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Ensuring Safety

Emotional/Behavioural
Development

TIN

Stability

Self Care
Skills

Family History and
Functioning

Wider Family

Housing

Employment

Income

FAMILY/ENVIRONMENTAL FACTORS

Social Integration

The toolkit promotes a uniform approach to risk assessment that will
become embedded in the day to day practice of practitioners from all
professions working with children and families.

Education

EN

The toolkit will assist practitioners in completing any assessment
involving children and families and will contribute to the decision
making process. It is not enough to merely identify risk factors,
practitioners need to plan timely interventions via SMART multi-agency
planning to manage risk and develop appropriate contingency plans
should the risk become unmanageable and the Local Authority be
required to intervene further.

Basic Care

PAR

The toolkit has been developed to support practitioners in identifying
risk, the potential impact of any identified risk upon the child/ren
and how this can be managed to safeguard the child/ren using a
multi-agency approach.

Health

Community Resources

Welcome to Knowsley Council’s
Risk Management Toolkit
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Key definitions

How the model works

Harm:

What has happened
to this child?

Ill treatment
Harm

(Presenting information)

The impairment of
health and development

What are the factors that have negatively
impacted upon parenting capacity?
(Working hypothesis - because of
dv / alcohol / mental health / toxic care giving
/ other stressors)

Ill Treatment: physical, emotional, sexual abuse and neglect
Health: physical and mental
Development: emotional, social, behavioural, physical, intellectual
Children Act 1989 (s.31)

Risk:

Check out hypothesis against
known information
Talk to child/parent

Look at histories. Talk to other
agencies about parents current
and past functioning

(Clinical assessment)

(Actuarial assessment)

The likelihood of a future event the outcome of which may lead to loss, harm or damage

Likelihood
Risk

Analyse this information
(What is the impact on the child/ren?
Does this care giving promote or impair the
child’s safety and welfare?)

Outcome
Capacity to change
Risk Assessment: The collection of information (by clinical / actuarial means) about children and their
families through the process of enquiry, observation and communication with others.
Risk Analysis: Making sense of the data. The process of evaluating the impact of the child’s
exposure to the risk of harm and taking account of individual / family strengths and agency services
that could reduce the likelihood of future harm.
Risk Management: The statement of plans and the allocation of responsibilities for translating the
outcomes of risk assessments and analysis into practical measures to reduce risk.
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(Where are the carers in the continuum of
change? Do they have the motivation and the
capacity to change?)

Risk management
(The development of SMART, outcome
focussed multi-agency plans)
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Underlying risk factors

High risk indicators

Those elements that are often present in risk situations but which do
not, of themselves, constitute a risk:

Those elements which, by their presence, do constitute a risk
•

Previous involvement in child physical and sexual abuse / neglect

•

Poverty

•

History of being significantly harmed through neglect as a child

•

Poor housing

•

Seriousness of abuse (and impact on the child)

•

Lack of support network / isolation

•

Age of the child (particularly if less than three years old)

•

Experiences of poor parenting

•

Incidence of abuse (how much abuse over how long a period of time)

•

Low educational attainment

•

Record of previous violent / sexual offending (against both children and adults)

•

Physical / learning disability (adult / child)

•

Evidence of disorganised attachment in the adult

•

Mental health difficulties (adult / child)

•

Older child removed or relinquished

•

Drug and alcohol use / misuse

•

Unexplained bruising (particularly in pre mobile children)

•

Victimisation from abuse / neglect

•

Uncontrolled mental health difficulties (including periods of hospitalisation)

•

Disordered / discordant relationships

•

Personality disorders

•

Chaotic drug / alcohol misuse

•

Previous history of offending

•

Denial / failure to accept responsibility for abuse / neglect

•

Rejecting / antagonistic to professional support

•

Unwillingness / inability to put child’s needs first and take protective action

•

Behavioural / emotional difficulties in parent

•

Cognitive distortions about the use of violence and appropriate sexual behaviour

•

Behaviour / emotional difficulties in child

•

Inability to keep self safe

•

Young, inexperienced parent

•

Unrealistic, age inappropriate expectations of the child

•

Physical ill health (adult / child)

