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PREFACE

Following the Kennedy (2001) and Laming (2003) reports, which were criti-
cal of services for child health in England, the National Service Framework 
for Children, Young People and Maternity Services (Dept of Health, 2004) 
outlines a ten year programme to improve services for children and their 
families. The national standards set within the framework advocate a fun-
damental change in the design and delivery of children’s services across 
health, social care and education. ‘Services are child-centred and look at the 
whole child – not just the illness or the problem’ (Dept of Health, 2004, p. 2). 
The NSF for children also emphasises the needs of vulnerable children in 
society and refers to high profi le cases of fatal child abuse (e.g., Laming, 
2003). Consequently, it advocates early assessment and intervention that are 
both comprehensive and timely, to improve access to services for children 
and families according to their needs.

The book describes, in detail, a method of assessment and intervention 
for young children and their families entitled the Child Assessment Rating 
and Evaluation (CARE) programme. Characteristics of the infant, the parents, 
the family and the environment in which they live are used to identify need 
and guide further interventions by a variety of professionals. The focus of 
the model is the early prediction and prevention of problems for child health, 
development and protection. The emphasis is upon the principle of partner-
ship with parents.

The CARE programme developed as a pragmatic attempt to deal with 
limited resources in community services and how best to apply those limited 
resources to maximum effect. Consequently, a ‘risk approach’ emerged, 
where all families are briefl y assessed by community nurses visiting the 
home (midwives and health visitors), who identify those families in need of 
further support and help. These families are recognised as those of highest 
priority for services to meet the needs of the child and ameliorate any family 
diffi culties in meeting those needs.

The model is best applied within a universal community service offered 
by trained health/social service professionals, such as midwives and health 
visitors, as a part of their normal primary care services and incurring no 



further costs. Using a universal service of home visits to families with new-
borns as a foundation, families with factors associated with increased ‘need’ 
can be recognised. Targeted services can then be offered in addition to the 
standard, universal service already received by all families. On occasion, the 
need of the child and their family will be so urgent and/or extensive that 
specialist services will be required. These specialist services aim to respond 
to any current or underlying situation that has the potential to signifi cantly 
harm the child. Specialist services are offered in conjunction with targeted 
and universal services already received.

The majority of the work on methods for ‘targeting’ families with 
maximum sensitivity and specifi city was carried out by staff at the Centre 
for Forensic and Family Psychology, University of Birmingham. However, 
this book represents the culmination of more than a decade of work develop-
ing a health practice-based approach to assessing the needs of children and 
their families in the community, and intervening in the community to 
support and prevent undesirable outcomes for children. It owes a lot to the 
imagination and foresight of Jean Hegarty, who placed this work within 
health visiting practices. Under her supervision, many of the ideas derived 
from academic research have been successfully translated into practice in 
Essex (1995–2005), mainly within the Southend-on-Sea health care setting 
and the Sure Start programme.

The aim of this book is to make these ideas available to a wider audience 
in order to inform policy and practice. We also felt it was important to dem-
onstrate the research and thought behind the model so that professionals 
can have an understanding of how the programme was developed based on 
evidence. For grammatical simplicity, we have referred to midwives and 
health visitors as female throughout the book, refl ecting the fact that the 
majority of health professionals are female. However, we readily acknowl-
edge that the community nurse’s role does not relate to gender and the 
reader should equally apply our comments to both male and female com-
munity nurses.

Kevin Browne, Jo Douglas, Catherine Hamilton-Giachritsis 
and Jean Hegarty
January 2005
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The forms and booklets in Appendices 1–5 are also available online, 
free to purchasers of the book. Visit www.wiley.com/go/care to access 
and download these materials.
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1

INTRODUCTION:
CHILDCARE AND 

PROTECTION – A PUBLIC 
HEALTH APPROACH

Most countries offer at least some services to children and their families, 
especially around the time of birth. In those countries with more developed 
health care systems, this usually includes community support and home 
visits by health professionals. These health professionals are at the front-line 
in promoting the rights of children as they enter the world. Following the 
United Nations Convention on the Rights of the Child (UNCRC, 1989), one 
of the most important aspects of community support is helping the parent(s) 
to recognise the importance of registering the child as a legal entity in the 
local community and, indeed, the national population. A child’s identity 
(usually secured by a certifi cate of registration at birth) opens the opportu-
nity to health and education provision, at the same time as protecting the 
child against abduction and traffi cking.

