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Multi-Agency Audit of Intra-Familial Child Sexual Abuse 

July 2017 

What we did 
The PSCB MESC Multi-Agency Audit Team coordinated a thematic learning review with the 
aim of understanding how effectively current multi-agency practice responded to a sample of 
four children where disclosures had been made that sexual abuse may be occurring within a 
family. 

The purpose of the review was to:  

• examine inter-agency working and service provision for the children and family.  
• determine whether decisions and actions in the cases comply with the policy and procedures 

of named services and PSCB in respect of the identification and response to concerns about 
intra familial child sexual abuse.  

• identify practice that has been effective and opportunities to develop practice and improve 
safeguarding arrangements. 

• reflect on what is learnt about local practice in these cases against national research and 
make recommendations to improve local safeguarding arrangements 

 

How we did this 
We looked at cases that had been considered as a Section 47 Enquiry or at a Child Protection 
Conference where the child had disclosed that they had been sexually abused by a family 
member. Of these lists four cases were chosen to be considered within this audit.  

For two of these children the child protection process had concluded and so it was agreed that 
an audit based on agency records would be appropriate. A tool was devised that was sent to all 
agencies known to have worked with the child that asked them to describe their involvement; 
write a chronology of key events; and to evaluate the engagement with the child and their family. 

PSCB audit key 
events & analysis tem 

In the other two cases the child was either now being looked after or was on a Child Protection 
Plan. It was agreed that it would be more appropriate to invite the key practitioners who knew 
the child best to attend a reflective practice meeting. The aim of these meetings was to hear the 
voices of those who worked directly with the child and to explore their interaction with the family 
and other agencies. By using a reflective practice meeting model to understand what went well, 
what some of the challenges had been and where there were ways in which different practice 
could have improved outcomes. To enable this process we asked all relevant agencies to use 
the template below to prepare a summary of their involvement to date; a chronology of key 
events; and a brief analysis of issues regarding policy and procedures, professional practice and 
lessons learnt so far. The practitioners invited to the meeting were also sent terms of reference 
so that they would know what to expect from the process. 

PSCB audit key 
events & chronology 

REFLECTIVE 
PRACTICE MEETINGS  

A panel was established to lead the questions for these reflective practice meetings that was 
comprised of the Chair of the MESC, the Head of the Safeguarding Monitoring Service from 
Children's Services, Inspector of the Havant Safeguarding Team from Hampshire Constabulary, 
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the Named Nurse for Safeguarding Children from Portsmouth Hospitals Trust and  the Deputy 
Director of Quality and Safeguarding from Portsmouth CCG. The PSCB Business Manager 
collated the returns from all agencies for each of the four cases and circulated them to the panel 
team in advance of the meeting. A timeline was also created drawing out the key events during 
the period of time in question for this child protection enquiry. 

 

What we found 
For each of the four cases in this review the audit panel considered the learning from these and 
whether there were any specific actions that needed to be considered by the teams involved. The 
panel then considered all of the findings to draw up recommendations for agencies to be considered 
by the Board. The learning from each case is outlined below. For 3 of the cases some specific 
actions were recommended by the Audit Group to the relevant agencies involved and these have 
been fed back separately and the responses will be monitored by the Audit Group. However, these 
actions have not been included in this report due to issues of confidentiality but the Board can be 
reassured that in none of these 4 cases did the audit group find any incidents of children being left 
unsafe or potentially at risk of continued harm, 

Case One Learning - Reflective Practice Meeting 

i. Having Children's Social Care structured into locality teams has helped build up the social 
history and genogram of the extended family that all live in the local area. However where 
there are large, complex families with multiple child protection concerns it would help to 
have a lead Social Worker reviewing all of the known information and considering where 
there are any contradictions/duplications in plans for children in the extended family 

ii. The Social Worker demonstrated good practice in recalling the archived records for this 
family in order to understand the historic working, issues and social history of the family. 

iii. Good robust Team Around the Family working ensured that all the agencies involved with 
family members shared the same awareness of the mother and her inability to be a 
protective factor, all the work seemed child centred and all had recognised the different 
status that a younger sibling had and why 

iv. There were lots of positive efforts to engage the subject child, both by the social worker's 
continued efforts to support him despite him not wanting to engage, and the school taking 
work out to him when he wasn't attending which may have contributed to him then 
improving his attendance.  

v. Foster carers are trained to contact the social worker if the child in their care were to make 
a further disclosure with should then be passed to police for them to consider. Social 
workers should be reminded that when new information about previous allegations is given, 
then it should always be sent to the police for them to decide whether this changes their 
prior decision not to pursue an allegation. 

