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ABSTRACT

This research project is an interpretative phenomenological analysis (IPA) of the
lived experiences of four social work practitioners who have been directly involved in
cases of fatal child abuse. Through the use of semi-structured interviews, detailed
narrative and hermeneutic analysis, the research examines how the tragedies
impacted upon the workers in both personal and professional capacities and locates
those experiences within the relevant organisational context. Within the research, the
workers recount their experiences relating to such issues as the support and
supervision they received following the children's deaths, their experiences of the
review process and the short and longer term impact of the deaths upon their social

work practice and their personal relationships.

Analysis of the workers’ accounts reveals that all were significantly affected in
different ways by the tragedies; however their emotional and support needs were
largely ignored by the organisations in which they practiced. Although there are
some examples of good practice, it is apparent that on a number of occasions the
needs of the organisation were prioritised above the individual needs of the

participants.

The study reveals that following the children's deaths, the support and supervision the
social workers received was often inappropriate and inconsistent and the serious
case reviews that were undertaken further contributed to the isolation and blame

already being experienced by the workers involved.

The theoretical analysis within the study relates the workers experiences to Doka's
(2002) typology of disenfranchised grief, Nagel's (1979) concept of "moral luck” and
also Hawkins and Shohet's (1989) model of effective supervision. The study
-introduces a new concept developed by the author. Termed the "personification of
systemic failure", this concept highlights how such factors as media responses,
organisational culture, working practices and the serious case review system,

combine to provide a means by which systemic failures are minimised and ignored in



favour of attributing blame to the actions or inaction of individual social work

practitioners.

The penultimate section of the study contains a detailed discussion of the research
findings and also makes a number of recommendations for future research and
practice initiatives in the area of fatal child abuse. The paper is concluded by a
personal, reflective account of the ‘research journey” undertaken by the author

during the study.
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"You could not be the same person...to experience working in an
environment where you have had a link with a family that has tragically,
horrifically lost a child, and to carry on doing what we do. It's not ajob is it?
You cannot call social work a job. You don't log on and off. Yes, it has
changed me; I thinkyourselfas a person andyour own relationships as well
changes. Strangely enough I'm not in one (laughs) I now have my own
barriers up around things, so it does changeyou as a person, but how could
it not changeyou? Ifit didn't changeyou then it would be worrying really.
You do think about it, it does come back to you. It is something that will
never go away. I think about how people can seem quite nice, quiet,
approachable and friendly butyou cannot define someone that could kill a
child. You cannot say that's somebody who could kill a child or my
assessment ofyou is that I think you could do that. Ifpeople knew why they
did it they wouldn't do it. I1didn't think anybody intentionally sets out to kill a
child, but maybe they do. I hope they don't otherwise I would lose faith. Itis
something that will never go away, that's for sure...It might be beneficial to
draw out all the issues for that particular case and resolve some practice or
communication issues and maybe we do stop them but we will never know
will we? We will never ever know. We may stop them all ofthe time, daily in
this country but how would you ever know? How do you measure that? No

one really cares about the ones we stop do they?"

Donna, Social Worker, Interview Transcript, April 2013



1. INTRODUCTION AND RATIONALE

1.1 Personal Involvement

My interest in researching the lived experience of social work practitioners involved
in cases of fatal child abuse began in 2006, shortly after I had completed the
Advanced Course in the Management of Unexpected Childhood Deaths at The
University of Warwick. I was required to attend the course in my role as the
Development Officer for Barnsley Safeguarding Children Board (BSCB) and had
been given the co-responsibility for developing the Child Death Review Team and
the Child Death Overview Panel within the authority. Child Death Review Teams
were already firmly established in the United States, parts of Australia and Canada
(Durfee, et al, 1992) and “have brought together interested and experienced
professionals with a primary mission to prevent child death or injury” (Reder, 2004,

p.110).

Chapter 7 of the revised Working Together to Safeguard Children guidance (DoH,
2006) stated that from 2008 all Local Safeguarding Children Board (LSCBs), in
England and Wales would be required to maintain a rapid response process whereby
"a group of key professionals would come together for the purpose of enquiring into
and evaluating each unexpected death of a child" (DoH, 2006, 7.1) and also a Child
Death Overview Panel (CDOP) responsible for collating and analysing information
relating to the deaths of all children and young people, up to the age of 18, in their
area. The broad aims of the child death review process were: i ) identify whether any
of the deéths gave rise to the need for a Serious Case Review (SCR), ii) identify any

matters of concern affecting the safety and welfare of children throughout the



authority, iii) review the appropriateness of professional responses to, and
involvement with the child before and at the time of death and iv) to determine

whether or not the death was deemed preventable (DoH, 2006, 7.25).

My attendance on the Advanced Course in the Management of Unexpected
Childhood Deaths required me to familiarise myself with the processes involved in
reviewing child deaths and to prepare a report for submission to the BSCB. During
the course, a range of professionals including coroners, paediatricians, paediatric
registrars and perinatal pathologists gave detailed insights into their roles and
responsibilities in relation to child deaths. After participating in the workshops I
reflected upon how “clinical” and emotionally detached the medical practitioners
appeared, and how their analysis of events contrasted sharply with the often emotive
and deeply moving insights given by “non-medical” personnel or parents who had

experienced the loss of a child.

During my own career as a children and families social worker and principal child
protection training officer I had experienced only peripheral involvement in cases of
fatal child abuse. As a social worker I had been exposed to the high levels of stress
and anxiety associated with managing a child protection caseload, yet (thankfully)
despite a few “near misses” my experience in this area was limited to the reading of a
number of Serious Case Reviews and their recommendations and background reading
relating to the child death review process. The course provided me with my first
“human” perspectives. The realisation that within every tragedy, alongside the
formal, legal and procedural processes, there existed a plethora of human actions and

interactions, each impacting upon those involved in different ways and at differing
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levels and that from a professional perspective, each account was potentially shaped

by the role requirements and expectations of each particular occupation.

Relating these incidents to my own profession, I began to reflect upon how the
experience of being involved in a child death may impact upon social work
practitioners. My reflection took the form of comparing how, in both personal and
professional contexts, the role of “medical” practitioners, nurses, paramedics,
paediatricians etc., appeared to contrast sharply with the role of children and families
social workers. Whilst not in any way seeking to minimise the potential trauma
associated with the death of a child, it is fair to surmise that serious injury and death,
however tragic, are an expected and unfortunately regular occurrence within an
accident and emergency department or special care neonatal unit. Even within some
areas of social work practice, for example a palliative care or children’s disability
setting, the death of a client is an unwelcome, yet not unexpected occurrence.
However, within statutory children and families social work departments such events
represent the extreme “sharp end” and thankfully rare aspects of professional
practice, and the sudden, unexpected and often violent nature of the child’s death
potentially culminates in increased feeling of stress and trauma for social work

practitioners.

In relation to roles and responsibilities, social workers alongside other professionals,
have a legal mandate in relation to family support and child protection; as a result
they are required to remain “child focussed”, to uphold the legal principal of
“paramountcy” by placing the child’s safety, wishes and feelings at the very centre of

the decision making process. Although such roles and responsibilities are not
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exclusive to social workers, such requirements place the social worker in a pivotal
position. As a result, they are often charged with the responsibility for co-ordinating
multi-agency meetings or support networks, working in partnership with the child and
his or her parents and ultimately working in a proactive, preventative capacity to
negate or minimise harm to the child or young person. Social workers are central to
the protective process. It is possible that for the social worker involved, the death of
a child represents not only feelings of failure at a professional level but also at a
deeply personal level. Potentially, the nature of the feelings experienced by those
who are deemed as having failed to protect a child are significantly different to the
feelings of paediatricians or nurses who attémpt to treat the consequences of those

failures.

1.2 Social Work in Context

The rise of new forms of “managerialism” within social work practice, described by
Adams, et al (2009, p.52) as where “corporate planning processes have been
transplanted from the private sectér into human services” and where “effective
practice is often conceptualised organisationally as meeting the demands of funding
bodies where financial accountability and certainty evolve as key driving principles”
has been identified by some commentators (Preston-Shoot (1996) Parsloe (1996),
Ferguson (2008) as being responsible for the reduction in “human” aspects of social
work in favour of a bureaucratic, mechanistic, adherence to practice guidance. Such
a situation is described by Preston-Shoot (1996) as where “social workers have been
drawn into routines rather than professional servicing; into implementing agency
procedures, such as case management, contracting and purchasing, and budgeting,

rather than engaging and investing emotionally in and being with clients”. Although,

10



it is difficult to argue that the rise of managerialism has not had a significant affect
upon social work practice, the extent of its impact must be considered. Thompson
(2009) stresses that despite the perceived rise of managerialism, the core principles
and human focus of social work have not been completely abandoned and that despite
an increased emphasis upon the bureaucratic elements of practice, “good” practice
although potentially more difficult, can still be achieved. Thompson’s views are
supported by Lishman (2009, p.44) who emphasises that “even in the current
managerial and “what works” context of social work and social care it is difficult to
imagine how, for example the transition from a family (however problematic) or
foster care (however problematic) to residential care for a child or adolescent, can be
sensitively and successfully achieved if the social workers and social care workers

involved do not use empathy”.

