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This week’s blog is based on an NSPCC document written in September 2010 but which 

remains relevant to current assessment activity.  The document is a long one and I have 

(unashamedly) reproduced some of it here in a shorter version so that you have time to read 

and consider the content and I am hopeful that it will generate some thinking around how 

we approach assessment with families and how we might effectively involve them in co-

producing assessments and plans. If you would like to read the full version, you can find it 

here www.nspcc.org.uk/inform. 

 

The full report is a really easy to read guide to research evidence to support you when 

undertaking assessment and includes information on research-informed practice which gives 

an essential counter balance to intuitive or gut reasoning, it also includes questions for 

managers which I have not had space to include in this blog. The guidance is really useful for 

newly qualified practitioners, but will also serve as an aide-mémoire and a ‘had I thought of 

that’ moment for more experienced SW’s.  
 

 

 

Worth considering?  How often do you read the initial information or approach a house and 

have already in your mind a view about what the issues are?  Obviously we need to 

undertake assessments within an agreed timeframe and often an initial decision regarding a 

case needs to be made quickly.  However, this is important, it is equally important to avoid 

hasty judgements that can “stick” with respect to future decisions and actions. A substantial 

body of research evidence has clearly identified the tendency for “early evidence bias” in 

human decision making – that is, a first summing up of a situation strongly influences the 

analysis of subsequent or new information (Munro, et al, 1999). Given the need to record 

judgements at an early point, there is a very real danger that if we are not mindful of this 

potential bias our human reasoning will simply search for evidence that confirms a first 

hypothesis.   We must also keep judgements under critical review and be reflexive to new 

information. SCR’s provide clear examples of the potentially disastrous impact of early 

“mislabelling”. Wrongly categorised as a “child in need”, then subsequent information being 

considered in this light and, consequently, failing to identify risk.  It is important that you 

record your uncertainties always seek to challenge/corroborate information, it is essential 

http://www.nspcc.org.uk/inform
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that we learn to practise the art of playing devil’s advocate to our own views and those of 

their colleagues.  

 Am I remaining curious and inquisitive about what I am seeing and assessing?  

 Am I open to new information?  

 How confident am I that I have sufficient information upon which to base my 

judgements?  

 Do I need to add a “health warning” about the strength of evidence contained in 

this assessment and the implications for decision making?  

 Would I be prepared to change my mind about this case?  

 Is sufficient time being allowed for critical reflection and evaluation of my judgements 

and decision making?  
 

The development of the MASH in York has enabled us to ensure that information coming in to 

the LA is centralised.    This has improved the flow of information from the referrer and ensures 

that information is not distorted as it is passed between workers.  It is important that those 

receiving referrals make sure that they and the referrer have correctly understood each 

other, the referrer's information should be probed to distinguish between observations and 

opinions, and these should be recorded. Where verbal information is unclear, further detail 

should be requested. Before ending a call with a referrer, practitioners should ensure they 

read back their notes to the referrer to check for mutual understanding and accuracy, that 

action points are agreed.  Where written information is received by the SW, there is arguably 

an even greater imperative to avoid working with incomplete information.  In York we have 

ensured that MASH is staffed with SW qualified workers which allows for optimum 

interpretation and recording of referral information  

 Did you check with the referrer for accuracy, as well as agreeing actions and 

method for feedback?  

 Did you actively question the referrer to ensure you got as much information as 

possible and fleshed out anything that was unclear or incomplete?  

 Have you checked that you have extracted the most important details from all of the 

details provided?  

 If you did not check your notes against information from the referrer at the point of 

referral, what steps have you taken to do this subsequently?  

 

 

 
Research suggests that assessment can at times be too focused on the content of the 

referral – the immediate issue, while failing to consider a case history. Concerns need to be 

considered in context and need to be connected in order to build up a fuller picture of a 

child’s life. It is absolutely vital that an understanding of case history is integral to assessment 

and that time must be made available for this essential analysis. The problems of making 

decisions on the basis of incomplete information are well documented.   Case chronologies 

are a significant resource in understanding a child’s history and the impact of events on 

them and encourage us to contextualise presenting issues in a broader child and family 

history. Undertaking a social genogram with a family at the beginning of your assessment will 

allow you to better understand family dynamics and sources of support.  We need to ensure 

that we have sufficient time to spend on gathering and analysing information and recording 

this information on the child’s file, this can be recorded iteratively in an assessment.  Effective 

communication requires an openness to detail, a willingness to engage with children/families 
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and an avoidance of hasty categorisation. The facts are rarely out there simply to be passed 

on; rather, a case formulation emerges through discussion and interaction. It is critical that 

we engage in professional curiosity and ‘read between the lines’.    

 Have I spoken with the child about how they feel? 

 What is the most striking feature of this situation and if it were removed, would there 

still be concerns?  

 Have I considered the presenting issue in context?  

 Have I triangulated the information given to me by the parents? 

 Have I carefully examined a case history or have I been tempted to ignore it?  

