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1. Introduction 

 

1.1 This Local Child Safeguarding Practice Review (LCSPR), commissioned in April 2025 by the 

Waltham Forest Safeguarding Children Partnership (WF SCP) considers the mistreatment by 

school staff of 38 children1 attending a local provision for children with special educational needs.  

The review analyses Whitefield School’s historical use of restraint, seclusion and restrictive 

practices and seeks to understand how the neglectful, emotionally, and physically harmful 

practices were able to continue undetected over a significant period of time.  This review does 

not seek to reinvestigate the allegations of harm. Rather, it focuses on providing information to 

explain what has changed since this time and what else is needed to ensure the practice and 

system failings that took place are unlikely to occur again. 

 

1.2 In analysing the multi-academy trust school’s use of restrictive practices, the review primarily 

focuses on the use of designated rooms during a three-year period from 2014 to 2017.  During 

this time, 38 children and young adults experienced use of excessive and inappropriate physical 

restraint, prolonged periods of seclusion and other restrictive and harmful practices whilst being 

placed in and left alone in these rooms.  The review found no evidence of direct concerns raised 

by parents, staff, support workers or other professionals. And although captured through CCTV 

footage and documented in written school records, the inappropriate practices were not reported 

to the children’s families, or to any professional or agency outside of the school setting, during 

the three-year period. As identified during the 2017 Ofsted Inspection2, ‘a number of pupils are 

being placed repeatedly against their will in secure rooms for long periods of time’ and highlights 

the extent and seriousness of the restrictive practices being used within the school at that time. 

 
1.3 For the purposes of this LCSPR, the term “the school” is used throughout to refer to Whitefield 

School, and “the rooms” refers to the calming/sensory rooms when they were used as a form of 

seclusion. A glossary of professional terms and acronyms is provided in Appendix A. 

 
1.4 Calming Rooms and Seclusion: Within specialist educational settings, calming or sensory 

rooms can form a valuable part of a child’s therapeutic and emotional regulation support, 

providing a safe space that a child can access voluntarily to reduce distress and self-regulate. 

Such approaches should form part of an agreed therapeutic intervention, developed with relevant 

professionals, and understood and agreed by parents or carers, with clear safeguarding oversight 

regarding their purpose and use.  This differs significantly from seclusion, which involves isolating 

a child or restricting their freedom to leave for behaviour management purposes.  

 
1.5 The review will show that the rooms were used by the school as a form of seclusion, with children 

isolated for behaviour management purposes rather than supported through a therapeutic 

intervention. This represented a significant safeguarding failure, raising serious concerns 

regarding the restriction of children’s liberty, emotional wellbeing, and the ability of the staff, 

leadership and governance of the school to recognise and respond appropriately to harmful 

practice.   

 

 
1 The difference between the number of children reported in the press (39) and those included in this review (38) reflects an adjustment made during the criminal investigation. Allegations relating to one 
child were later discounted after further enquiries did not substantiate their experiences.    
2 Ofsted Inspection of Whitefield School, 10-11 January 2017 

https://files.ofsted.gov.uk/v1/file/2670041
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1.6 Restrictive Practices Overview: During the period 2014 - 2017, national guidance regarding 

the use of restrictive practices, including physical intervention and seclusion, was clear that such 

measures should only be used as a last resort, for the shortest time possible, and only where 

necessary to prevent harm. National Institute for Health and Care Excellence (NICE) guidance3, 

including NICE Guideline NG11 (2015), emphasised the importance of proactive behaviour 

support, de-escalation, least restrictive practice, and the need to understand behaviour as 

communication. Similarly, Department of Health guidance4 on reducing the need for restrictive 

interventions (2014) highlighted that restrictive practices should never be used as punishment, 

for staff convenience, or in ways that unnecessarily restrict liberty or dignity. 

 

The 38 Children 

 

1.7 A note about language:  The term “the children” is used when referring to the 38 individuals’ 

experiences in the school, including a few young adults under the age of 21.  This term is used 

for clarity and to protect anonymity; it is not intended to diminish each child’s/young adult’s 

individuality, and recognises their unique personalities, experiences, needs, alongside racial and 

cultural identities. 

 

1.8 Approximately 350 children attended the school during the period under review, and they each 

had special educational needs in one or more of the following areas: autism spectrum conditions 

(ASC), speech, language and communication needs, severe learning difficulties, profound and 

multiple learning needs, multi-sensory impairment or hearing impairment.  Those children with 

more than one area of need were described as having “complex needs”.  The overwhelming 

majority of children who entered the school had already been assessed as having special 

educational needs (SEN) and had been issued with a Statement of SEN (pre-2015), or an 

Education, Health, and Care Plan (EHCP from 2015), which set out the individual child’s needs 

and the provisions required to meet those needs and help them make progress.   

 
1.9 Approximately 50 professionals, including teachers supported the children. Some were employed 

directly by the trust, including teaching assistants and support staff, while others were multi-

agency professionals employed by the local authority, such as educational psychologists, social 

workers supporting children receiving short breaks or subject to statutory plans, and independent 

reviewing officers. Additional professionals worked across health-commissioned services, such 

as speech and language therapy and specialist school nursing, commissioned through the then 

Clinical Commissioning Group (CCG, now Integrated Care Board). The school provided “Team 

Teach” training in physical intervention to all teaching and direct support staff as part of its 

approach to behaviour management and restrictive practices. During this period, the school was 

designated as a “Teaching School” and was widely regarded positively by agencies and many 

families, contributing to a perception of confidence in the school’s practice and leadership.  As 

explained by one parent, “we were pleased when our child got a place allocated at the school as 

we trusted the school; it was well respected and seen as the leading specialist of special 

educational needs for children in the local area”. 

 

1.10 The children affected were a diverse group with complex and additional needs. The majority had 

diagnoses of ASC, often alongside other needs such as attention deficit hyperactivity disorder 

 
3 NICE Guidance and NICE Guideline (2015 - NG11) - Challenging behaviour and learning disabilities: prevention and interventions for people with learning disabilities whose behaviour challenges  
4 Department of Health (2014) Guidance Positive and Proactive Care: reducing the need for restrictive interventions replaced 2002 non-statutory guidance 

https://www.nice.org.uk/guidance
https://www.nice.org.uk/guidance/ng11
https://assets.publishing.service.gov.uk/media/5a7ee560e5274a2e8ab48e2a/JRA_DoH_Guidance_on_RP_web_accessible.pdf
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(ADHD), global developmental delay, severe learning difficulties, and epilepsy. Their 

communication profiles varied significantly: nearly half were non-speaking, while others used 

limited verbal communication and/or a combination of methods tailored to their individual needs, 

including gestures, sign language, symbols, and visual supports. 

 
1.11 Given these additional needs, the children involved experienced significant difficulties in 

communication, emotional regulation, and sensory processing. A number of pupils were highly 

sensitive to environmental stimuli, including noise, unpredictability, and changes in routine, and 

required consistently responsive, skilled, and relational approaches in order to feel safe and 

supported. Where this was not provided, the children’s ability to engage positively and make 

progress is likely to have been adversely affected.  Records show the children at times 

communicated their distress, anxiety, sensory overwhelm, or unmet need through behaviours 

that presented as physical outbursts or dysregulated responses to others, objects, and 

themselves. 

 
1.12 The children lived in a range of home environments. While many lived within their families, others 

were supported in residential care settings. Their differing circumstances reflected a wide 

spectrum of needs, family circumstances and support arrangements. During the period under 

review (2014 - 2017), most were not subject to statutory children’s social care involvement, 

although a small number received additional support through short-break provision or were 

supported under statutory frameworks such as Child in Need plans, Section 20 accommodation, 

or care orders. 

 
1.13 Intersectionality has been considered in understanding the children's experiences. The children 

and young people were predominantly boys aged between 7 and 20 years, with most in early 

adolescence. A notable proportion were from Black backgrounds. While this appears 

disproportionate within the local community context, it broadly reflected the school's population 

at the time, which had a similar ethnic profile, a younger population, and higher-than-average 

levels of deprivation and need. 

 
1.14 The interaction of these characteristics is important when considering children's lived 

experiences and safeguarding responses. The Child Safeguarding Practice Review Panel's5 “It's 

Silent: Race, Racism and Safeguarding Children”6 (2024) highlights that race and racism are 

often overlooked in safeguarding practice, with professionals failing to recognise or explicitly 

address the impact of racial bias, discrimination, and structural inequalities. The report 

emphasises that safeguarding assessments should actively consider how race intersects with 

 
5 About the Child Safeguarding Practice Review Panel 
6 The Child Safeguarding Practice Review Panel report: “It’s Silent”: Race, racism and safeguarding children  

5%
5%

63%

18%

8%

Social Care Status (Between 2014-2017)

Child In Need

Full Care Order

Not Open to Social Care

Overnight Short Breaks

Section 20

https://childsafeguarding.independent-panel.uk/about/what-we-do/
https://assets.publishing.service.gov.uk/media/67cb0a9d5993d41513a45c5b/Race_Racism_Safeguarding_March_2025.pdf
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other aspects of a child's identity rather than treating ethnicity as a descriptive characteristic 

alone. 

 
1.15 Similarly, the Child Safeguarding Practice Review Panel's “Safeguarding Children with 

Disabilities in Residential Settings”7 (2024) identifies that disabled children are at increased risk 

of harm and that restrictive practices can become normalised when behaviour is viewed primarily 

through the lens of disability rather than as communication of unmet need or distress. The report 

also highlights those children with disabilities, particularly those with communication differences, 

may have fewer opportunities to disclose harm and are at greater risk of their voices being 

overlooked. 

 
1.16 For the children within this cohort who experienced multiple intersecting characteristics, including 

disability or special educational needs, race, gender, age, and socio-economic disadvantage, 

these factors may have compounded their vulnerability. There is a risk that behaviour may have 

been interpreted through stereotyped assumptions, increasing the likelihood of restrictive 

practices being used without sufficient consideration of trauma-informed, culturally competent, 

and rights-based alternatives. The national reviews reinforce the need for practitioners, agencies, 

and systems to recognise how intersecting characteristics influence both children's experiences 

and professional decision-making. 

 
1.17 The findings of this review indicate that children's experiences cannot be understood through any 

single characteristic in isolation. Age, disability, ethnicity, gender, and socio-economic context 

interacted to shape both the children's lived experiences and the responses they received. 

Structural inequalities, including poverty, unequal access to services and population mobility, 

may have further increased vulnerability for some children. This underlines the importance of 

safeguarding systems recognising intersecting vulnerabilities, remaining alert to unconscious 

bias, and ensuring that decisions about restrictive practices are individualised, equitable, 

proportionate and centred on the child and family’s voice and lived experiences. 

 

1.18 As previously stated, it is important to recognise that the children were not defined solely by their 

diagnoses or additional needs. They were individual children with unique personalities, strengths, 

preferences, and interests. The children demonstrated curiosity, resilience, and enjoyment in a 

variety of activities and areas of learning. Some showed enthusiasm for subjects such as science, 

while others developed strong interests in areas including policing or engaged positively in leisure 

activities such as gaming. Children formed important relationships with familiar adults and peers 

and valued the structure and predictability of school routines, with some expressing enthusiasm 

about attending school and participating in school life. 

 
1.19 This review emphasises that the children who experienced harm were, first and foremost, 

children and young people with a right to protection, safety, and dignity. They are sons and 

daughters, siblings, family members, and friends, and the impact of these events has been 

significant for them and their families and the wider local community in Waltham Forest. 

Understanding the children’s lived experiences within the school during this period has been 

central to the learning and reflections identified through this review, with the aim of ensuring that 

safeguarding responses are compassionate, effective, and consistently rooted in respect for 

children’s individual rights, wellbeing, and protection from harm. 

 
7 The Child Safeguarding Practice Review Panel report: Safeguarding children with disabilities in residential settings 

https://www.gov.uk/government/publications/safeguarding-children-with-disabilities-in-residential-settings
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Review Questions 
 

1.20 This is a retrospective review.  Learning from historical safeguarding incidents can in itself be 

challenging because the staff involved may no longer be in post, and both practice and 

organisational systems are likely to have changed significantly since the harms occurred. In 

addition, UK legislation, statutory guidance, and policy relating to safeguarding, child protection, 

and education have also evolved over this period.  In this situation, the incidents took place over 

a significant period between 2014 and 2017, meaning that the majority of them occurred over 10 

years ago. The time taken to reach this stage reflects the complexity of the issues involved and 

the need to ensure that all relevant processes were completed, and information carefully 

considered before formal multi-agency learning could take place. There is a strong shared sense 

of regret across agencies that the extended timescales involved in identifying learning through 

the LCSPR process have placed additional stress on the families involved. 