•

Female Genital Mutilation

•

Unresolved loss or grief

•

Forced marriage

•

Dangerous dogs

•

Child Sexual Exploitation

•

Domestic abuse

•

Criminal exploitation

•

Children looked after

•

Radicalisation

•

A child who has experience of being looked after

•

Young carer

•

A care leaver

•

Missing from home

•

Trafficking

•

Gang culture

•

Gun / Knife crime

•

Residential placement

•

Placement breakdowns

•

A child who has had multiple placements

This list is extensive but not exhaustive.
From the work of Dalgleish and Drew
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Assessing Children with a disability
Additional guidance

S17/Early Help Assessments and Team Around the Family Plans

The Children Act 1989 at S17 (10) (c) states “a child shall be taken to be in need if he is disabled”.
This means that all Children with Disability are by definition “in need” and therefore eligible for a
Child and Family Assessment. It also means that a disabled child can be “in need” without evidence of
deficit or compromised parenting. This guidance is applicable to all disabled children, including both
physical and learning disabilities.

It is usual for Children with Disability to have been the subject of many assessments and information
already gathered should be accessed in the course of the Social Care Assessments. It is also important
to involve other agencies in the assessment process to obtain both a holistic understanding of the
child’s needs as well as an insight into the services and resources available to support the child and
family going forward.

An underlying principle of the 1989 Act is “children first”. For the purpose of this guidance this is to
be taken to mean the subjects of Children with Disability assessment are to be regarded primarily as
children who have a disability rather than disabled people who happen to be young. The assessment
of the child’s disability is usually a medical matter (involving paediatricians, psychologists, etc). The
purpose of the assessments undertaken by CSC are to understand the whole child and to ensure that
as well as putting in place measures to counter the impact of disability, the child’s talents and abilities
are also recognised and promoted. All workers need to be aware that many disabled children are
assessed in relation to what they can’t do rather than what they can and should actively avoid a similar
model of practice.

When undertaking assessments on Children with Disability, workers should have access to informed
advice on the nature of the child’s disability and it’s likely impact on functioning, though this will
vary from child to child and will need to be checked out with the family and partner agencies and
professionals (including health specialists) as theassessment progresses.

It is important when undertaking assessments of Children with Disability that the same principles of
inclusion and engagement apply as when assessing non-disabled children. In order to ensure that the
voice of the disabled child is heard workers should make every effort to communicate with Children
with Disability at a level which is commensurate with their age, stage of development and level of
understanding. Workers should expect that such assessments may take more time than is usual and
should not be deterred from going at the child’s pace simply to meet deadline targets.
It is a fact that the safety and welfare of all children is best promoted when they have
strong attachments and their parents are emotionally available and display warmth
towards them. This is an issue that needs to be fully explored in assessments of all
Children with Disability. In the course of the assessment workers must explore the
meaning of the child to the parent.

In the course of the assessment the worker should consider:
•

the impact of the disability on the child’s health, welfare and development

•

any disabling barriers that the child faces

•

strategies to mitigate the impact and overcome the barriers if possible. Additionally, acknowledge
risks that cannot be mitigated due to nature of child’s disability or family’s circumstances

•

the additional demands on parenting capacity as a consequence of the child’s disability

The outcome of the C&F assessment and/or stand alone risk assessment for Children with Disability
should be the same as for non-disabled children:
•

explicit statements about the nature and extent of the child’s unmet needs

•

proportionate intervention strategies

•

explicit desired outcomes with evidence of achievement

S47 Enquiries
While being disabled is not of itself a risk indicator, it is important to recognise the increased
vulnerability (of Children with Disability) to abuse and neglect. There is a considerable body of
research to support this view. It is also well known that Children with Disability are significantly
underrepresented in the child protection planning process.
What the research suggests is:
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•

Children with Disability are at a greater risk of physical, sexual and emotional abuse and neglect
than non-disabled children

•

Children with Disability at greatest risk of abuse are those with behaviour / conduct disorders.