Despite the perceived increased bureaucratization of social work practices, there still
exists a professional requirement to transcend the mechanistic adherence to guidance
and procedures and to emotionally invest in an empathetic understanding of the
human condition. The DfES guidance, Common Core of Skills and Knowledge
(DfES, 2005) identifies the importance of building relationships and adopting an
empathic understanding of children and young people’s situations as a key skill
within social work practice. It is difficult to imagine a practice scenario within social
work that does not require at least some degree of emotional investment on behalf of
the social work practitioner; this is potentially significantly increased within the often
frightening and unpredictable domains of child prote.ction. Despite the advancement
of managerialism, social work at its core remains a very human and emotionally

demanding profession.
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1.3 Empathic Understanding, Relationships and Social Work Practice

In terms of the relationships between social worker and service users, social workers
are actively encouraged to adopt an empathetic understanding of each client’s
situation, apd to foster an appropriate professional relationship as a means of amongst
other things “engaging in collaborative problems solving and achieving shared
positive outcomes” (Lisham,2009, p.75). In addition, studies have shown that clients
value “social workers who are honest, who are warm and friendly” (de Boer, 2007,
p.-32). Potentially, social workers may work with a child and their family for a
number of weeks, months and even years. Despite a general shift away from long
term “casework” within social work and a move towards referral and assessment, for
children in need or specialist area teams, it is still possible that social workers may be
involved with a child from birth, during its early formative years or may be involved
with a number of siblings within a particular family. They may have worked in an
intimate one to one capacity, during therapy, counselling or transporting the child to
school or contact visits. They may have been present during key life events such as
birthday parties. It is possible that these attempts at emotionally “knowing” and
empathising results in a much closer attachment to the child than that experienced by
other professionals. it is possible therefore, to suggest that following the death of a
child, the sense of loss experienced by the social worker who has maintained ongoing
involvement in the child’s life may differ significantly to that of a paramedic or
paediatrician whose interactions with the child, due to their own role requirements,
may be severely limited. This view is support by the findings of Gustavsson and
MacEachron (2002, p.907) who describe how: “The nature of the relationship
between the worker and the child plays a role in how the worker will respond to the

death of the child. While child deaths are a source of sadness, some children may
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“have made a stronger attachment to the worker than did other children. This is
especially likely if the child has viewed the worker with affection and as a safe and
nurturing object. When there is a strong relationship, the worker can find the death of

a child especially painful”.

1.4 Media Perspectives

It is difficult to reflect upon the experiences of social workers involved in cases of
fatal child abuse without making some reference to the role of the media. A study of
newspaper reporting of social services undertaken by Franklin (2000) revealed that
media stories relating to “child abuse” are afforded priority within newspaper
coverage, accounting for 46 % of all reports. The survey of nine national newspapers
revealed the only one adopted a positive position in its overall coverage of social
work and social services. The most common descriptions of social workers were

“negative”, “incompetent”, “negligent”, “failed” and “abusing trust”.

In relation to fatal child abuse, the disproportionate amount of criticism levelled at
social work practitioners in the media was recognized within the studies of Reder and
Duncan (1995, p.1) who describe how “No one can hear about the death of a child
and not be moved. When that child dies as a result of abuse, we inevitably feel a
mixture of horror, anger, pity and sadness. If the child was already known to
professional workers whose task it was to protect him or her, the question is
inevitably asked: “Shouldn’t they have prevented it?” It is only a small step to
identify with the helpless child and focus all our rage on the professionals, even
blaming them for the child’s death. Indeed newspaper editors capitalise on this

process through provocative and accusing headlines”.
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There is little doubt that such media portrayals of the shortcomings of individuals
(usually social workers) involved in child abuse tragedies have shaped the public
image of social workers and social work practice. In addition however, it is also
possible that "official” publications such as SCRs and public inquiries have also
contributed to the prevailing aura of negativity; as Davies (2012, p.121) argues “The
legacy of decades of inquiries into serious injury and death of children at the hands of
their carers, despite the interventions of social workers, means that public perceptions

of the entire social work profession are often defined by highly publicized failings”.

Such situations have led to some senior social work academics, particularly Professor
Roy Jones, to question the overall efficacy of the existing child death review process
and indeed formulate the view that rather than facilitating learning and understanding,
they compound the negativity towards social workers and social work practice. "I
cannot imagine what new general learning will come from more and more serious
case reviews. Instead they have become a tool for apportioning and allocating
accountability...they feed the blame culture. They are also costly and a major
distraction from focusing on current practice as resources and management attention
are heavily deployed" (Jones, 2013). It is a fair assumption that for social work
practitioners, the already distressing experience of being involved in the unexpected
death of a child is potentially exacerbated by the public exposition of their personal
and professional “failings”. The child’s death becomes both a deeply personal yet

very public tragedy.
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1.5 The Doctorate in Professional Studies.

My initial reflections had enabled me to contrast how different professions may be
affected by the death of a child; however it was not until my enrollment on the
Doctorate in Professional Studies course at Sheffield Hallavaniversity that I began
to seriously explore the possibility of undertaking a research project on the subject.
The modular focus of the doctoral program required the undertaking of a literature
review around an area of interest; this would enable the critical assessment of the
literature and an assessment of the viability of the subject as an area for a doctoral

dissertation.

My initial literature search into the topic of “social worker involvement in fatal child
abuse” r¢vealed only a very limited amount of studies, a situation acknowledged by
Gustavsson and MacEachron (2002, p904) who emphasize that “death from the
perspective of the child welfare worker has received scant attention in the
professional literature”. Despite the endeavors of King (2003) and Horwath (1995),
there appeared to be a general consensus among authors who had studied the subject,
that the “human” perspectives relating to fatal child abuse had been significantly
absent from social work literature and in some cases, inquiries relating to child abuse
had in addition inadvertently reinforced the feelings of guilt and inadequacy already
experienced by the social workers involved. As Ferguson (2005, p.781) reports “ in
recent years, attention to the psychological and emotional aspects of doing child
protection has been largely ignored in the literature and squeezed out of the
understandings of welfare practice. For three decades now, the deaths of children in
child protection cases have hung like a dark shadow over the professions who work

with child abuse, and especially social work. The dominant response to this has been
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a rational-bureaucratic one of developing the law, procedures and performance
management”. Ferguson’s views are also reflected by Peter Reder who emphasizes
how not only do “inquiries and reviews follow a pattern of targeting
recommendations a bureaucratic level” (Reder, 2004, p.4) but additionally, “since the
outcome is known to have been so undesirable, those practitioners who were most
directly involved are presumed to have made errors. The mindset underlying the
inquiry/review is that they delivered a below standard of service and may have been
incompetent. Second, it is presumed that the only way to identify errors and
incompetence and learn lessons is for their work to be scrutinized by someone who is
more knowledgeable, more senior and more independent. Thirdly, necessary changes
can only come about by imposition from above, since those low in the hierarchy are
the ones who made errors and are believed to be the least capable of identifying them.
A fourth presumption is that those low in the hierarchy have the least motivation to

learn and to take responsibility for the improvements” (Reder, 2004, p.103).

Lawson et al (1995) highlight how in focusing upon the bureaucratic processes
involved in protecting children, child abuse inquiries not only fail to recognize the
emotional and psychological contexts of child protection practice, but inadvertently
reinforce the false premise that adherence to policies and procedures will largely
remove the risks and uncertainties involved. “Inquiry reports have consistently
recommended that procedures be tightened, that professionals receive more training
and, that there should be more working together, particularly in terms of
communication and information exchange. There is an unwritten, naive assumption
that if only the right procedures were put in place, then children would not die at the

hands of their carers. In fact, however, professionals will never be able to remove all
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the risks” (Lawson, 1995, p.342). Such revelations highlight the possibility that
however insightful or methodically thorough studies into fatal child abuse may be or
how many changes to policies and procedures are recommended and implemented by
highly skilled and motivated practitioners, completely removing the risk within child
protection practice is impossible or at best, extremely unlikely. It is surely a
lamentable inevitability that despite the best efforts of everyone involved, some
children will die as a result of the actions or inactions of their parents and carers. It is
within this context that research initiatives and practice developments must be
situated. Although contributing to a total end to all forms of child abuse is clearly a
noble endeavour a reduction in its incidence and severity is surely the most realistic

and achievable goal.

Following the initial literature search, and in light of its findings, I developed the
opinion that a research project that explored the lived, “human” experience of social
worker involvement in fatal child abuse could provide valuable insights into the
subject area and potentially make an important and original contribution to several
areas of social work practice. The lack of research relating to the topic is such that the
undertaking of the research opens the possibility to generate new areas of knowledge
and understanding. My aim throughout the research is to step outside of the
procedurally driven review process, typified by procedural recommendations and
demands for systemic change, and look inwards at the lifeworld of those involved.
My aim is not to embark upon a research journey, equipped with testable hypothesis
and the imposition of pre-existing theoretical assumptions but to “give voice” and

reveal the “humanity” of those individuals directly involved in the death of a child.
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As far as possible, this research seeks to facilitate the telling of each participant’s own

story and to capture the perceptions, reactions and emotions within each account.

1.6 Why IPA?

A phenomenological research paradigm and in particular Interpretative
Phenomenological Analysis (IPA) has been chosen as it represents an “interpretive,
qualitative form of research that seeks to study phenomena that are perceived or
experienced. Offering a means by which to identify the essences of the experience”
(Gelling, 2012, p.13). A particularly relevant feature of phenomenological research
methods is the commitment “to take the researcher into the unknown about a
particular life event such that the knowledge gained adds significantly to the body of
knowledge about the phenomenon and will open new avenues of research to help
humans gain a better understanding of themselves and their relationship to the world”
(Turner, 2009).