 

1.21 The LCSPR is commissioned in line with terms of reference agreed by the partnership and 

endorsed by the Child Safeguarding Practice Review Panel. It seeks to address two central 

questions:  

 
o How and why these events occurred? 

 
o How can the WF SCP be assured that improvements in multi-agency practice and 

systemic changes since 2017 have significantly reduced the likelihood of recurrence? 

 
  

1.22 The review examines the contextual situation within the school, alongside the role, coordination, 

and effectiveness of the wider safeguarding system at the time, to understand how harmful 

practices were able to persist largely undetected over an extended period.  

 
1.23 Drawing on this analysis, the LCSPR identifies key learning and sets out recommendations 

aimed at strengthening safeguarding arrangements, enhancing multi-agency professional 

curiosity and oversight, and ensuring that, where restrictive practices are used as a last resort 

and in accordance with appropriate guidance, vulnerable children with additional needs are better 

protected from harms in the future. 

 

1.24 To answer the two questions, the review is underpinned by the following key lines of enquiry:  

• The extent to which practice was child-centred, including professionals’ understanding of 

neurodevelopmental needs and the influence of intersectional factors. 

• The use, frequency, and context of restrictive practices, including workforce training, 

supervision, and resourcing. 

• The quality of recording, reporting, and oversight of incidents, including parental 

involvement and leadership scrutiny.  

• The effectiveness of safeguarding responses and escalation, including multi-agency 

information sharing and challenge. 

• The role of leadership, culture, and governance in shaping practice.  
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Methodology 
 

1.25 The LCSPR was undertaken in two distinct phases. The first stage, led by an independent 

specialist safeguarding organisation, involved extensive engagement with families, the gathering 

of information from key stakeholders, and the facilitation of multi-agency learning events. This 

phase established a comprehensive evidence-base and provided critical insight, creating a 

strong foundation for a more focused examination of systems and practice within special 

educational settings. 

 

1.26 Building on this groundwork, the second phase of the review comprised a detailed analysis of all 

material gathered. This included a systematic review of the evidence to identify key themes, 

patterns, and learning.  The families and multi-agency teams have participated in this second 

phase. To further strengthen the robustness and independence of the process, the Independent 

Reviewer was supported by external scrutiny and specialist advice from a consultant with 

significant expertise in special educational settings. 

 
1.27 Legal considerations: A three-year criminal investigation by the Metropolitan Police followed the 

discovery of CCTV footage in 2021.  Although evidence indicated that common assault and 

battery had occurred, the review understands prosecution was not possible because the six-

month statutory time limit had expired before the matter was reported to police. The police sought 

charges of child cruelty against school staff, school leaders, and the local authority; however, in 

July 2024, the Crown Prosecution Service concluded that the evidential threshold had not been 

met, as there was insufficient evidence that actions or omissions were "wilfully" cruel, a required 

element of the offence. At the time of this review, no criminal charges have been brought against 

any staff member employed at the school during the relevant period.  

 
1.28 A group of the affected pupils of the school are involved in civil legal action arising from the 

misuse of restrictive practices, including the use of the rooms, between 2014 and 2017. Due to 

the majority of the children having significant cognitive and/or communication difficulties, and as 

a result lacking capacity to bring legal proceedings, they are represented by family members 

acting as Litigation Friends. 

 
 

2. Key Learning 
 

2.1 The central themes of this review show the contrast between the children’s experiences during 

2014-2017 when put in the rooms and the limited awareness among families and partner 

agencies of the traumatic practices. It shines a light on the children’s perspective of distress, 

unmet need, and exposure to the harmful restrictive practices by staff that were not consistently 

recognised, understood, or acted upon by leaders responsible for their care at the school. It 

highlights systemic weaknesses in school leadership and governance and in visibility and 

communication in the school. This meant that information about the use and impact of restrictive 

practices was not routinely shared beyond the school with agencies, as was expected 

safeguarding practice, resulting in a fragmented multi-agency safeguarding picture being known. 

In the absence of effective information sharing and multi-agency oversight, opportunities to 

identify the harms, challenge practice, and protect the children were not raised until an Ofsted 

Inspection in early 2017.  
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2.2 The core learning from this LCSPR recognises that effective multi-agency safeguarding relies on 

ensuring children’s experiences are fully known, shared, and acted upon across all agencies as 

in line with “Working Together to Safeguard Children”8. 

 
2.3 The WF SCP acknowledges the deep regret shown by professionals across the services involved 

regarding the failures in practice and safeguarding systems that led to the harm of 38 children. It 

is without any doubt that the standards of care and protection from the school fell short of what 

was expected during the period under review.   The WF SCP extends sincere thanks to the 

children and their families for sharing their experiences and perspectives at a very difficult time.  

Their reflections have been vital in informing this review.  

 
2.4 The WF SCP appreciates the openness and honesty of multi-agency partner agencies and 

stakeholders involved in this process, including the school’s current management team, in 

reflecting on the historical events. There is a shared commitment across all partners to learn and 

to take the necessary steps to ensure that practice and systems continue to be strengthened, 

reducing the likelihood of organisational harms to children being repeated. 

 

What happened and why? 

 

2.5 This section provides a summary overview of what happened and why from the information 

available. A chronology can be found in Appendix B. Evidence and analysis are taken from the 

CCTV footage seen, the multi-agency information held by WF SCP, and the parental 

perspectives shared.  It considers the likely practice and system factors in place at that time that 

enabled the harms to continue for a prolonged period.  It considers whether the children were 

adequately safeguarded in relation to the use of reasonable force and restrictive practices and 

whether the behavioural interventions, namely the use of seclusions, were lawful, proportionate, 

necessary, and used only as a last resort in the school. It also considers the extent to which 

safeguarding concerns were recognised and appropriately escalated, the effectiveness of multi-

agency communication and decision-making, and the organisational and systemic factors that 

influenced practice at the time.  

 

2.6 In 2015, one parent recalled raising concerns with the school regarding the use of restrictive 

practices, including the use of the rooms. Based on the information available to the review, these 

concerns were not escalated within and beyond the school or progressed through formal 

safeguarding or complaints processes.   

 
2.7 Between 2016 and 2017, a number of concerns were raised regarding the use of seclusion and 

restrictive practices at the school, presenting several opportunities for greater external scrutiny 

and challenge. In July 2016, an independent review of local settings by the British Institute for 

Learning Disabilities’ (BILD) Centre for the Advancement of Positive Behaviour Support, 

commissioned by the local authority, identified concerns about the repeated use of calming 

rooms in the school, particularly for a small number of pupils, and recommended a review of 

behaviour support arrangements. Following threatened legal challenge from the academy to the 

local authority9, the report was withdrawn and the findings regarding the use of the rooms was 

 
8 Most recent iteration of statutory safeguarding guidance Working Together to Safeguarding Children 2026  
9 This threatened legal action was identified during the police investigation via email exchanges between the school and local authority and through supporting material and interviews with BILD    

https://assets.publishing.service.gov.uk/media/69fb1c28d0e316a40f269a5b/Working_together_to_safeguard_children_2026_a_guide_to_multi_agency_working.pdf
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lost, significantly reducing opportunities for wider safeguarding oversight and consideration until 

the Ofsted inspection six months later.  

 

2.8 The January 2017 Ofsted inspection10 provided further evidence of concerns regarding the use 

of locked and padded rooms, prolonged periods of isolation, and a lack of evidence that these 

practices were lawful, proportionate, effective, or in the best interests of children. The Report 

stated: “Safeguarding is not effective because leaders and governors are unable to demonstrate 

that the use of secure rooms is appropriate, effective, or proportionate to the needs of the pupils 

being placed in them. A small number of pupils are repeatedly placed in a secure room with a 

locked door when staff are unable to manage their behaviour by other means”.  

 
2.9 Ofsted immediately shared its concerns with the local authority via the school improvement 

service. Within five working days, the local authority undertook a review visit (18 January 2017) 

to better understand the issues and assess safeguarding arrangements. The review team 

included senior leaders from education and children’s social care, reflecting a prompt response 

and a willingness by the local authority to engage with the issues and support improvement. 

However, that review relied largely on information provided by the school, including an indication 

that CCTV was used as a real-time observation tool rather than retained as a formal record. As 

a result, the review team did not examine CCTV footage, which was later found to be significant. 

By the time of the visit, the school had ceased using the calming rooms, reducing the visibility of 

the practices that had prompted concern and contributing to a perception that immediate 

safeguarding risks had been addressed. As a result, no Section 47 child protection enquiry or 

police referral was initiated. The information available at the time appears to have been viewed 

primarily through a regulatory and school improvement lens, rather than as a potential child 

protection matter which meant that any impact or harm to the children was missed.  

 

2.10 In June 2017, Ofsted were notified of an unrelated allegation concerning the physical abuse of a 

pupil by a member of staff, following concerns initially raised by a member of the public and 

subsequent CCTV review by the school’s headteacher. The Designated Safeguarding Lead 

(DSL) appropriately referred the matter to the LADO, and police and safeguarding investigations 

subsequently commenced11. Ofsted undertook a complaints investigation under Section 11A of 

the Education Act 2005, and the LADO concluded that the school had taken appropriate action 

in response to the allegation.  Later in 2017, the Regional Schools Commissioner advised Ofsted 

that the identified issues had been addressed and requested a monitoring inspection. By 

December 2017, the category of “serious weaknesses” had been removed, and the “secure 

rooms” were no longer in use. The school was subsequently rated outstanding12 at the end of 

2017. No further safeguarding concerns relating to the use of restrictive practices were identified 

within the records shared until 2021.    

 
2.11 In May 2021, leaders from the multi-academy trust discovered over 500 hours of historical CCTV 

footage (dating from 2014 - 2017) showing the significant mistreatment of the children when 

being placed or when in the room. The Local Authority Designated Officer (LADO) was notified 

who immediately informed Police, triggering a multi-agency safeguarding response and a 

criminal investigation into institutional abuse.  

 

 
10 Ofsted Inspection of Whitefield School, 10-11 January 2017 
11 At that point, the extent and nature of the calming room overuse and abuse had not been fully understood by Waltham Forest professionals, and the police had not been made aware of the earlier 
concerns identified by Ofsted in January 2017. 
12 Osted Inspection of Whitefield School 6-7 December 2017 

https://files.ofsted.gov.uk/v1/file/2670041
https://files.ofsted.gov.uk/v1/file/2747797
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2.12 While the CPS ultimately decided not to bring charges, extensive safeguarding actions were 

taken, including family support and staff investigations. A senior leaders’ group was established 

to provide coordinated multi-agency oversight, scrutiny, and challenge, and to determine the 

support required in response to the harm experienced. This included ensuring that each child 

had a multi-agency professional network in place, best positioned to assess needs and identify 

any additional support required. Waltham Forest CCG also commissioned the Anna Freud Centre 

to deliver targeted listening, consultation, and therapeutic support to affected children and their 

families. 

 

Behaviour Management and Safeguarding, including the use of seclusion 

 

2.13 At the time of the incidents, Department for Education (DfE) non-statutory guidance13 did not 

require schools to have a specific policy governing the use of force, although it identified having 

such a policy as good practice.  Furthermore, the 2013 DfE guidance did not require schools to 

inform parents when force or restrictive practices had been used, instead advising that this should 

be considered by schools in relation to serious incidents.  The school did have a written policy 

addressing the use of force within its wider Behaviour Policy, which also stated that parents 

should be informed when force had been used. However, the review has found that 

communication to parents lacked transparent descriptions of the physical environment and the 

punitive nature of the isolation, thereby distorting parent/carer perceptions. 

 

2.14 Overall, despite written school policies and procedures being in place, the review identifies 

significant shortcomings in the school’s approach at that time to behaviour management, 

behaviour support, and safeguarding. The written evidence demonstrates a substantial 

disconnect between the standards and safeguards described within policy and the day-to-day 

practice experienced by children as seen in the CCTV footage. In summary, the review finds that 

the children experienced significant harm through inappropriate physical interventions, 

emotionally harmful practices, and a persistent neglect of their individual needs, wellbeing, and 

rights.   

 
2.15 The school Behaviour Policy described the rooms as safe spaces to be used only in exceptional 

circumstances as part of a wider behaviour support approach. It said “seclusion is resorted to in 

extreme cases, as an emergency procedure that is when there is a significant risk that the person 

presenting the challenging behaviour poses a physical threat to other people and no other form 

of management has proved effective in minimising the risk. Seclusion cannot be used when the 

threat is only of a destructive nature that is, directed at objects”.  