•

Children with Disability in residential care face particular risks
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Factors that increase risk and lessen protection for Children with Disability include:
•

attitudes and assumptions - a reluctance to believe disabled children are abused; minimising the
impact of abuse; and attributing indicators of abuse to the child’s impairment

•

barriers to the disabled child and their family accessing support service

•

issues related to a child’s specific impairment - e.g. dependency on a number of carers for
personal or intimate care; impaired capacity to resist/avoid abuse, difficulties in communicating;
and an inability to understand what is happening

•

limited opportunities for disabled children to seek help from someone else

•

a lack of professional skills, expertise and confidence in identifying child protection concerns and
the lack of an effective child protection response

Bearing these factors in mind when making S47 enquiries, social workers must undertake this task
from a position of “sceptical disinterest”. They must use the same values and principles as they do
when assessing non-disabled children. They must beware of accepting parental explanations for
actions or behaviours (which they attribute to the difficulties experienced in looking after the
Children with Disability) that they would regard as questionable or unacceptable
for nondisabled children (locking children in rooms or strapping them to chairs, etc).
When considering the outcome of S47 enquiries social workers must always entertain
the possibility of a “differential diagnosis” - that the satisfactory explanation for a child’s
injuries or condition might be true, but also they might be the result of abusive and/ or
neglectful behaviours. It is important that social workers take advantage
of reflective supervision and offer their analysis of the findings to the
challenge of their supervising manager.
It is customary for Children with Disability to be the subject of long term
Children in Need plans during which time social workers (and others)
develop supportive relationships with parents. It is important to
recognise the inherent tensions in maintaining such relationships
while recognising the need to be constantly vigilant as to possibility
of safeguarding issues and the need to take action should these
emerge. Staff involved in the long term support of Children with
Disability and their families should have access to workers with
safeguarding experience and expertise and should receive regular
reflective supervision on their case load.
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Assessing children and young people who are looked after
Children and young people are looked after for many different reasons, these can include physical
abuse, sexual abuse, emotional abuse and/or neglect; or other circumstances that have necessitated
them being cared for.
Children and young people who are and have been “looked after” are likely to have been exposed to
multiple risks associated with poor long term outcomes before coming into care. Entering care is also
strongly associated with poverty and deprivation, including low income, parental unemployment, poor
parenting and relationship breakdown, abuse and neglect.
Being a “looked after child” in itself does not necessarily mean that all looked after children are at risk;
however it is well established that for many children and young people who are looked after are at
greater risk than other children and young people.
It is important when assessing risks related to looked after children that the following key elements
are considered within their risk assessment:
•

Stability of placement

•

Continuity of care (who have experienced multiple placement moves)

•

Direct and indirect contact (with birth family – including social media).

•

Attachment and overall emotional well being.

•

Educational provision (attendance and child/young person’s engagement with school)

•

Strength’s and Difficulties Questionnaire (include date of most recent SDQ and score)

•

Child’s voice (child /young person’s ability to communicate their wishes and feelings).

•

Child/young person’s understanding of risk.

•

Key relationships and support network.
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Framework for analysis
Assessing risks related to Care Leavers
The Local Authority has a responsibility to support “care leavers” until they are 21 years old (up to
25 years if they are in full time education). Care leavers have similar risk factors to children and young
people who are in care; but additional areas of risk and need. Whilst local and national initiatives such
as “Staying Put” arrangements have enabled young people to remain in foster care beyond 18 years,
there are still a significant number of care leavers who at a young age experience independent living
at a much younger age than the rest of society.
National statistics indicate that care leavers are at a much greater risk of being involved in offending,
gangs, criminal exploitation, sexual exploitation, debt, becoming a parent, poor mental health,
unemployment and homelessness; thus these are key aspects that will need to be included in their
risk assessments.
When assessing risks related to care leavers that the following key elements are should be
considered within their risk assessment:

The key questions to be answered in the analysis of the information
obtained through the process of risk assessment are:
•

To what extent is the parent able to meet the child’s needs and the nature and extent of the
child’s unmet needs? (Triangle … Parenting Capacity)

•

What is the parents experience of being parented and how does this impact upon their parenting
style and capacity? (how well was the parent parented?)

