
Hear Me, Help Me, See Me  
A Research-Informed Pathway for Safeguarding Children from Womb to 18

This book argues that safeguarding is too often understood only at the point of crisis, when harm has already escalated and families encounter systems under fear, scrutiny, and confusion. Through three symbolic narrative voices — Ndinzwei (Hear Me), Ndibatsirei (Help Me), and Nditarirei (See Me) — the book examines safeguarding across the life course, from pre-birth to adolescence and early adulthood. Combining developmental science, child protection, criminology, social work, public health, and policy analysis, it proposes a more preventative, transparent, and equitable model of safeguarding grounded in early listening, meaningful support, and accurate recognition of harm.














Part One: Foundations Safeguarding Before Birth
Prenatal safeguarding 1-6	pre-birth vulnerability, maternal protection, professional duties
I am not a literal narrator; I am the symbolic ethical voice of your future. I am the silent impact of every choice, every habit, and every moment of safety you find.
Chapter One: While I Am Still Becoming  

My Future Begins Before Birth: The Womb as the First Safeguarding Environment
I am not a literal narrator; I am the symbolic ethical voice of your future. I am the silent impact of every choice, every habit, and every moment of safety you find.
I am Ndinzwei, and that means hear me. Before I take my first breath, my life has already begun to be shaped. I am not yet visible in the world, but I am already forming within one. Before there is a crib, a home, a school, or a community, there is you, Mum. Your body is my first environment. It is my shelter, my nourishment, my climate, and my protection.
Mum, hear me gently. You may only just have discovered that I am on my way into the world through your body. Perhaps my arrival feels joyful, frightening, complicated, or overwhelming. You may already be carrying responsibilities, grief, fear, trauma, exhaustion, or hopes that have not yet been fulfilled. You may be holding burdens that no one else can see. I did not choose the timing of my becoming, but I am here, quietly forming.
This is not about blame. It is about biology, development, and safeguarding
Developmental science shows that the prenatal period is one of the most sensitive stages of human development. Early brain development is not passive; it is shaped through the interaction of genetic inheritance and environmental conditions. During pregnancy, neural pathways are formed at extraordinary speed, and the foundations of later cognitive, emotional, and physical development begin to take shape (Shonkoff et al., 2012). What surrounds you surrounds me too.
Pregnancy is therefore not only a medical event. It is a safeguarding environment.
My brain, body, and stress-response systems are forming now. Nutrition, stress, illness, safety, rest, violence, fear, and substance exposure can all affect the environment in which I develop. The theory of foetal programming suggests that conditions during pregnancy can influence the structure and function of biological systems across the life course (Barker, 1998). Some early adaptations may help immediate survival, but they may also increase later vulnerability to disease, developmental difficulty, or emotional distress (Barker, 1998; Shonkoff et al., 2012).
My future begins now. But it is not fixed.
What shapes me before birth may increase risk, but it does not determine destiny. With support, protection, early intervention, and care, developmental pathways can change. That is why safeguarding must begin before harm is visible, and before birth.
Mum, hear me. You are not only carrying a baby. You are carrying the foundations of my development.

The Womb as My First Safeguarding Environment
The womb is my first safeguarding environment because everything that sustains you also helps to sustain me. The oxygen you breathe reaches me. The nutrients you absorb help build me. Your body protects me, regulates my environment, and mediates my earliest experience of life. But harmful exposures can also reach me.
Alcohol, nicotine, illicit drugs, and some medications can cross the placenta and affect my development. Chronic stress and trauma can alter the hormonal environment in which I grow. Violence directed at you destabilises the environment in which I am forming. Hunger, poor housing, social exclusion, and fear do not remain outside the body; they can become biologically embedded in pregnancy (World Health Organization, 2023; Shonkoff et al., 2012). 
This does not mean that every exposure leads to inevitable harm, nor does it mean that mothers should be judged or blamed. It means that prenatal safeguarding must take seriously the reality that development begins long before birth.
Scientific evidence has linked prenatal exposure to alcohol, nicotine, opioids, cannabis, and other substances with a range of adverse outcomes, including miscarriage, growth restriction, preterm birth, impaired neurodevelopment, and longer-term cognitive, behavioural, and emotional difficulties (Behnke and Smith, 2013; World Health Organization, 2014). Prenatal stress and maternal mental ill-health have also been associated with changes in foetal stress regulation and later developmental vulnerability (Shonkoff et al., 2012; Monk, Lugo-Candelas and Trumpff, 2019).
These are not moral judgements. They are developmental realities.
The Shadows That Cross My Shelter
Everything I experience comes through you. This is not about blame; it is about biology. When the world outside is harsh, the world inside shifts to match it.
	Factor
	Biological Mechanism
	Fetal/Infant Outcome
	Long-Term Impact

