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	FC Reps Meeting

	Date – 18th July 2025

	Attendees:
Andy Elvin – Chair                                                    CEO                                                                                           AE
Scott Ruddock                                                          Operational Director of Children's Services UK                        SR
Bekky Ryan                                                                        Head of Marketing & Communications                                      BR
Kayleigh Wilshaw                                                     Innovation and Continuous Improvement Manager                  KW
Sarah O’Leary Walters                                             Marketing & Communications Manager                                    SOLW
Katrina Smethurst                                                     Foster Carer Rep for Wales                                                      KS
Chris Slowley                                                            Foster Carer Rep for Wales	                                                  CS
Carol Sloan                                                               Foster Carer Rep for Yorkshire	                                       CS
Nicky Carpenter                                                        Foster Carer Rep for East Midlands	                                       NC
Eileen Stringer                                                          Foster Carer Rep for East Midlands                                         ES
Duncan Ashley                                                         Foster Carer Rep for Scotland                                                  DA
Lorraine Halley                                                         Foster Carer Rep for Scotland                                                  LH
Irene Guild                                                                Foster Carer Rep for Scotland                                                 EG
Faye Watson                                                            Foster Carer Rep for London & SE                                           FW
Samantha Sartori                                                     Foster Carer Rep for West Midlands                                         SS
Lisa Reid                                                                  Foster Carer Rep for South-West                                              LR
Steven O’Reilly	                                                 Foster Carer Rep for London & SE	                                       SO
Apologies:
Sharntel Powell	                                                Foster Carer Rep for Carers with Children with disabilities       SP
Cath Brewer                                                            Foster Carer Rep for North-West                                               CB
Michelle Reynolds	                                                Foster Carer Rep for North-East	                                       MR
Pauline Graham                                                      Foster Carer Rep for West Midlands                                          PG
Karen Holmes                                                         Foster Carer Rep for North-West                                                KH
Gemma Edwards                                                    Foster Carer Rep for Wales                                                        GE
Steven Ashton                                                        Foster Carer Rep for South-West                                                SA
Nicola Criticos                                                        Foster Carer Rep for London & SE                                              NC
Adebimpe Odediran                                               Foster Carer Rep for London & SE                                              AO







Discussion Log
	Item under discussion
	Summary of Feedback/Consultation
	Actions
Action; Owner; Timescale

	Welcomes & Apologies
	AE welcomed all to today’s meeting. 
	

	Matters Arising
	To remind all carers to complete the Carer Satisfaction survey if they haven’t already done so. Open until 25th July 2025
	

	Carer Support Project
	KW – Carer Support Offer – September - working groups to be held – any foster carers who wish to join, please let KW know. 
Will be looking at utilising the results of the Carer survey and what challenges carers face. How we can develop wrap around support. 
Looking at carer wellbeing/support packages. 
Focus on short breaks and well-being. All reps reported that short break cover urgently needed in all of TACT’s teams, reps challenged were we actively recruiting for short break carers. Frustration that that short break not available and this was putting huge pressure on carers 
Initial timeline will be within 6 months initially however it was felt by reps that action on short breaks is needed now, not in 6 months.  Needs to be sooner.
Looking at who can the child/ren stay with – short breaks – down to delegated authority & length of stay , some clarity would be appreciated as carer reps feel there is a lack of consistency
Delegated Authority should cover parental rights.
More opportunities to get together.
Allegations – where can we help? Where do we utilise FC Reps. National pilot being planned to shorten and improve allegations process. In TACT we are looking at how we improve our support to carers facing allegations and  be involving carers through focus groups.
Fees for children with complex medical needs needed, what I threshold for complex fee. AE explained that the practical threshold is if the LA will agree to pay a complex fee. 
Discussed ongoing issue of Information not shared/withheld on placement by LA. All info needs to be shared needs, carers will take children with higher needs if LA is honest and agrees the right support package. 
	