•

What is the adult state of mind - are they physically and emotionally available for their child?

•

Does the adult recognise the causes for concern and are they able and willing to put the child/ren
needs first?

•

What stressors are experienced in the adult’s life and what is their ability to regulate and manage
these (adult resilience)? Is the adult able to keep him or her self safe (domestic violence /
substance abuse / mental health?) Is there extended family support?

•

What environmental factors are helpful to the adult and protective of the child, and which are
unhelpful and potentially harmful (additional stressors)?

•

Does the adult have the ability and motivation to make and sustain the changes needed to
safeguard and promote the child’s welfare within the child’s timescales?

•

The impact of all of the above on the child and the child’s resilience

•

Previous history of being in care (care leavers who have experienced multiple placement
moves, are less likely to have positive support networks).

•

Key relationships and support network.

•

Social engagement and involvement within their community.

•

Attachment and overall mental health well being.

•

Physical health, including understanding of sexual health.

•

Young person’s voice (their ability to communicate their wishes and feelings).

The outcome of this process should be the explicit identification of the child’s

•

Young person’s understanding of risk.

•

Stability and suitability of accommodation.

unmet needs and explicit identification of those issues that need to be addressed
to improve parenting capacity.

•

Financial management and budgeting.

•

Direct and indirect contact (with birth family – including social media).

•

Engagement with work, training or education.

This is not an exhaustive list, there may be other factors for an individual young person.
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The Cycle of Change

Assessing capacity to change

Prochaska and DiClemente
The process of change follows a predictable pathway*
PreContemplation

Pre Contemplation

No intention
on changing
behaviour

Relapse

Contemplation

Contemplation

Fall back to
old patterns of
behaviour

Determination

Aware problem
exists but with no
commitment to
action

Maintenance

Upward Spiral

Preparation

Sustained change.
New behaviour
replaces old

Learn from each relapse

Intent on taking
action to address
the problem

Maintenance

Action

Lapse / Relapse

The following framework can be used to assess where the client stands
in relation to the causes for concern and their capacity to change:
•

Client accepts there is a problem

•

Client accepts some responsibility for the situation

•

Client has some discomfort over the problem

•

Client believed things must change

•

Client sees self as part of the situation

•

Client sees that choices are possible

•

Client identified next step towards change

Each heading can be used as a prompt for further exploration. The client has to respond positively to
each step for any realistic prospect of change.
* Prochaska and Diclemente (1992)

Action
Active modification
of behaviour
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SMART Plans
All plans (Child Protection / Child in Need / Pathway / Care) should
be developed using SMART principles and should be recorded on
the Knowsley approved template which clearly identifies desired
outcomes from professional interventions and the evidence needed to
demonstrate the outcome has been achieved.

For specific policy information and forms please view Tri-Ax and Useful Websites (p30)
•

Adult well-being

•

Adolescent well-being

•

Graded Care Profile 2

•

Genogram

•

Parenting Daily Hassles

•

Pre-birth assessment

Specific:

Every risk (High Risk Indicator and relevant Underlying Risk Factors) identified in the
risk assessment / analysis needs to be reflected in the risk management plan.

•

Harm Matrix

Measurable:

Things can be measured in two ways, inputs or outcomes.Inputs are usually
measured in terms of services offered. Outcomes are measured in terms of impact of
intervention (improvements).

•

Drugs, Alcohol and You Screening Tool

•

Domestic Abuse Risk Identification Matrix (DARIM)

Inputs are usually counted. Outcomes need to be assessed.