	Alcohol
	Placental oxidative stress
	Low birth weight / FASD
	Cognitive impairment

	Tobacco
	Hypoxia (Reduced Oxygen)
	Neurodevelopmental delays
	ADHD & respiratory issues

	Toxic Stress
	Dysregulated Cortisol
	Altered brain architecture
	Anxiety & Depression

	Deprivation
	Nutritional/Safety gaps
	Systemic developmental lag
	Intergenerational trauma



Maternal Factors and Developmental Risk.
Certain maternal and environmental factors are consistently associated with increased risk during pregnancy. These include substance exposure, chronic stress, violence, poor nutrition, and untreated mental health difficulties.
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This table does not tell the whole story. Risk is rarely caused by one factor alone. In practice, these vulnerabilities often overlap with trauma, deprivation, domestic abuse, poor housing, and barriers to care (World Health Organization, 2023).
That is why safeguarding must look beyond individual behaviour and attend to the wider context in which pregnancy takes place.
A Global Safeguarding Reality

Nations, hear me. My story may begin in one home, but it is not unique. Across the world, children begin life under conditions they did not choose and cannot control. Globally, maternal health, nutrition, exposure to violence, access to antenatal care, and the wider social conditions surrounding pregnancy all shape birth outcomes and child development (World Health Organization, 2023). In low-resource settings, limited access to skilled maternity care increases the risk of preventable complications, maternal mortality, preterm birth, and neonatal death (World Health Organization, 2023). In wealthier countries, inequality persists through deprivation, mental ill-health, discrimination, and unequal access to support. For safeguarding purposes, the principle is clear: my (children’s) wellbeing should not depend on geography, wealth, or social status.
My beginning is personal, but it is also political, social, and global.
Safeguarding cannot be separated from the wider structures in which families live. It is shaped by policy, poverty, housing, education, healthcare, migration, and inequality. Some children begin life protected by resources and support; others begin life under strain, insecurity, or danger. Those uneven beginnings matter.
The United Nations Convention on the Rights of the Child recognises children’s rights to survival, development, and protection, even though the legal application of those rights varies across national and prenatal contexts (United Nations, 1989). However, if these rights do not begin until I am born, they have arrived nine months too late. Safeguarding must be reframed not as a response to harm, but as a responsibility to protect development at its earliest possible stage. 
Deprivation and the Conditions That Shape Me
Mum, hear me gently. I am not shaped only by what happens inside your body. I am also shaped by the conditions around you.
· If you are hungry, that matters for me.  
· If you are frightened about money, that matters for me.  
· If you are living in unstable housing, unsafe relationships, or social isolation, that matters for me.
Deprivation is not only a lack of money. It is the absence of security, stability, nutrition, support, and opportunity. It may include poverty, homelessness, poor housing, food insecurity, exclusion, and reduced access to healthcare. These are not abstract social problems. They shape maternal wellbeing, and maternal wellbeing shapes my early development (Marmot et al., 2020; World Health Organization, 2023).
When chronic stress becomes part of pregnancy, your body produces stress hormones such as cortisol. These hormones can influence the environment in which I am developing. Research has linked prolonged stress in pregnancy with increased risk of preterm birth, low birth weight, altered stress regulation, and later emotional or behavioural difficulties (Shonkoff et al., 2012; Monk, Lugo-Candelas and Trumpff, 2019).
Deprivation is therefore not only social. It can become biological.
Even in countries with strong safeguarding systems, deprivation continues to shape maternal and child outcomes. Children born into the most deprived communities are more likely to experience poorer birth outcomes, developmental disadvantage, lower educational attainment, and greater exposure to later safeguarding concerns (Marmot et al., 2020). Families facing deprivation may also be living with overcrowding, unsafe housing, poor nutrition, stress, and increased exposure to violence.
These conditions increase safeguarding risk not because of who parents are, but because of what they are carrying.
Mum, hear me gently. Deprivation should not decide my future, but without support, it might. That is why safeguarding must start early, address inequality, support mothers, and protect children before harm becomes entrenched.
Maternal Choice Within Structural Constraint: 
It is important to speak honestly here. Some things that shape me during pregnancy come from wider structures beyond your control. Others involve choices. But choices are not always free. Trauma, poverty, violence, addiction, fear, unstable relationships, discrimination, and unmet need can all narrow the space in which decisions are made. This is why safeguarding must hold two truths together:
• maternal behaviours during pregnancy matter
• those behaviours often unfold within structural constraint
Research consistently shows that substance use, unmanaged stress, poor engagement with healthcare, and unsafe living conditions can affect foetal development (Behnke and Smith, 2013; Shonkoff et al., 2012). It also shows that even relatively small positive changes during pregnancy can improve outcomes. Reducing harmful substance use, attending antenatal appointments, seeking help, improving nutrition, and accessing mental health or domestic abuse support can all strengthen protection (National Institute for Health and Care Excellence, 2021; World Health Organization, 2023).
Mum, hear me. This is not to burden you with blame. It is to recognise both the weight and the power of your role.
Seeking help does not mean you have failed. It means you are protecting both of us.
If You Are Struggling
