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7 Minute Briefing – Child T, Significant Case Review 

 

 

Learning from Case Review 

 

 Reflect on the appraisal of practice and recommendations and discuss implications for your service and 

practice.  

 Using the table provided, please record any actions arising from this review for your team/service/agency.  

The Case 

In April 2016 Child T was admitted to 

hospital with serious injuries. F and 

her partner were arrested for physical 

abuse of the child. At the time he was 

living in a kinship placement with his 

maternal aunt (F) who had been 

approved as a kinship carer by 

Highland. The case was being 

managed by Highland.  

History 

T was born in August 2014 in 

Highland. He was accommodated 

with foster carers at birth and his 

name placed on the child 

protection register. There was no 

opportunity to return him to his 

mother’s care. In January 2015 it 

was agreed that alternative 

carers should be sought for Child 

T. 

  

Finding 

Supervision should offer an objective 

and reflective space so that 

assessments can articulate doubts as 

well as certainties and highlight the 

reasons for the absence as well as the 

presence of evidence. Supervision can   

often move from being a mechanism 

of assurance to being complicit in, or 

even encouraging, non-critical 

thinking. 

Finding 

In this case, the decision that 

Highland Council would retain 

all management 

responsibilities when the 

child moved to England was 

unrealistic and it was over 

optimistic to think that a 

satisfactory level of 

supervision could be 

maintained at such a 

distance. 
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Finding 

Foster carers are not always 

recognised as a professional part of 

the child’s network, which can make it 

more difficult for them to raise any 

concerns that they have pre and post 

placement. It may also make it more 

likely that they will not be taken 

seriously as other professionals if they 

do. 
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Finding 

Named Persons didn’t share 

their most recent concerns 

with each other and 

consider how these could 

be raised jointly. This was a 

missed opportunity for 

professionals to consider 

how the issues that 

affected his brother could 

also affect Child R. 

Finding 

The delay in the vetting process 

was a crucial matter in this case 

and could be in others. Having to 

source umbrella organisations 

willing to carry out checks can 

delay checks taking place and 

results in the check being sent 

directly to the kinship carer and 

not Highland Council.  

Finding 

There was a focus on 

processes outlined in kinship 

guidelines to collect 

information rather than a full 

analysis of information 

gathered – this led to 

vulnerabilities being 

underplayed and explained 

away, whilst the strengths 

were highlighted  