•

Merseyside Risk Identification Tool (MeRIT)

•

Cafcass Child Impact Tool

•

My Views

•

Three houses

•

Wizard/Fairy sheet

•

Safety Home Tool

•

3 Islands

•

Parenting Assessment

•

Non-Engaging Family Tool

•

Mental Health Questionnaire

•

Strength and Difficulties Questionnaire

•

Safety Planning

•

Resilience and Vulnerability Tool

•

Dangerous Dogs (Child and Family Manual)

•

Pheonix (Child Sexual Exploitation)

•

Criminal Exploitation Assessment Tool

Achievable:

Plans should be aimed at risk reduction not risk removal.
There should be explicit statements about degree of improvement required
(i.e. acceptable level of residual risk).

Realistic:

Timely:
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Supporting tools for consideration
when completing the risk assessment

This will depend on how intractable the problem is (how long / how severe) and the
clients motivation and capacity to change.
Changes need to be made within the child’s timescale to promote safety and
welfare, not the adult’s timescale.
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Matrix
Why is a Risk Assessment being completed?
What is being assessed?
Date assessment commenced:

Date assessment completed:

Dates child / adult / significant other interviewed / visited:
Risk Assessment tools utilised:
RISK FACTORS

(What are the potential risks / vulnerabilities / deficits /
identified for the child/ren?)

CURRENT PROTECTIVE FACTORS

(What are the family / placement strengths,
what is working well to minimise idenfitied risk factors?)

LEVEL OF RISK

(What is the impact upon the child/ren?
How often are the child/ren being
exposed to potential risks?)

IMPACT

FREQUENCY

ACTION REQUIRED TO
MANAGE RISK

(What can we do to plan to minimise
identified risk to child/ren)

ACTION

IMMEDIATE ACTION IF
RISK REMAINS HIGH
(ie. strategy, contingency
planning, legal advice)

TIMESCALE

Summary of information gathered during risk Assessment:
Analysis:
Action to be taken:
20

Review Date:
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Analysis into assessment
Additional guidance
The purpose of this guidance is to offer further clarification on the relationship between the Knowsley
risk assessment model (and the analytical framework it contains), the use of the National Assessment
Framework and the Single Assessment process.
The assessment process is the collection of data through observation, conversation and consultation
with others. From this the assessor will understand what is happening (how well the child’s needs
are being met and the extent of the parent’s capacity to meet the child’s needs). Using the analytical
framework contained in the toolkit the assessor should be able to provide an explanation for why
things are as they are.
Assessment of need and risk are not the same thing. The assessment of risk is relatively easy.
By collecting data about what has happened to the child (the abuse / neglect to which he / she has
been exposed), seeing this in the context of the High Risk Indicators that are present and any relevant
historical data and asking questions about:
•

How the abuse / neglect occurred (explanation)

•

Whether the adult shares the professionals concerns about what has happened

•

Whether the adult is able to put the child’s needs before their own

•

Whether the adult is able to keep themselves safe

The assessor should be able to conclude whether the child (on the balance of probability) has suffered
or is likely to suffer significant harm.
Further assessment of the adult and child’s resilience and any strengths or protective factors will give
an indication of how and where (at home or through removal) the identified risks can be managed.
The outcome of the risk assessment is captured within the Single Assessment or Section 47 Enquiries,
which then informs the development of a CIN Plan or report for ICPC in which relevant High Risk
Indicators and Underlying Risk Factors constitute the outline of the plan.
The assessment of need and in particular unmet need is slightly more complicated. It begins with
a clear understanding of the causes for concern or issues identified in the referral information and
a review (and understanding) of any historical involvement (what were the issues, what were the
interventions and what were the outcomes). It is also helpful to identify which other agencies are /
were involved with the family.
The assessment is conducted using the National Assessment Framework and begins with an
assessment of the child’s unmet needs. (In reality the assessment of unmet needs, parenting capacity
and family and environmental factors go on simultaneously, but for simplicity’s sake they will be
considered in linear fashion).
The process of assessing unmet needs is one of comparing where the child actually is in terms of their
health, education, emotional and behavioural presentation etc with where they should be given their
age and stage of development. The gap between what the assessor observes in the child and the
stage or level they should be at is the child’s unmet need (this obviously presupposes the assessor has
a working knowledge of normal child development at each stage). Closing the gap between where
22