Mum, hear me gently. If you are using substances, feeling overwhelmed, afraid, depressed, or trapped in difficult circumstances, I do not speak to condemn you. Life can be heavy. Survival can narrow choices. Sometimes what helps a mother cope in the moment may also create risk in pregnancy. That is why support matters now.
In the UK, and in many health systems globally, mothers are not meant to carry this alone. Midwives, GPs, obstetric services, mental health teams, domestic abuse services, and specialist substance use services exist to support safer pregnancies and better outcomes. Early antenatal care matters. So does non-judgmental care (National Institute for Health and Care Excellence, 2021).
The more frightened mothers are of blame, the less likely they may be to disclose what they are living with. Safeguarding must therefore not become surveillance without support. It must create conditions in which help can be sought safely and early (World Health Organization, 2021).
Your Safety Is My Safety. 
Mum, hear me. If you are not safe, I am not safe.  If fear, violence, coercion, or chronic stress surround you, my development is affected too. There is no real separation between your safety and mine during pregnancy. When you live under threat, that threat becomes part of the environment in which I am forming.
Exposure to violence during pregnancy has been associated with miscarriage, premature birth, low birth weight, maternal distress, and longer-term developmental risks (World Health Organization, 2021; Centers for Disease Control and Prevention, 2024). If someone is hurting you, they are also harming the environment in which I am developing. That is why maternal protection is child protection.
This is one of the central arguments of this chapter and of this book: there is no child protection without maternal protection.
Safeguarding Before Birth: Law, Policy, and Practice
Safeguarding does not begin only after birth. In practice, professionals are expected to identify and respond to risks during pregnancy where there is concern that a child may suffer harm once born.
In England, the legal and policy framework supports early identification, pre-birth assessment, and multi-agency planning where risks are significant. This includes circumstances involving domestic abuse, substance misuse, serious mental ill-health, neglect, and unsafe home conditions. Working Together to Safeguard Children emphasises a child-centred, whole-family, multi-agency approach and supports early assessment and coordinated intervention where there are concerns about an unborn baby’s future safety and welfare (HM Government, 2026).
It is important, however, to state this carefully. The unborn baby does not simply hold identical legal status to a born child under every provision of the Children Act 1989. Rather, professionals are expected to act before birth where there is a risk that the child may suffer harm after birth, and pre-birth assessment is well established in safeguarding practice (HM Government, 2026; London Safeguarding Children Procedures, 2026).
This matters because prevention is more humane and more effective than crisis response.
Midwives, social workers, GPs, obstetricians, mental health professionals, domestic abuse advocates, and substance use services must not work in isolation. Where vulnerability is recognised early, the aim should be to reduce harm, support parents, and strengthen safety before birth.
Safeguarding before birth is not about treating mothers as risks to be monitored. It is about recognising that unborn children are deeply affected by the conditions surrounding pregnancy and that early support can change outcomes.
Attachment Begins Before Birth
Before I meet you, I am already connected to you.
Attachment is often discussed after birth, but its foundations begin earlier than that. Pregnancy is not only a biological condition; it is also the beginning of a relationship. Your emotional world, your sense of safety, your stress, your hope, and your support all matter. When you are held in safety and care, I begin life in a stronger relational environment. 
This does not mean mothers must be perfectly calm, endlessly joyful, or emotionally untouched by hardship. It means that support for maternal wellbeing is also support for my earliest relational development. Evidence from developmental and perinatal research suggests that maternal emotional wellbeing during pregnancy can influence later infant regulation, bonding, and early relational patterns (Bergman et al., 2008; Monk, Lugo-Candelas and Trumpff, 2019).
Professional Implications for Prenatal Safeguarding
Professionals, hear me. You often view the womb as a private space, a "waiting room" for life to begin. But for me, the womb is my first environment. It is the climate, the nutrition, and the shelter that decides who I will become. To safeguard me is to protect this foundation while it is still being drafted.
For professionals, this chapter carries a clear message: pre-birth safeguarding is real safeguarding.
It requires:
• early identification of risk
• understanding of developmental vulnerability
• attention to deprivation and structural inequality
• non-judgmental engagement with mothers
• attention to fathers and wider family context
• coordinated multi-agency action
• trauma-informed practice
• prevention rather than delay
Interventions that focus only on foetal risk while ignoring maternal distress, violence, poverty, or trauma are incomplete. The unborn child cannot be protected in isolation from the mother’s circumstances. Domestic abuse services, housing support, mental health care, substance use treatment, financial support, and relational care are not peripheral to safeguarding. They are central to it.
Professionals must also resist the temptation to equate safeguarding with control. Punitive approaches can deter disclosure, increase fear, and reduce engagement. Compassion, transparency, and early help are more likely to protect both mother and child (World Health Organization, 2021).
The Architecture of the Unseen
Developmental science has moved past the idea that I am a "blank slate" at birth. My brain development is an active interaction between your environment and my genetic map. According to Shonkoff et al. (2012), the prenatal period is a "critical window" where neural circuits are formed and refined. This has long-term implications for my cognitive, emotional, and physical health.

