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Why us? 
• CDC’s engagement in this area was heightened following the Winterbourne View Scandal in 2011.  

Especially because the initial response focused only on adults.

• In 2013 we began a 3-year partnership with the Challenging Behaviour Foundation, funded by the 
Department of Health which resulted in a number of resources including: Paving the 
Way https://www.challengingbehaviour.org.uk/wp-content/uploads/2021/02/Paving-the-Way.pdf

• DH/DfE Guidance - Reducing the need for restraint and restrictive intervention - How to support 
children and young people with learning disabilities, autistic spectrum conditions and mental health 
difficulties who are at risk of restrictive intervention.

• CDC were asked by the Department of Health to conduct a review into children with autism/learning 
disabilities in Tier 4 inpatient settings. These are our children - January 2017. 

• CDC review the experiences and outcomes of children and young people in residential special schools 
and colleges. The Report Good Intentions, Good Enough? November 2017

• Continued work to support local systems with their thinking on support for this cohort

https://www.challengingbehaviour.org.uk/wp-content/uploads/2021/02/Paving-the-Way.pdf


Who were the children?

• 108 children and young people 
were ‘in scope’

• 77.77% were male and 22.22% 
female

• On average they were 13.8 years 
when placed.  7 children were 
placed when under 10.



Who were the children?
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Where were they from?

The average distance the children 
were placed from their home 
authority was 95.16 miles, with a 
range of 7.3 to 267.1 miles. 60% 
of the children were placed over 
50 miles away from their home. 
14 children aged from 7 to 10 
years old were placed, on 
average, 59.75 miles away from 
their home, with one 9-year-old 
child placed 178.9 miles away 
from home. 



What happened and what was the impact?









How did the children end up in the schools? 

• Unrecognised complexity of need

• Lack of early multi-agency engagement

• Inadequate and insufficient short breaks and/or family support

• Multiple education placements

• Failure to support the management of risk?



What went wrong?

• There was little opportunity for children’s voices to be heard

• Placement far away from home

• Settings inappropriate for need and/or poor matching

• Inadequate leadership and management

• Closed shop mentality

• Workforce issues

• Poor practice



Why didn’t the high levels of concern result in 
more immediate action?

• Diagnostic overshadowing

• Covid 19

• Commissioning to go away, oversight to stay away

A number of placing authorities reflected that their reliance on the information provided by
Hesley meant that over time their monitoring and quality assurance processes did not adequately
interrogate all the information they received.

Overall, this constituted a form of outsourcing of Quality Assurance to Hesley

We rely on promises of, yeah placements to stick to what they're saying and yes, those incident reports
will be with you tomorrow, and yes we’ll keep you updated and yes we are following his care plan.

What we can’t see is any external viewpoint being brought in on this Hesley observe it, they mark their
own behaviour, they determine their own outcomes from it... We haven’t critically engaged with that
particular issue, we accept on face value what Hesley group are telling us.



Key conclusions in Phase 1

• Children’s voices were not heard

• Children were placed significant distance from home and in settings that did not
meet their needs. This increased their vulnerability

• There was practice, regulatory and quality assurance failure at all levels and this
allowed abuse to flourish.

• The workforce at the settings was not managed, supported and trained in a
manner that enabled children to thrive.

• Concerns were raised, but these did not give rise to thorough investigations that
might have prevented further abuse.

• We are not currently commissioning the right support for these children



Areas for recommendation 
• For children to have advocacy and children and families to have information and support 

• Much stronger links to DSR processes 

• A challenge to make these children a shared multi agency responsibility with guidance 
that underpins this 

• Key recognition of workforce challenges both for community services and within 
residential settings 

• Over half of these children should and could have stayed at home with better multi 
agency community support so clear need to understand that development 

• We do not have effective commissioning strategies for these children, locally, regionally 
and nationally 

• Clearly QA is not working effectively, so need to look again 



Next steps
• Report published 

• Work needed to ensure implementation of recommendations 

• Government has to respond within six months (now late….)

• Workstreams underway linking this to SENDAP Improvement Plan and 
Children’s Social Care Implementation Strategy 

• DHSE/NHSE and ICB’s will need to be engaged at every level



Exploring a collaborative model
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