 
2.16 Referring to BILD guidance, the policy recognised seclusion as a restrictive physical intervention 

which should only be used rarely, where there was a significant risk of physical harm to others, 

and no other strategy had proved effective. The policy was clear that seclusion should never be 

used for staff convenience or solely in response to damage to property. 

 
2.17 The policy further stated that the use of seclusion should only occur where it was identified within 

an agreed behaviour support plan signed by parents, was in the child’s best interests, 

represented the least restrictive option available, and was used for the shortest possible period 

 
13 DfE non-statutory guidance - Use of reasonable force 2013 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/444051/Use_of_reasonable_force_advice_Reviewed_July_2015.pdf
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to restore safety. It also specified that seclusion should not be used where there was any risk of 

self-harm. Additional safeguards included continuous observation by two staff members, detailed 

written recording, senior leadership oversight, parental notification on the same day, behaviour 

lead review within 24 hours, and the use of CCTV to support accountability and safeguarding 

oversight. 

 
2.18 However, the review found a significant disconnect between the policy framework and the 

practice evidenced through CCTV footage, written records, and family accounts. The footage 

demonstrated that the rooms were used more routinely than exceptionally and appeared to 

function as a behaviour management tool rather than a last resort safeguarding intervention. 

Children were frequently left alone for extended periods, observed via CCTV, without meaningful 

interaction, emotional support, access to food, or opportunities to use the toilet. In several 

incidents, children displayed clear signs of acute distress, including self-harm, vomiting, adopting 

the foetal position, smearing bodily fluids, or heightened dysregulation, despite the policy 

explicitly stating seclusion should not be used where there was risk of self-harm. 

 

2.19 The review found limited evidence that the safeguards described within the policy were 

consistently implemented in practice. CCTV footage demonstrated that staff were routinely 

positioned outside the rooms and observed children via CCTV monitors. However, the review 

found insufficient evidence that this monitoring was used to make dynamic assessments of 

children's welfare, inform decisions about ending the restriction, or prompt timely intervention 

when children exhibited signs of significant distress, including self-harming behaviour or vomiting. 

Similarly, there was limited evidence of robust incident review, effective leadership oversight, or 

meaningful analysis of patterns and frequency of use. Opportunities to identify increasing reliance 

on the room for individual children, reassess behaviour support plans, or consider less restrictive 

alternatives were not consistently evident. Whilst the policy described a highly regulated and 

closely monitored safeguarding framework, the practice observed suggests that these 

safeguards were not effective in protecting children. The existence of CCTV and written recording 

systems did not, in themselves, provide protection; rather, the review identified a culture in which 

restrictive practices became normalised without sufficient professional curiosity, critical reflection, 

challenge, or safeguarding escalation. 

 
2.20 The room design has been described by the children’s parents and professionals as being similar 

to a “prison cell” due to its sparse, padded, appearance, locked door, lack of stimulation and 

warmth, no windows or light and due to it being used for prolonged periods of isolation. The 

CCTV footage seen confirms this perspective, with a clear lack of dignity and an environment 

that is punitive rather than therapeutic or supportive.  As one parent summarises “it was similar 

to a hostage and torture situation”. 

 
2.21 From the CCTV seen, the review unequivocally finds the use of these rooms for the children 

during this time period was excessive and unreasonable.  The way in which the children entered 

the rooms, and remained there for prolonged or repeated periods, were likely physically and 

psychologically harmful to them. The CCTV footage shows distressing scenes, which include 

children being inappropriately dragged by their arms, pulled, slammed into doors, and pushed by 

staff into the room.   This contradicts all safeguarding duties and frameworks and was not aligned 

to the school’s behaviour policy which stated: “Only the minimum force necessary to prevent 

injury or damage should be applied when danger is immediate.  It must be shown that any 
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restrictive physical intervention was reasonable, necessary, and proportionate to the 

circumstances of the incident and that every possible step was taken to de-escalate the 

situation.”  

 
2.22 Children were left in the room for excessive periods of time. Written records indicate that some 

children were placed there immediately upon arrival at school at 9am, while others were left for 

periods exceeding three hours without staff interaction, access to food, or toilet breaks. One 

parent also described how their child was placed in the room at the start of the school day with 

their coat and bag, indicating an expectation that they would remain there for the duration of the 

day.  The impact of being in the room can be heard through the voice of one child who says “they 

were not listening to me; they were ignoring me.  I was angry and upset and feeling stressed 

when in the room”. 

 
2.23 The review found that the room was increasingly used for some children without sufficient 

scrutiny of individual patterns of use or reflective discussion to consider alternative behaviour or 

support strategies. This lack of oversight meant that emerging patterns of frequent or prolonged 

use were not identified or addressed. For example, there is evidence that one child’s use of the 

room escalated from a single day to being placed there for up to five days per week.  In piecing 

together, the evidence, it would appear that the room was likely used by staff as a behavioural 

sanction or form of punishment rather than a supportive, therapeutic space. This is further 

evidenced by accounts from children, including one child who stated they were placed in the 

room “as I was not being sensible,” indicating that its use was perceived as a consequence for 

behaviour rather than a planned intervention to meet need or support regulation. 

 
2.24 Some children displayed behaviours indicative of significant distress and emotional dysregulation 

when placed in the room. Despite a school policy at the time which clearly stated that the room 

should not be used where there was any risk of self-harm, the footage demonstrates that this did 

occur and that children were at times left to harm themselves for extended periods. There is no 

evidence seen of effective intervention by staff to prevent further harm or to respond to the 

underlying causes of children’s distress. As a result of these practices, it is highly likely that 

children experienced fear and a lack of safety, which is directly contrary to the intended purpose 

of a room for supporting children with additional needs to regulate and de-escalate in a safe and 

supportive environment.  It was also not in line with safeguarding legislation, guidance, or the 

expected practice at the time.  

 

Child Centred Practice 
 

2.25 The CCTV footage indicates that staff practice was not consistently child-centred and that there 

was a limited understanding of the children’s neurodevelopmental needs and intersecting 

vulnerabilities. As a result, behaviours of concern were not always recognised or responded to 

as communication, contrary to the principles set out in “Reducing the Need for Restraint and 

Restrictive Intervention”14.  The evidence shows that, through the use of seclusion, children were 

placed in environments that did not adequately recognise or respond to their communication 

needs, sensory sensitivities, or emotional distress. In such settings, distress is likely to escalate, 

with children responding in ways that may place themselves or others at risk of harm.  For this 

group of children, such behaviours were often indicative of unmet need, including pain, sensory 

 
14 HM Government guidance 2019 - Reducing the Need for Restraint and Restrictive Intervention  

https://assets.publishing.service.gov.uk/media/5d1387e240f0b6350e1ab567/reducing-the-need-for-restraint-and-restrictive-intervention.pdf
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overload, anxiety, fear, or difficulty communicating distress and regulating emotions. For some 

children, particularly those who were non-speaking and/or had significant communication 

difficulties, behaviour was their primary means of expressing discomfort, confusion, fear, or 

unmet need. 

 

2.26 The review found no evidence of the consistent application of alternative, proactive behaviour 

support strategies for the children. This indicates a reliance on reactive approaches, rather than 

preventative, individualised interventions designed to regulate and reduce escalation.  The 

review highlights that where these communications were not appropriately understood or 

responded to, there was a heightened risk of escalation and of restrictive practices being used, 

rather than more proactive, therapeutic support being put in place.  Some parents have shared 

how they believe the use of prolonged periods of seclusion has significantly changed their 

children’s physical behaviours.  Parents describe how, although it is hard to quantify and 

evidence due to their children’s non-speaking communication styles, they believe their children 

have been “damaged” by the experiences.  Many anecdotal stories describe an increase in their 

children’s physical outbursts to others following their time in the room. 

 

Recording and Reporting 

 

2.27 The school Behaviour Policy stated that children and young people who had behaviours that 

challenged, or who required support to manage behaviour safely, should have an individualised 

behaviour support plan informed by behavioural analysis tools, including ‘Setting, Triggers, 

Action, and Response’ (STAR) or ‘Antecedent, Behaviour, and Consequence’ (ABC) recording, 

risk assessments, and records of restraint or physical intervention. The policy also set out clear 

requirements for all restrictive practices to be formally recorded on the day of occurrence, 

reported to senior leaders and parents, and subject to governance oversight through central 

registers and termly review by governors. The school’s behaviour policy referred to the use of 

‘calming rooms’; however, this description did not reflect the reality of the secure, padded, and 

bare space in use. The terminology used within policy documentation was inconsistent with the 

physical environment and lived experience of the room. The room lacked natural light, and 

children would have been unable to see outside or hear clearly while inside, which would have 

added to the feeling of being “in a prison cell”. The CCTV footage indicates the room was poorly 

ventilated and had a door that could not be opened from the inside. 

 

2.28 The review identifies significant weaknesses in the recording, reporting, and oversight of 

restrictive practices in operation. This can be summarised by the Ofsted Report15 which also 

found "individual behaviour plans, EHC plans and pupils’ files do not include enough information 

about the use of these rooms. This has prevented parents and other professionals, including 

social workers, supporting children looked after by the local authority, from discussing the 

appropriateness of the actions taken by the school”.  

 
2.29 The school records provided for this review were of poor quality and insufficiently detailed or 

complete, limiting the capacity of leaders and governors to maintain effective safeguarding 

oversight and identify patterns, escalation, disproportionality, or emerging risks. The review found 

insufficient evidence that recording systems were being used as intended to inform reflective 

practice, reassess behaviour support plans, reduce restrictive practices, or support 

 
15 Ofsted Inspection of Whitefield School, 10-11 January 2017 

https://files.ofsted.gov.uk/v1/file/2670041
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organisational learning.   For example, terms such as “time in isolation” and “time out” were 

referenced within individual children’s behaviour support plans, alongside generic instructions 

regarding the recording of incidents. However, there was limited evidence of meaningful 

oversight, analysis, or review of the effectiveness and impact of these practices/interventions in 

relation to the individual child’s needs, vulnerabilities, and/or what else might be tried in future. 

 
2.30 Whilst government guidance at the time did not stipulate, school policy required timely parental 

notification and leadership review following incidents involving restraint or rooms. School leaders 

including governors failed in their responsibility to ensure that effective safeguarding 

arrangements and processes were established, implemented, and consistently followed by staff. 

It is difficult to explain how these failings were able to persist over such an extended period.  As 

a result, opportunities to challenge practice, assess whether interventions were necessary and 

proportionate, and ensure that restrictive practices remained lawful, child-centred, and used only 

as a last resort were significantly weakened. 

 

Workforce Training  

 

2.31 Government guidance16 at that time was clear that all staff should receive appropriate 

safeguarding and child protection training and that all teachers should manage behaviour 

effectively to ensure a good and safe education environment. The school’s safeguarding and 

child protection policies reflected the statutory guidance in place at the time. Staff and governors 

received regular safeguarding training, including processes for recognising, reporting, and 

following up concerns. However, the practice identified through this review was fundamentally at 

odds with the expectations set out within these policies and training arrangements. Children 

experienced harm despite the existence of clear procedures and guidance. This raises serious 

concerns as to whether the training provided was sufficiently robust and effective to ensure 

safeguarding responsibilities were properly understood and implemented in practice, or whether 

some staff chose not to follow established procedures and guidance, and whether school leaders 

understood and enacted their duties. 

 

2.32 The Trust’s Behaviour Policy at the time set out a comprehensive framework for workforce 

training, behaviour support, and the lawful use of restrictive practices. The policy stated that all 

staff should be trained by fully accredited instructors, receive regular behaviour support training, 

complete induction training followed by a 12-hour Team Teach programme, and undertake 

annual refresher training. It also stated that behaviour support plans should be developed 

collaboratively with behaviour leads and agreed with parents, with clear expectations regarding 

communication with families following incidents. 

 
2.33 The practice observed through CCTV footage and evidenced within this review demonstrated a 

significant disconnect between policy and practice. Restrictive practices, including physical 

restraint and the use of the rooms, appeared to be used too frequently and were not consistently 

evidenced as necessary, proportionate, or as a last resort. Staff responses did not consistently 

reflect the preventative, therapeutic, and child-centred approaches described within policy or 

national guidance. 