KW taking forward, reps to email Kayleigh to get involved 



AE will share this view with the Directors, area managers and carer recruitment team 










AE will update reps as Pilot proceeds





AE will raise at DfE Fostering advisory board 

	Serious Case Reviews
	KW shared a serious case review for discussion. Please see attached for information.
Discussion on what we can learn from these. Do carers always know who they can approach for information & support? Again issue of partial information from LA’s was raised. 
Some Reps gave their experiences and thoughts.  KW clarified that TACT will be looking into these case reviews and the ones shared were external cases and not those from TACT.
	

 

	Evaluating Bids for Health Service (Carers to attend groups)
	SR shared that TACT are advertising for providers for the TACT Health Service and will be appointed via a valuation Panel. SR has asked if any foster carers will be interested in joining the Panel. 
We have experts on the panel and will need experienced foster carers as well.
CS will be joining the Panel, and we will need 1 more carer.
Date to be arranged – SR clarified that we need experience and stories from the carers. Please let SR know if anyone else is interested in joining the Panel.
	Foster carers to forward name to SR if interested in joining the panel.

	AOB
	Myopia:  Chris S raised Myopia and how expensive and difficult it is to be referred. Not funded by NHS – may be funded/part funded by TACT on a  case-by-case basis. Currently research on its benefits is inconclusive  Please see attached view from Mechelle Holley.
Voting:  AE shared good news – voting age has been lowered to 16 plus, so 16/17-year-olds will vote in the next General Election. Good resource for discussing this with children & young people is here https://www.youngcitizens.org/resource/voting-and-the-general-election/ 
AE thanked all for attending today and their input.
Next Foster Carer Reps meeting being held on 22nd August at 10.30am.
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Summary of Serious Case Review: Child J (SCR No: 2025/C10683)

Child J was a 11-year-old boy in long-term foster care who tragically died by suicide shortly before his 12th birthday. He had been into foster care since age six, alongside two full siblings. His life was marked by complex, intersecting experiences of trauma, possible neurodiversity, racial identity struggles, and inconsistent professional responses.
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Background and Identity

Child J was of dual heritage—Black African and Asian—and expressed curiosity about his cultural roots. He faced challenges common to many children in care, including early trauma ,instability, and complex family dynamics. His emotional world was rich yet difficult to access; he often masked distress behind a “brave face” and was highly sensitive to adults discussing his care plans.

Despite these emotional struggles, Child J excelled academically,  he loved coding, and had a strong creative streak. He formed positive connections at school and within extracurricular settings. Teachers and peers described him as funny, bright, and articulate. His social presentation, however, often masked underlying distress and unmet emotional needs.



Home, care and attachment

Child J experienced both stable and abrupt changes in his care. Notably, his first long-term carers (F and G) were white, and though efforts were made to support cultural sensitivity, Child J later reported experiencing racial insensitivity, including name-calling and peer racism. His second long-term care with Black carers (P and Q) appeared more culturally affirming and initially emotionally secure, with Child J calling them “mum” and “dad.” However, the review found signs that this placement may not have met his deeper therapeutic needs.

Concerns arose that the carers did not fully accept or understand the trauma Child J had experienced. Their views may have influenced his negative perceptions of therapy and mental health support. There was limited evidence of their training around trauma, neurodiversity, or mental health, and professionals noted a resistance to accepting external support or challenge.

Neurodiversity and Trauma

Signs of possible autism were identified as early as age seven, but an assessment was not pursued. The rationale was that a diagnosis might not benefit him and that therapy was already addressing his trauma as well as concerns regarding identity and ethnicity and how this impacted on views around need. However, this review highlights how neurodiversity and trauma intersected in Child J’s experience and presentation. He may have masked symptoms in structured settings like school and experienced difficulty expressing emotions, repetitive thoughts, and internal distress.

A late referral for autism assessment was made seven weeks before his death. The delay may have denied him critical understanding and support tailored to both his neurodiverse profile and trauma.

Mental Health, Identity, and Safety

Child J had significant therapeutic involvement, especially after a suicide attempt at age six. His fears around religious judgement and morality were closely tied to past harmful experiences. His increasing reflections on sexuality and gender identity, particularly identifying as non-binary, were emerging in the final months of his life. There is concern that the foster carers’ religious and cultural beliefs may have limited his ability to explore these issues safely.