The Life I Dream Of

Mum, hear me gently. 
· I want to begin life in your arms, not in crisis.  
· I want my first breath to be free, not fought for too soon.  
· I want to be heard when I cry, comforted when I hurt, and held when I need safety.

While I am still becoming, you are my voice, my shelter, and my first protection. I cannot report danger. I cannot leave harm. I cannot ask for help in your world. So, I speak here. 
· Please choose safety where you can.  
· Please choose support where it is offered.  
· Please choose care, treatment, rest, and protection.  
Every appointment attended, every risk reduced, every truthful conversation, and every step toward help strengthens my chance of being born into greater safety.
I am Ndinzwei.  That means hear me. I am still becoming.
Reflective Practice: The "Hear Me" Framework
· To truly hear Ndinzwei, a practitioner must recognise that the Mother's World is the only speaker the Child knows. Every intervention is an act of tuning into a frequency that others might ignore:
· The Clinical Ear: Listen to the "biological noise." Monitor the physical growth and the chemical indicators of stress as if they are a broadcast of the child’s current survival needs.
· The Poetic Ear: Listen for the "Heavy Silence" in the mother’s narrative. These are the frequencies of fear the things she is too scared to say where the true safeguarding risks often resonate.
· The Systemic Ear: Hear the "Environmental Static." Recognise that the sounds of deprivation—the knock of a debt collector, the vibration of a passing train in an unsafe house, the quiet of hunger are being encoded into the child’s very biology.
Summary Points
· The prenatal period is a critical stage of human development in which maternal health, safety, stress, and environment shape early outcomes (Shonkoff et al., 2012; Barker, 1998).
· The womb is the first safeguarding environment, because foetal development is influenced by biological, relational, and social conditions during pregnancy (World Health Organization, 2023).
· Prenatal exposure to alcohol, nicotine, drugs, violence, chronic stress, poor nutrition, and untreated mental ill-health may increase the risk of adverse developmental outcomes (Behnke and Smith, 2013; Shonkoff et al., 2012).
· Deprivation affects not only circumstances but also biology, through chronic stress, poor nutrition, unsafe housing, and barriers to care (Marmot et al., 2020; World Health Organization, 2023).
· Safeguarding before birth must address both maternal choice and structural constraint, recognising that behaviour is shaped by wider conditions.
· Maternal safety and wellbeing are central to foetal safety and development.
· There is no child protection without maternal protection.
· Effective prenatal safeguarding requires early identification, trauma-informed support, and multi-agency collaboration (HM Government, 2026).
· Safeguarding should begin before crisis, and indeed before birth.
· My future begins before I am born, but with care, support, and protection, it is not fixed.