Prior to selecting IPA as a research methodology I critically evaluated a number of
research paradigms and assessed their suitability for possible use in the project.
Within the broad umbrella of qualitative research there exists a multitude of different
approaches to collecting and analysing data. By drawing upon the research
knowledge and experience of my tutors and supervisors and through personal
investigation, I narrowed the choice to three possible options: thematic analysis,
grounded theory and IPA. Although there are many clear areas of ideological and
methodological convergence between each approach, there are also a number of
crucial differences. These areas will now be examined and the overall efficacy of
each approach and the rationale behind the selection of IPA as a research paradigm

will be discussed in detail.
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Despite the recognition that ultimately “thematic analysis is a poorly demarcated and
rarely acknowledged, yet widely used analytic method” (Braun and Clarke, 2006,
p.77) there are many consistencies within thematic approaches to qualitative research.
Using structured and semi-structured transcribed interviews as primary sources of
data, thematic analysis is described as “a method for identifying, analysing, and
reporting patterns (themes) within data. It minimally organises and describes your

data set in (rich) detail” (Boyatzis, 1998).

My initial reservations regarding the use of thematic analysis per se primarily centred
upon two interconnected issues. First of all, it is difficult to identify and isolate the
philosophical underpinnings of thematic analysis as a research method. In contrast,
IPA offers an established (albeit not uncontested) approach to research which rests
upon solid ontological and epistemological foundations. IPA and in particular its
phenomenological foundations, provides a paradigm within which the origins and
nature of lived experience are located. This enables the researcher to contextualise the
research and firmly ground its findings within a clear schema. The recognition that
“reality” emerges through the interpretative interaction between individuals and their
environment, provides a starting point from which to begin to seek out and analyse
the essence of and divergences within those experiences. IPA provides a clear,
systematic, though not overly prescriptive methodology by which to access and

subsequently analyse such experiences.

IPA’s requirement to identify the superordinate and master themes that emerge from
the analysis of the research data, clearly contain elements of thematic analysis. But

where thematic analysis stops, IPA effectively begins. IPA represents an attempt to
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step beyond the headlines and bring to light the very nature, context and significance
of each identified experience. It transcends the acknowledgement of frequency,
moves beyond the mere identification of commonalities and immerses the researcher

(and hopefully the reader) in a quest for deeper understanding.

Grounded theory is a set of inductive and iterative techniques designed to identify
categories and concepts within text that are then linked into formal theoretical models
(Glaser & Strauss 1967). Charmaz (2006, p2) also describes grounded theory as a set
of methods that “consist of systematic, yet flexible guidelines for collecting and
analysing qualitative data to construct theories ‘grounded’ in the data themselves”.
As with thematic analysis, there are similarities between grounded thedry and IPA;
for example both require there to be no pre-stated hypothesis or a priori assumptions
in relation to the selected area of analysis. However, there are also crucial differences
between IPA and grounded theory. The first difference I identified greatly affects the
nature and focus of this study. According to Glaser and Strauss (1967) the central
aim of grounded theory is the generation of theory. One must initially question thé
amount of epistemologically sound theories that are likely to be generated from such
a small scale study? Although, such an approach would not be totally out of the
question, the theories that could possibly emerge from four semi-structured
interviews may be seriously limited in terms of both their generalisation and
transferability. Any claims made by IPA towards the establishment of theory or wide

scale generalizability must therefore be clearly qualified.

A central concern was also the possibility that the quest for generalisation and theory

in relation to all of the participants would ignore or at the very least moderate the
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identification of the differences, subtleties and nuances within each individual’s
experience. For IPA the identification of difference may be as compelling and
informative as the recognition of the commonalities of experience. As the analysis of
the data was undertaken, this issue became particularly relevant, as the experiences of
Donna contrasted significantly with those of her fellow interviewees, yet within such
difference there emerged a plethora of information that may have otherwise been
overlooked. As my interest in the subject area began with the recognition of the
existence of inherently different experiences and interpretations for individuals
experiencing the same or similar events, it would ultimately seem foolish to then seek

out only what is common within each of those experiences.

My final reason for choosing IPA over grounded theory centres upon the issue of
interpretation. IPA accepts that the analysis of the data is potentially not the only
possible analysis. Although theories are clearly utilised in order to aid the theoretical
understanding of the given phenomena, it is accepted that other theories may serve
equally as well in the quest for understanding. Where grounded theory may present
the emergent theories as its conclusion, IPA may present its analysis as one of many
things. At its core it must provide a detailed insight into the lived experience of those
involved. It stands as a research study in its own right; however, it may also serve as
a catalyst for a wider study, and it is open to revision, further analysis and critique. In
keeping with the phenomenological doctrine that events and experiences are
essentially interpretative in nature, the overall approach therefore becomes one of

“here is my research make of it what you will”, and in essence “it is what it is”.
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1.7 Interpretative Phenomenological Analysis: A Critical Evaluation.

Although the origins of IPA can be traced back to Husserl (1985) it represents a
comparatively new methodological approach to conducting qualitative research.
Emerging in the mid 1990’s, and owing much to the endeavours of the psychologist
Jonathan A Smith (2009) IPA has a strong research tradition within health
psychology but has since been applied to research projects within the disciplines of
nursing, education and social psychology. IPA is clearly suited to the investigation of
the lived experiences of social workers involved in cases of fatal child abuse as it is
primarily “concerned with the detailed examination of human lived experience. And
it aims to conduct the examination in a way which as far as possible enables the
experience to be expressed in its own terms, rather than according to pre-defined
categories or systems” (Smith, 2009, p.32). IPA concurs with Heideggerian
perspectives in acknowledging that phenomenological inquiry is from the outset an
interpretative endeavour, it aims to step beyond the mere presentation of a detailed
narrative of events and requires the researcher to provide interpretation and insight.
“IPA also pursues an idiographic commitment, situating participants in their own
particular contexts, exploring their personal perspectives, and starting a detailed

examination of each case before moving to more general claims” (Smith, 2009, p.32).

During the early planning stages of my research, I had discussed the possibility with
my research supervisors that due to several factors, for example, the highly sensitive
nature of my chosen subject area or agency concerns about “bad press”, the
recruitment of a large number of research participants may be difficult. IPA’s
methodological approach strives for depth and detail within a research project,

placing these factors firmly above the search for breadth and quantity. “This is
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because the primary concern of IPA is with a detailed account of individual
experience. The issue is quality not quantity, and given the complexity of most
human phenomena, IPA studies usually benefit from a concentrated focus upon a
small number of cases” (Smith, 2009, p.51). A critical evaluation of the use of IPA in
health psychology undertaken by Brocki and Weardon (2006) revealed that the
number of interviews used in IPA based studies ranged from one to thirty. In
addition, Collins and Nicholson (2002) and Smith (2004) in Brocki and Weardon
(2006) emphasise that "as an idiographic method, small sample size are the norm in
IPA as the analysis of large data sets may result in the loss of potentially subtle
inflections and meaning and a consensus towards the use of smaller sample sizes
seems to be emerging". Smith (1999, p.413) stresses that ultimately IPA research
should be "judged first and foremost on how illuminating it is of the particular cases
studied and that the micro-level theorising should be richly informative of those

particular individuals and may well be fairly modest in its claims to generalisation".

As has been previously mentioned, my early investigations had revealed only a
relatively small amount of literature on the subject of social worker involvement in
fatal child abuse. This revelation was for me initially concerning as I originally
believed that the lack of a bedrock of theoretical knowledge or previous research
could potentially hinder my research project. However, since IPA research studies
are not theory driven or based upon the rejection or confirmation of pre-defined
hypotheses “literature reviews can be quite short and may be more evaluative than
most. Your aim, as usual, is to introduce readers to the field but you will also need to

inform them about some of the strengths and weaknesses within the key contributions
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to that field and to offer an argument which shows why your study can make a useful

contribution” (Smith, 2009, p.43).

As with many research paradigms, IPA and other phenomenological based
approaches have not escaped critique. IPA in particular has been criticised due to its
use of small samples sizes and the predominantly idiographic nature of its studies.
As Malin (1992) argues “generalisations are largely not feasible and idiographic
studies are potentially “subjective”, “intuitive” and “impressionistic”. Paley’s (2005)
critique of phenomenological research entitled “Phenomenology as Rhetoric”,
highlights a number of its perceived shortcomings, in particular the apparent
willingness of researchers to move uncritically from “essence-as-uniqueness to
essence-as-what-is-common” based upon only a very limited or in some cases single
sample size. Paley’s view is that “the effect of aggregating a number of accounts is
merely to collate unsubstantiated narrative gratuitously, and offer as “findings”
something that is nothing more than an anthology of folk psychology and folk
sociology” (Paley, 2005, p.108). Both critics, Malin in particular, adopt a somewhat
naive interpretation of the aims of IPA; its central aims have never been to make large
scale generalisations or to formulate “objective” descriptions and analysis of the
experiences of the individuals or groups involved, quite the opposite in fact! A key
aim is for an acknowledgement of the limitations of each study and a recognition of
the reflexivity of the researcher involved. The outcome is “theoretical transferability
rather than empirical generalizability” (Smith, 2009). Though Paley is correct in
challenging some of the claims made by some phenomenological studies, he is surely
wrong to dismiss all phenomenological studies outright? Poor quality research can

by found within any research paradigm. It is one thing to critique “bad” research,
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however it does not immediately follow that the entire philosophical and

methodological basis upon which is founded must also be discredited.