Despite earlier therapeutic engagement, his mental health deteriorated in the final months. Safety plans were developed but not always followed. For example, a known risk (a bar in his room he had discussed as a suicide method) was never removed. His laptop incident, where he threw it away in distress, indicated severe emotional turmoil that wasn’t fully addressed in multi-agency plans.

Education and Multi-Agency Work

Child J thrived academically but experienced gaps in education planning due to cross-borough placements. Issues included delayed Personal Education Plans and inconsistent data-sharing between authorities and schools. There were also systemic issues in mental health services and information-sharing, with professionals citing GDPR as a barrier—misapplying data protection laws and leading to fragmented understanding of Child J’s trauma history.

Transitions between services, especially during placement or borough changes, led to duplicated or lost information. For instance, early concerns about self-harm and online risk were not always carried forward or integrated into safety planning.

Systemic and Practice Observations

· Professionals did not always maintain a consistent or holistic understanding of Child J’s experiences.

· Life story work was not completed, which may have helped Child J make sense of his identity and family relationships.

· He lacked consistent, trusted adults outside the professional network, and support structures such as Independent Visitors may not have felt neutral or safe for him.

· Critical meetings were often held online, limiting their effectiveness and potentially diluting safeguarding dialogue.

Conclusion

Child J’s story reflects a highly intelligent, emotionally complex child navigating identity, trauma, and systemic gaps in care. His death underscores the need for integrated, curious, and nuanced multi-agency approaches that go beyond single-issue responses. His legacy offers a deep well of learning for fostering agencies, particularly around trauma-informed practice, neurodiversity, race, identity, and the importance of truly knowing and hearing the child



Recommendations and practice considerations

· Support the multi-agency network to effectively identify and respond to neurodiverse children.

· Embed intersectionality into multi-agency assessments and interventions.

· Improve use and accessibility of shared multi-agency chronologies.

· Ensure consistent, legal, and trauma-informed information sharing across agencies.

· Emphasise the importance of helping children in care understand their past, including maintaining family contact and identity.

· Reflect on foster carers’ influence, including cultural and religious beliefs, through supervision and regular review.

· Ensure risk assessments and safety planning for children with trauma histories are multi-agency, child-centred, and responsive.

· Identify and regularly review trusted adults and neutral support figures for the child in care planning.

· Include key multi-agency practitioners in planned placement matching for children with complex needs.

· Practitioners should co-develop scripts and narratives for children to support them through changes in their care network.

· Reflect and hypothesise together to understand children's behaviours through a trauma-informed lens.

· Ensure all professionals are aware of and confident using escalation policies for safeguarding concerns or disputes.

· Address cultural and community factors influencing help-seeking and make offers of support accessible and acceptable.

· Reinforce the local authority’s role in holding and delegating parental responsibility and escalate where care plans are undermined.

· Use multi-agency processes to raise concerns about care plans and ensure there is space for these discussions
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Learning from serious case reviews- A Thematic Review concerning Adrian, Henry and Sam - Feb 25- Bradford

This Child Safeguarding Practice Review (CSPR) was commissioned by Bradford District Safeguarding Children Partnership (BDSCP), following a tragic incident involving three children/young people. The details of the incident are not being included to protect the anonymity of those involved.



Key themes

· Low levels of engagement in education 

· Familial domestic violence and abuse 

· Intergenerational offending within families 

· Adverse childhood experiences and trauma 

· Lack of consideration of past harm and experiences in forward planning and understanding presenting needs

· Child criminal exploitation and complex links to offending 

· Indicators of extra-familial harm within community settings 



Thematic and contextual overview

Safeguarding services became involved with all 3 children (between 0 and 10 years old, respectively). 

Concerns about parenting capacity, disruption in education, concerns about 'criminality' (potential child criminal exploitation) and harm connected to their families and home environments. 

The information provided showed limited evidence that the voices, wishes, and feelings of the children/young people were captured or enacted on. Additionally, it was unclear whether professionals fully understood the lives and identities of the three boys. 



All three boys lives featured domestic violence and abuse between their parents, possible child criminal exploitation, and criminality within the family/extended family context. 