 

 
16 DfE statutory guidance - Keeping Children Safe in Education 2016   

https://dera.ioe.ac.uk/id/eprint/27164/1/Keeping_children_safe_in_education.pdf
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2.34 The footage showed limited evidence of effective de-escalation, reflective practice, or consistent 

application of behaviour support strategies tailored to children’s individual communication, 

sensory, and neurodevelopmental needs. In several incidents, children’s distress appeared to 

escalate without timely or appropriate intervention, raising concerns regarding the extent to which 

training had translated into safe and effective practice. 

 
2.35 Taken together, the evidence suggests that whilst appropriate policies and training structures 

were in place on paper, leadership oversight, implementation, and workforce culture were 

insufficient to ensure that practice consistently safeguarded children or reduced the need for 

restrictive practices. 

 

Leadership, Governance and External Oversight 
 

2.36 The review found significant weaknesses in leadership, governance, and safeguarding oversight 

within the school. Neither senior leaders nor trustees demonstrated sufficient scrutiny or 

accountability for the use of restrictive practices, nor did they ensure that such practices were 

subject to effective monitoring, review, and challenge. Governance arrangements failed to 

provide assurance that restrictive interventions were lawful, necessary, proportionate and used 

only as a last resort. Consequently, practices that compromised children's welfare, rights and 

dignity became embedded without appropriate safeguarding challenge or intervention. 

 

2.37 The review concurs with the Ofsted judgement17 that said “Leadership is inadequate because 

some aspects of safeguarding are ineffective. Some pupils who demonstrate challenging 

behaviours are locked inside a secure room for long periods of time. Leaders are not monitoring 

the frequency of these incidents closely enough by keeping a detailed analysis of pupils’ ages, 

needs or levels of vulnerability. They have not carried out risk assessments to identify how to 

avoid repeated use of these rooms for a small number of pupils. There is little evidence to 

demonstrate that the rooms are having a positive effect on the behaviour of pupils. In a significant 

number of cases, pupils are placed in the rooms more frequently or for longer periods of time, as 

their behaviour worsens. Leaders were unable to show how parents and other professionals were 

made aware that pupils had been placed in a secure room.  

 

2.38 Instead, restrictive practices, including restraint and seclusion, became normalised within the 

school environment, alongside under-reporting to parents and insufficient transparency with 

partner agencies regarding the nature and frequency of incidents. Through the documents 

reviewed, the LCSPR sees ineffective leadership with no oversight and scrutiny of restrictive 

practices, with no professional challenge or critical reflection regarding the impact on individual 

children. Collectively, this resulted in practice that did not comply with legislation or national 

guidance relating to restrictive intervention and the protection of children from harm.  The 

situation can be summarised in the statement by a statutory agency as “a culture was allowed to 

develop that resulted in judgemental and pejorative views of non-compliant children…. We find 

no therapeutic or treatment justification for isolation as it was used at Whitefield school”  

 
2.39 In considering the effectiveness of scrutiny and challenge provided by governors, trustees, and 

leaders, the review categorically agrees with the school’s own review undertaken in March 2017 

 
17 Ofsted Inspection of Whitefield School, 10-11 January 2017 

https://files.ofsted.gov.uk/v1/file/2670041
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that oversight was insufficiently robust to ensure a strong safeguarding culture or appropriate 

scrutiny of restrictive practices. This report says: “Overall governance and quality assurance 

regarding oversight of the calming rooms was not of a sufficient standard. This needs to 

document clearly, setting out the roles and responsibilities and accountability of the Senior 

Leadership Team, staff members and Directors in relation to behaviour management” – (The 

school Director Report 2017).  This LCSPR identified features of a closed institutional culture in 

which the use of locked seclusion rooms remained largely invisible to external agencies until the 

Ofsted inspection in January 2017, with the full extent of the harmful practice not understood until 

CCTV footage was reviewed in May 2021.  

 
2.40 In England, safeguarding accountability within schools sits across leadership, governance, and 

external oversight arrangements. In local authority-maintained schools, school leaders and 

governing bodies are responsible for day-to-day safeguarding practice, with the local authority 

retaining wider responsibilities for school improvement, safeguarding oversight, and the welfare 

of children within its area. If a maintained school underperforms, the local authority can intervene 

directly. In academy schools, these responsibilities sit within the academy trust structure rather 

than the local authority. Academy trusts are funded directly by the DfE and are responsible for 

the governance and management of their schools. Trust boards, governors, and school leaders 

hold collective responsibility for ensuring effective safeguarding arrangements, policies, training, 

and culture are in place and adhered to.  While both maintained schools and academies must 

comply with “Keeping Children Safe in Education18” and are subject to Ofsted inspection, the 

local authority’s powers to intervene in academy trusts are limited, unless related to concerns 

about individual children. Formal intervention in the governance or performance of an academy 

trust rests primarily with the DfE and through inspection, with Ofsted. 

 

2.41 This review considered the impact of the school’s academy status on lines of accountability, 

oversight, and safeguarding scrutiny. As explained, as an academy trust, the school’s primary 

accountability arrangements were directly with the DfE through its funding agreement, rather than 

through the same level of local authority oversight applicable to maintained schools.  

 
2.42 Role of local authority – A significant learning point for external agencies is the need to consider 

concerns collectively rather than in isolation. Information held across different organisations, 

including the BILD review, Ofsted findings, complaints, and individual safeguarding concerns, 

was not sufficiently connected to identify a cumulative pattern of risk or develop a comprehensive 

understanding of children’s lived experiences within the setting. The absence of whistleblowing 

disclosures or safeguarding concerns raised directly by staff further limited external agencies' 

insight into the day-to-day impact of restrictive practices on pupils. As a result, opportunities to 

recognise the scale, frequency, and potential harm associated with these practices were 

reduced. 

 
2.43 The concerns identified by Ofsted in January 2017 represented a significant opportunity for the 

local authority, in its safeguarding and corporate parenting responsibilities towards vulnerable 

children, to consider whether the use of seclusion and restrictive practices should be viewed 

through a child protection lens rather than solely as a matter of school leadership, governance, 

or educational standards. While the local authority took action by undertaking a review of the 

school and engaging with leaders regarding improvements, the response was influenced by 

 
18 Current version of DfE statutory guidance Keeping Children Safe in Education 2025 

https://assets.publishing.service.gov.uk/media/68add931969253904d155860/Keeping_children_safe_in_education_from_1_September_2025.pdf
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assurances that the practices had ceased and by the absence of evidence demonstrating the full 

extent of children's experiences. As a result, external scrutiny focused primarily on compliance, 

improvement planning, and governance arrangements rather than exploring whether children 

had experienced harm. 

 

2.44 This review found that the level of professional curiosity and challenge applied to the information 

available was insufficient to fully test the school's assurances or to explore the cumulative 

significance of concerns raised by Ofsted and others. Although no single piece of information 

available at the time may have justified immediate statutory intervention, the combination of 

repeated external concerns, evidence of restrictive practices, and questions regarding their 

legality, proportionality, and impact on children warranted greater multi-agency scrutiny. In 

particular, there was limited direct engagement with the children and their families to understand 

their experiences, and insufficient consideration of whether the practices described constituted 

emotional harm, physical harm, or neglect of the children's welfare needs. 

 

2.45 This review also highlights the limitations of external scrutiny processes when concerns are 

addressed through organisational assurances and improvement activity without parallel 

safeguarding analysis. The cessation of the calming rooms and subsequent improvements 

identified through inspection and monitoring processes reduced the visibility of risk and may have 

created reassurance that concerns had been adequately addressed. With hindsight, greater 

emphasis on triangulating information from different sources, including regulatory findings, 

complaints, safeguarding intelligence, and the voices of children, would have strengthened the 

local authority's ability to assess risk and challenge practice. This review highlights the 

importance of maintaining professional scepticism where restrictive practices are identified, 

ensuring that educational, regulatory, and safeguarding concerns are considered together, and 

recognising the local authority's role in seeking assurance about the welfare and lived 

experiences of children, particularly those with disabilities and additional vulnerabilities. 

 

Multi-Agency Working  
 

2.46 The review identifies systemic safeguarding weaknesses, including a siloed approach to practice 

in the school, which limited multi-agency working together. This meant multi-agency information 

sharing was fragmented and lacked coordination. Agencies were not always working together 

effectively, resulting in safeguarding concerns not being fully understood or responded to in a 

timely way. This reduced the system’s ability to ensure children’s safety and wellbeing and 

reflects a failure to embed the principles of multi-agency safeguarding as set out in Working 

Together to Safeguard Children19. 

 

2.47 It resulted in delayed parental notification, insufficient escalation to partner agencies, and missed 

opportunities for joint safeguarding oversight, falling short of expectations under the Children Act 

1989 and Children Act 2004. Fragmented oversight across education, safeguarding, health and 

SEND systems reduced information sharing, professional challenge, and coordinated scrutiny, 

not allowing harmful practice to be questioned and therefore was left unchallenged across the 

safeguarding system. Reliance on school self-reporting, without effective multi-agency oversight, 

proved insufficient as a safeguard for children within what many agencies have since described 

 
19 Most recent iteration of statutory safeguarding guidance Working Together to Safeguarding Children 2026 

https://assets.publishing.service.gov.uk/media/69fb1c28d0e316a40f269a5b/Working_together_to_safeguard_children_2026_a_guide_to_multi_agency_working.pdf
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as a “closed” institutional environment.  This contributed to a degree of multi-agency systemic 

complicity in the continuation of poor practice, predominately characterised by a lack of 

professional curiosity regarding the experiences of the children when placed in the room. 

 
2.48 The review considered LADO practice during the period 2014 - 2017 within the legislative and 

procedural context operating at that time. Since this period, the role and expectations of the 

LADO function have been significantly strengthened through subsequent revisions to statutory 

safeguarding guidance, including Department for Education guidance contained within Keeping 

Children Safe in Education20. Current safeguarding frameworks place far greater emphasis on 

professional curiosity, information sharing, escalation of concerns, and the responsibility of all 

agencies to respond promptly and robustly to allegations, low-level concerns, and patterns of 

harmful practice involving adults working with children. The evolution of statutory guidance has 

also strengthened expectations regarding safeguarding culture, leadership accountability, staff 

supervision, and the creation of environments in which concerns can be identified, challenged, 

and acted upon effectively. 

 
2.49 A small number of the children attending the school during the period under review were children 

in care and therefore had an allocated Independent Reviewing Officer (IRO). The IRO’s role was 

to oversee and review the child’s care plan particularly in the context of the care placement, 

through regular review meetings, seeking the views of the child where appropriate, parents and 

carers, and relevant multi-agency professionals involved in the child’s care and education. This 

included ensuring that the child’s safety, welfare, and needs were appropriately considered and 

that agencies were working together effectively. Where behaviour support plans referenced the 

use of seclusion or restrictive practices, the IRO would be expected to seek assurance that these 

interventions were necessary, proportionate, lawful, and subject to appropriate oversight and 

review. This would be raised at a care review, if there was a concern, however, given the absence 

of whistleblowing disclosures or safeguarding concerns alongside the limited number of children 

with allocated IROs, the role would not have provided oversight of the school’s wider operational 

practice or culture.   

 

2.50 NHS North East London Foundation Trust (NELFT) provided a range of clinical health services 

to children attending the school, including special school nursing, speech and language therapy, 

physiotherapy, occupational therapy, and community paediatric services. NELFT also provided 

Child and Adolescent Mental Health Services (CAMHS), which, for many children, formed a key 

part of their multidisciplinary support. CAMHS practitioners were involved in assessing and 

supporting children's emotional wellbeing, mental health, and behaviours, contributing to care 

planning, and providing specialist advice to families and professionals.  As such, CAMHS 

occupied an important position in the multi-agency network in understanding children's 

experiences, the factors influencing their behaviour, and the potential impact of restrictive 

practices on their emotional wellbeing. 

 

2.51 During the period under review (2014 - 2017), NELFT and other practitioners were not 

permanently based within the school and generally attended intermittently through scheduled 

visits, clinics, and home appointments. The purpose of these services was to work collaboratively 

with school staff, parents, and partner agencies to support children’s physical health and 

developmental needs. While some health professionals were aware of the existence of the rooms 

 
20 Current version of DfE statutory guidance Keeping Children Safe in Education 2025 

https://assets.publishing.service.gov.uk/media/68add931969253904d155860/Keeping_children_safe_in_education_from_1_September_2025.pdf
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used by the school, there is no evidence to suggest they were aware of the specific conditions, 

frequency of use, or the nature of the restrictive practices taking place within them. Given the 

nature and frequency of involvement, health practitioners’ oversight of the school’s day-to-day 

operational practice, including routine behaviour management approaches and the operational 

use of restrictive environments would have been limited.  