 

 

There is evidence to suggest that there can be a tendency to prioritise contacts and referrals 

from professionals, lending insufficient weight to information from family, friends and 

neighbours in the early stage of both referral and assessment. Research has identified that 

busy teams can, at times, treat information from family, friends and neighbours as 

“malicious”, particularly where there appears to be a motive for the contact/referral, such as 

an ongoing feud.  However, observations and information from family, friends and 

neighbours may provide vital insights into the workings of families and evidence suggests that 

even when a referral is maliciously motivated, it may still carry substance.   In addition, family 

members may make tentative referrals or report minor issues, when actually, more serious 

issues are occurring. It is important that equal weight is given to contacts and referrals from 

family, friends and neighbours, and that anonymous calls are taken seriously. They may 

provide vital information and should be followed up.  In cases of problematic family 

dynamics, or where parents are in conflict over care of a child we need to avoid the 

temptation to see information in light of such disputes, it is important to keep an open and 

enquiring mind.  Remember to include fathers in conversations about their children and 

ensure that their views are clearly evidenced in your assessment.    

 Would I react differently if these reports had come from a different source?  

 How can I check whether or not they have substance?  

 Even if they are not accurate, could they be a sign that the family are in need of 

some help or support?  

 
Despite significant emphasis on seeing the child in assessment, a volume of SCR’s have 

clearly evidenced failings in this respect, while recent research has shown that we sometimes 

see children in terms of their development and not always as individuals and this can cause 

practitioners to miss vital clues about wellbeing and safety. In a small number of cases 

parents may be reluctant for you to see children alone and this will always need further 

consideration.  In some cases parents may take steps to conceal injuries and as SW’s we 

must always be vigilant to this possibility and ensure that we recognise and challenge 

parental resistance.  Building relationships with children is vital in order that you are able to 

give a real sense of the day-to-day experiences of the child within your assessment.  

Certain groups of children are particularly vulnerable, notably babies and young children, 

children with physical or learning disabilities, and deaf children. These children are especially 

at risk when they are unable to communicate easily what is happening to them (or steps are 

not taken to facilitate communication) and are dependent on others for intimate care. 

When making an assessment of the needs of disabled children, including children who are 

deaf, it is critical that you seek ways of communicating effectively and seek information from 

all possible sources.  
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 Have I been given appropriate access to all the children in the family?  

 If parents are cooperative, what type of cooperation was it? Was it, for example, 

ambivalent/hostile/confrontational?  

 What is the child’s account of his/her situation and needs?  

 Have I taken full account of the child’s additional communication needs; for 

example children who are deaf or disabled? Have I sought appropriate specialist 

expertise to facilitate communication?  

 If the child uses a language other than English, or a method of alternative non-verbal 

communication, have I made every effort to enlist help in understanding him/her?  

 Did the interview with the child appear coached? What is the evidence to support or 

refute the child/young person’s account?  

 If I have not been able to see a child, is there a very good reason, and have I made 

arrangements to see him/her as soon as possible and recorded this?  

 How should I follow up any uneasiness about the child/ren’s health or wellbeing?  

 What do I know about this child? Do I know what they enjoy, like, dislike etc.?  

 How is the child moving, e.g. when crawling or walking?  

 Have I consulted other relevant/specialist practitioners who have contact with the 

child, to draw on his/her observations of any significant changes in the child’s 

wellbeing or behaviour?  

 Would I draw this conclusion or make this decision if the child were not disabled?  

 Would I have taken any further protective action if this were not disabled?  

 

 

 

 
Engaging effectively with parents to assess risk can be particularly challenging. Parents can 

often feel very upset and intimidated when their children become subject to referral, 

particularly where they are unaware of, or not in agreement with, the referral and parents 

may bring past experiences of SW intervention to current encounters. However, the way 

parents respond to concerns or allegations should not be taken as an indication of how they 

respond to their children. In order to cope, parents may use a number of strategies, including 

blocking communication, pleading ignorance or trivialising the significance of an action.  It is 

important to take into account the diversity of family life and households, and to ensure 

appropriate assessment of other family carers, partners and friends the development of a 

social genogram will hugely support this work. Too often, assessment is overly focused on 

mothers, leaving fathers and other members of households out of analysis. Of equal 

importance is gaining as full a picture of household composition as possible, particularly in 

relation to any adults in the household whose history suggests a risk to children. This includes a 

propensity to violence or sexual abuse and it is important to avoid being persuaded by 

parents who appear particularly willing or cooperative. SCR’s identify that parents who 

appeared cooperative sometimes did so as part of a strategy to deceive and disarm social 

workers. 

 Do I have the confidence to challenge parents appropriately, and be honest and 

open about my concerns while acknowledging strengths?  

 What is my relationship with the parent(s) and how does this influence my 

assessment?  

 Have I spoken with, and listened properly to, those who know the parents better than 

I do?  

 Am I open to being deceived (seduced/intimidated/threatened)?  

 Have I unpicked and understood the difference between perceived and actual risk? 

If not, how can I get support with this case?  