Having established a child’s identity, the right to survival and develop-
ment is further enhanced by the child and family’s registration with primary 
health care services, usually through a general practitioner or family doctor. 
The child’s right to health care up to the age of 18 years is then usually 
secured, although in some countries this is means tested with free services 
only available to children of parents on low income.

Health and social services for parents are also associated with the rights 
of the child, as the UNCRC (1989) clearly states that the child has the right 
to grow up in his or her own biological family. In addition, services should 
be made available to families in order to ensure their capacity to meet the 
child’s social, emotional and developmental needs (Article 19, UNCRC, 1989). 
Only as a last resort when, despite services offered, parents fail to meet their 
child’s needs and the child is at risk of signifi cant harm, is it recommended 



2 THE ASSESSMENT OF INFANTS AND THEIR PARENTS 

that the child should be removed from the family and placed in alternative 
family care (on a temporary or permanent basis). Adoption is only recom-
mended when it is in the long-term best interests of the child.

In the UK, the Children Act (1989, 2004) closely follows the principles of 
the UNCRC (1989) and many of the above rights and services offered are 
taken for granted by the population because free health and social care is 
available. The government has highlighted the role of professional respon-
sibility and inter-agency communication when ‘Working to Safeguard Chil-
dren’ (Dept of Health, Home Offi ce, Dept for Education and Employment, 
1999). This concept has recently been emphasised and reinforced in the 
publication ‘Keeping Children Safe’ (Dept of Health et al., 2003), which 
represents the government’s response to the inquiry into the death of 
Victoria Climbié due to horrendous abuse and neglect (Laming, 2003). This 
inquiry had a major impact on the recent ‘Every Child Matters’ initiative 
(Dept for Education and Skills, 2004a).

It remains the Local Authority’s responsibility to safeguard and promote 
the welfare of children who are ‘in need’ and to support parents to care for 
their children within a family environment. Therefore, health professionals 
should work closely with the Local Authority and social services to provide 
a range of interventions related to family crisis and support, positive parent-
ing skills, prevention of child abuse and neglect, and promoting optimal 
development in children with physical and intellectual disabilities.

The current focus for child care and protection is early prediction and 
prevention, as well as timely interventions through preventative services. 
This can most appropriately be achieved by considering child care and 
protection in the wider context of child welfare. Each local community is 
planned to have child and family centres and closer involvement with 
schools to address the needs of children and their families. However, there 
is still an emphasis in the UK on social care and education being the key 
agencies for child care and protection. The public health approach has been 
neglected, with the role of health professionals limited to inter-agency col-
laboration on health and medical issues. This chapter advocates refocusing 
the debate, putting the health sector fi rst as the key agency in the early pre-
diction and prevention of child adversity. Indeed, health professionals are 
the front line in promoting children’s optimal health and development.

THE PUBLIC HEALTH APPROACH

The World Health Organisation (1998a, 1999) defi nes a public health approach 
as the viewing of child abuse and neglect within the broader context of child 
welfare, families and communities. From a Health Service perspective, this 
requires the integration of good practices within three areas of service provi-
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sion to families and children: safe pregnancy and childbirth, the manage-
ment of childhood health and illness, and targeting services for families 
who have a high number of risk factors associated with child abuse and 
neglect.

Safe Pregnancy and Childbirth

The following guidelines are adapted from the World Health Organisation 
(1998b) as ways of providing services to ensure safe pregnancy and 
childbirth:

• Pre-birth: prenatal screening of the foetus for abnormalities (using ultra-
sound) and the promotion of healthy life-styles in the mother in order to 
protect the foetus (e.g., reducing maternal substance misuse, managing 
physical and mental illness) should be undertaken.