From the information received as part of the review, although professionals were aware of the socio-economic disadvantage the families experienced, the impact of poverty on the children/young people’s daily lives appeared normalised. 



A common theme was the lack of opportunities all three boys/ experienced in establishing and maintaining relatively healthy peer relationships. This included significant and frequent disruption to their education and periods of being educated in alternative settings, such as being electively home-educated or being tutored on a 1-2-1 basis. Although there was some reference to the boys having friendships with their peers, sustaining peer relationships appeared more difficult. A combination of aggressive outbursts, unpredictable behaviour, and potential unmet mental and emotional health needs may have influenced these challenges.

Other themes relating to peer relationships included cannabis use and group antisocial behaviour. 



 All the children/young people had missed significant periods of education and there were some indicators that at various points they struggled within mainstream settings without additional support. 

A significant feature of the boy's education included high levels of absence, challenging behaviour, and difficult relationships with peers and, at times, teachers. Acknowledging the complex and potentially destabilising experiences all three boys appeared to have in education is an essential aspect of the review, as there is a growing recognition of a relationship between child exploitation and young people missing from education or attending alternative provision. 



 The area has been described to the Review Author as a crime hot spot and an area in which its residents experience many challenges involving multiple indices of deprivation, high crime rates and organised criminal groups. Living in an area with high crime rates and where organised crime groups operate also conceivably increases the probability of exposure to exploitative peers and adults. Furthermore, there are also recognised links between poverty, children missing education, child exploitation and serious youth violence . 

The area is characterised as a tight-knit community, with themes of professional mistrust and tolerance of crime, limiting professional engagement and inter/intra-family problem-solving. The reputation projected onto an area may have influenced professional perceptions. 



There was a significant history of police contact with all three families. There were themes of intergenerational and extended family offending that exposed the children to crime and policing responses within their families. There was an additional policing focus on the area in which the families live given localised issues of crime. 



Children’s Social Care was involved, at various times, in all three children’s/young people’s lives. Children’s Social Care’s involvement related to the needs of the three boys/, their siblings, and issues relating to parenting challenges and abuse within the home. To varying degrees, domestic abuse was also a focus of professional concern. 

Before the incident that preceded the review, all children had previous contact with Children’s Social Care, which often included child protection concerns. 

There is limited evidence of whether they fully recognised all of the intergenerational and contextual risks for each child. 



The records indicated that health services, including the families’ GPs, were responsive and persistent when called upon. 

While support from the GP appeared responsive to the children's/young people's needs, the GP had a limited understanding of their lived experiences (multiple ACEs) as safeguarding information was not consistently shared. The lack of appropriate information sharing is likely to have hindered the GP's knowledge of the broader needs of the children/ young people. 



Research suggests that children and families from ethnic minoritised backgrounds are at heightened risk of having their needs misinterpreted or overlooked. This may be a consequence of the tools and assessments services used (which may be Anglo/ Eurocentric in focus) and/or workers’ training and support needs. 



As referenced above, the overlap and intersection of familial harm and extra-familial harm (EFH) is central to this review and professional understanding and responses to these boys and  during their lives.



Analysis/ learning 





1. Assess how the “adultification” of children involved in criminal activity impacts on agency responses to them. 





The review identified adultification as a critical theme. 



From the information presented in this review, the hallmarks of adultification bias are observable across all three boys lives. This includes by their parents and during their interactions with professionals and services. 

  

In relation to interactions with professionals and services, it appears that all three boys were routinely held accountable for their aggressive outbursts and behaviour and that professionals seemed to lack professional curiosity in terms of exploring what other factors may be contributing to how the boys presented. This is illustrated by the framing of the boys as ‘offenders’ or ‘involved in criminality’ without acknowledging the family background, the role of the adults around them or the exposure to crime in the communities where they lived. 







2. A lack of engagement in education increases a child’s vulnerability to Criminal Exploitation. How well was that understood by agencies in Bradford and how effectively did they work to address this for these children? How well was information about children’s educational status shared with other agencies? 