 

2.52 The Educational Psychology Service (EPS) operated as a traded service within Waltham Forest 

Local Authority, with schools purchasing support annually based on identified need and EPS 

capacity. The service provided assessment, consultation, training, and statutory SEND functions. 

Records indicate that the school had relatively limited EPS involvement during the period under 

review, with commissioned hours increasing incrementally between 2015 and 2018. Given the 

restricted level of commissioned time, it is unlikely that educational psychologists would have 

had oversight of, or involvement in, the school’s day-to-day operational practice, including routine 

behaviour management approaches or the use of restrictive environments. 

 

2.53 The SEND service operated within the statutory framework of the children and Families Act 2014 

and the SEND Code of Practice 2015. The review sees limited opportunities at that time for SEND 

systems and EHCP processes to identify and respond to safeguarding concerns relating to 

behaviour management and restrictive practices within schools. Information sharing between 

schools, safeguarding systems, and SEND services was insufficiently integrated, with EHCP 

processes relying heavily on school self-reporting and focusing primarily on educational provision 

and outcomes. 

 
2.54 During the period 2014 - 2017, statutory EHCP review arrangements were not designed to 

routinely scrutinise behaviour management practices, the use of restrictive practices, or patterns 

of safeguarding concern within educational settings. Responsibility for oversight of these matters 

rested primarily with schools, while safeguarding concerns were managed through separate 

processes, including LADO procedures and children's social care involvement. However, these 

processes were not consistently linked to statutory EHCP reviews.  As a result, governance 

arrangements lacked sufficient integration across safeguarding, school improvement, and SEND 

systems to support the early identification, escalation, and challenge of harmful practices.  

Arrangements for reviewing Statements of SEN and/or EHCPs are set out in the SEND Code of 

Practice (2015)21. The review finds that the quality of these reviews was variable. Multi-agency 

participation was often limited or absent, resulting in missed opportunities to consider repeated 

incidents involving restrictive practices, assess the impact on children and young people, and 

evaluate whether provision remained appropriate to meet their needs. 

 

Analysis of Learning  
 

2.55 In summary, the review considered a range of factors which may have contributed to staff 

adopting practices that were, at times, unreasonable, unsafe, and inconsistent with safeguarding 

expectations and child-centred care. Whilst responsibility for harmful practice cannot be removed 

from individual actions, the evidence suggests these behaviours did not occur in isolation and 

were likely influenced by a combination of systemic, cultural, organisational, and workforce 

factors operating within the school at that time. 

 

 
21 DfE and DoH Guidance - SEND Code of Practice 2015 

https://assets.publishing.service.gov.uk/media/5a7dcb85ed915d2ac884d995/SEND_Code_of_Practice_January_2015.pdf
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2.56 It is difficult to be certain why events occurred as they did, given the length of time that has 

elapsed. The review hypothesises that some staff may have felt insufficiently equipped to 

respond safely and therapeutically to children with complex behaviour, communication, and 

sensory needs. Although training structures were described within policy, the CCTV evidence 

raises questions about the quality, consistency, effectiveness, and practical application of the 

training within day-to-day practice. Staff did not consistently demonstrate an understanding of 

behaviour as communication or show confidence in preventative and de-escalation approaches.   

The review also found no evidence to demonstrate that staff had understood, and/or consistently 

applied appropriate safeguarding training within their practice. This may have been compounded 

by a limited recognition of how intersecting factors, such as SEND, ethnicity, socio-economic 

disadvantage and other vulnerabilities, shape children’s experiences. As a result, responses 

were at times oversimplified and not consistently equitable, proportionate, or tailored to individual 

need. 

 

2.57 The review also considered whether some staff may have experienced fear, anxiety, or a sense 

of being overwhelmed when managing highly dysregulated behaviour, particularly where children 

displayed physical outbursts, aggression, self-injury, or behaviours that placed others at risk. The 

evidence suggests some staff may themselves have experienced injuries or felt vulnerable within 

incidents, potentially contributing to responses that became overly controlling, risk-averse, or 

punitive rather than therapeutic and relational. 

 

2.58 However, the review finds that these factors alone cannot explain the persistence, frequency, 

and normalisation of harmful practices over a prolonged period. The evidence indicates 

insufficient leadership oversight, weak monitoring systems, limited reflective supervision, and a 

school culture that failed to identify and challenge concerning practice. Opportunities to review 

incidents, analyse patterns, escalate concerns, or reassess behaviour support strategies were 

missed. Restrictive practices appear to have become embedded within aspects of the school 

culture rather than remaining exceptional responses used only as a last resort.  

 

2.59 The review considered whether repeated exposure to highly concerning situations, in the 

absence of sufficiently robust supervision, effective safeguarding oversight, emotional support, 

and appropriate professional challenge, resulted in a culture of desensitisation amongst staff. 

This appears to have contributed to harmful practices becoming normalised over time, alongside 

a significant absence of professional curiosity and safeguarding vigilance regarding the lived 

experiences and emotional impact on the children. 

 
2.60 The review found it deeply concerning that the children’s distress, vulnerability, and unmet 

safeguarding needs became effectively invisible to those working within the school environment 

on a daily basis. Professionals had a clear safeguarding responsibility to recognise, respond to, 

and act upon indicators of harm and emotional trauma. The evidence reviewed indicates 

repeated missed opportunities to protect children and to ensure their experiences were seen, 

understood, and responded to appropriately. 

 
2.61 Importantly, the review concludes that responsibility for safeguarding children did not rest solely 

with frontline staff. Leadership, governance, and wider multi-agency safeguarding systems did 

not adequately provide the scrutiny, oversight, challenge, and a safeguarding culture necessary 

to identify, prevent, and respond to the harms experienced by the children. The review finds that 
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external scrutiny was obstructed by a combination of factors, including concerns about 

reputational risk to the school, a closed organisational culture, the power dynamics between the 

local authority and academy schools, and the distinct governance and leadership arrangements 

within the academy system. 

 

Parent and Carer Perspectives  
 

2.62 There is a collective and unanimous view from the children’s parents/carers, with a strength of 

feeling, clearly evident throughout this review process. Families describe having waited “a long 

time for answers” about how and why these events were able to occur. It is hoped that this 

LCSPR goes some way to explaining the practice, cultural, and systemic issues that intersected 

to enable harmful restrictive practices to take place and continue, largely unnoticed by the multi-

agency network for a significant period. Parents have been clear in their descriptions of the 

practices as being “inhumane” and “unimaginable” and express a hope that “the truth will come 

out”. 

 
2.63 Families report that they were not consistently informed when rooms were used, particularly 

where their use constituted a restrictive practice. The review concurs with this parental view and 

finds the absence of timely and routine communication limited transparency, reduced 

opportunities for parental involvement, and was not consistent with expected safeguarding 

practice or the principles of partnership working set out in national legislation and guidance at 

that time22. 

 
2.64 Many accounts from families and carers indicate that children experienced a range of adverse 

impacts associated with their time in these rooms. These include heightened distress, 

presentation of challenging behaviours, and increased reluctance to attend school. In some 

cases, children returned home hungry, emotionally dysregulated, or displaying behaviours 

suggestive of trauma, including night-time crying, self-harm, and anxiety linked to closed or 

locked doors.  Some parents reported noticing injuries to their children, including marks and 

bruising, and sought explanations from the school regarding how these injuries had occurred. 

Such incidents should have prompted safeguarding enquiries to establish the cause of the 

injuries and assess whether they may have been accidental or non-accidental. This should have 

included appropriate multi-agency information sharing and discussion, consideration of referrals 

to the LADO in relation to potential concerns about the conduct of adults working with children, 

and consideration of whether further safeguarding action, including child protection medical 

assessments, was required.  This was a significant safeguarding failing from the school and 

indicative of a ‘closed culture’. 

 

2.65 Some families also describe a breakdown in trust with the school and how they felt “powerless”, 

particularly where they were excluded from key information or inadequately informed about their 

child’s experiences, leading to increased concern and frustration. Families report that children 

with more significant communication difficulties or neurodiverse presentations appeared 

particularly affected, with reduced ability to articulate their experiences and heightened levels of 

distress. 

 

 
22 Relevant frameworks during the review period include the Children and Families Act 2014, Working Together to Safeguard Children 2013 and NICE Guidance 

https://www.legislation.gov.uk/ukpga/2014/6/contents
https://dera.ioe.ac.uk/id/eprint/17461/1/Working%20TogetherFINAL2.pdf
https://www.nice.org.uk/guidance
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2.66 Overall, the accounts provided by families are consistent with the findings of this review and raise 

significant concerns about the culture within the school at that time, including the effectiveness 

of leadership oversight, staff understanding of children’s needs, the adequacy of training, and 

the consistency and safety of the behavioural approaches used to respond to children with 

additional needs. Collectively, these experiences demonstrate that the practices identified had a 

harmful impact on children’s emotional wellbeing, sense of safety, and trust, as well as on 

relationships between families and the school. 

 

What has happened and / or changed since 2017?  

 

2.67 Through a culmination of phases 1 and 2, the review has analysed how the WF SCP can be 

assured that a recurrence is unlikely, by examining the actions and changes implemented at the 

school alongside subsequent wider partnership and national activity since the rooms’ closure. It 

also identifies what further improvements are required, building on existing good practice, and 

sets out clear recommendations at both local and national level to strengthen safeguarding 

systems. 

 

2.68 The review process has sought assurance from the WF SCP’s statutory partners and systems 

as well as its relevant agencies, including education providers, that learning has been taken and 

change is and continues to be made.  A summary of actions / changes implemented to date 

includes: 

• Immediate closure of the rooms in January 2017 following the Ofsted inspection visit and 

immediate changes to internal school systems and processes for quality assuring 

behaviour management.  

• Implementation of a robust school action plan from 2017, including improvements to the 

learning environment, workforce training, and enhanced support for staff within a Positive 

Behaviour Support framework to strengthen proactive approaches to behaviour 

management.  

• Ofsted involvement through inspection and monitoring activity via a ‘robust academy-led 

action plan from March 2017, contributing to external scrutiny of safeguarding and 

leadership arrangements.  

• Merging of the school with a new multi-academy trust in January 2025. None of the school’s 

senior leadership team from 2014 – 2017 remain employed by the new trust, with the last 

member leaving in 2021. As part of the initial scoping for this review the WF SCP sought 

assurances around the implications of future employment of all staff involved in the 

mistreatment of the children.     

• In 2017 the local authority strengthened its support to schools by establishing a dedicated 

“Safeguarding in Education Service”, alongside the LADO. This has meant schools have 

access to a consultation service which provides advice and guidance on safeguarding 

queries and identifies patterns of concern that can be acted upon. The launch of a 

safeguarding ‘learning portal’, in 2024 as part of this service, offering free training on a 

range of safeguarding themes has enabled the education and early years workforce, 

including academies, access to expert, industry led training. 

• WF SCP maintained oversight of the misuse of restrictive practices via a strategic 

management group of senior statutory partners and key stakeholders, initiated immediately 
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after the discovery of the CCTV footage in 2021, and in accordance with Chapter 8 of the 

“London Safeguarding Children Procedures” 23, which addresses organised and complex 

abuse. The group provided strategic leadership parallel to the criminal investigation, 

ensuring alignment with “Working Together to Safeguard Children” and Safeguarding 

Procedures. It supported coordinated multi-agency action, ensured that the response to 

the impact on children and families was appropriately resourced, and maintained clear lines 

of partnership accountability. The group was formally stood down in January 2026 once its 

functions had been fulfilled and all key responsibilities discharged. 

• The Dynamic Support Register (DSR)24, created in 2022 facilitates earlier identification and 

multi-agency oversight of children who are autistic or have a learning disability. This has 

enabled schools to actively seek health advice when reporting behaviour changes.  

• Since September 2022, multi-agency meetings have been established with health partners 

and special schools, adopting a structured problem-solving model to strengthen information 

sharing, support joint decision-making, and better incorporate parent/carer voice. Evidence 

from partner feedback indicates a shift in health engagement from a predominantly 

advisory input (e.g. referral pathways and email responses) to more active, case-based 

collaboration, with input provided at individual case level and with family consent. 

• Introduction of the role of Independent Scrutineer (since 2018), providing independent 

challenge and assurance to safeguarding partnerships, and from 2024 holding 

responsibility for reviewing partnership effectiveness and ensuring learning from LCSPRs 

is embedded and acted upon.  

• While the review acknowledges the legislative context of the time, current safeguarding 

expectations25 now provide greater clarity regarding the responsibilities of schools, 

safeguarding partners, and the LADO role in ensuring children are protected from harm 

and that professional concerns are not minimised, normalised, or overlooked. 