• During birth: natural delivery and the use of appropriate technology 
should be promoted, as should encouraging signifi cant others (usually 
the father) to be present to support the mother and skin contact between 
mother and baby immediately following birth. The aim is to promote 
positive birth experiences for parents, which in turn encourage parental 
bonding to the infant.

• After birth: 24-hour access of signifi cant others to the mother and child 
in the maternity unit, appropriate neonatal care and advice on practical 
parenting skills (e.g., breast feeding, bathing, etc.) should be standard 
because promotion of sensitive parenting can occur through positive 
post-birth experiences.

Midwifery nurses are best placed to provide continuity of care to pregnant 
mothers. This involves the same midwife offering individualised support 
with pre-birth home visits, assistance in childbirth and infant care through-
out pregnancy until 10 days after birth. This is regarded as the ‘best practice’ 
model for promoting natural childbirth and parental bonding. In terms of 
child protection, such an approach increases the likelihood of positive 
parenting and thereby limits the possibility of infant abandonment, poor 
parenting, insecure attachment and child maltreatment.

Integrated Management of Childhood Health and Illness

The management of child health and illness by primary health care teams 
and community health nurses is aimed at the prevention of child disability, 
morbidity and mortality, as well as at limiting the stress to parents in caring 
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for a sick child. However, children coming to the attention of health services 
through home or clinic visits also offer the potential to screen for the possi-
bility of maltreatment.

All children having contact with the health service can be observed and 
checked in the normal way for physical injuries and illnesses. However, 
during the examination, the possibility of non-accidental injury and ill-
nesses occurring because of abuse and/or neglect should be kept in mind. 
In the absence of a standardised screening tool, history taking by doctors 
and nurses on the condition of the child should include the following com-
ponents to promote identifi cation of and protection from child abuse and 
neglect:

• history of family circumstances (e.g., presence of isolation, violence, 
addiction or mental illness)

• history of child’s condition (e.g., story doesn’t explain injury, delay in 
seeking help)

• child’s physical condition when undressed (e.g., presence of disability, 
lesions or genital discharge)

• child’s physical care (e.g., cleanliness, teeth, hair, nails, hygiene)
• child’s behaviour (e.g., frozen hyper-vigilance or aggressive 

hyperactivity)
• parent’s/caretaker’s behaviour and demeanour (e.g., low self-esteem, 

depressed, over anxious, insensitive, careless, punishing, defensive).

Child Care and Protection

It is suggested that child protection services should focus on preventative 
and protective strategies, offering interventions to families with a high 
number of risk factors associated with child abuse and neglect. If possible, 
the services should be targeted to these families before maltreatment begins. 
According to the Department of Health et al. (2000), health and social care 
services should assess families in the following holistic way:

• assessment of children’s development needs in general
• assessment of the capacity of the parent(s) to respond appropriately to 

their child’s needs
• assessment of the wider social and environmental factors that impact on 

the capacity to parent.

This is known as the ‘Lilac Book’ assessment format. Risk factors are identi-
fi ed from ‘undesirable’ characteristics associated with the child, the parents 
and the family environment.
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RECENT DEVELOPMENTS

Following the public health approach advocated by the World Health Organ-
isation (Health in the 21st Century, WHO, 2000), recent government guidelines 
(Dept of Health, 2004) have adopted a similar perspective in their 10-year 
plan for integrated services offered to children and their families. The 
national standards outlined are applied to the following topics:

 1. Promoting health and well-being, identifying needs and intervening 
early.

 2. Supporting parenting.
 3. Child, young person and family-centred services.
 4. Growing up into adulthood.
 5. Safeguarding and promoting the welfare of children and young 

people.
 6. Children and young people who are ill.
 7. Children and young people in hospital.
 8. Disabled children and young people and those with complex health 

needs.
 9. The mental health and psychological well-being of children and young 

people.
10. Medicines for children and young people.
11. Maternity services.