Although the phénomenological approach I have chosen potentially reduces the
ability to make sweeping recommendations or broad policy changes based upon the
research findings, it is feasible that in addition to providing a detailed insight into a
previously neglected area of social work practice, aspects of the research may be used
as the catalyst for future research projects, policies and service provision in relation to
safeguarding procedures and the child death review process. This study emerges at a
time when research informed, evidence based practice resides at the forefront of
effective social work provision. It is defined as the “conscientious, explicit and
judicious use of current best evidence in making decisions regarding the welfare of
individuals, groups and communities” (Macdonald and Sheldon, 1998, p.1) and the
undertaking of social work practice “that is informed by research evidence indicating
the most effective form of intervention to be used in specific circumstances” (Adams,
et al, 2009, p.144). Although it must be acknowledged that some of the central tenets
and the blind adherence to all things evidence based, have been afforded a certain
amount of criticism (Webb, 2001) it is evident that a number of evidence based
interventions have been pivotal in facilitating the development and refinement of

several key areas of social work practice.

Despite its origins being firmly rooted in psychology, IPA’s attempts to provide
detailed insights into the lifeworld of the research participants closely reflect many
social work skills and values: potentially it is a very empowering form of research,

giving participants “a voice” and locating the interviewees as “experts” in relation to
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their own experiences, interpretation and understanding of life events. IPA’s method
allows participants to state their own understanding of their experiences and describe
the underlying reasons and context of their actions. As in social work practice, the
researcher aims to ascertain information regarding a specific theme or incident but
attempts to do this without imposing their own personally developed hypothesis or
undeclared values upon events. The researcher initially acts as a “guide” or
“facilitator”, enabling disclosure but does not seek the imposition of strict
methodological or theoretical structures upon proceedings.  Following the
undertaking of the interview, the researcher then utilises their own skills and
theoretical knowledge to gain or develop understanding of the person and their
experience. As in practice, the researcher is able to draw upon theories and research
evidence to aid analysis and inform judgements before critically reflecting upon their
own experience. IPA also gives a “voice” to many individuals or groups who
otherwise may be silenced or marginalised within society: Robson (2002), Touroni
and Coyle (2002) and Flowers and Duncan (2000). It is a central aim of the research
to provide a voice to practitioners whose disclosures may otherwise remain unheard
but may be crucial in developing social work practice in relation to safeguarding and

protecting children.
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1.8 Research Aims and Objectives

It is envisaged that the practice focus of my research will render it particularly
relevant and beneficial to both researchers and social work practitioners. The
potential also exists to transfer some of the learning to other caring professions. In
addition to informing the evidence base of social work practice, the undertaking of
the research coincides with emerging calls for a refocusing of the social work
profession, in particular child protection services. The Munro Review of Child
Protection, an independent review of child protection in England, commissioned in
2010, recognises the need to “create a balance between, essential rules, principles and
professional expertise” and emphasises that “helping children is a human process.
When the bureaucratic aspects of the work become too dominant, the heart of the
work is lost” (Munro, 2011, p.13). The report broadly recommends that social work
realigns its professional focus, away from a procedurally driven system in favour of
more client centred approaches and a transition within social work is required from
“compliance to a learning culture” (Munro, 2011, p.8). It is possible that the
“human” focus of the research into the experiences of social workers involved in fatal
child abuse will in some way contribute to this endeavour. In light of such findings

the overall aims and objectives of the research are:

e To enhance the understanding of how involvement in cases of fatal child
abuse may impact upon'social work practitioners both personally and
professionally

e To locate the experience of social workers involved in cases of fatal child
abuse within its organisational context in order to identify and inform

potential areas of practice development
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e To contribute to further research and development initiatives relating to cases

of fatal child abuse and the child death review process.

Perhaps the central benefit of the research is its potential impact upon the children
themselves. It is possible that social workers whose practice emanates from a secure
knowledge base, who are safe in the knowledge that they operate within a working
environment that is cognizant of and consistently responsive to the emotional
demands of their profession, are better equipped to provide a more effective service
.for the children in their care. Although, this research project focuses upon events and
responses relating to the death of a child, it is undertaken with the ultimate aim of

enhancing the services designed to protect children and reduce child deaths.
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2. FATAL CHILD ABUSE AN OVERVIEW
The following section provides a detailed overview of the subject of fatal child abuse.
Drawing from current research, the overall aim is to locate the study within its wider
social and organisational context by highlighting such factors as the incidence of fatal
child abuse and the ages, gender and ethnicity of the children involved. The section
begins by providing a definition of what constitutes an "unexpected" child death. The
most prevalent causes of death and the likely relationship between the child and the
perpetrator are also disclosed. As the study directly relates to the deaths of children
who were "known" to social services information is also provided in regard to this

area.

Ever since the death of Dennis O’Neil in 1945, public inquiries have provided a
number of detailed insights into the circumstances surrounding the deaths of children
and young people. In addition, Serious Case Reviews, their predecessors Part 8
Reviews, and to a lesser extent Individual Management Reviews, have for a number
of years, contributed to the understanding and identification of the prevalence of
cases of fatal child abuse. Although public inquiries and reviews have provided a rich
source of data for researchers and practitioners alike, their findings were often
criticized for being among other things, locality specific, expensive and of varying

quality, (Reder et al., 2004).

Despite the undertaking of a number of meta-analyses of public inquiries, SCRs and
Part 8 Reviews (Reder et al, 1993, 1999, James, 1994, Falkov, 1996, Corby, 1998) in
the UK “there is no one data source which captures all violent and maltreatment-

related deaths” (NSPCC, 2011). However, the inception of Child Death Review
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Teams and Child Death Overview Panels in April 2008 has ensured that a nationwide
and regimented approach to data gathering and analysis of child deaths has been
developed. Although it must be acknowledged that “there are slight discrepancies in
data on child deaths from violence or abuse, particularly in relation to infants and
adolescents” (NSPCC, 2010) it is primarily upon such findings and subsequent meta-
analysis of those findings undertaken by different agencies and individuals that the
following section is based. Although an IPA based study does not necessarily require
the prodﬁction of large amounts of quantitative data, it is envisaged that providing an
overview of some of the available data will define some of the key terms used within

this research and in addition, establish a clear context for the study as a whole.

Since April 2008, LSCBs have had a legal responsibility to provide an overview of
the deaths of all children up to 18 years of age, excluding stillborn and planned
terminations carried out within the law, within their authority, to enable, among other
things, consistency within the data gathering process. Working Together to
Safeguard Children (HMSO, 2010) provides clear and concise definitions of child
fatalities by separating them into “preventable” deaths and "unexpected" child deaths.
Preventable deaths are defined as “those in which modifiable factors may have
contributed to the death. These factors are defined as those which, by means of
nationally or locally achievable interventions, could be modified to reduce the risk of
future child deaths” (HMSO, 2010, 7.23) and unexpected child deaths are defined as

“as the death of an infant or child (less than 18 years old) which:

“Was not anticipated as a significant possibility for example 24 hours before the

death; or
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Where there was a similarly unexpected collapse or incident leading to or

precipitating the events which led to the death.” (HMSO, 2010 7.21)

It is the second definition that is most relevant to this research project and although
not all unexpected child deaths can be attributed to abuse and neglect, it is this
definition that will be used as when referring to “cases of fatal child abuse” within

this research project.

2.1 INCIDENCE
Insight into the prevalence of child deaths can be found in an analysis of SCRs
carried out by the NSPCC in 2010 (NSPCC 2010). The analysis of 579 reviews
undertaken by local authorities between 2005 and 2010 revealed that: the total
number of violent and maltreatment-related deaths of children (0-17 years) is
estimated at around 74 (0.67 per 100,000 children aged 0-17) per year, approximately
50-55 directly caused by violence, abuse or neglect, and a further 20-25 in which
maltreatment contributed but was not the primary cause of death. A further study
undertaken by Brandon et al (2011) indicated slightly higher incidence of fatal child
abuse than the study undertaken by the NSPCC, concluding that "drawing on the SCR
notifications from the single year 1 April 2009 to 31 March 2010 and comparator data
from other sources, we estimate that the total number of violent and maltreatment-
related deaths of children (0-17 years) in England is around 85 (0.77 per 100,000
children aged 0-17) per year. Of these, around 50-55 are directly caused by violence,
abuse or neglect, and there are a further 30-35 in which maltreatment was considered

a contributory factor, though not the primary cause of death

31



2.2 AGE OF CHILDREN

Rates for SCRs were highest in infancy (6.02 per 100,000 infants), dropping in the
pre-school, school-age years, and rising slightly in late adolescence.
Between 2005 and 2010 there were an average of 69 SCRs per year relating to child
fatalities where abuse or neglect were known or suspected to be a factor. 44% of
these related to infants (NSPCC, 2010). A later study also undertaken on behalf of the
NSPCC in 2011, (Bunting, 2011) focused primarily upon maltreatment related deaths
in children under one year of age. This study indicated that:

“Child death review statistics highlight that 1% of deaths in the 0-27 day age group
were assessed as preventable and 8% potentially preventable; this rose to 2% for
preventable deaths and 22% for potentially preventable deaths for the 28-364 days

age group.”

2.3 GENDER OF THE CHILDREN

Of the 114 serious case reviews for which data were available on age and gender, 61
(54%) related to males and 44 (39%) to babies aged under 1 year (Figure 2.1, Table
2.1). Of the 73 fatal cases 52% were male and 42% aged less than 1 year (Brandon,

2011).