• The development of the Early Help Service’s Family Help Lead for Schools Team reflects 

a strengthened Early Help Service with increased SEND-informed practice and more 

proactive, partnership-based engagement with schools.  

• Targeted assurance activity was undertaken as part of this review to assess whether 

practice relating to restrictive practices in specialist education settings has improved. A dip-

sampling exercise across a small number of special schools (September 2024 to May 

2025) drew on school self-assessment, case-level information, and oversight 

arrangements. This work tested whether key LCSPR concerns particularly relating to 

recording and oversight are being addressed, and the extent to which this has 

strengthened. Findings indicate that practice has improved since the period under review. 

While limited in scope, this activity provides reasonable assurance of positive change. 

Continued quality assurance, broader sampling, and sustained multi-agency scrutiny will 

be necessary to ensure improvements are embedded and consistently experienced by 

children and young adults. 

• Publication of updated Government guidance26, introducing strengthened expectations 

regarding the recording and reporting of the use of reasonable force and seclusion in 

 
23 Chapter 8 of the London Safeguarding Children Procedures provides a procedure for agencies about the investigation of complex and organised abuse and information about what action they should 
take if they suspect such abuse. 
24 Dynamic support registers (DSRs) are key to identifying, understanding and supporting children, young people and adults who are autistic or have a learning disability alongside other oversight 
arrangements 
25 DfE Statutory Guidance – Keeping Children Safe in Education 2015  
26 DfE Guidance Restrictive interventions, including the use of reasonable force, in schools 2026  

https://londonsafeguardingchildrenprocedures.co.uk/chapter/cp8-organised-and-complex-abuse
https://www.england.nhs.uk/long-read/dynamic-support-registers-and-care-education-and-treatment-review-code-of-practice/#:~:text=Dynamic%20support%20registers%20(DSRs)%20are,access%20to%20timely%20dynamic%20support.
https://dera.ioe.ac.uk/id/eprint/23624/1/KCSIE_July_2015.pdf
https://assets.publishing.service.gov.uk/media/6943dad6501cdd438f4cf5aa/Restrictive_interventions_including_use_of_reasonable_force_in_schools.pdf
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schools, and strengthening governance responsibilities for proprietors and governing 

bodies in relation to oversight of restrictive practices 

 

3. Practice and System Reflections  
 

A Multi-Agency Practice and System Example in Supporting a Child with SEND and the Use of 

Restrictive Practices   

Aligned to Working Together 2026, Government Guidance on Restrictive Practices (April 2026), 

Keeping Children Safe in Education, and the SEND Code of Practice 

 

3.1 This review serves as a salutary reminder that where safeguarding concerns are not effectively 

shared, escalated, or considered across agencies, and instead remain within a single 

organisational context, there is a risk that patterns of harm may go undetected, unchallenged, 

and unaddressed, leaving children exposed to ongoing risk. The below practice example, with 

system reminders illustrates that effective safeguarding for children with SEND relies on a whole-

system approach, underpinned by strong multi-agency working, shared accountability, and a 

culture of professional curiosity, respectful challenge, and timely information sharing. The 

glossary of terms in Appendix A provides an explanation of the professional words and acronyms 

used.  

 

3.2 Child’s Perspective  

“My name is Jonah. I am 13 years old, and I have Autism and severe learning difficulties. I can tell 

adults what I need when people speak clearly and help me using visuals. Sometimes I become 

anxious if things are too noisy, confusing, or overwhelming, or if I do not understand what is happening. 

When this happens, my behaviour changes before I become very upset. Adults who know me well 

can usually tell when I am starting to struggle.” 

Effective practice for children with SEND depends upon adults understanding children’s 

communication, sensory, emotional, and developmental needs. For many children, behaviour is a 

form of communication, particularly where children are non-speaking l or experience significant 

communication difficulties. Children should therefore be supported by adults who are able to recognise 

early signs of anxiety or dysregulation and respond with curiosity, reassurance, consistency, and 

appropriate support. 

“My behaviour support plan helps adults understand me. It tells them what helps me stay calm, what 

signs to look for if I start getting anxious, and what they should do if I become very upset. Usually, if 

adults notice early enough and help me properly, I can calm down again.” 

Good practice requires schools to develop individualised behaviour support plans in partnership with 

parents and carers. These plans should identify proactive strategies to reduce distress, active support 

strategies to de-escalate anxiety, and reactive responses only where necessary to prevent harm. 

Children should experience support that is predictable, relational, and focused on helping them feel 

safe and understood. 

“When adults stay calm, explain things clearly, and help me when I am worried, I can usually go back 

to learning. If people do not notice that I am struggling, I can become very distressed and frightened.” 
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Restrictive practices should only ever be used as a last resort, where there is an immediate risk of 

harm and where all other appropriate strategies have been exhausted. Restrictive practices should 

never be punitive, humiliating, or used for staff convenience. 

“If I was taken to a room on my own and left there, I would feel frightened because I would not 

understand why I was there or when I could leave. If I could not see adults or ask for help, I might 

become even more upset and hurt myself.” 

Children with SEND are particularly vulnerable where environments fail to recognise sensory needs, 

communication difficulties, and emotional distress. Any calming or regulation spaces should therefore 

be therapeutic, supportive, observable, and time-limited, with continuous adult oversight and clear 

safeguards in place. 

Systems must ensure: 

• Child centred practice, that focuses upon understanding the behaviours 

o Behaviour must be understood as communication of need including distress and should be 

interpreted before any consideration of restrictive practices.  

o The use of restrictive practices must only ever be considered as a last resort, where there is 

immediate risk of harm. Responses should otherwise be proactive, therapeutic, and 

individually tailored to the child’s needs.  

o When restrictive practice is used it is time-limited, supervised, recorded and information is 

shared with the child’s parents. Recordings are used to analyse and review children’s 

individual support plans to keep them safe and reduce triggers. As a result, patterns of 

behaviours are identified, and over time, understood and managed differently or anticipated 

and prevented. 

o Decision-making in relation to restrictive practices must reflect needs, sensory processing 

differences, communication styles, ensuring interventions remain necessary, proportionate, 

and least restrictive.  

o Children should be supported to communicate needs safely and effectively so that restrictive 

practices are minimised and only used when absolutely necessary to prevent harm.                          

 

• Behaviour Support Planning (ASSESS–PLAN–DO–REVIEW)   

o Behaviour Support Plans should be co-produced with children (where possible), and 

parents/carers.  

o Must be informed by neurodevelopmental understanding and assessment.       

o Should identify triggers and early indicators of distress.                 

o Must include proactive, de-escalation, and reactive strategies.            

o Must be frequently and regularly reviewed, particularly where it is evident restrictive practices 

are used or increasing and there is a change in need, presentation, or risk.                          

o Review must include parental involvement and multi-agency input as appropriate, such as 

Speech and Language Therapists and the school Nurse.           

                                             

• Recording, reporting, and use of data             

o All incidents of restrictive practices, including the use of seclusion and reasonable force must 

be recorded and have leadership oversight and governance. 
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o Data must identify patterns, escalation, and safeguarding risk.       

o Data analysis must inform oversight, supervision, and service improvement.   

o Processes must support early identification of harm or ineffective practice. 

o Patterns of intervention should be understood and discussed at a Child’s Annual review. 

 

3.3 Parent and Carer Perspective  

“I expect to know what has happened to my child during the school day, particularly if they have 

become distressed or if restrictive practice has been used. If I am not told, I cannot properly support 

or understand my child when they come home upset, anxious, or frightened.” 

Parents and carers should be recognised as key safeguarding partners. Schools must communicate 

openly and transparently with families regarding behaviour incidents, restrictive practices, injuries, and 

changes in presentation. Families should be involved in the development and review of behaviour 

support plans and their expertise regarding their child’s needs should be valued.  

Systems must ensure partnership with parents and carers       

• Parents/carer must be informed promptly of significant incidents/interventions.      

• Communication must be transparent, consistent, and respectful – both verbal and written.             

• Families must be actively involved in planning and review of behaviour support, including 

decisions where restrictive practices, including the use of seclusion and reasonable force, are 

used.     

  

3.4 Support Staff and Teaching Assistants’ Perspective  

“I work closely with the children every day, so I need to know their behaviour support plans really well. 

Over time, you learn the small changes that tell you a child is becoming dysregulated. If we notice 

these early signs and respond properly, we can usually support the child in order to stop situations 

from escalating.” 

Support staff play a critical role in safeguarding children with SEND. Staff should receive appropriate 

induction, accredited training, and ongoing supervision in understanding neurodevelopmental needs, 

trauma-informed practice, positive behaviour support, and lawful restrictive intervention. 

“If I ever need to use a restrictive intervention to keep a child safe, it must be proportionate, 

reasonable, and only used for the shortest possible time. Afterwards, I must record what happened 

and discuss it with senior staff so we can think about whether we could respond differently next time.” 

Education staff should feel supported to reflect openly on incidents, learn from practice, and raise 

concerns where children’s needs are not being safely or appropriately met. 
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3.5 Behaviour Lead / Designated Safeguarding Lead Perspective  

“My role is to make sure the behaviour policy is not only compliant with guidance, but that it is being 

implemented safely and consistently across the school. I need to review incidents, monitor patterns, 

support staff, and ensure that children’s welfare remains central to all decision-making.” 

Effective safeguarding oversight requires robust systems for regularly monitoring behaviour incidents 

including restrictive practices, injuries, and the use of any calming or seclusion spaces. Senior leaders 

should routinely review records, identify patterns, undertake debriefs with staff, and ensure behaviour 

support plans are updated where concerns emerge. 

“If I saw increasing use of restrictive intervention for a child, or repeated use of a room, I would expect 

that to trigger immediate review. We would need to understand why this was happening, whether the 

child’s needs were being met, and whether additional support or changes were required.” 

Good practice also requires Leaders and Governors to have systems in place to ensure that they hold 

the institution to account, including appropriate escalation of safeguarding concerns regarding staff 

conduct, and consideration of referrals to the Local Authority Designated Officer (LADO) where 

necessary. 

Systems must ensure workforce development and training opportunities, along with support                                     

• Staff training in relation to behavioural support and restrictive practices must be delivered in line 

with induction requirements, formally recorded, demonstrate compliance, and be subject to 

annual review by a senior leader.  

• Regular training offers must include de-escalation strategies and the lawful, necessary, 

proportionate use of restrictive practices, including restraint and seclusion, within a clear 

safeguarding and SEND framework.  

• Where relevant, training should also include other multi-agency professionals to ensure a 

shared understanding of the use, risks, thresholds, and expectations around restrictive 

practices across education, health, and social care settings.  

• Supervision, reflective practice, and structured post-incident debriefing are essential to ensure 

safe practice, professional learning, and staff wellbeing. 

• All staff, leaders, and governors must receive regular and up-to-date safeguarding training in 

line with statutory guidance and their safeguarding responsibilities.  

• Schools must maintain a positive safeguarding culture where children’s welfare is prioritised 

and safeguarding concerns are recognised, challenged, and acted upon appropriately. 

 

3.6 Leadership Team and Governing Body Perspective  

“The children in our school are especially vulnerable because of their additional needs. We must 

ensure that safeguarding arrangements are robust and that any restrictive practices are being 

monitored carefully, lawfully, and transparently.” 

School leaders and governors play a crucial role in ensuring safe environments, providing scrutiny 

and assurance regarding safeguarding and behaviour support practice. Good governance requires 

regular oversight of behaviour data, restrictive practices, complaints, injuries, and safeguarding 
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concerns, alongside assurance that children’s dignity, safety, and wellbeing remain central to school 

culture and leadership oversight. 

Systems must ensure safe spaces and environments for the use of restrictive practices         

• Calming spaces or rooms must be therapeutic, not punitive, or restrictive.         

• Must be low-stimulation, accessible environments designed with a glazed viewing panel to 

support safe, proportionate observation and safeguarding oversight. 

• Located away from escalation-prone or high-traffic areas.                

• Use must be planned, proportionate, and part of agreed support plans.  

• Must only use seclusion or isolation for the shortest possible time and with close supervision. 

• Calming spaces are for regulation and re-engagement, not isolation or exclusion.    

