and/or families ? 

Yes (go to question 3e) • 

No (go to question 4) • 
e) Please indicate length of previous experience. 

Less than 1 year 

1-2 years 

2-5 years 

5-1 0 years 

Over 10 years 

• • • • 
Please indicate type of experience: 

4) The following questions are about working with cases of child neglect 

4 a) Significant proportions of referrals made to the NEHB regarding child neglect are anonymous. 
Consider the following 5 statements about anonymous referrals and indicate to what extent 
you agree or disagree with each statement. 

I= strongly agree 

2= agree 

3= not sure 

4= disagree 

5= strongly disagree 

• Anonymous referrals should always be taken seriously 
I 2 3 4 5 

• Anonymous referrals are generally malicious referrals with no substance 

• 
I 2 3 4 5 

In my experience 
between parents 

I 

the majority of anonymous referrals involve custody or contact disputes 

2 3 4 5 

• Most anonymous referrals are made by people who are genuinely concerned about the child's 
welfare 

2 3 4 5 

• A significant proportion of anonymous referrals are made by family members 
I 2 3 4 5 



Appendix 

4 b)The expression 'good enough parenting' is one that is often used when assessing cases of child 
neglect. What does the expression mean to you? 

4 c) A high number of carers of children who are perceived to be neglected are described as having 
a drink problem. What do you consider when assessing the impact of a carer's alcohol use on 
their parenting capacity? 

4 d) Listed below are a number of factors that can be considered when assessing the family's home 
environment. Take each one in tum and give an example of what you consider to be 
unacceptable if you knew a three-year-old was living in the house. 

Kitchen floor and/or floor coverings soiled 

General decorative order poor - in need of attention 

Kitchen and cooking utensils dirty 

Furnishings and furniture soiled 
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Child's clothes uncared for 

Bathroom and toilet unhygienic 

Smell 

4 e) Listed below are a number of statements regarding parenting, decision-making and damaging 
environments for children. Consider each statement in tum and indicate to what extent you 
agree or disagree with each statement. 

I= strongly agree 

2= agree 

3= not sure 

4= disagree 

5= strongly disagree 

Staff in social work departments accept lower standards of parenting than other professionals in 
\Ontact with children and families 

I 2 3 4 5 

All too often parents with problems are treated harshly by social work teams and do not get the 
support they need to keep their children out of the care system 

I 2 3 4 5 

The criteria for triggering child protection procedures can vary depending on which manager is 
involved 

2 3 4 5 

Whether we like it or not, if one of the carers is physically aggressive we may tolerate standards of 
care that we would not accept amongst less aggressive carers 

I 2 3 4 5 

My child care as essments are never influenced by resources 

I 2 3 4 5 

I have a baseline of what i good enough for children that I will not step over 
I 2 3 4 5 

I u e the arne criteria for a e ing the parental behaviour of my clients as I would for myself or my 
friend 

2 3 4 5 

The e entia! aspect of parenting is providing for a child's physical needs and safety 
I 2 3 4 5 
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Children witnessing violence can suffer as much as if they themselves were being hit 

1 2 3 4 5 

The most damaging environment for children is one of high criticism and low warmth 

1 2 3 4 5 

A child who is physically neglected is likely to be experiencing emotional neglect as well 

1 2 3 4 5 

Subjective information influences decision-making in cases of child neglect 

1 2 3 4 5 

SJ Case decisions 

Consider the scenarios below and answer the questions. 

5 a) Scenario 1 

An anonymous telephone call is made at 2.30 p.m. on a winter afternoon to the Board from a caller 
who states that he is aware of a case of child neglect. The caller gives the name of the family and 

address and states that an 8-year-old child is currently in the house on their own. The family are not 
known to the Board. Liam, a social worker with many years' experience, responds to the call at 5 p.m. 
The address that was given is a very run-down, isolated farm. The social worker knocks on the door. 

It is answered by an 8 to 9-year-old boy. At first glance, Liam sees that the child is dirty. There are 
bruises on both the child's knees and there is a scrape on his right elbow. Liam notices the house is 
messy. He ascertains that there is no heating and there is little food in the fridge or cupboards. 

Liam asks the child about his parents' whereabouts. The child says he does not know where they are, 
but they have been out all day. Liam waits an hour for the parents to return. When they do not appear 

Liam decides to take the boy into care. 

Do you agree with Liam's decision? 