2.4 CAUSE OF DEATH
Findings show that physical assault, in particular non-accidental head injury, is the
most common cause of maltreatment related death and serious injury involving

infants (Bunting, 2011).
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2.5 PERPETRATORS

Killings of children by a natural parent are committed in roughly equal proportions
by mothers (47%) and fathers (53%), but where the child is killed by someone other
than a [birth] parent, males strongly predominate. The proportion of child homicides
in which the perpetrator is a parent is exceptionally high among infants. For example
between 1995 and 1999 in England and Wales, 80% of homicide victims under one

year old were killed by a parent (Brookman, 2003, p.16).

2.6 ETHNICITY

There are no published statistics specifically relating to the ethnicity of children who
have died as a result of abuse or neglect. However, some insight is provided into this
area by DoH statistics published in March 2013. Although these figure relate to
"modifiable deaths", defined as "cases where there are factors which may have
contributed to the death, for example suicides, death by fire or burns or drowning.
These factors are defined as those which, by means of nationally or locally achievable
interventions, could be modified to reduce the risk of future child deaths" (DoH,
2013). The majority of SCRs conducted were for white children (61%). A similar
proportion of deaths across white, black/black British and other ethnic group ¢children
were identified as having modifiable factors (21% of deaths where the child was
white, 20% where the child was black/black British and 21% where the child was of
other ethnic group). When the child was identified as having an “unknown” ethnicity
the proportion of deaths which were identified as having modifiable factors was
significantly lower (12%). The proportion of deaths of Asian children where
modifiable factors were identified was also significantly lower (15%). Children of

mixed ethnicity were more likely to have modifiable factors in their death (28%)
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(DoH, 2013). Although studies have revealed little significant variation in the
ethnicity of children whose deaths were deemed to be a result of modifiable factors, a
" study undertaken in 2011 emphasised that "there is a tendency for children of
black/black British ethnicity to be over-represented in serious case reviews, as they

are in the population of looked after children" (Brandon, 2013, p.33).

2.7 INCIDENCE OF FAMILIES KNOW TO CHILDREN'S SOCIAL CARE.

Brandon's analysis of Serious Case Reviews undertaken between 2009 and 2011
indicates that 58 of the 138 children involved in the reviews were known to children's
social care services at the time of their death or serious injury and in addition 32
children had previously been known to children's social care prior to their death or
serious injury. Although, 29 of the children subjected to SCR had had no previous
involvement with children's social care, the figures still represent a significant
number of children who died or were seriously injured while maintaining "open case"
status. In relation to my own study these figures reveal that in the short period
between 2009 and 2011 there were potentially 58 social work practitioners who
experienced the death or serious injury of a child on their case load. It is possible that
such figures are somewhat of an underrepresentation of the actual number of social
workers involved in case of fatal child abuse as it is possible that some of the cases
were not subjected to SCR. In addition there are also potentially a significant number
of social work practitioners who were also directly involved in these cases either in a

co-working or managerial capacity.
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2.8 THE CHILD DEATH REVIEW PROCESS

All of the cases that are referred to in the study were subjected to either the Serious
Case Review or Individual Management Review. Since their inception, SCRs have
developed into the primary means by which information into cases of fatal child
abuse is obtained. In total "in the year 1 April 2010 to 31 March 2011, Child Death
Overview Panels (CDOP) in England reviewed 4,061 deaths of children aged 0-17
years; 2,423 (60%) of those related to children who died before 1 April 2010 and
1,638 (40%) between 1 April 2010 and 31 March 2011. Since the child death
overview processes started in 2008 there has been a steady increase in the annual
number of child death reviews which are completed by CDOPs. An estimated 71% of
all child deaths between 1 April 2008 and 31 March 2011 have been reviewed"

(Sidebotham et al, 2011, p.8).

The purpose of a SCR is laid down in Working Together 2010, Chapter 8 and is

stated as needing to:

e Establish what lessons are to be learned from the case about the way in which
local professionals and organisations work individually and together to

safeguard and promote the welfare of children;

o Identify clearly what those lessons are both within and between agencies, how
and within what timescales they will be acted on, and what is expected to
change as a result;

e Improve intra and inter-agency working;

o Better safeguard and promote the welfare of children.
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Whilst the criteria for convening a SCR are stated as:

A LSCB should always undertake a serious case review when a child dies (including
death by suicide), and abuse or neglect is known or suspected to be a factor in the
child's death. This is irrespective of whether Children's Social Care is or has been
involved with the child or family. This should include a child who has been killed by

a parent, carer or close family relative:

o with a mental illness
¢ known to misuse substances, or

e perpetrate domestic abuse (DoH, 2012, 13.1)

In some of the cases an Individual Management Reviews were undertaken in order to
provide insight and to analyse each or a particular agencies involved with the children
and the families of the children who died. Whilst the purpose of SCRs and IMRs is
clearly stated, it becomes apparent within the study that a number of issues arise for
those involved. Such issues centre upon the format and type of the "learning" that is
obtained from the reviews and also the impact that participating in them may have for
each of the workers. These aspects of the review process will be discussed in detail

in the data analysis and theoretical discussion of this study.
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3. THE LITERATURE SEARCH AND REVIEW PROCESS

3.1 Search Strategy
According RMIT (2005) the general purpose of a literature review is to:

» establish a theoretical framework for your topic / subject area
o define key terms, definitions and terminology
o identify studies, models, case studies etc. supporting your topic
e define / establish your area of study, i.e. your research topic
In addition the three key points of a literature review:
o Tell me what the research says (theory).
e Tell me how the research was carried out (methodology).

o Tell me what is missing, i.e. the gap that your research intends to fill.

Moustakas (1999, p.111) emphasises that the central task of literature review within a
phenomenological research project, is to allow the researcher to “assess the prior
relevant studies; distinguish their designs, methodologies and findings from the
investigator’s own study and indicate what new knowledge he or she is seeking and
expects to obtain”. An additional aim of this section is to critically examine the
literature relating to the wider social, policy and practice context surrounding the
subject of fatal child abuse. The rationale for undertaking such an approach centres
upon the belief that social work practice does not operate in isolation from a number
of additional factors, and that individual actions cannot be clinically detached from

the, micro, meso and macro societal contexts within which they take place.

The process of searching for the relevant literature initially involved the use of the
Sheffield Hallam University Library Gateway “LitSearch” function. The initial
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search involved identifying relevant databases from which to begin the search. The

primary search criteria used in order to identify the most suitable databases were

those relating to “health and social care” and the designated sub-category was “social

work”. The search revealed a total of thirteen relevant databases.

Once the databases were identified, the LitSearch facility then allowed each database

to be searched by entering a single word or a selection of key words. The system is

based upon Boolean logic and allows for the combining of words into interconnected

search statements, for example “child*” AND “fatal” AND “Social Work*”.

The

application of an asterisk to a “root” word or words, for example “Social Work*”,

would also reveal sources that contained the terms “Social Work”, “Social Worker”

and “Social Working”.

For the purpose of the review the keywords initially entered were:

child* abus*

infan* abus*

child abuse"

death

dying

died

fatal*

mortalit*

"serious case review*"
"part eight review*"

"social work*"
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e "child welfare work*"
e experience?

e stress

e trauma

e protection

According to Randolph (2009, p.7) the purpose of applying inclusion and exclusion
criteria to a literature search is to determine “which articles will be included in the
review and which articles will be excluded. The particular criteria are influenced by
the review’s focus, goals, and coverage”. Due to the nature of the study, I wished to
review both qualitative and quantitative data around the subject of fatal child abuse. I
also aimed to provide a historical context to some of the issues involved, particularly
in relation to such areas as media responses to child deaths and the development of
support and supervision systems for social workers. My previous work and study in
relation to the subject of social workers and fatal child abuse had enabled me to
develop the opinion that there existed only a limited amount of research and
publications in this area; I was concerned that too specific criteria may decrease the

chances of obtaining all of the relevant articles.

It was subsequently my aim to keep the focus of the literature search deliberately
broad and I applied only limited amounts of inclusion and exclusion criteria to my
search. As a result, no exclusions were placed on factors such as date, type of
research, of geographic area. All available types of literature were also included in the

search. These ranged from peer reviewed journals, for example Child Abuse Review,
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through to the “grey” literature of Community Care Online which provided first-hand
accounts of practice related issues by social work practitioners. When searching for
literature relating to the SCR process or the relevant legal/procedural framework,

only English and Welsh included.

From the thirteen databases that were searched only seven revealed relevant articles:

Fig 1. Database Search Results

DATABASE ARTICLES
SCOPUS 16

Social Care Online 8
Community Care Inform 8

Social Care Abstracts 2

ASSIA 1

PsychlInfo 1

Social Care Abstracts 1

Evans (2002) and Montori et al (2004) identify the possible shortcomings of an
overreliance on electronic database searches as a means of providing a
comprehensive review of the literature. In order to compensate for this discrepancy
the process of “snowball sampling” as advocated by Greenhalgh and Peacock (2005),
in which “the sampling strategy develops according to the requirements of the study
and is responsive to the literature already obtained” was employed (Aveyard, 2008,

p.68-69). Snowball sampling ensured that such items as reference lists, bibliographies
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and the additional works of key authors, which are not produced via electronic

database searches were also evaluated.