Case Two Learning - paper audit 

i. There was a swift and appropriate response to the allegation, and there appears to have 
been a good level of support since. This replicates the mother's immediate response to 
contact the police following her daughter informing her that her step-father raped her a few 
months before. 

ii. The step-father in this case was released on bail before the national changes occurred to 
police bail. In this case police were allowed to state that step-father wasn't allowed to have 
contact with the mother or step-daughter or return to the home address. Hampshire 
Constabulary recently presented an item to Board on these changes and made assurances 
that in cases of this nature in the future they would be referred to a Superintendent who 
could apply bail conditions in exceptional cases where to not do so might leave the victim at 
risk. The Board will be reviewing this over the coming year to ensure it responds 
appropriately to challenge this process should there be concerns that this is not 
appropriately safeguarding children 
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Case Three Learning - paper audit 

i. There was a swift safety plan put in place following the referral and allegation that this child 
had sexually assaulted his younger sibling. However, as the family followed this plan the 
risk was seen as reduced and the case was closed after a short period of time. The Primary 
School appear to have done some good, age appropriate keep safe work with his younger 
sibling. The audit panel felt the case should have remained as Child in Need for longer to 
allow time to consider what work should be done with the child to address his sexually 
harmful behaviour.  

ii. The safety plan put a lot of emphasis on the parent's supervising his interactions with his 
sibling as the main protective factor. There was no evidence available to the panel of any 
arrangements when the case was stepped down from Child in Need so it was difficult to 
know whether this was robust and sufficient enough. 

Case Four Learning - Reflective Practice Meeting 

i. The panel felt that there should be more advice and information available to the children's 
workforce on evidence based interventions to address sexually harmful behaviour that are 
effective in these types of situations 

ii. This reflective practice meeting wasn't as successful as the one for Case One as many of 
the practitioners, for various reasons, were unable to attend. MESC audit panel have 
agreed that in future invites should be sent out sooner and should come from a senior 
manager within their agency rather than the PSCB Business Manager. 

 
What we recommend should happen now 

a. The findings of this audit appear to demonstrate that we are good as a system at focusing 
support on victims, but do not appear to have the same level of knowledge on supporting 
perpetrators of child sexual abuse. The Board asks partner agencies to report on the 
current support available to report back by January 2018's Board meeting for members to 
consider whether this is adequate for Portsmouth. 

b. Children's Social Care, Youth Offending Team, School Nursing Team and Child & 
Adolescent Mental Health Services to report on the currently available responses to 
adolescent low-level sexually problematic behaviour to Board on 31 January 2018. The 
Board then to consider whether we have in Portsmouth a sufficient and up response to this 
issue. 

c. In two of the cases the parents made quick and appropriate responses. The Board to seek 
a response from Childrens Social Care that in similar cases of intra-familial child sexual 
abuse they will issue guidance to Locality Teams to help families plan for the longer term 
rather than just supporting them to develop a safety plan to address the immediate 
presenting concerns 

d. The Board to ask agencies to report to Board by 31 January 2018 on the current advice 
and guidance available to supervisors to support professionals working with cases of child 
sexual abuse. Then consider whether this is sufficiently robust enough for them to 
adequately support practitioners working with often difficult and complex cases. 

e. A multi-agency task and finish group should be established to develop practice guidance on 
how we manage large and complex families. To consider how we could be smarter in 
putting our knowledge and analysis together to make sure we have all the necessary 
information and a coordinated approach. This group to report their outcomes to Board by 
January 2018. 

f. Health partner agencies to respond to Board by January 2018 the differences in their 
response to historic allegations of child sexual abuse versus recent occurrences. The audit 
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found that a medical examination was routine for allegations made immediately following 
the abuse and a forensic examination was required to collect evidence; but there was an 
unclear response when the abuse occurred in the past and evidence could be no longer 
retrieved. The Board asks that health present the pathway for medical support for victims of 
historic child sexual abuse, to be assured that they are offered appropriate support in terms 
of considering if there are any sexually transmitted diseases, injuries and/or pregnancies.  

g. There is a difficulty in children's allegations not being pursued by the police due to there 
being insufficient evidence to bring a charge, as the message the child hears is that they 
aren't being believed. Hampshire Constabulary to report back to the Board by 31 January 
2018 as to how this process can be reviewed to consider how this message is given, who is 
there to help the child 'hear' that message and what support is available to them afterwards. 
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