1 (strongly agree) 2 (agree) 3 (not sure) 4 (disagree) 5 (strongly disagree) 
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5 b) Scenario 2 

Family composition 

About the family: 

May O'Connor, mother, 32 years old, unemployed 
Tony O'Connor, father, 38 years old, unemployed 
Declan, 8 years old 
Claire, 5 years old 
Deirdre, 3 years old 
Imelda, r8 months old 

May is described as 'pleasant but ineffectual'. She spends most of the time watching TV and expects 
the older children to fend for themselves and care for the younger ones. She is expecting her fifth 
child in four months time and has told the social worker that she does not know how she will manage 
with another child. The father, Tony, has been unemployed for seven years. He drinks heavily and it 
is believed that he is violent towards May. He takes no responsibility for child care and refuses to 
have contact with staff from the Board. 

The Board have had involvement with this family for the last seven years regarding concerns of 
neglect. The older children have been in care on two occasions when May said she was unable to 
cope. The children last returned home 18 months ago and a family support worker was allocated to 
the family. Support has been ongoing. However, there has been little change in terms of improved 
standards of care. The Board regularly receives referrals from neighbours and the school that the 
children are unsupervised and 'running wild' and that they are inadequately fed and clothed. There 
are concerns about all the children, particularly Imelda. She was on the 60th centile at birth and is 
now on the 50th. She spends most of the day in a pushchair in front of the TV. Imelda is unable to 
walk, but can push herself to a standing position and can crawl. She has about five words. She 
presents as a miserable chHd, rarely smiling. 

Imagine this is a family you have been working with for the last 18 months. (Consider the case 
from your current position as a social worker, family support worker, child care worker, team 
leader, etc.) 

What, if any, indicators are there that Imelda is suffering from neglect? 

i 
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What, if any, are your concerns about the parents' ability to meet the needs of their children? 

What, if anything, do you think the Board should IDEALLY do about this family? 

The pressure of work and limited resources means we cannot always intervene in cases of neglect, as 
we would ideally like to do. With this in mind, how do you think this case would ACTUALLY be 
managed within your team? 

5 c) There is no consensus as to how we should make decisions and plan actions in cases of chHd 

neglect. The following are statements about ways in which decisions are made. Consider each 

in turn and decide to what extent you personally believe that each factor should be a primary 

reason for making a decision. 

1 = strongly agree 

2= agree 

3= not sure 

4= disagree 

5= strongly disagree 

• Decisions should be based on doing what the worker considers is morally/ethically right. 

2 3 4 5 

• Decisions should be based on the guidance and threshold criteria used within the Board. 

2 3 4 5 
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• Decisions should be made on the basis of what the young person wants (provided they have the 
ability to understand and make informed choices), rather than on what workers consider is in 
their best interest. 

2 3 4 5 
• Decisions should be made on the basis of the resources available. 

2 3 4 5 

• Decisions should be based on workers and the family exploring all possible outcomes and 
weighing up the costs and benefits of each. 

I 2 3 4 5 
• Decisions should be based on the worker's knowledge and experience. 

2 3 4 5 
• Decisions should be made using 'intuitive thought' or 'gut feeling'. 

I 2 3 4 5 

• Decisions should be based on worker knowledge and a pattern of recognition based on past 
learning, decision-making and experience. 

2 3 4 5 
• Decisions should be made on the basis of the worker's analysis of the child's needs. 

I 2 3 4 5 

• Decisions should be made taking into account the views of the supervisor 
2 3 4 5 

5 d)A number of factors influence the way we make decisions. Consider the list below and indicate, 
based on your experience, the extent to which each of the factors influences your decision­
making. 

I= all the time 

2= most of the time 
3= some of the time 
4= occasionally 
5= never 

• Time constraints 

2 3 4 5 
• Workload pressures 

2 3 4 5 
• Resources 

2 3 4 5 
• Information obtained from other professionals and the child protection conference 

I 2 3 4 5 

• Legi lation/departmental guidance and procedures 

I 2 3 4 5 
• Your communication with the child 

2 3 4 5 
• Your knowledge of parenting i ue 

I 2 3 4 5 
• Information obtained from the family 

I 2 3 4 5 
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• The culture of the child and family 

1 2 3 4 5 

• Your knowledge of child development 
1 2 3 4 5 

• The views of your supervisor 

1 2 3 4 5 

What other factors do you consider influence your decision-making? Please specify: 

Finally, please complete the following: 

'I feel I could be more effective in cases of child neglect if .. .' 

Thank you very much for completing thi qu tionnair . 
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