Systems must ensure Leadership and Governance arrangements to:                              

o Promote transparent safeguarding cultures in relation to restrictive practices, and remain visible 

and accessible to children, parents, and the workforce.  

o Provide clear recorded oversight of all incidents involving restrictive practices, including the 

frequency and context of their use.  

o Detail responsibilities for monitoring patterns, trends, escalation, and emerging risk linked to 

restrictive practices, and ensuring timely action is taken in response.  

o Have frameworks for robust training, supervision, and reflective practices in relation to the use of 

restrictive interventions, so that practice remains lawful, necessary, proportionate, and child 

centred.  

o Governors are enabled to provide additional effective scrutiny, challenge, and assurance in 

relation to the use of restrictive practices, ensuring accountability and safeguarding standards 

are consistently met by routine observations of practice / system checks. 

 

3.7 Multi-Agency Partners’ Perspective 

3.7.1 The school Nurse  

“Children with SEND are often unable to communicate pain, injury, distress, or emotional harm in 

typical ways. It is important that as professionals we remain professionally curious and consider 

whether changes in behaviour, presentation, sleep, eating, or emotional wellbeing may indicate 

underlying safeguarding concerns.” 

School nursing services especially those working in specialist schools and settings play an important 

role in safeguarding children with additional needs through health oversight, observation of physical 

and emotional wellbeing, and communication with families and schools. Good practice requires school 

nurses to be included within multi-agency discussions where there are concerns regarding injuries, 

emotional wellbeing, restrictive practices, or significant changes in a child’s presentation.  School 

nurses can also support schools and families in understanding the impact of distress, trauma, sensory 

dysregulation, and unmet health needs on behaviour and emotional wellbeing. 

3.7.2 The Educational Psychologist 

“Behaviour should always be understood within the context of the child’s developmental, 

communication, sensory, and emotional needs. Restrictive practices should never replace attempts 

to understand the function of behaviour or the underlying causes of distress.” 
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Educational psychologists play an important role in helping schools understand children’s behaviours 

through a neurodevelopmental, psychological, and trauma-informed lens. Good practice requires 

educational psychologists to work collaboratively with schools, families, and other professionals to 

support the development of individualised, evidence-informed, behaviour support strategies that 

prioritise prevention, regulation, communication, and inclusion. 

3.7.3 The Independent Reviewing Officer (IRO) 

“Where children have local authority care plans that involve the potential use of restrictive practices 

in schools, it is essential that assessments show why this is in the child’s best interests, and 

necessary.  My job is to make sure there is clear evidence that less restrictive approaches have 

been considered and reviewed and I will have oversight over these practices via the children in care 

process.” 

The Independent Reviewing Officer plays a critical role in scrutinising the quality and effectiveness of 

care and safeguarding planning for children, including where restrictive practices may be part of an 

agreed support response. Good practice requires the IRO to provide independent oversight, ensuring 

that any use of restrictive practices is lawful, proportionate, and appropriately recorded, and that there 

is evidence of regular review, escalation where needed, and meaningful consideration of the child’s 

lived experience. The IRO should challenge drift or delay and ensure that multi-agency partners are 

accountable for reducing the need for restrictive practices over time. 

3.7.4 The Local Authority Designated Officer (LADO) 

“My role is to provide oversight and coordination where there are concerns that an adult working with 

children may have behaved in a way that has harmed, or may have harmed, a child. Schools should 

not wait for criminal thresholds to be met before seeking advice or making a referral where 

safeguarding concerns about staff conduct arise.” 

The review identifies the importance of schools understanding the role of the LADO within 

safeguarding systems. Good practice requires school leaders to seek timely consultation and referral 

to the LADO where concerns arise regarding the conduct, actions, of adults working with children. 

Effective safeguarding also requires clear multi-agency information sharing, professional curiosity, 

and escalation where concerns persist or where explanations provided do not adequately account for 

children’s experiences, injuries, or distress. The review highlights that patterns of restrictive 

intervention, repeated injuries, or concerns raised by families should prompt robust safeguarding 

scrutiny rather than being viewed in isolation. 

 

3.7.5 The Ofsted Inspector 

“As an Inspector I make judgements about a school’s provision according to the Inspection 

Framework and Tool Kit.  I will consider whether leaders take an effective, whole school approach to 

safeguarding and establishes an open and positive culture that puts pupils’ interest first.” 

Ofsted inspectors evaluate how effectively schools create safe, inclusive environments for children, 

including those with SEND, and the extent to which behaviour is managed through proactive, 

therapeutic approaches rather than restrictive practices. Good practice requires schools to 

demonstrate strong leadership oversight, accurate recording and analysis of incidents, effective staff 
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training, and a clear focus on understanding behaviour as communication. Inspectors will expect to 

see evidence that restrictive practices are a last resort, are consistently reviewed, and are used within 

a wider culture of safeguarding, reflection, and continuous improvement. 

Systems must ensure effective multi-agency working together 

• Any use or escalation of restrictive practices must be promptly escalated in schools in line with 

the school policy, and subject to multi-agency scrutiny, including escalation27 or whistleblowing,  

where risk is identified, unclear, or increasing, to ensure interventions remain justified, 

proportionate, and in the child’s best interests. 

• Formal safeguarding processes must be followed where thresholds are met, including strategy 

discussions and referral to the LADO where appropriate, to ensure lawful, necessary, 

proportionate, and child-centred decision-making. 

• Oversight should include independent challenge and review, including IRO scrutiny where 

children are subject to statutory plans, to assure that restrictive practices are only used when 

necessary, proportionate, and in the child’s best interests. 

• Concerns regarding the use, recording, or proportionality of restrictive practices must be 

escalated through multi-agency procedures, including whistleblowing routes where required, to 

safeguard children and ensure accountability. 

  
 

4. Recommendations  
 

National Recommendation 

The Child Safeguarding Practice Review Panel should request the Department for Education to publish 

further clarification on the accountability and oversight between local authorities, regulators, 

academies, and independent schools in relation to safeguarding incidents. This would prevent 

incidents such as these, falling between different agencies, ensuring a clear allocation of the duty of 

safeguarding oversight and intervention where harmful or poor practice is known or suspected. 

 

Waltham Forest Safeguarding Children Partnership Recommendations 
 

Recommendation 1: Help and support for the children and families  

A fully resourced multi-agency plan should be established, implemented, and regularly reviewed to 

respond to the potential trauma experienced by the 38 children subjected to harmful restrictive 

practices at Whitefield School. The plan should be child-centred and trauma-informed, recognising the 

complex and individual needs of each child, and providing access to appropriate specialist therapeutic 

and support interventions, including for children with SEND. It should also include support for parents, 

carers and siblings affected. Delivery should be informed by specialist expertise in trauma, restrictive 

practices, disability, and institutional harm. 

 

To ensure sustainability and equity, ring-fenced, jointly funded resources should be maintained for as 

long as children and families require support, recognising the long-term impact of trauma. 

 
27 Waltham Forest Safeguarding Partnership - Multi-Agency Guidance to Escalation and Professional Challenge 

https://www.walthamforest.gov.uk/sites/default/files/2026-02/Escalation%20and%20professional%20challenge%20guidance%20-%202026.pdf


 
  
 
 
  

 31 

The WF SCP should provide ongoing oversight, with clear accountability and regular review to ensure 

support remains effective and responsive to need. 

 

Recommendation 2: Education settings’ workforce training and assurance 

Within six months of publication, all schools, and educational settings in Waltham Forest, including 

academy trusts that use restrictive practices, should provide assurance to the Waltham Forest 

Safeguarding Children Partnership that workforce induction, training, supervision, and refresher 

programmes are compliant with current statutory and best practice guidance, consistently delivered, 

and subject to effective leadership oversight. This assurance should be supported by evidence of staff 

competency, training compliance, and quality assurance arrangements. 

 

Recommendation 3: Behaviour support plans – (need to be BILD accredited approach) 

Within six months of publication, all education providers in Waltham Forest should review and, where 

necessary, revise behaviour support plans to ensure they are developed and implemented in line with 

current statutory requirements and recognised best practice guidance. Where restrictive practices are 

identified as necessary, plans should clearly evidence the assessment, analysis, decision-making, and 

review processes underpinning their use. Compliance should be subject to regular audit and quality 

assurance to provide ongoing safeguarding assurance. 
 

Recommendation 4: Partnership effectiveness and escalation pathways 

Within nine months of publication, the Local Authority should review the effectiveness of partnership 

processes, including clear escalation thresholds, timely information sharing, and effective links 

between LADO, education, and SEND systems when multiple concerns / patterns are identified. The 

outcome of the review and any resulting actions should be reported to the Safeguarding Partnership 

for oversight and assurance. 
 

Recommendation 5: Schools’ safeguarding accountability and quality assurance 

arrangements  

Within six months of publication, all Waltham Forest schools should review and, where necessary, 

revise their safeguarding accountability and quality assurance arrangements to ensure relevant 

compliance with current statutory requirements and recognised best practice guidance. These 

arrangements should clearly define accountability for all staff, regardless of role, and establish effective 

reporting and assurance mechanisms to governors and/or trust boards. Compliance should be 

evidenced and routinely assessed through governance and quality assurance processes, with 

evidence reported to the Waltham Forest Safeguarding Children Partnership (SCP). 
 

Recommendation 6: Multi-agency quality assurance of high-risk practice  

Within six months of publication, all key professionals with safeguarding oversight responsibilities in 

Waltham Forest , including school staff, SEND statutory assessment case officers, IROs, school 

nursing, CAMHS and educational psychology services, should implement and evidence arrangements 

to access and review relevant records for children subject to behaviour support plans and, where 

appropriate, undertake visits to and scrutiny of environments where restrictive practices are used, 

including calming or seclusion rooms. These arrangements should form part of routine safeguarding 

oversight and be subject to regular audit and review. 
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Recommendation 7: WF SCP thematic audit on the use of restrictive practices in all SEND 

provisions 

 

Within 12 months of publication, WF SCP should complete and publish a multi-agency audit of all 

SEND provision across the borough. Using an agreed audit framework, the review should assess the 

use of restrictive interventions, governance, and leadership oversight, recording quality, safeguarding 

compliance, and the extent to which practice recognises and responds to intersectional factors, 

including disability, race, ethnicity, gender, age and socio-economic disadvantage. The audit should 

provide assurance that restrictive practices are lawful, proportionate, rights-based and informed by an 

understanding of children's individual needs and intersecting vulnerabilities, in line with statutory 

guidance and safeguarding standards. A programme of regular multi-agency audit and review should 

then be established to monitor practice, sustain improvement, and identify emerging concerns. 
 

Recommendation 8: Multi-agency practice briefing on use of restrictive practices in schools  

Following publication, WF SCP should produce and disseminate a multi-agency practice briefing based 

on the findings of this review and updated national guidance to strengthen workforce understanding, 

professional curiosity and consistency of practice in relation to restrictive interventions in education 

settings. The briefing should include learning on the impact of intersectionality, ensuring practitioners 

pay attention to how disability, race, ethnicity, gender, age, and socio-economic factors can interact to 

influence children's experiences, vulnerability and professional decision-making, including the potential 

for bias. The briefing should be cascaded across all partner agencies and made available on the 

partnership website. 
 

Recommendation 9: Practice and systems governance and assurance 

Within six months of the publication of this report, all schools, local authorities, academy trusts, and 

other education providers within Waltham Forest should establish and provide confirmation to the 

Waltham Forest Safeguarding Children’s Partnership of robust governance and oversight 

arrangements for safeguarding. These arrangements should provide regular assurance through direct 

audit, scrutiny, and intervention where concerns are identified, including oversight following individual 

incidents or enquiries and the submission of annual safeguarding reports. This is to ensure the ongoing 

protection, welfare, education, and care of children. 

 

 

5. Conclusion  
 

5.1 Working Together 202628 states that “reviews should seek to prevent or reduce the risk of 

recurrence of similar incidents.” Through analysis of historical incidents, this LCSPR has sought 

to identify the systemic, cultural, safeguarding, and practice issues that enabled harmful 

experiences for children to occur and continue over a prolonged period of time. 

 

5.2 The review has set out key learning with national and local recommendations for continued 

change which are centred on ensuring the dignity, safety, wellbeing, and inclusion of all children 

within educational settings. The findings emphasise the importance of creating educational 

 
28 Most recent iteration of statutory safeguarding guidance Working Together to Safeguarding Children 2026 

https://assets.publishing.service.gov.uk/media/69fb1c28d0e316a40f269a5b/Working_together_to_safeguard_children_2026_a_guide_to_multi_agency_working.pdf
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cultures and safeguarding systems in which children’s distress, communication needs, sensory 

differences, and additional vulnerabilities are anticipated, understood, and responded to 

compassionately and safely. 