There is a growing national evidence base that missing education is a key risk/facilitating factor for criminal exploitation. 



When children are not attending education provision there are a range of potential impacts that increase the risk of criminal exploitation as form of familial and extrafamilial harm: 

Children have increased time, without professional oversight, within the community. By virtue of not being at school, they can be seen as prime targets for adults who wish to exploit them.



Engagement in mainstream or adequate education provision was not sufficiently focused on as a contributing factor to wider risks of significant harm in the context of protection. 

Low levels of educational attendance, engagement, and gaps in adequate educational provision was not well explored in a multi-agency context.





3. How well did agencies understand the impact of long-standing childhood neglect on the children in this case and how did this factor into risk assessments and safety planning? 

The findings of the review suggest that there was a lack of adequate risk assessment and safety planning that explored issues specifically relating to adolescent harm and neglect. Where indicators of neglect were noted, there is a theme that professionals responded to concerns in isolated ways that didn’t fully capture the long-term indicators of harm using chronologies that built up profiles of significant harm over many years. 



The review identified a pattern concerning professional hierarchy, where those with more power, seniority, and perceived expertise to make decisions go unchallenged. One of the consequences of this phenomenon, as observed in the children's and young people's lives subject to this review, is that their lived experiences of ongoing risk and harm were left unexplored and unaddressed by a range of professionals.





4. How well did agencies understand the impact of longstanding exposure to familial domestic abuse on the children in this case and how did this factor into risk assessments and safety planning? 

Domestic violence and abuse (DVA) was a significant theme in the histories and dynamics of these families.

The case files often recorded the incidents of DVA but did not fully explore the impact of domestic abuse on the children witnessing it. 

There were significant gaps in records regarding fathers, stepfathers, and other adult men whose identities are unknown. This was despite multiple references to domestic abuse and violence across the case files and chronologies. This pattern is indicative of professional attitudes and practices that centre around women and mothers taking responsibility for safeguarding children. This form of victim-blaming can to obscuring the analysis of abuse and subsequent plans.

Despite the provision of domestic abuse and violence-focused intervention, there was a lack of broader analysis of the risk of harm, which was often conceptualised as ‘family conflict’, ‘domestic incidents’ and ‘family breakdown’. 



5. How well do agencies identify and respond to the voice and lived experience of older children with additional emphasis on how well agencies are able to work with children suffering from significant brain injuries and/or developmental delay, impairment or other  

additional needs? How did exposure to childhood trauma in an early age impact their development in line with their chronological age? 

The lack of focus on the child’s voice in records in any significant or meaningful way highlights that there was a gap in practice. 

This links to the value and need for relational engagement that was not seen in many aspects of professional involvement. 

In relation to the focus on the child who had an acquired brain injury sustained in 2021, this should have triggered the ALTE (Acute Life Threatening Event) process as outlined in the Child Death Review Statutory and Operational Guidance (England) October 2018. This would have allowed, at the time of his presentation, for a Joint Agency Response (JAR) meeting to be held with all agencies involved with this child to formulate a plan of support, escalation of processes that could have safeguarded him. Due to this process not being followed at the time of presentation this would constitute a missed opportunity as highlighted by agencies in the Review process. 



What we also know is that during adolescence, there are additional risk factors towards impulsivity and offending, that paired with a child having experienced a severe and traumatic brain injury should not be understated or overlooked. All of the above may well have negatively impacted on the child’s perception of the world around them, their behaviours, emotional wellbeing and their care and support needs and indeed their relationship with professionals. 

The GP practice was not aware of his communication barrier and communicated with him via letter. It is possible that this may have impacted on his engagement with primary care and counselling services. 



There were several examples of ACEs across the lifespan of the children and young people focused on within this Review but limited analysis of the impact or a commitment to trauma-informed practice. 

 



6. How well do agencies understand and respond, engage and effectively risk assessing Criminal Exploitation concerns in families where older family members have an extensive criminal history and how does this impact assessments? Is there an understanding of how childhood neglect transitions into criminal “grooming”? 