THE SCIENCE OF BIOLOGICAL EMBEDDING]

Concept: Foetal Programming (Barker, 1998)
Research across neuroscience confirms that pregnancy is the most sensitive period of human development.
The biology: Stress is not just a feeling; it is a chemical messenger. When a mother experiences chronic adversity, her body produces Cortisol.
The Impact: This hormone crosses the placenta and "programs" my stress-response system. These early adaptations may support my survival in the short term but increase my vulnerability to disease and mental health challenges later in life.
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Chapter Two: Intimate Partner Violence and Miscarriage Risk
“Mum, when you are hurt, I am hurt too.”
Mum, hear me gently. While I am still becoming, I do not experience the world directly, but I experience you. Your body is my environment. Your safety is my safety. When you are frightened, threatened, controlled, pushed, hit, or silenced, the environment in which I am forming becomes unstable. Mum, hear me gently.
This is not about blaming you. It is about our shared biological and relational vulnerability.
When your body absorbs fear, that stress does not end with you. Pregnancy does not insulate either of us from violence. In many cases, it increases vulnerability. Intimate partner violence during pregnancy includes physical, sexual, emotional, psychological, and coercive forms of abuse within an intimate relationship, all of which can affect maternal health and pregnancy outcomes (World Health Organization, 2021). 
Globally, violence against women remains a major public health and human rights issue. Around one in three women worldwide experience physical and/or sexual violence in their lifetime, most often by an intimate partner (World Health Organization, 2021). Pregnancy does not guarantee protection. For some women, it is a period of heightened risk.
Mum, hear me. When you are hurt, I am not untouched by that harm.
Violence During Pregnancy: A Safeguarding and Public Health Concern

Intimate partner violence in pregnancy is not only a matter of adult victimisation. It is also a safeguarding concern for the unborn child.  Research has associated violence during pregnancy with increased risk of miscarriage, stillbirth, preterm birth, low birth weight, foetal growth restriction, maternal depression, and poor maternal mental health outcomes (World Health Organization, 2021; CDC, 2024). Violence may affect pregnancy through direct physical trauma, maternal stress, reduced access to healthcare, poor nutrition, and increased likelihood of substance use as a coping mechanism.
These harms do not always appear immediately or visibly. Some are biological, some relational, and some developmental. Some begin before birth and continue long after it.
Mum, hear me gently. Even if bruises are hidden, fear still travels through the body. Stress hormones such as cortisol can influence the intrauterine environment, and prolonged maternal stress in pregnancy has been linked to altered foetal stress regulation and later emotional and behavioural vulnerability (Shonkoff et al., 2012; Monk, Lugo-Candelas and Trumpff, 2019). 
This is why violence in pregnancy must never be dismissed as a private relationship problem. It is a matter of maternal safety, foetal wellbeing, and early safeguarding. 

Violence affects my becoming through four distinct "channels":

1. Physical Trauma (The Sudden Impact): Assaults can lead to placental abruption or foetal injury. This is a medical emergency where my safety is physically shattered.
2. Chronic Stress (The Constant Hum): Even without a bruise, persistent coercion creates a physiological stress response. Research shows that sustained prenatal stress shapes my later emotional regulation (Shonkoff et al., 2012; Monk et al., 2019).
3. Reduced Maternal Capacity (The Muted Voice): If you are monitored or controlled, you are less safe to attend appointments or seek help. My health is silenced by your isolation.
4. Placental Disruption (The Broken Connection): Trauma can disrupt the oxygen and nutrient delivery I need to grow. Evidence consistently links violent environments with preterm birth and low birth weight (CDC, 2024).