 Do I know who lives in/frequents this house and have I assessed their relationship to 

the child/potential risk?  
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 Have I taken steps to get to know other significant adults/absent parents who have a 

bearing on the child’s life?  

 

 

 
It is argued in some research that there is a tendency to consider risk in relation to age 

categories i.e. younger children being seen as more vulnerable, teenagers less so.  SW’s 

need to be aware of this potential bias and be mindful that older children are not necessarily 

resilient to risks.  Evidence from SCR’s has drawn attention to serious harm experienced by 

older children, as well as a heightened risk of suicide. Research documents substantial 

incidence of neglect among the adolescent population, associated with a range of 

negative outcomes. Moreover, that some agencies do not always respond appropriately to 

neglect in adolescents and that older children are less likely to become the subject of CPP.  

Older children presenting to agencies can be experienced as more demanding than 

younger children, appropriately wanting clear assurances of confidentiality and control over 

the help-seeking process. Where risks are identified, a consistent response through an 

allocated practitioner, proactive in seeking out contact with the young person, is vital.   . 

 Have I made a robust assessment of the support that this young person has in his/her 

formal/ informal networks?  

 Am I overly optimistic about this young person’s resilience to presenting risks?  

 Would I treat this young person differently if he/she were a much younger child, and is 

that appropriate?  

 Have I probed this young person’s history/presentation regarding risk factors, 

including going missing, self-harm, suicidal ideation and signs of child sexual 

exploitation?  

 

 

Practitioners’ fear of violent men remains an important theme in many inquiry reports/SCR.  

When a child’s father or carer is known to be hostile or has a record of violence, professionals 

can often be intimidated into not pursuing enquiries.  Systems that support safe working 

practices and encourage open and honest sharing of fears need to be in place and 

followed. Effective co-working with families with known histories of hostility and/or violence to 

practitioners is vital. The support of the police should be drawn on where there is doubt. Lord 

Laming (2009) reiterated the long-accepted position that high-quality supervision is critical to 

good practice.  There are a number of opportunities for you to seek out reflective supervision 

or individual supervision where you should discuss these concerns with your manager and 

develop strategies to work effectively with families who are resistant or hostile. 

 Before you visit, think through your safety plan; ensure someone in your team knows 

where, when and why you are visiting, and when to raise the alert if you are not 

back.  

 Do I feel safe approaching this household?  

 Do I feel safe inside this household?  

 If not, why not? Exactly what in the family’s behaviour and in my response made me 

feel unsafe?  

 How do the children and young people in this household appear to cope with 

hostility/aggression?  

 Am I able to voice my concerns and ask for support, both from colleagues and my 

manager?  
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 How do I operate when I feel challenged or threatened? What is my coping 

strategy? How does this affect the families I work with? Am I aggressive, collusive, 

accommodating, hyperalert? Do I filter out or minimise negative information?  

 If I, or another professional, should go back to the household to ensure the child/ren’s 

safety, what support should I ask for?  

 Does my manager know I am afraid and anxious?  

 

Issues of information sharing and effective communication are often cited in SCR’s.  These 

can simply be about practical issues, such as delays in sharing information, lost messages, 

addresses or names that are incorrectly recorded or can be much bigger issues related to 

the strength of MA working.  The quality of relationships will greatly impact communication 

and communication ‘failures’ can originate from a lack of respect or mistrust of other 

professionals’ perspectives.  It is important that lack of knowledge about rules of 

confidentiality and data protection do not hinder information sharing.  This was found by 

Sinclair in 2002 to be a significant barrier to information sharing.  Consider the use of a 

letter/email to a family following your visit to reiterate the discussion points and importantly 

the actions to be taken by whom and by when.  This will greatly assist the family to 

understand the purpose of your intervention and what is required of them.  

:  

 Am I open to and curious about information?  

 Do I understand rules of information sharing and protocols?  

 Do I ever use sentences like “well I’ve told X” to alleviate my own anxiety about a 

case?  

 Do I own professional responsibility for my role, or am I over-dependant on my 

manager?  

 How can I ensure that information I have passed on has been understood?  

 

During assessment it is critical that, where there are a number of agencies involved with a 

child, each agency clearly understands their role and level of involvement. Where complex 

cases involve several professions and two or more agencies, effective work can potentially 

be undermined by the misunderstanding of respective responsibilities.  SW’s need to be clear 

that the assessment plan includes how and what information will be obtained from partners 

and the plan for the child should be explicit in terms of what support is to be offered.  The 

plan for the child should be a multi-agency plan and support to be offered by partner 

agencies should be clearly recorded and updated in subsequent meetings. 

 Am I routinely writing to agencies to keep them informed at key points in a case, e.g. 

on completion of assessment, case closure or case transfer?  

 Am I open to discussion with partner agencies regarding concerns to children?  

 Am I clear and have I clarified respective roles and responsibilities with partner 

agencies?  

 Do I know colleagues working in partner agencies locally and do I understand how 

they work?  

As always I am really interested in your feedback prinicpalsocialworker@york.gov.uk   

Dallas  

mailto:prinicpalsocialworker@york.gov.uk