In order to ensure that any identified research was thoroughly and effectively
assessed the critical appraisal tools for evaluating research, developed by the Critical
Appraisal Skills Programme (CASP, 2006) were used. These tools were specifically
developed to aid health and social care researchers and provide a structured but not
overly prescriptive template by which to gauge the efficacy of social care research.

In relation to non-research based articles, contributions were assessed within the
broad criteria suggested by Hek et al (2000) which advocate an evaluation of such
factors as whether articles are peer reviewed, well written and published within
“quality” journals. Though such categories are clearly open to interpretation and do
not totally guarantee either quality or validity, they offer an attempt at a structured

critique of the articles in question.

The review begins by examining and evaluating the literature relating to the media
portrayal and social perceptions of cases of fatal child abuse. It will highlight how,
and in what ways, such cases and the reporting of such cases, have been instrumental
in shaping predominantly negative societal perceptions of social workers and social
work practice. In addition, the review will examine how some researchers believe that
non-accidental deaths of children have become the primary drivers for drastic and

seemingly disproportionate changes to child care law and policy.

The focus of the review will then be narrowed in order to critically explore the

literature directly relating to social workers experience of fatal child abuse. The
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section will address some of more the “emotional” and “personal” insights that have
been provided by research into the subject. The review will progress by highlighting
any potential gaps and contradictions within the existing literature and provide a
critical assessment of the current “state of play” regarding research into social
workers experience of fatal child abuse. In conclusion, the review will serve as a
catalyst for an informed justification for the subsequent research study, emphasising
any potential areas of “new” knowledge generation and learning that the study may

provide.

3.2 Child Deaths and the Media

The death of a child through non-accidental injury or neglect often attracts a
significant amount of both public and professional attention, as Keys (2009, p.297)
illustrates “child abuse tragedies provoke concern within all sectors of society,
stimulating reflection and action by governments, organisations and individuals
responsible for providing care to children and families”. In addition, Davies and
Mouzos’ (2007) study reveals that “the murder of a child attracts more public outrage
and media attention than perhaps any other crime”. Unfortunately, the research
reveals that the history of media attention towards child abuse tragedies has resulted
in a predominantly negative portrayal of individual social workers and social work

practice in general.

As early as the denunciation of the social work practice of Diana Lees in the case of
Maria Colwell (Corby, 1993) through to the more recent tragedies involving Victoria
Climbie and Peter Connelly, there has been a continual media vilification of social

work practice, resulting in what Goddard and Liddell (1995, p.357) describe as "child
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abuse and child abuse issues being largely examined through the lens of moral panic".
Wilby’s (2008) study examining the media portrayal of social work reveals the extent
to which some media publications will seek to highlight both individual social worker

and agency failings:

“Following the death of Peter Connelly in 2008, “Blood on
their Hands” was The Sun’s headline, extending the blame to
Haringey Council. The culpability of the council and its social
workers seemed all the greater because Victoria Climbie was
murdered eight years ago in the same borough. “How many
more children have to die?” demanded the Daily Express. The
Sun took no prisoners. It insisted the social workers responsible
(“this disgusting lot”) should be sacked, prosecuted for
negligence and barred from working with children again”

(Wilby, 2008).

Such media reports have extended to publicly naming the individual practitioners
involved; the names of Lisa Arthurworrey, Gillie Christou, Naria Ward and Sharon
Shoesmith are now synonymous with poor practice and symbolise the human faces of
both individual and systemic failures. The manifestation of such perceptions,
according to Keys (2009, p.298) results in a situation where "child protection is a
phenomenon that seems to be characterised within the public domain by failure rather
than success; rarely do we hear in the media, for example, of reports of good practice
resulting in children being kept safe". It is an uncomfortable inevitability that despite

the best efforts of all those involved, some children will die as a result of the
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unpredictable, harmful actions or inactions of their parents and carers. Ultimately, no
amount of evidence based practice and sound professional judgements will guarantee
the protection of every child in every family. Such a situation is a challenging and
unpalatable acknowledgement even for the most liberally minded journalist or well
informed member of the public. This dichotomy between public expectation and the
realities of social work practice is acknowledged by Munro (1996, p.806) who argues
that "both the general public and social workers need a clear understanding of the
distinction between avoidable and unavoidable errors". Although a noble intention, it
is difficult to assess whether there is actually a public thirst for understanding and
informed insight and whether this ultimately outweighs a wider desire for blame,

retribution and all things sensational.

3.3 Child Deaths and the Social Worker

While public enquiries and Serious Case Reviews represent the “professional”
scrutiny into practitioner conduct and procedural adherence, they must do so within
the abovementioned media context. Such a situation has lead Kearney (2013, p.51) to
assert that “anxiety about the possibility of non-accidental child deaths have been a
major influence on child care policy and practice in the UK and elsewhere”.
Although, according to Ayre (2001, p.889) some parts of the media have contributed
to "creating a more protective environment for our children" it is within the caveat of

predominantly negative media coverage that has seen the creation of a:

“unholy trinity of media pillorying, detailed post mortem
recommendations about the operation of the system on the heels of

inquiries and the increasing prescription of practice, resulting in social

44



workers and other child welfare professionals becoming focussed on the
need to avoid a non-accidental death that is the classic instance of a low
probability/high consequence risk that leads to risk-averse cultures and

practices in all walks of life".

Although many of the studies that have been described make a valuable contribution
to our understanding of the wider societal perceptions and media portrayal of cases of
fatal child abuse, it is the voices of the social workers themselves; those potentially
affected most by such perceptions that is surprisingly absent. If we are to accept the
premise that social workers operate in the full knowledge of the risks associated with
front line child protection practice and the possible negative media speculation and
repercussions that may result as a consequence of their own real or perceived failures,
it is surely worth exploring if and in what ways their experience of events and their
subsequent actions were affected by such perceptions. To investigate how it feels to
be the practitioner whose professional practice and integrity are scrutinised at a time
of extreme personal distress, or to examine how the individual perceptions of being
the publicly named person whose actions or inactions contributed to the fatality, is to
attempt to reveal and provide detailed insights into the minutiae of social work
practice. To investigate the first hand experiences of those directly involved is to
extend and develop the previous studies and in doing so apply a more “human”

perspective to events.

It is difficult to imagine a more tragic event than the death of a child. Even when the
death is “expected”, for example as a result of long term illness, it is not purely the

loss of the child themselves but the loss of the son, daughter, brother, sister, footballer
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and dancer to be that we may mourn. It is the irretrievable loss of promise, it is the
end of potential, it is the establishment of an “empty historical track” Klass (1988,
p-13). The impact of such loss upon parents and carers has been particularly well
evidenced by Archer, et al (1999). However, such studies concentrate predominately

upon the loss of a child through natural causes.

A systematic approach to searching for the literature directly relating to social worker
experience of fatal child abuse (see chapter three) reveals surprisingly little research
and in particular, very little British research, has been conducted in this area. Some
of the earliest insights into the subject are provided by Olive Stevenson, whose 1979
reflections on her involvement in child abuse inquiries, among them the Maria
Colwell inquiry, acknowledges that “the launching of an inquiry is like casting a huge
stone in a pond. The ripples spread outward often involving many who do not expect
it and more important, in ways they did not anticipate. The emotional cost is very,
very high and can only be justified if the inquiries appear to play a constructive part

in protecting the lives of other children” (Stevenson, 1979, p.3).

It is perhaps the meta-analysis of 35 English and Welsh, child abuse enquiry reports
undertaken by Reder et al (1993) that begins to show the impact of cases of fatal child
abuse upon social work practitioners. Known as the “Beyond Blame” project, the
research is “an attempt to get beyond the blaming stance often adopted when children
known to statutory agencies die at the hands of their caretakers” (Reder et al, 1993,
p.1). Although focussing predominantly upon the analysis of the systems operating
within child protection tragedies, Reder’s study begins with the recognition that “not

only does the death of a child horrify us but front line professionals, especially social
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workers, have become extremely sensitive to the critical and often mindless rage that
is heaped upon them at the news that a another child known to statutory services has

died (ibid)”.

3.4 Stress, Trauma and Support

Unfortunately, several studies relating to social work stress, trauma and its
consequences fail to discuss the subject of fatal child abuse in their analyses. Nelson
and Merighi’s North American, qualitative research study undertaken in 2003
examines the subject of emotional dissonance amongst medical social work
practitioners. The researchers list such things as end of life concerns, family discord,
lack of community resources and institutional pressures as contributing to “intensely
emotional situations” in medical social work practice (Nelson and Merighi 2003,
p-64). No mention is made of the sudden and possibly violent death of a child as
contributing to the stress experienced by such practitioners; however, one would
assume that it would rank above the stated “discharge planning” as a stress inducing

event!

Mark Horwitz’s 1998 article examining social work trauma, highlights how “trauma
effects can develop when a social worker is confronted with an event or series of
events that cannot be readily managed either emotionally or practically and in which
there is an element of danger” (Horwitz, 1998, p.365). The unexpected death of a
child would clearly fall within this categorization. However, before examining the
impact of child deaths upon social work practitioners, Horowitz highlights four
different types of “direct trauma” consisting of the threat of assault and vandalism,

organisational demands and blame from public sources. The assertion must be
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maintained that it is clearly possible that social work practitioners who are directly
involved in case of fatal child abuse may experience a combination of all of these
sources of direct trauma. Only when referring to “Indirect” sources of trauma does
Horowitz begin to explore the potential impact of child deaths upon social work
practitioners, emphasising the heightened sense of trauma experienced by social
workers who identified with the deceased child. @ Horwitz’s assertion that
psychological trauma theory offers the most suitable solution to the alleviation of
such trauma must be challenged. Whilst we may accept that, “psychological trauma
theory supports the notion that no healing can take place until the person is safe from
future harm” (Horwitz, 1993, p.369), it is surely rendered impractical to the social
workers who wish to continue in practice following the death of a child? However
tragic such events may be, there can be no guarantees that they will not happen again

to the same worker.