The implementation of the National Service Framework for Children is part 
of a broader commitment (‘Every Child Matters’) to promote a programme of 
‘Change for Children’, improving standards of care and support that will 
enhance optimal outcomes for children and their families (Dept for Educa-
tion and Skills & Dept of Health, 2004; Dept for Education and Skills, 2004b). 
This commitment promises to support all children to achieve the following 
outcomes:

• be healthy
• stay safe
• enjoy and achieve
• make a positive contribution
• achieve economic well-being.

The best way to promote these outcomes is to prevent problems from begin-
ning through effective intervention and support for children and their fami-
lies. This gives children the best possible chance to realise their optimal 
potential and ensure they make a positive contribution to society and achieve 
a happy life with economic well-being as they grow older. In addition, the 
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NSF for Children acknowledges that such children will grow up to be better 
equipped for parenting their own children. The Every Child Matters initiative 
(DfES, 2004c, d) further recognises the well-established premise that positive 
parenting and early intervention may contribute to reducing the number of 
children who engage in delinquency and crime as teenagers (Browne & 
Herbert, 1997; Patterson, DeBaryshe & Ramsey, 1989). The topic of child protec-
tion exemplifi es the way early interventions can promote the health and safety 
of children, and set them on the right developmental path.

ADVANTAGES OF EARLY INTERVENTION

The importance of early intervention can be considered from two, very dif-
ferent perspectives: the impact on children and the fi nancial cost to society.

In the UK, it is generally agreed that at least two children per week die as a 
result of child maltreatment, with a further two suffering permanent disability, 
with infants most at risk of fatal injury (Browne & Lynch, 1995; Reder & 
Duncan, 2002). However, younger children are particularly vulnerable to abuse 
and/or neglect. Indeed, in 2003 the highest rate of registration on the Child 
Protection Register in England and Wales was for physical abuse and neglect 
in young children under one year (51 per 10,000; Dept of Health, 2004b). There-
fore, it is essential that prediction and prevention occur from birth.

The fi nancial costs of child abuse and neglect include both costs for the 
short- and long-term treatment of victims and the less apparent impact on 
other areas of society. The World Health Organisation (1999) highlighted a 
number of areas for inclusion in calculations of cost. These were medical care 
for victims, mental health provision for victims, legal costs for public child-
care, criminal justice and prosecution costs, treatment of offenders, Social 
Work provision and specialist education. Overall, it has been estimated that 
the total economic cost in the United Kingdom is £ 735 million per annum 
(National Commission for the Prevention of Child Abuse, 1996), compared to 
$ 12,410 million per annum in the USA (WHO, 1999). These costs may have 
increased over the past ten years, since both estimates relate to 1996 fi gures.

The incredible cost of child protection once child abuse and neglect has 
occurred justifi es more expenditure on preventative measures and services 
to support children and their families.

PREVENTION OF CHILD ABUSE AND NEGLECT

Strategies for the prevention of child maltreatment fall into three categories: 
primary (aimed at the whole population), secondary (targeting groups) and 
tertiary (after maltreatment has occurred).
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Primary Prevention

Primary prevention is aimed at the whole population. Teachers, General 
Practitioners, practice nurses, health visitors and nursery workers are all 
important in providing appropriate advice and support. For example, com-
munity nurses (health visitors) have on-going contact with all children less 
than fi ve years old in terms of providing advice on practical parenting skills, 
health and parental well-being.

Primary prevention services offered to everyone within the population 
include home visits by health workers, education of parents and care-givers, 
school programmes on parenting and child development, day nursery places, 
telephone help-lines and drop-in community centres. The purpose of this 
support is to assist positive parenting skills and to encourage the develop-
ment of a secure attachment between parent and child. Secure attachments 
are highly signifi cant in the early prevention of child maltreatment, fi rst, 
because of the long-term positive impact on child development it engenders 
(e.g., positive self-image). Second, in situations where a high number of risk 
factors for child maltreatment are present, child abuse and neglect are more 
likely to occur in the absence of secure, positive attachments (Morton & 
Browne, 1998).