Mum, hear me. Even when no one sees obvious injury, my environment may already be compromised. 
Miscarriage, Preterm Birth, and the Risk of Early Loss
Pregnancy loss has many causes. Miscarriage can occur because of chromosomal abnormalities, maternal health conditions, infection, and other factors. It is important not to reduce all pregnancy loss to one explanation. At the same time, violence and severe chronic stress are recognised as potentially modifiable risk factors. Evidence has linked intimate partner violence during pregnancy with miscarriage, spontaneous abortion, and preterm birth, although the strength of association varies across settings and studies (World Health Organization, 2021; Sanchez et al., 2013).
Preterm birth is not simply an “early arrival.” It may mean respiratory distress, feeding difficulty, neonatal intensive care, and heightened risk of later neurodevelopmental, learning, and behavioural challenges. Globally, preterm birth remains one of the leading causes of death in children under five (World Health Organization, 2023). 
Mum, hear me gently. If I am born too soon, I may begin life struggling to breathe, feed, regulate temperature, and survive outside the body that was meant to protect me longer. Some babies recover well. Others carry the consequences of early birth into childhood and beyond.
This is not punishment. It is biology under strain.

[SIDEBAR: THE BIOLOGY OF FEAR]
Concept: Cortisol and Foetal Regulation
When a mother is in a state of "High Alert," her body is flooded with Cortisol.
The "Loud" Womb: Prolonged exposure to these hormones can "tune" the unborn child's developing brain to a state of permanent anxiety.
The Outcome: This can lead to "Altered Foetal Stress Regulation," meaning the child may be born with a higher sensitivity to stress and behavioural vulnerabilities (Monk et al., 2019).







A Global Perspective on Violence in Pregnancy
Nations, hear me. This is not a problem confined to one country, one culture, or one economic setting. Intimate partner violence during pregnancy is a global safeguarding and public health concern. It occurs in low-income, middle-income, and high-income countries alike. What changes is not whether violence exists, but how it is recognised, responded to, and prevented. 
In some settings, weak health systems, poverty, limited antenatal care, and gender inequality intensify risk. In others, violence remains hidden behind privacy, social status, respectability, or assumptions about family normality. Across all contexts, violence during pregnancy can harm both maternal wellbeing and infant development (World Health Organization, 2021). 
Research from multiple international settings has associated violence in pregnancy with increased risk of preterm birth, low birth weight, and pregnancy loss (Sanchez et al., 2013; CDC, 2024). Some systematic reviews have found especially high prevalence of intimate partner violence during pregnancy in certain regions, including parts of Africa and Asia, though prevalence varies according to definitions, methodology, and reporting context (Román-Gálvez et al., 2021). 
My safety is not guaranteed by geography. I am safer when violence is recognised early, and when help is available and trusted.

A Global Mandate for Nations
Nations, hear me. Geography does not guarantee my safety. Violence in pregnancy exists in every culture and every economic setting. Whether it is hidden behind poverty or "respectability," the result is the same: maternal safety is foetal protection.
	Pathway of Harm
	The Professional "Ear"
	Safeguarding Action

	Coercive Control
	Listen for the "Muted Voice “is she being monitored?
	Create a safe, solo space for disclosure.

	Physical Threat
	Listen for the "Biological Alarm unexplained pain or late booking.
	Immediate risk assessment and multi-agency support.

	Social Isolation
	Listen for the "Silence"—no family or friend involvement.
	Build a trusted network of care and "Professional Curiosity."




