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7.Review 

Think about the learning  

from this Review and what 

it means for your practice. 

 

How confident are you in your 

work with men? 

What do you know about the history 

of the men you work with? 

Is there substance misuse, has this been 

normalised? What about domestic abuse 

or mental ill health? 

Do you routinely check in with dads as you  

do with mums?  What do they think? How do  

you know? 

What would you do if you had a concern? 

 

The men who caused harm to these babies 

were not invisible they were unseen.  

 

 

 1. Introduction The Child Safeguarding Practice 

Review Panel has published the third national 

review of serious harm caused to children under 

the age of 1. The Review focussed on the role of 

men as perpetrators of violence to babies. 

Babies under 1 are the subject of 35% of all 

 serious incident notifications; 257 since 

     July 2018.  Rapid Reviews often refer 

       to male carers as ‘invisible’- yet  

          they are more likely to cause 

             harm.  ‘We know the least  

              about the biggest source 

of risk to babies’ 

.      
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2. Key Information  

                             92 serious incident 
notifications were reviewed.  

               
             At the time of the abuse: 

45 known to universal services 
           24 known to Early Help 

     12 Children in need 
              11 Child Protection Plans 

                  
            Risk Factors: 

                 59 featured domestic abuse 
                      32 fathers had mental ill health 

         30 were young parents 
     5 were care leavers 

 
81 of the babies were harmed by their birth 
fathers, 11 by another male carer.  The 
circumstances of 23 babies were considered 
in detail. The views of professionals and 
perpetrators were sought. 

                                

 
6. Conclusions: These men inflicted terrible 

injuries on babies and are responsible for 

their actions. As a system our knowledge of 

men is too often weak and ineffective, this 

excludes the men that need support and 

would like support and enables those that 

might pose a risk to hide in plain sight.    

 

The review concludes that the  

entire system makes it too 

easy for men who pose a 

risk to be unseen.    

 

 

 

5. Four Tier Model 

      1)We need to ensure 
that the same level of 

curiosity and enquiry is applied  
to understanding men’s lives and 
experiences as it is to women’s. 

The men in these cases were not  
invisible but were very much ‘unseen’.  

 
2) Engaging and assessing men needs to be routine 
practice, building authentic engagement reduces the 
likelihood that a risk will be unassessed or unknown. 

   
3) Supervisors and first line managers have a key role in 
exploring fear and anxiety that might affect practitioners.   
 Quality assurance systems should include a focus on 
men, how they are seen, understood and engaged.    

 
4) Service design and leadership should promote a 
culture and context to improve practice.       

 

4. Findings 
All services need 
to do more to  
involve and ‘see’ men. 
Men who want to be  
involved are routinely  
excluded from universal  
and specialist services. The  
same structures enable those 
men who present a risk not to be  
involved. 
 
Issues with information sharing were 
found, in particular within and between 
health services.  There was also evidence 
of information not being sought within  
statutory safeguarding services.  The whole  
picture was not seen.    
 

3.  Findings: The review found four factors 
that were common for the men concerned: 

▪ adversity in childhood,  
▪ substance misuse,  
▪ mental ill health including adhd, 

anger management, anxiety 
and depression, and  

▪ the coexistence of domestic  
abuse increased the risk of harm  

 
Contexts included poverty, young 

parents and/or care leavers. 
 

The men did not necessarily  
have a known history  

of violence.  
 

https://hillingdonsafeguardingpartnership.org.uk/what-we-do/serious-case-reviews/
https://hillingdonsafeguardingpartnership.org.uk/what-we-do/serious-case-reviews/

