
To improve child protection services, we need to understand how professionals 
act and interact as they seek to identify and help children being maltreated by 
their parents or carers.  Child deaths are a major trigger to studying professional 
practice with the aim of learning lessons so that we can provent similar tragedies 
happening again, In the UK, such inquiries have been powerful drivers of policy 
and practice.  But the way we study practice rests on assumptions about the 
nature of their work and their role in the total system.  My lecture analyses the 
assumptions in the traditional approach to inquiries and then offers an alternative 
systems model.  
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I begin by reminding us all of the central problem – of protecting children.  I then 
describe how the traditional inquiry is conducted before drawing out the 
assumptions  in this approach about the nature of causality and error causation 
that implicitly underlie prescriptions on how to improve professional practice.  
Keeping with the notion of error causation, I introduce the systems approach by 
explaining how its assumptions about causality differ and then outline the 
implications this has for the way we study practice and seek solutions to 
weaknesses in practice.
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Since the nineteenth century, there has been growing public concern about child 
maltreatment.  We now have higher expectations of how parents should treat their 
children who are seen as human beings with rights, not the property of the their 
parents.  In societies like the UK and Germany where the family is valued as a 
private space, with minimal state intrusion, the privacy of the family and 
individual’s right to confidentiality create major obstacles to identifying 
problems in the home.  The increased concern to protect children has led to 
significant changes in the state’s relationship with the family.  Efforts to improve 
our ability to identify and help the victims of maltreatment continue to be a high 
political priority in both countries.  
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It is important to stress that a child’s death is not necessarily evidence of poor 
professional practice.  Professionals have to make risk assessments and decisions 
about which option for a child is likely to be the best but any predictions about 
the future carry a degree of uncertainty.  Indeed, our ability to predict extreme 
violence is modest. A professional may make a well reasoned assessment that 
there is a HIGHER PROBABILITY of good outcomes for a child if he stays in 
the birth family than if he is placed in alternative care but also knows that there is 
a low probability of bad outcomes.  Sadly, low probability events happen so a 
good risk assessment and decision can lead to a tragedy.
Investigations begin without any assumption of wrong-doing by professionals. In 
practice, in the UK, about 25% conclude that the death was unpredictable.  
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The traditional investigation tends to give most attention to written records, 
sometimes following this up with interviews of key people involved in the case.
This leads to a focus on WHAT was done rather than WHY it was done.  With 
any investigation, there is no obvious point at which to stop.  With any factor that 
is identifed as a cause, we can ask ‘why did this event happen?’  In practice, 
investigators tend to stop either when they identify technical faults (more 
common in transport and engineering investigations0 or when they find human 
error.  Human error provides a psychologically satisfying explanation.  e o . u a e o p ov des a psyc o og ca y sat s y g e p a at o .

6



7



Underlying this approach is a view of error causation as linear, assuming a 
constant association between variables.  One person makes the wrong action and 
sets of a chain reaction, that, like row of dominoes, causes the next error and so 
on until the final accident occurs.    
Responsibility and accountability are simple in this model. The pubic and senior 
managers know who to blame.  
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This approach fosters the belief that human beings are the problem. In the UK, 
you hear politicians claiming that the set of rules and guidance are fine but all the 
problems lie in practitioners not following them properly.
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Recommendations on improving practice therefore take the form of 
efforts to control people, to ensure that they follow rules and procedures, 
and to reduce the opportunities for discretion and making their own 
judgments.

10



With hindsight, the world looks linear because we know which causal chain 
actually operated.  We do not readily think of what might have been, of all the 
alternate futures that might have followed the action that now looks wrong.  Even 
when we know all the psychological research on how hindsight distorts our 
judgment, we cannot stop ourselves FEELING that the outcome was obvious.  
We can only intellectually recognize that our judgment is distorted. 
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To turn now to the alternative systems approach, this takes the view that the child 
protection system is a complex adaptive system. I will talk in more detail about 
each of these words.  
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Components of the socio-technical system from Woods D. & Hollnagel E. (2006) 
Joint Cognitive Systems.  London, Taylor & Francis.
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Complexity of causation: one useful diagram is provided by James Reason.  He 
shows how several small weaknesses (latent conditions) in the system can 
coincide in such a way that an accident occurs.  This shows that chance is a key 
element in tragic outcomes and that the aim of investigation is to identify the 
latent conditions that make error more probably.  So, for example, in child 
protection, a culture that prioritises keeping records up to date, combined with a 
busy supervisor and a novice social worker, can contribute to home visits not 
being done and so the child’s injuries going unnoticed. 