Your Safety Is My Safety
Mum, hear me. If you are living with violence, fear, or coercive control, I do not ask you to act without thought or safety planning. I ask only that our safety be taken seriously. You do not need to prove that the abuse is “bad enough.” Violence during pregnancy already matters. Emotional abuse, coercive control, threats, isolation, financial control, sexual coercion, and physical violence all affect the environment in which I am developing (World Health Organization, 2021). If someone is hurting you, they are also shaping my earliest world. This chapter rests on a simple truth: maternal safety is foetal protection. Protecting you is not separate from protecting me. It is the most immediate way of doing so.
If You Are Struggling to Leave or Speak
Mum, hear me gently. I understand that leaving violence is not simple. People stay for many reasons: fear, money, children, love, trauma, shame, immigration status, religious pressure, isolation, or hope that things will change. Some women are monitored so closely that help-seeking itself becomes dangerous. Some are afraid of being blamed. Some are afraid their children will be removed if they speak.
That is why safeguarding systems must not respond to maternal vulnerability with punishment or contempt. Women are more likely to disclose abuse where professionals respond with privacy, respect, belief, and practical support (World Health Organization, 2021). 
Seeking help does not mean you have failed. It means you are trying to protect us both.
In the UK, midwives, GPs, domestic abuse services, mental health professionals, and safeguarding teams are expected to respond where abuse is affecting maternal safety or a child’s future welfare. Sensitive enquiry, safety planning, and coordinated support matter. So does being believed. 
Safeguarding and Professional Responsibility Before Birth
Professionals, hear me. Violence in pregnancy should not be treated as peripheral to safeguarding. It is a threshold issue.
Where intimate partner violence is present during pregnancy, professionals should consider not only immediate maternal harm but also foetal wellbeing, maternal mental health, risk of preterm birth, future infant safety, and the need for coordinated intervention. In England, statutory guidance supports early, child-centred, multi-agency action where an unborn baby may be at risk of harm after birth (HM Government, 2026).
This includes:
· identifying domestic abuse during antenatal care
· assessing cumulative risk
· undertaking pre-birth planning where necessary
· ensuring multi-agency communication
· responding in trauma-informed, non-judgmental ways
· recognising that protecting the mother is often the most direct way of protecting the unborn child
Violence in pregnancy should not be minimised simply because the child has not yet been born. Prevention before birth is both ethically and practically preferable to intervention after crisis. 
Fathers and Partners: Your Behaviour Reaches Me Too
Dad, hear me. You may think your actions do not reach me because I am not growing in your body. But they do reach me through Mum. Your behaviour affects her stress, safety, sleep, emotional wellbeing, healthcare access, and sense of security. In turn, those conditions affect me. Supportive paternal involvement is associated with healthier pregnancies and improved maternal wellbeing. Violent, neglectful, coercive, or destabilising behaviour increases risk (World Health Organization, 2018; World Health Organization, 2021).
If you bring fear into the home, I grow inside that fear. If you bring peace, support, and safety, I grow inside that too. Your role in pregnancy is not secondary. It matters.
Law, Policy, and Prevention
In the UK, safeguarding practice recognises that serious risk may begin before birth. Working Together to Safeguard Children supports early assessment and planning where there are concerns that an unborn baby may be at risk once born (HM Government, 2026). Domestic abuse is one of the recurring factors identified in serious safeguarding reviews and child death reviews.
The legal and practice response should not be reduced to surveillance alone. The aim should be:
· protection
· prevention
· support
· safe disclosure
· coordinated intervention
This means professionals must not work in isolation. Midwives, social workers, GPs, police, mental health teams, and domestic abuse specialists all have a role to play. Where violence is known but not acted upon, risk does not remain static but it often grows.
What This Chapter Means
This chapter asks readers to understand intimate partner violence in pregnancy not only as domestic abuse, but as prenatal harm.
It means:
· violence against a pregnant woman affects the unborn child too
· miscarriage, preterm birth, and low birth weight are not the only concerns; long-term developmental effects also matter
· maternal distress is not separate from foetal wellbeing
· safeguarding must begin before birth where violence is present
· early help is more humane and more effective than delayed intervention
· Mum, hear me gently. If someone is hurting you, that harm reaches me too. Protecting you protects me.