Regehr and Chau’s (2002) study begins to provide some insight into the personal
impact of child deaths upon social work practitioners. The study primarily examines
the impact of inquiries into the deaths of children in care upon child welfare workers.
Although based in Canada, the study refers to how “in recent years public inquiries
into the murders of children have served to dramatically shift child welfare services
throughout North America and Britain” (Regehr, et al, 2002, p.885). An important
feature of Regehr and Chau’s study is its acknowledgement of the sweeping impact of
child deaths and of how the predominantly negative repercussions associated with the
tragedies, permeate at individual, agency and community levels, ultimately
influencing and increasing negative media perceptions and exacerbating the policing

functions of child welfare practice. Building upon the work of Hill (1990) the study
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emphasises how “anecdotal literature on child protection workers suggests that death
inquiries have a devastating impact on morale. Staff become depressed and anxious,
work becomes defensive and routinized, resignations are common and recruitment of
new staff is difficult” (ibid, p.888). Importantly, the study acknowledges that despite
having a significant and predominantly negative impact upon several aspects of social
work practice and social work practitioners, “no studies have focused on the impact
of child death reviews on child welfare workers” (ibid, p.888). This study is one of
the very few research projects relating to this subject of fatal child abuse that presents
verbatim, first-hand accounts of social workers’ experience. Although mainly
focussed upon the Inquiry process this study presents several telling insights into

stress and emotional discomfort experienced by the workers involved.

Despite the recognition of the lack of research relating to social worker experience of
fatal child abuse there a several researchers have provide telling insights into the
subject. Gustavsson and MacEacheron’s, (2002) study begins to examine how the
sudden, unexpected death of a child may be more difficult for the worker involved
due to such factors as the traumatic nature of the death and the fact that the worker
may have no time in which to prepare for the loss. Although referring to the suicide
of children known to social services, this North American study reveals how existing
feelings of guilt and sadness experienced by the social worker may be further
compounded by the reactions and responses of significant others. Not only is the
worker involved confronted by his or her own emotional responses to the incident but
also a situation where "professional judgement is questioned as workers wonder how
they missed the warning signs. Co-workers or other case principals such as attorneys

and judges may wonder why the worker did not foresee the possibility of suicide.
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They may communicate their questions and imply assignment of blame to the worker
who is already dealing with sadness and guilt" (Gustavsson and MacEachron, 2002,
p.908). Crucially, the paper acknowledges the complexities involved in the resolution
of such feelings, emphasising the importance of the personal attributes of the social
worker involved and the interrelationship between the individual and his or her

external working environment.

Jan Horwath (1996) and Sue King (2003) both writing in the peer reviewed journal
Child Abuse Review, have published separate research papers which develop some of
the issues raised. Jan Howarth’s paper, by the author’s own admission, is aimed at
eliciting comments from other authors and researchers, and acknowledges the need
for further, more extensive research into the subject. Entitled “The Impact of Fatal
Child Abuse Cases on Staff: Lessons for Trainers and Managers” (Horwath, 1995)
Jan Horwath conducted an unspecified number of face-to-face interviews with
frontline practitioners who had direct experience of being involved in cases of fatal
child abuse. The interviews reveal how the impact of the fatalities permeates
negatively throughout the social work team involved and affects not only social work
practitioners but support workers and other allied professions. Horwath’s often
graphic first hand accounts reveal how one typist described her experience “ I kept
thinking if I’d paid attention to what I was typing I might have noticed something
which could have saved the child” (Horwath, 1995, p. 351) and how a social worker
recounted “I had to live with this for two years. It was only after the criminal
proceedings were over and the inquiry report completely exonerated me that I felt I
could look people in the eye. This all happened years ago, but I still question my

ability if placed in a high risk situation” (Horwath, 1995, p. 351). The study reveals
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how most of the people interviewed possessed no knowledge, or received preparation,
relating to the then Part 8 reviews that were undertaken, despite workers identifying

fatal child abuse as their “worst case scenario”.

A pivotal section of the paper recounts how supervisory responses, such as offers of
therapy, counselling or time off as sick leave, were perceived as inappropriate and
effectively only served to reinforce the worker’s feelings of inadequacy. Frustration
was documented when no debriefing was offered to workers following the fatalities,
despite support being available for other agencies following tragedies such as the
Hillsborough incident and the Warrington Bombings. This depiction is supported by
Schulman (1993) whose research revealed that “social services and health systems are
often least effective at dealing with traumas in a manner that protects staff from their
impact. In fact, because of the stress on the larger system, intervention by
administration often adds to the problem rather than helps staff cope with it”.
Horwath identifies several key lessons to be learnt from her research. These focus on
the perceived need for appropriate team support and debriefing, possibly from an

external source, and the provision of specialised training in the subject area.

3.5 The Child Protection System

Published shortly after the inquiry into the death of Victoria Climbie in 2003, Sue
King’s report “Managing the Aftermath of Serious Case Reviews” (King, 2003)
builds upon the earlier study of Horwath. King describes the Serious Case Review
system as “daunting and draining processes (where) learning focuses very much on
policies, procedures and practice” and that in order to learn from them effectively

“attention must be paid to the emotional needs of staff and to the recovery of the
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interagency relationships, which have frequently been affected following a serious
incident” (King, 2003, p. 261). Emphasising the need for targeted training following
child abuse fatalities, the paper also acknowledges that each agency and its managers
need to “recognise the likely range of reactions of staff to a serious incident involving
a child” as this is clearly “important in developing effective strategies to support staff
at different stages of the process, which culminate in managing the aftermath of
serious case reviews (King, 2003, p. 264). The Munro review of Child protection
(Munro, 2011) describes the child protection systems in England as being shaped by
four key driving forces.
e The importance of the safety and welfare of children and young people and
the understandable strong reaction when a child is killed or seriously harmed;
e A commonly held belief that the complexity and associated uncertainty of
child protection work can be eradicated;
e A readiness, in high profile public inquiries into the death of a child, to focus
on professional error without looking deeply enough into its caﬁses;
e The undue importance given to performance indicators and targets which
provide only part of the picture of practice, and which have skewed attention

to process over the quality and effectiveness of help given.

Each of the four drivers lends weight to the view that current child protection system
is overwhelmingly process and target driven while at the same placing unrealistic and
narrow expectations upon social work practice. The report’s views are echoed by
further studies, for example a mixed method survey undertaken by the union

UNISON in 2009 conducted in response to changes recommended to children's
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safeguarding systems following the death Victoria Climbie in 2003. The study paints
a worrying picture of modern day social work practice. The conclusions of the
annonymised, online and postal survey of 369 union members who worked directly in
children’s social work, are described by the report's authors as revealing “a ticking
time bomb in child protection”. In relation to supervisory practices, necessary for a
supportive working environment, the survey revealed that "a fifth of the respondents
feel that social workers access to adequate supervision had improved since 2003 and
around half think the situation has not changed. However 28% report that there is
now less access to supervision" (UNISON, 2009, p.5). Such a situation is even more
worrying when placed within the context of "half the respondents believed that social
work services are now worse resourced since 2003" and "nearly three-quarters of all
respondents report that average caseloads for social workers working with children
and families have increased since 2003" (UNISON, 2009, pp. 3-4). Although
published in "Community Care", a non-peer reviewed magazine for social care
professionals, a 2009 survey echoed the findings of the UNISON survey. In all of the
422 social care professionals surveyed 28% said they received no supervision at all
and 31% said the supervision they received was not adequate for their caseload
(Community Care, 2009, p.46). No details are provided of the methodology

employed by the Community Care researcher however.

Overall, the literature review reveals a general acceptance amongst researchers that
there is a lack of research relating to the experiences of social workers involved in
cases of fatal child abuse. In addition, surveys of social work practitioners indicate

that the current overall working environment is far from ideal and falls short of the
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nurturing, supportive workplaces which are conducive to fostering and developing
safe and effective working practices.

Although several studies have concentrated upon specific areas of practice, for
example, supervision or the inquiry process, as far as can be discerned there are no
studies that examine such experiences, first hand and in their entirety. Many of the
studies cited provide telling insights into the subject yet overall the voices of the
practitioners involved are notably silent. It is envisaged that empowering social work
practitioners to provide their own accounts, free from the fear of retribution by their
employers and the external judgements of Serious Case Reviews will illuminate and

inform many previously unexplored areas of social work practice.
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4. RESEARCH ETHICS

This section provides details of how the ethical issues that arose prior to taking the
study were addressed in line with Sheffield Hallam Research Ethics Committee

requirements.

Prior to undertaking the research project and in line with University policy, a full
research proposal outlining the research aims, objectives, methodology and ethical
considerations was submitted to the Sheffield Hallam Research Ethics Committee
(REC). Such a process is designed tb ensure that when working with research
volunteers “their interests are put first at all times and that researchers do everything
possible to fully inform people who have consented to take part. Care is always taken
to provide confidentiality and anonymity” in addition “The Research Ethics Policy is
also concerned with the quality of the research process. Maintaining the highest
standards of integrity, impartiality and respect for data is essential” (Hallam, 2013).