the child is and where they should be then becomes the intervention objective (i.e. what needs to be
done to improve this child’s health, education, sense of identity etc).
When writing up the assessment the assessor must state explicitly under each domain the extent of
the child’s unmet need. The self-reported information by the parent about the child or from the child
himself should be considered alongside the assessors observations and checked through consultation
with professionals from other agencies (HV’s, GP’s Teachers etc).
One of the criticisms that is levelled at assessments is that they do not capture the child’s personality
and they do not suggest that the assessor has taken time to really get to know the child. This can
be remedied by the assessor providing a rich description of the child’s personality, presentation,
demeanour and resilience (or otherwise) in the “identity” and “social presentation” domains of the
assessment framework. The write up of each domain under “Child’s Developmental Needs” should
be concise and succinct and get to the heart of the issues (including as already mentioned the explicit
identification of the child’s unmet needs). It is not necessary to provide an extensive narrative.
The assessor should seek to provide enough information to support the conclusion rather than
everything that they know.
A similar method is used when assessing “Parenting Capacity”. The assessor compares the level of
care actually provided under each domain with what would be expected from a responsible parent
in similar circumstances. The gap between the care that is offered and what could be expected
is the parenting capacity deficit. It is largely because of these deficits that the child’s identified
unmet needs are as they are. In relation to assessing parenting capacity in the “basic care” domain,
additional guidance is available in the Action for Children “Working with Neglect” toolkit.
It is in the assessment of parenting capacity that the connection between the single assessment
process and the risk assessment model is most clear. It is in this section also that the bulk of the
analysis (explaining why things are as they are) takes place.
So, for example it may be that there are significant deficits in providing basic care. This needs to be
explained not just described and may be because the parent themselves was neglected as a child
(High Risk Indicators) and as a consequence has no “mental model” of what “good enough” care
looks like or it might be that the parent is a chaotic drug user (a different High Risk Indicators) and is
preoccupied with their addiction at the expense of the child’s care.
Or, if the deficit is in relation to ensuring safety this too needs to be explained and it maybe that
because the parents’ own childhood was so poor and they themselves are so emotionally needy that
they are willing to prioritise their relationship with a violent partner (High Risk Indicators - inability to
keep self safe) over the needs of their child.
Using these examples the structure for this part of the assessment then is clear... the assessor identifies
the level of parenting capacity under each domain and explains the deficit by reference to the impact
of High Risk Indicators (and relevant Underlying Risk Factors) on the parents’ ability to provide
adequate care.
Fundamental to assessing parenting capacity (for all domains, but particularly in relation to emotional
warmth, stimulation and guidance and boundaries) is an assessment / understanding of the
attachment bond between child and parent.
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In the course of the assessment the assessor should seek to understand the experiences of being
parented of the parent who is being assessed (how they themselves were parented has a powerful
influence of how they parent). Apart from asking general questions about their childhood the
following questions are helpful:
•

Who did you like to spend most time with?

•

Who did you miss most when you were separated from them?

•

Who did you feel you could always count on when you needed help?

•

Who did you turn to for comfort when you were feeling low?