 
5.3 The review is clear that restrictive practices within educational settings must only ever be used 

as a lawful, proportionate, and time-limited last resort to prevent immediate harm as part of a 

robust and carefully monitored school policy. Safeguarding children with SEND require skilled 

relational practice, effective leadership oversight, professional curiosity, robust multi-agency 

working, and a culture where children’s voices, behaviours, and lived experiences are understood 

as communication rather than simply behaviour to be managed.  

 
5.4 Parents and carers described the profound and ongoing trauma experienced by their children 

and families as a result of the unlawful and degrading use of seclusion by the school. Many spoke 

of the lasting emotional impact, including loss of trust in services, feelings of distress, and the 

continuing effects on family life. The strength of feeling expressed by parents throughout this 

review was both powerful and consistent, reflecting the significant harm caused and the need for 

their experiences to be fully acknowledged. Their contributions have been invaluable in informing 

this review and reinforcing the importance of working in partnership with parents and carers, 

recognising them as experts in their children's lives and as essential partners in safeguarding, 

recovery, and future service improvement. 

 

5.5 Above all, this review recognises the profound impact these events have had on the 38 children 

and their families. It is hoped that the learning identified through this LCSPR will contribute to 

meaningful and sustained change, ensuring that future safeguarding practice better protects 

children with additional needs from harm and upholds their rights, dignity, and safety at all times. 

 

Appendix A - Glossary of terms 
 

Professional 

terms used  

Meaning 

Academy Trust Academies and free schools, which are run by not-for-profit academy trusts, are 

independent from the local authority with more freedom to change how they run 

things and can follow a different curriculum.  

 

A multi-academy trust is a group of schools working together under a single 

charitable trust. This collaboration allows schools to share expertise, resources, 

and best practice, ensuring every child receives the highest quality education.  

Attention Deficit 

Hyperactivity 

Disorder 

(ADHD)  

A condition recognised through patterns in behaviour. People with ADHD may 

find it consistently hard to concentrate, may be very active, or act quickly without 

thinking, and this can impact their daily life or progress as they grow. 

Autism 

Spectrum 

Conditions 

Autism is a difference in how someone experiences and understands the world. 

It can affect communication, social interaction, and behaviour, often from an early 
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Professional 

terms used  

Meaning 

age. People with autism also have their own strengths, perspectives, and ways 

of learning. 

Calming room As in line with UK law and guidance, the school had on site a “calming room”.  A 

“calming room” in a special educational needs (SEND) school is intended to be a 

supportive, therapeutic space where a child can go to regulate their emotions 

and reduce sensory overload. Its purpose aligns with therapeutic and educational 

approaches, particularly for children with autism, sensory processing differences, 

or emotional regulation needs. Guidance is clear that seclusion is a restrictive 

intervention and carries significant safeguarding risks. 

Child in Need 

Plan 

A Child in Need plan is a coordinated, multi‑agency plan of support for a child 

who needs additional help, designed to promote their safety, wellbeing, and 

development, and agreed with the family. 

Complex needs If a child has been diagnosed with an illness, disability or sensory impairment 

and needs a lot of additional support on a daily basis, they're described as 

having "complex needs". A child might have complex needs from birth, or after an 

illness or injury. 

Section 11A of 

the Education 

Act 2005  

Section 11A of the Education Act 2005 gives Ofsted the power to step in and 

investigate formal written complaints about a school. In the context of child 

protection, it allows parents or the public to bypass a school's internal complaint 

process if local handling is poor, potentially triggering an emergency or brought-

forward Ofsted inspection. 

Section 20 

Accommodation  

Section 20 of the Children Act 1989 requires children’s services to provide 

accommodation to certain children in need in their area. Section 20 is used to 

house children who cannot live with their parents. There is no statutory limit on 

how long a child can be accommodated under s.20. 

Children’s services have a duty to accommodate under section 20 if: 

• No-one has parental responsibility for the young person or 

• The young person is lost or abandoned or 

The person who has been caring for the young person is unable to continue to 

provide suitable care and accommodation. 

Section 47 

Child Protection 

Enquiry  

A Section 47 enquiry is a legal investigation by a local authority (usually 

Children's Services) triggered when there is "reasonable cause to suspect" a 

child is suffering or likely to suffer significant harm. Its goal is to find out if the 

child is safe and decide what protective action is needed. 

Dynamic 

Support 

Register (DSR)  

DSR is a local database and oversight system used by the NHS, social care, and 

education services in the UK. It identifies autistic individuals and people with 

learning disabilities who are at risk of being admitted to a mental health or 

specialist hospital. 

Care Orders A care order is a legal court order that places a child under the legal care of a 

local council or authority. It gives the local authority shared parental responsibility 
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Professional 

terms used  

Meaning 

for the child, empowering them to make major decisions regarding the child's 

living arrangements, education, and medical care. 

Education 

Authority  

An Education Authority (or Local Education Authority) is a government 

department or statutory body responsible for administering and funding public 

education in a specific region. It ensures schools operate effectively and 

oversees educational resources, student welfare, and regional curriculum 

policies. 

Educational 

Psychologist  

Educational psychologists’ roles are primarily defined through the children and 

Families Act 2014, the Special Educational Needs and Disability Code of 

Practice, safeguarding duties under the Children Act 1989 and Children Act 

2004, alongside professional standards regulated by the Health and Care 

Professions Council. 

Educational 

Health and 

Care Plan 

(EHCP)   

An Educational Health and Care Plan (EHCP) is a legal document in the United 

Kingdom that outlines the special educational, health, and social care needs of a 

child or young person with a disability or special educational needs. It outlines 

the child’s specific needs and the support they require to ensure that the child or 

young person receives the necessary support needed to achieve their full 

potential. 

Emotional harm  

 

Emotional harm (often called emotional or psychological abuse) is the ongoing 

mistreatment or neglect of a child’s emotional well-being that severely damages 

their confidence, self-worth, and mental development. Rather than physical 

wounds, it leaves deep psychological scars. 

Epilepsy Epilepsy is a condition that affects the brain and causes seizures (sometimes 

called fits). It cannot currently be cured, but treatment can often help manage it. 

Global 

Development 

Delay (GDD) 

GDD is diagnosed when a child is not meeting some of the expected 

developmental milestones for their age in two or more areas of their 

development. Developmental milestones are different skills that a child usually 

achieves by a certain age. 

IRO  An Independent Reviewing Officer (IRO) is responsible for overseeing the care 

planning and safeguarding of children who are looked after by the local authority. 

Their duties are primarily set out within the Children Act 1989 and the Care 

Planning, Placement and Case Review (England) Regulations 2010. 

LADO LADO stands for Local Authority Designated Officer. Their role is to make sure 

that any concerns or allegations that a person working with children may have 

caused harm are taken seriously, looked into properly, and handled fairly. 

Maintained 

school 

Maintained schools, sometimes called community schools, are state schools 

funded through the local authority. They are not influenced by business or 

religious groups and follow the national curriculum. 

Neglect  

 

Neglect is the ongoing failure to meet a child's basic needs and the most 

common form of child abuse. 
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Professional 

terms used  

Meaning 

Physical harm  

 

Physical harm means any deliberate action that hurts a child's body or damages 

their physical health. In child protection, it specifically refers to non-accidental 

injuries and physical abuse committed by a parent, caregiver, or another 

individual. 

Restraint  A term used in legislation referring to a non-disciplinary intervention which 

immobilises a pupil or limits their movement. This may or may not include direct 

physical contact. For example, holding a pupil’s arms to their sides or removing a 

pupil’s crutches would both be considered forms of restraint.   

Restrictive 

practices 

Restrictive practices are actions used to prevent or limit a pupil's freedom of 

movement. The Department for Education (DfE) uses ‘restrictive interventions’ as 

the umbrella term for both physical and non-physical actions aimed at restraining 

pupils to prevent immediate harm. 

Restrictive practices are actions that limit a child’s movement, liberty, or freedom 

of action. While sometimes used in emergencies to prevent a child from harming 

themselves or others, they are a primary safeguarding concern because they can 

breach a child's human rights, cause trauma, and mask poor care.  

Safeguarding 

Children 

Partnership  

A Safeguarding Children Partnership brings together the council, police, and 

health services (the NHS Integrated Care Board), who by law must work together 

with other local services, such as schools, to help keep children safe. 

They work together to: 

• protect children from abuse, neglect, and exploitation 

• share information and take action when there are worries about a child 

• learn from serious incidents so mistakes are not repeated 

• improve how services support children and families 

In Waltham Forest, the senior leaders from these organisations (known as 

Delegated Safeguarding Partners) meet through the Safeguarding Partnership 

Executive. This group oversees the partnership’s priorities and strategic plan, 

which are delivered through the wider Safeguarding Children Board and its work 

across local services.  

School Nurse School nursing is a health service that supports children and young people’s 

health, wellbeing, and safety while they are in education. School nurses work 

with schools, families, and other professionals to identify concerns early, provide 

advice and support, and help keep children safe and healthy. 

Specialist school nursing (community health/NHS funded) is a service that 

supports children with more complex or additional health needs, such as long-

term conditions, disabilities, or special educational needs. It provides more 

targeted and clinical input, often working closely with other health professionals. 

Mainstream school nursing (public health funded) is part of the Healthy Child 

Programme and is available to all school-aged children. It focuses on prevention 

and early help, such as health promotion, emotional wellbeing, safeguarding, and 

supporting children with emerging or low-level needs. 
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Professional 

terms used  

Meaning 

School nursing is guided by national legislation and standards, including 

safeguarding law and professional requirements, which set out the responsibility 

to protect children from harm and promote their welfare. 

Seclusion The Government definition of seclusion: a non-disciplinary intervention involving 

keeping a pupil confined to a place away from others, and preventing them from 

leaving either by physical obstruction, blocking, or making them believe they will 

be punished if they try to leave.   

SEND SEND (Special Educational Needs and Disabilities) program is a legal framework 

that provides support and services to children and young people with special 

educational needs and disabilities. The system was introduced in 2014 under the 

Children and Families Act. 

SEND aims to ensure that children and young people with special educational 

needs and disabilities receive the necessary support to achieve their potential 

and participate fully in society. The system requires local authorities, schools, 

and other educational institutions to provide support and accommodations. 

Statement of 

SEN (pre 2015) 

A Statement of Special Educational Needs (SEN), often called a Statement, is a 

legal document that details a child's learning difficulties or disabilities and 

outlines the specific support an “Education Authority” must provide to help them 

succeed in school. In England, EHCP officially replaced the old Statement of 

Special Educational Needs (SEN) following reforms introduced by the Children 

and Families Act 2014. 

Significant harm Significant harm means any mistreatment, neglect, or abuse that is severe 

enough to permanently or seriously damage a child's health, safety, or 

development. It is the legal line that must be crossed for authorities to legally 

intervene and protect a child. 

Teaching 

Schools 

A teaching school is a school with a wider role in the education system, 

supporting the training and development of teachers and helping other schools 

improve their practice. 

Team Teach  Team Teach is a specialist approach used in schools and care settings to help 

staff manage challenging behaviour in a calm, safe, and respectful way, with a 

strong focus on reducing the need for physical intervention. 

 
 
 
 
 
 
 
 
 
 



 
  
 
 
  

 38 

Appendix B – Chronology of key events  
 

Date  Event  

2015 A parent recalls raising concerns with the school regarding the use of 

restrictive practices, including the use of the rooms. Based on the 

information available to the review, these concerns were not escalated 

within and beyond the school or progressed through formal 

safeguarding or complaints processes.   

July 2016  Potential over-use of ‘calm rooms’ (particularly for two children) 

highlighted in research report by the British Institute of Learning 

Disabilities’ (BILD) Centre for Advancement of Positive Behaviour 

Support, part of the British Institute of Learning Disabilities 

commissioned by the local authority which included the local school 

(and one other) as part of the four sites visited.  

10 + 11 January 2017  Ofsted inspection – the school was rated ‘inadequate’  

18 January 2017  Local authority led review of safeguarding practice in the school – due 

to concerns raised by Ofsted  

March 2017  Trust led independent review of safeguarding practice in the school  

December 2017 Ofsted inspection – the school was rated ‘outstanding’ 

May 2021 Discovery of CCTV footage by multi-academy trust leaders revealing 

the full extent to which the calming rooms had been used between 

2014-2017 

Criminal investigation instigated into the incidents of mistreatment at 

the school 

Mobilisation of the Partnership (i.e. three statutory partners, Met 

Police, NHS NEL ICB and London Borough of Waltham Forest) to 

review the incidents in the context of Organised and Complex Abuse 

in accordance with Chapter 8 of the London Safeguarding Children 

Procedures 

July 2024  Criminal investigation formally concluded however enquiries remained 

live and ongoing  

 