There was extensive evidence of offending in the families but limited indicators that this was fully identified, explored, or understood by professionals. Consequently, there was a lack of acknowledgement that criminality was a feature of the children’s/young people’s family life. It is expected practice that the Police should be central to the multi-agency analysis of risk, and it is evident that Police did attend strategy meetings. However, what is unclear is what level of information was shared during these meetings or how this information was assessed. intergenerational offending was loosely recognised; however, it was not well understood or responded to by professionals.





7. What barriers exist to impede information sharing both inter-agency and intra-agency including how information is shared between adult and children’s services at points of transition and what can be done to overcome these? 

Information sharing is a central theme in this review, encompassing missed opportunities to share and co-analyse information. 



Engaging education professionals proactively and consistently in safeguarding procedures was also essential. 

A long-term approach based on chronologies can help address these issues. The first step in effective information-sharing is having the correct information accessible. 





8. How effectively did agencies undertake protective planning in keeping children safe? How well did supervision support planning and consider the appropriateness of practice/interventions?



Management oversight and supervision could have been more effective to avoid drift and delay. This includes reflective, clinical and management/case supervision, which is a concern as these are all critical elements of good practice for services, staff, and children. 

 It was observed that there needed to be more emphasis or attention on quality supervision. This may have resulted in missed opportunities to provide support, guidance, and direction for social workers. As a result, there may have been reduced levels of scrutiny and prompts for professional curiosity. This could have compromised the analysis of needs that could have assisted in adopting new support or approaches, such as protective planning within a Child Protection and Contextual Safeguarding approach. 



9. How well do agencies support staff in remaining effectively engaged with children who have complex situations and where familial consent for interventions is not given? 



The refusal of consent could have been better factored into risk assessments and decision making. This needed tighter management oversight and planning in supervision.  These plans should have focused on presenting risks that were escalated by non-engagement.



10. To explore the issue of “professional hierarchy” impacting on the way that staff manage cases? Do the views of certain professionals, or indeed the court, adversely impact on a professional's ability to respond and react to changes in circumstances in cases? 

Unfortunately, the views and opinions of certain professionals, as well as the court as was a factor in the decision making around one child, can have a negative impact on a social worker’s ability to respond to changes in circumstances in cases. This was evident in all three young people’s experiences. Examples of this include decisions made by schools and the courts. There was little evidence that social workers, or indeed other safeguarding professionals, provided much in the way of challenge in advocating for the children’s/young people’s rights. 

Child protection which contextual safeguarding should be viewed as, is a critically important field that requires a collaborative effort from all professionals involved. 





Recommendations and practice considerations 



· Raise awareness of and seek to understand professional knowledge, understanding and recognition of adultification bias and develop an action plan to address any gaps/learning identified. 



· Embedding race, culture, and adolescent development in supervision, case oversight, and reflective learning spaces



· Age and stage appropriate development should be taken into account during assessment and care planning 



· Case oversight, and reflective learning spaces and supervision should consider how these factors may affect assessment, interventions, support planning and risk analysis. 



· Supervision should encourage testing, hypothesis and exploration as well as decision making and should be a place to consider victim blaming language. 



· Develop and implement effective information sharing and quality assurance mechanisms for identifying vulnerable children who are missing from school. 



· Review risk escalation processes (particularly where concerns relate to child exploitation and extrafamilial harm



· Managers should pay particular attention to ensuring adequate measures are in place to ensure that the relevant education professionals receive timely invitations to support their participation. This is important to identify educational neglect as part of wider assessment of significant harm. 



· Provide learning and development which focuses on adolescent development and neglect. It is recommended that this be prioritised by organisations and is incorporated in relevant processes, risk assessment and tools. Where there is not internal expertise or capacity to deliver this, collaboration with other agencies where this may exist should be considered. 



· Consideration should be given to implementing practice that promote the use of chronologies to aid in decision-making. 



· Explore, ways of improving professional competence in assessment focused on adolescent neglect. 



· That learning and development focused on domestic abuse and violence should aim to make the link between the harm experienced by children where there is domestic violence and their own offending and risk-taking behaviours.



· That opportunities for multi agency training is encouraged this can ensure professional and system empathy, contexts and relationship development.
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