Information from this line of enquiry will provide the assessor with an insight into the physical and
emotional care experienced by the parent who is being assessed and may explain some of the findings
from the assessment of their own child’s unmet needs.
In assessing attachment it is important that the assessor spends sufficient time with the child and
parent(s) together to observe the nature of the attachment as well as obtaining information from
conversations with both parent and child. Data from these sources will give an insight into the adults’
emotional availability to the child and the meaning of the child to the adult and the adult to the child.
This information will be useful in explaining any parenting deficits in relation to providing emotional
warmth, stimulation and guidance and boundaries.
As with the write up of the “Child’s Development Needs” domains, the write up of the parenting
capacity needs to be succinct and explicit (i.e. clearly state the extent of the parenting deficit) with
some analysis and explanation (making reference to attachment assessment, High Risk Indicators
and Underlying Risk Factors) as to why the situation is as it is. The write up should not simply be a
description of the parenting behaviour that has been observed in the course of the assessment.
The procedure for assessing “Family and Environmental Factors” domains is exactly the same. The
domains of “family history and functioning” and “family’s social integration” are probably the most
important aspects of this element of the assessment.

The final part of the process is to bring all this data together in the analysis section of the Single
Assessment record. The analysis provides an explanation for why the situation is as it is and connects
the outcomes for the child (the degree to which their needs are met or otherwise) with the parenting
capacity strengths or deficits that have been identified in the assessment

Suggested Model for Analysis
1. Begin with a rich description of what the child is like. How do they present, what kind of
personality, degree of resilience, what are they good at, what do they like, what do they say, what
do they want now and in future.
2. Comment on the degree to which the child’s needs are unmet in relation to each domain and
relate this to parenting capacity deficits (including explanations). This need not be an extensive
narrative as the bulk of the analytical work will have been done in the earlier sections of the
assessment, e.g…
Because of her own neglectful upbringing Miss Smith has no mental model of what good enough
care is like and has no experience of providing this. As a consequence Jimmy has significant
unmet needs in relation to his health including poor nutrition leading to inadequate weight gain,
outstanding immunisations, untreated squint and poor dental hygiene. There are similar concerns
in relation to Jimmy’s education. His attendance is poor and as a consequence his educational
development is delayed. There are concerns also that he may have a learning disability, but this
has not been assessed due to his poor attendance and his Mother’s unwillingness to consent
to an assessment. The explanation for this situation lies largely in the fact that Ms Smith had a
difficult time at school and she does not value or prioritise Jimmy’s education. It is also a fact that
because of her own lack of self-worth and perceived lack of intelligence that she finds schools
intimidating and is reluctant to speak to teachers.
Jimmy presents as a shy, lonely, anxious and introverted boy. He lacks confidence and has
low self-esteem. This impacts significantly on his ability to make friends and participate with
other children in games and activities. Jimmy’s presentation can be ascribed in part to the poor
attachment relationship he has with his Mother. Jimmy was an unwanted pregnancy and it
was only with some reluctance Miss Smith was persuaded (by her family) to continue with the
pregnancy and to keep him. She was never warmly disposed to Jimmy and has been a remote
and distant figure throughout his childhood.
She is generally emotionally unavailable to Jimmy and he has little value to her. As a consequence
Jimmy is an extremely emotionally needy child who would be vulnerable to abuse and
exploitation in future. This vulnerability would be exacerbated by the lack of interest Miss Smith
exhibits towards her son and the lack of supervision she provides him.
Make reference to parental and child resilience and any strengths, positives or mitigating factors
in the situation.
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The Knowsley Decision Making Model
3. Motivation and capacity to change
Once the social worker has a full and proper understanding of the child’s unmet needs and
parenting capacity it is necessary to complete an assessment of parental motivation and capacity
to change using the model provided within this toolkit. (See page 12 and 13)

During a Risk Assessment process, professionals will need to discuss the case either in formal
supervision or via case discussion. Knowsley have adopted a Decision Making Model to assist in this
process which can be used at any stage during the assessment to assist in the process of safeguarding
children. Please See below.