This slide is misleading since it suggests that a  ‘latent error’ is constant but a 
complex view of causation says that it is not; causation is non-linear and so the 
precise impact of any one variable has limited predictability.  James Reason has 
now devised a version of this image that is dynamic, showing that the holes can 
close up and move and this illustrates our inability to make precise predictions –
but we can identify what makes the desired outcome more likelybut we can identify what makes the desired outcome more likely.

1515



Emergence is the appearance of behaviour that could not be anticipated from a 
knowledge of the parts of the system alone.
Cyclones, tornadoes or weather systems are emergent features of the motion of air 
particles on the spinning Earth. 
Emergent features appear spontaneously. 
In a multi-agency context, it is increasingly difficult to predict with any certainty how 
new policies and guidance, strategic and operational decisions impact on direct work 
with children and young, their carers and families.
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For learning to occur, we need feedback loops in the system so that we can know 
what the repercussions of actions and decisions have been.  Investigations are one 
type of feedback loop.

The traditional inquiry encourages single loop learning, with an emphasis on 
compliance with current procedures and principles of good practice.  
A systems approach covers this but also encourages double loop learning  –
querying current practices.  This is particularly important in child protection 
where we have limited knowledge about how to do the job well and so all our 
current beliefs should be treated with some caution.  
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How do you undertake a systems investigation?  Working with colleagues at the Social 
Care Institute for Excellence (SCIE) we have developed an adaption of the approaches 
used in aviation and health that can be used in child protection.   Which do you do is 
arbitrary; each brings its own biases and surprises, which need to be attended to
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To understand why  any professional acted as he or she did, we need to understand their 
‘local rationality’ – how the situation looked to them at the time, what was influencing 
them, and why their choice of action looked sensible to them.   

2020



We have developed a set of factors that tend to be influential on practice.  We use the 
single case as a window on the system, encouraging people to discuss what influenced 
them not only in relation to this one case but also in general – is this frequently the case? 
Even if people have followed policies, procedures and protocols, these always involve 
some degree of interpretation of how the procedure applies to this situation.  When 
people have deviated, we gain a clearer understanding of why they did so. This style of 
questioning also includes the ‘softer’ factors like team and organisational cultures, 
priorities, overt & covert messages etc.

2121



22



Go back to recordings of conversations to check key findings
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The assessment tools and procedures are causally significant. In the UK, a 
clumsy computer programme for assessing families has been found to have had a 
serious negative impact on the quality of social work assessments.  
The relationships professionals form with family members influence their 
perception of the problems and the ways to solve them.  One recurrent problem in 
the UK is that social workers develop a compassionate relationship with the 
mother and take their attention away from the child’s needs and safety.  
Human reasoning: there are common errors in how we reason The quality ofHuman reasoning: there are common errors in how we reason. The quality of 
supervision effects the system’s ability to pick these up and correct them.  
We share responsibility for child protection between social work, education, 
health, and police in the UK.  We have found that there are significant differences 
between the way they work together in dealing with a new referral or crisis 
(where there are clear procedures) and how they interact in long term work of 
supporting a family.  A recurrent finding in UK death inquiries is that 
professionals did not share information well enough but this covers a number of 
different types of error, for example, one person may not realise that the 
information they have suggests abuse and so should be shared or the person 
receiving information may not give it enough attention, or misunderstand it.
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Some identified weaknesses are fairly easy to solve. For example, in one review we did, 
we found that the doctors and social workers had different understanding of what it 
meant to be ‘copied into’ a letter instead of being the person it was addressed to. 
Doctors thought it was the same as one addressed to you directly and social workers 
saw it as ‘for information only’. Agreeing a consistent rule will remove one potential 
cause of mistake.  

Other latent conditions need managerial judgment about how best to use limited 
resources. For example, increasing the time in supervision to pick up errors of esou ces. o e a p e, c eas g t e t e supe v s o to p c up e o s o
reasoning reduces the time available for other tasks. What, if anything, should be 
omitted?

The third level is where the findings suggest a widespread problem but more research is 
needed to explore this properly. For example, in our reviews, we were gaining 
evidence of the damaging effects of the software for assessing families but, 
subsequently, large scale studies showed that this was a national problem, not 
specific to the workers we metspecific to the workers we met.  

2626



2727



A ‘fair’ culture acknowledges the constraints on professionals’ freedom to choose 
what to do.  Aiming to create one is of importance because the alternative ‘blame’ 
culture is so destructive of professional learning and practice.
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A systems approach gives us a way of getting away from a blame culture and 
allowing us to learn about weaknesses in our practice so that we improve our 
ability to protect children from maltreatment.
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