Many initiatives aimed at promoting positive parenting now exist (Sure 
Start in England; Triple P in Australia, Sanders & Cann, 2002). However, 
other strategies can be used regularly by primary health professionals, even 
in the absence of a full programme. Indeed, promoting positive parenting 
skills and sensitivity can be achieved in a straightforward manner, for 
example, just by raising awareness of verbal abuse and the implications of 
this on the development of a positive self-image in the child (see Table 1.1).

From a public health perspective, prevention begins with professional 
awareness of issues such as the mental health needs of the parent(s), nega-
tive aspects of peri-natal care and the importance of secure attachments. In 
turn, primary care professionals can utilise this information in their work 

Table 1.1 Primary prevention by promoting positive parenting

Harsh words hurt Kind words help

• SHUT UP • PLEASE
• STOP IT • WELL DONE
• GO AWAY • YOU’RE CLEVER
• YOU’RE STUPID • YOU’RE GOOD
• YOU’RE BAD • I LOVE YOU
• WISH YOU WERE NEVER BORN
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with parents and pass on appropriate knowledge to those parents. For 
example, providing information to parents on how to cope with post-natal 
depression; the dangers of shaking or roughly handling a newborn; and 
educating parents about the development of attachment processes.

The development of secure attachments, being complex, will be consid-
ered in more detail. The importance of imparting knowledge of this process 
to parents is to assist them in understanding the needs of their child and 
temperamental differences. For the purposes of parental understanding, this 
can be separated into three stages:

• Birth: parent to infant bonding is a result of the psychological availability 
of the parent and the genetic pre-dispositions of the child to respond to 
the parent. This may occur immediately after birth or take some time to 
develop within the fi rst six months (see Sluckin, Herbert & Sluckin, 
1983).

• 5–12 months: formulation of infant to parent bond (infant attachment) 
with maturity where the child shows a preference for the primary care-
giver, demonstrates some distress when left by the primary care-giver 
and is comforted by the presence of the primary care-giver. The infant 
uses the primary care-giver as a base for exploration and as a source of 
imitation (see Bowlby, 1969).

• 12–24 months: infant attachment quality (secure/insecure) is measurable 
and observable, and can be classifi ed into a) insecure and avoidant, b1) 
secure and independent, b2) secure and dependent, c) insecure and 
ambivalent, d) disorganised (see Morton & Browne, 1998).

It is important, however, for professionals to remain aware that, whilst pro-
viding simple explanations to parents might assist in development of attach-
ment, the assessment of attachment is not simplistic and requires appropriate 
training. A common misperception is to refer to a child as ‘attached’. Nearly 
all children are attached in some form, it is the quality of infant attachment 
which is of interest, i.e., secure or insecure. Maccoby (1980) describes how 
the quality of attachment in a child is dependent on the levels of acceptance, 
accessibility, consistency, sensitivity and co-operation of the primary care-
giver (usually the natural mother). Whilst at times this can appear to be 
‘common-sense’, it does not always follow that a maltreated child is inse-
curely attached to their primary care-giver, or that a child who clings to their 
mother is securely attached. However, it is more common for maltreated, 
abused and neglected children to be less securely attached and usually to 
show patterns of insecurity and stranger anxiety. Indeed, a meta-analysis of 
13 studies showed insecure attachment to the mother in 76 % of maltreated 
samples compared to 34 % of non-maltreated samples (Morton & Browne, 
1998). The long-term consequences of insecure attachments in early child-
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hood have now been clearly recognised and described. They may be sum-
marised as follows (Cassidy & Shaver, 1999; Simpson & Rholes, 1998; Solomon 
& George, 1999):

• The early carer-infant relationship is internalised by the child and may 
be the ‘prototype’ or ‘model’ to which all future relationships are assimi-
lated and are based upon.