The research proposal received approval from the REF in September 2011.

There are six key principles of ethical research that the Economic and Social research
Council (ESRC, 2010) expects to be addressed when undertaking a research project
involving research participants. Each of these principles was addressed throughout

the research process:

1. Research should be designed, reviewed and undertaken to ensure integrity,

quality and transparency.

In addition to gaining ethical approval from the Sheffield Hallam Research Ethics
Committee, all participating local authorities were offered the opportunity to subject
the research proposal to their own ethics committees prior to any research
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commencing.  The Professional Doctorate programme, in order to ensure and
evaluate the integrity and quality of its research projects, also requires the regular
presentation and peer review of research activity to both fellow students and course
tutors. Throughout the supervisory process all aspects of Principle 1 were addressed
and regular contact was possible between the researcher, research supervisors and a

member of the Sheffield Hallam Ethics Committee.

2. Research staff and participants must normally be informed fully about the
purpose, methods and intended possible uses of the research, what their

participation in the research entails and what risks, if any, are involved.

Prior to contacting any potential research participants individually, all participating
LSCBs representatives were contacted either by e-mail or telephone directly by the
researcher in order to gain their approval for the research to be conducted within their
local authority. Each representative was provided with a detailed written overview of
the research aims and objectives, an explanation of the methodological process
involved and a participant information sheet (See appendix one.). These documents
contained my own personal contact details and the offer for any potential participants
to contact me directly should they require any further information or issues clarifying.
This approach was taken in order to avoid any harm or distress that may be caused by
receiving a blanket e-mail concerning a potentially upsetting subject. Representatives
were then asked to identify any potential participants within their area who may fit

the recruitment criteria and distribute the information to them.

Any potential applicants responding to the request for volunteers were offered the
opportunity to discuss any aspect of the research they were unsure about. During the

discussion all respondents were verbally informed of what would be required from
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each interviewee should they consent to taking part in the research. At this stage it

was made clear that:

e Participation in the research would be entirely voluntary.

e Participants would be provided with a detailed written overview of the aims
and objectives of the research and the research design.

e Participants would be fully informed of the purposes of the research,
including the fact that elements of the research, as well as being conducted as
part of the Professional Doctorate programme, would also be submitted for
consideration for publication and conference presentations. At this stage it
was also clarified that the annonymised direct quotes from participants may
also be used. k

e The overview would include details of the data collection process, the rights
of participants to withdraw and the potential risks and benefits of being
involved in the research.

e Participants would be informed of the approximate duration of the interviews

and location of each interview will be agreed between the participant and

researcher.

The same process was conducted for participants who responded to requests for
research volunteers via social work internet forums. To request volunteers I posted

the message:

Dear Colleagues, I am a Senior Lecturer in Social Work at Sheffield Hallam
University undertaking a doctoral research project examining the lived

experience of social practitioners who have been directly involved in cases of
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fatal child abuse. I am seeking social workers who fit these criteria to take part
in a semi-structured interview lasting no longer than one hour. Your identity
and geographic area will remain anonymous and the interview would be at a
date, time and venue of your choosing. For further information please contact:

Lpollard @shu.ac.uk

3. The confidentiality of information supplied by research participants and the

anonymity of respondents must be respected.

All participants were assured that their own anonymity and that of their colleagues or
service users would be guaranteed by the use of pseudonyms throughout the "writing
up" process. Each of the participants was provided with an alias as were the children
referred to in the study. Any references to the local authorities or geographic area
involved were removed during transcription. All recorded interviews were held on a

password protected computer and deleted following transcription.

4. Research participants must take part voluntarily, free from any coercion.

All participants were asked to sign a consent form (see appendix two) indicating that

they had:

e Read and understood the information sheet for the study.

e Had the opportunity to consider the information , ask questions and have had
these answered satisfactorily

e Acknowledged that their participation is voluntary and that they were free to
withdraw without the need to give a reason, up to the point of data analysis

beginning
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e Had been informed that the interview would be recorded and that they fully
consent for the recording to be made

e Understand that the information will be treated as confidential and will be
annonymised

e Agree to the use of annonymised direct quotes from the interview in
publications and presentations arising from this study

e Agree to take part in this study

Participants were not offered any financial incentives or re-imbursement for taking
part in the study. Respondents and potential volunteers who voiced any doubts or
concerns relating to their participation in the research were encouraged not to

participate.
5. Harm to research participants and researchers must be avoided in all instances.

All participants were informed of their right to terminate the interview at any time or
take any number of "time outs" should they become anxious or distressed in anyway.
Should any participants request any addition support post interview, they were
encouraged to contact the researcher in person. It was agreed that the researcher
would provide information, if needed, relating to external sources of support from
'professional bodies, for example The British Association of Social Workers. In
relation to the possibility of distress or harm to the researcher, it was agreed that if
needed they would access support from research supervisors or SHU staff/student

welfare services
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6. The independence of research must be clear, and any conflicts of interest or

partiality must be explicit.

All participants were fully informed of the purpose of the research and the status and

prior experiences of the researcher.
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5. METHODOLOGY

This section details the methodology used during the research project. It begins by
providing a critical overview of the selected research paradigm and explains the data

collection, interview structure and recruitment processes that were employed.

The debate between opposing ontological and epistemological traditions have
provided a fertile source of debate for researchers, social theorists and philosophers
alike and have had a directly impact upon research and research methodology. As
Crotty (2009, p.9) emphasises, our choice of epistemological perspective “implies a
profound difference in how we do our research and how we present our research
outcomes”. Such emphasis is further developed by Marshall and Rossman (2006)
whose concept of “epistemological integrity” examines the interconnectedness of “the
nature of the research, overall strategy, research questions, design and methods”. This
approach advocates that the researcher reflects upon the “values and ideals, principles
and rules by which the phenomena under investigation can be known” (King, 2010,
p.8). Prior to undertaking the research, I had envisaged that due to the nature of the
phenomena I aimed to study, my research paradigm would be predominantly
qualitative and interpretative in nature and employ a research methodology that

would bring me as close to the lived experiences of interviewees as possible.

Marshall (1999, p.2) emphasises that;

“Qualitative researchers are intrigued with the complexity of

social interactions as expressed in daily life and with the
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meanings the participants themselves attribute to those
interactions. This interest takes qualitative researchers into the
natural settings rather than laboratories and fosters pragmatism in
using multiple methods for exploring the topic of interest. Thus,
qualitative research is pragmatic, interpretive and grounded in the

lived experiences of people”.

Marshall’s summary of the essential features of qualitative research encapsulates
many of the aspects of lived experience I aim to study within my research project. My
selection of IPA as a research methodology originated while undertaking the
“Research Methodologies” module on the Professional Doctorate programme.
During the module I was required to present my research ideas to fellow students who
provided peer feedback and critically evaluated the overall efficacy of my proposal.
It was during the workshop that a colleague suggested that a phenomenological
methodological approach to undertaking my research and in particular the use of
interpretive phenomenological analysis (JPA) as an overall research design would, in
her opinion, be very effective. In light of the comments, I researched the suggested
approach further, reading extensively around the broader philosophical underpinnings
of phenomenology and the methodological approaches associated with IPA. 1
developed the opinion that for a number of reasons, such an approach would ideally
suit my research area. My reasons for adopting such an approach will now be

discussed in detail.
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5.1 PHENOMENOLOGICAL RESEARCH

Despite Spielberg’s assertion regarding the difficulties of “stating point blank what
phenomenology is” (Spiegelberg, 1984, p.1) there is a general acceptance that
phenomenological research methods are situated in the philosophical traditions of
Brentano, Husserl, Merleau-Ponty and Martin Heidegger. Although, as will be
discussed later, there are some clear differences of opinion between each tradition, it
is apparent that phenomenology in its broadest sense shuns traditional
empirical/positivist doctrine and attempts to return to “the things themselves”
(Husserl, 1970, p.252). The ontological starting point for the investigation of such
“things” begins with the acceptance that “it is not actually possible — even if it might
be desirable — to remove ourselves, our thoughts and our meaning systems from the
world” (Larkin, 2006, p.106) and ultimately “it is impossible to ignore the
subjectivizing influences of language, culture, ideology, expectations or assumptions”
and therefore “the individual (is) a part of reality, rather than an ego dualistically
separated from the world” (Rennie, 1999, p.6). “The entity is an entity “in itself” and
independent of any apprehension of it; yet, the being of the entity is found in
encounter and can be explained, made understandable, only from the phenomenal
exhibition and interpretation of the structure of the encounter” (Heidegger, 1985,
p-217). Thus, phenomenological research “involves a return to experience in order to
obtain comprehensive descriptions that provide the basis for a reflective structural
analysis that portrays the essence of the experience” (Van Kaam, 1966, p.295).
Subsequently the role of the researcher is to determine “the underlying structures of
an experience by interpreting the originally given descriptions of the situation in‘

which the experience occurs” (Moustakas, 1994, p.13).
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IPA’s commitment to the exploration of depth, detail and personal experience, enable
the provision of insight into the subject area that would potentially remain hidden if
nomothetic approaches were used. However, focussing upon “the particular” may be
viewed as significantly decreasing the applicability of the research to a wider social
context and ultimately relegate the status of the research to that of catalyst, the spark
that leads to the undertaking of “proper” research, complete with testable hypothesis
and epistemologically valid revelations. Though the role of catalyst would not be
entirely disastrous, it does call into question the overall efficacy of su<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>