Gather
Multi-agency
Information

4. Summarise and conclude
This level of analysis in the earlier part of the assessment then makes the construction of the CP
or CiN plan quite simple. From the evidence available Jimmy is a child with significant unmet
needs who would benefit from a period of CiN planning.
In this case the plan needs to focus on improving Jimmy’s basic care (under each element explicitly
state the desired outcome and what the evidence for this would look like). There needs to
be a strategy to improve his school attendance and to have his suspected Learning Difficulties
assessed. There needs to be work on his self confidence and self-esteem and the attachment
bond difficulties need to be addressed either through a “repair strategy” (working with Jimmy
and his mother together) or a “replacement strategy” (who else in the family can offer Jimmy
emotional warmth… the role of the Family Group Conference?) The plan would also need to
address Jimmy’s possible vulnerability to abuse/exploitation.

Gather information from
family / parents / carer /
child / agencies / Historic
information / read case
records / Genogram /
Chronology

Progress plan and
review within timescale

Assess risk
and identify options
for next steps
Assess risk and identify
risk assessment tools
to be used and who
will be responsible for
completing

Social work
ethics and
Council vision
for children
Consider
internal process and
policy

Develop plan and
contingency planning

Consider Policy, powers
and procedures to
safeguard the child/ren
ie. EPO / CP procedures /
Working Together
2015

Identify options
Consider available
options in case
management
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The model can be used to assist any professional make a decision when intervening in a child’s life; it is
not exclusively for use by social workers in the decision making process.

Powers and Policy

Code of Ethics

Working Together 2015, CSE Supplementary Guidance, Children Act 1989, Children Act 2004, CSE
Protocol, Child Protection procedures….

Throughout a situation, decision makers should ask themselves:
•

Is what I am considering consistent with the social work Code of Ethics and the Council vision for
children?

•

Decision makers should ask themselves:
•

What legal powers might be required or should legal advice be taken first?

What would the child, family or community affected expect of me in this situation?

•

Is there any national guidance covering this type of situation?

•

What is my statutory duty? i.e. Working Together 2015

•

Do any local organisational policies or protocols apply?

•

Would my decision stand up to scrutiny?

•

What legislation might apply?

•

Is there any research evidence?

Information - Gathering information
During this stage the decision maker defines the situation i.e.) defines what is happening or has
happened historically and to date.
Decision makers should ask themselves:
•

What is happening?

•

What do I know so far?

•

What do I need to know?

•

What further information do I want / need at this moment?

Assessment - Assess risk and develop a working strategy
This stage involves assessing the situation, the risk of harm and the protective factors. Amongst other
things decision makers should consider the voice of the child and the views of the parents and carers.
To develop a working strategy the decision maker needs to ask:
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This stage involves considering the powers, policies and legislation that could apply in this particular
situation.

•

Do I need to take action immediately?

•

Do I need to seek additional information?

•

Is the risk of harm significant?

•

What are the protective factors?

•

Is that level of risk acceptable and manageable?

Options - Identifying options
This stage involves considering the different ways to make a particular decision that safeguards the
child/ren.
Decision makers should consider the options that are available based upon their knowledge,
experience and skills. The decision is proportionate, legitimate, necessary and ethical and is reasonable
given the present circumstances.

Develop the Plan and Contingency Planning:
This stage has 2 distinctive steps:
1. The decision maker will record the plan and the rationale identifying who is responsible for
completion and associated timescales.
2. Record a contingency plan.
The plan needs to be SMART and reviewed in line with policy and procedures.
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Useful websites
Please refer to Bertha and Triax for internal policy and procedure.

Cafcass - www.cafcass.gov.uk
Action for Children - actionforchildren.gov.uk
NSPCC - www.nspcc.org.uk
Barnardos - barnardos.org.uk
Knowsley Website - knowsley.gov.uk
Knowsley Local Safeguarding Children Board - knowsleyscb.org.uk
CEOP - www.ceop.police.uk
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Contact details
Children’s Social Care
Nutgrove Villa 2nd Floor
c/o Municipal Buildings Archway Road
Huyton Knowsley Merseyside L36 9YU
Telephone 0151 443 4054
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