• The child is likely to develop an image of him/herself as unworthy of 
love and affection and lacking control over his/her environment.

• Maltreated, abused and neglected children may have greater problems 
forming relationships with siblings, peers, intimate partners and their 
own children in future.

It is important to recognise that the transition to parenthood is a critical 
period in adult psychological development. Support should be provided to 
parents who are unable to cope, by primary care teams who may refer to 
telephone help lines, drop-in centres, community support groups and vol-
untary groups, as well as specialist health and social services. Hence, multi-
disciplinary training is required to enable primary care professionals to 
recognise and intervene with parental low self-esteem, anxiety, depression 
and alcohol/drug misuse. All these factors strongly infl uence the quality of 
parental care and infant attachment. This, in turn, increases the risk of child 
maltreatment and development in the child of poor internal models of rela-
tionships and feelings of low self-worth.

Secondary Prevention

Secondary prevention involves targeting resources to families identifi ed as 
being ‘high priority’ for additional services. The aim of the ‘risk approach’ 
of proactive surveillance is to identify children at risk and offer health 
services and referral to social services before maltreatment occurs. Such an 
approach has the potential to prevent victimisation from ever beginning. 
Again, primary care professionals and teachers provide the fi rst point of 
contact with the child and can be alert to signs of potential child maltreat-
ment. For example, doctors and/or community nurses make home visits to 
monitor child health. At the same time, they have the opportunity to screen 
for socio-demographic and psychological risk factors for child abuse and 
neglect.

When the number and severity of risk factors present pass a threshold, 
child protection services are offered automatically. However, it is important 
not to stigmatise families who have yet to harm their child(ren) and target-
ing these families should be based on the principle of priority for services. 
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Therefore, families should be considered as ‘high priority’ or ‘low priority’ 
for social service referral and/or health service input (e.g., substance misuse 
programmes or mental health care), rather than regarded as ‘high risk’ or 
‘low risk’ for child abuse and neglect.

Browne and Herbert (1997) describe additional assessments that go beyond 
a simple risk factor checklist to be more ‘sensitive’ to families with the poten-
tial for child abuse and neglect (hits) from those who have a high number 
of risk factors in combination with protection factors that reduce their 
chances of child maltreatment (false positives). This is based upon an evalu-
ation of the parent-child relationship. These included:

• caretaker’s knowledge and attitudes to parenting the child
• parental perceptions of the child’s behaviour and the child’s perception 

of the parent
• parental emotions and responses to stress
• style of parent-child interaction and behaviour
• quality of child to parent attachment
• quality of parenting.

Tertiary Prevention/Intervention Strategies

Tertiary prevention is the offering of services to children and families where 
abuse and/or neglect have already occurred. On 31 March 2004, 24 in 10,000 
children under 18 years were on child protection registers for actual or likely 
child abuse and/or neglect in England and Wales (Dept for Education and 
Skills, 2005). Of these, 41 % were registered for neglect, 19 % for physical 
abuse, 9 % for sexual abuse, 18 % for emotional abuse and 14 % for cases of 
mixed abuse and/or neglect. Overall, 68 % of the children on registers were 
10 years or younger, with a similar number of boys and girls registered. 
However, girls suffered more sexual abuse (11 %) compared to boys (8 %), 
while boys suffered more physical abuse (16 %) than girls (15 %). Following 
the child protection conference, 13 % of the children were taken into public 
care; of these, 79 % were placed with foster carers (mainly younger children), 
5 % were in children’s homes or a secure unit (mainly older children), 13 % 
were placed with parents and 3 % in other types of placements (Dept for 
Education and Skills, 2005).

Therefore, reactive surveillance and identifi cation of abused and neglected 
children leads to intervention both to stop the current maltreatment and to 
prevent recurrent victimisation. However, intervention at this late stage is 
not always successful. It has been shown that one in four children referred 
to police child protection units is re-referred within 27 months for a new 
incident of child maltreatment (either by the same perpetrator or a different 