My Final Plea
Mum, if someone is hurting you, please hear this clearly:
· Abuse is not discipline.
· Control does not care.
· Fear is not love.
I am still becoming. Please keep us safe.
Summary Points
· Intimate partner violence during pregnancy is a major public health issue, human rights concern, and safeguarding matter (World Health Organization, 2021).
· Pregnancy does not protect women from violence; in some contexts, it increases vulnerability (World Health Organization, 2021).
· Violence during pregnancy is associated with miscarriage, preterm birth, low birth weight, foetal growth restriction, maternal distress, and poorer infant outcomes (World Health Organization, 2021; CDC, 2024).
· Harm occurs through multiple pathways, including physical trauma, chronic stress, reduced healthcare access, poor maternal mental health, and developmental disruption.
· Prenatal stress linked to violence can affect foetal stress regulation and may shape later emotional and behavioural vulnerability (Shonkoff et al., 2012; Monk, Lugo-Candelas and Trumpff, 2019).
· Maternal safety and foetal safety are inseparable during pregnancy.
· Protecting the mother is one of the most immediate and effective ways of protecting the unborn child.
· Violence during pregnancy should be treated as a pre-birth safeguarding concern requiring early, coordinated, trauma-informed intervention (HM Government, 2026).
· Fathers and partners shape the prenatal environment through their behaviour, support, or violence.
· Safeguarding should not wait until birth or until crisis. Where violence is present in pregnancy, intervention should begin early.
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Chapter Three: Substance Use and Miscarriage Risk  
What You Take In, I Become: Substance Use and Developmental Risk Before Birth

Mum, hear me gently. Pregnancy is not an ordinary season. While I am forming cell by cell, organ by organ, I depend entirely on your bloodstream, your breathing, your nourishment, and the conditions in which you live. I cannot filter, refuse, or control what reaches me. What enters your body may also reach mine. That is why substance use in pregnancy is not only a personal matter. It is a clinical issue, a public health concern, and a safeguarding matter (World Health Organization, 2014; Centres for Disease Control and Prevention, 2025a).
This does not mean every pregnancy affected by substance exposure will result in the same outcome, nor does it mean mothers should be approached with blame. Risk varies by substance, dose, timing, frequency, co-existing health conditions, nutrition, stress, and the wider social context. But the principle remains clear: the womb is not sealed off from what enters your body.
Alcohol, nicotine, opioids, cannabis, and other substances have all been associated with adverse pregnancy outcomes, including miscarriage, stillbirth, preterm birth, low birth weight, impaired foetal growth, and longer-term neurodevelopmental difficulties (World Health Organization, 2014; Centers for Disease Control and Prevention, 2025a). For some children, the effects are visible at birth. For others, they become clearer over time in learning, attention, emotional regulation, behaviour, and physical health. Mum, hear me. What you take in, I may also receive. This is not poetry alone. It is biology.
Substance Use as a Prenatal Safeguarding Concern

Substance use in pregnancy must be understood as a safeguarding concern because it can affect both immediate survival and longer-term development. It also often exists alongside other pressures: trauma, poverty, domestic abuse, mental ill-health, insecure housing, food insecurity, and fear of services. In practice, substance exposure is rarely an isolated issue (National Institute for Health and Care Excellence, 2010; World Health Organization, 2014).
This matters because punitive responses often drive women away from care. Evidence from public health and perinatal practice suggests that supportive, non-judgmental, integrated care is more likely to improve outcomes than shame or criminalisation (World Health Organization, 2014). When safeguarding is reduced to surveillance, mothers may hide what they are using or avoid antenatal care altogether. When support is offered with respect, honesty, and safety, disclosure becomes more possible. And disclosure is often the first step toward protection.
Alcohol and Miscarriage Risk

Mum, hear me. Alcohol is not neutral in pregnancy. Prenatal alcohol exposure has been associated with increased risk of miscarriage, stillbirth, foetal growth restriction, preterm birth, and foetal alcohol spectrum disorders (FASD) (World Health Organization, 2024; National Institute for Health and Care Excellence, 2022). Alcohol crosses the placenta easily, and the developing foetus does not have the mature systems needed to process it in the same way as an adult body.
That matters especially in early pregnancy, when implantation, placental development, and organ formation are underway. Alcohol exposure may interfere with these processes through oxidative stress, cellular injury, and disruption of developmental signalling pathways (Behnke and Smith, 2013; Popova et al., 2021). Some studies have found associations between even relatively low levels of alcohol exposure and spontaneous abortion, although the evidence is stronger for heavier and repeated use (Mukherjee et al., 2023). Since no clear safe threshold has been established, public health guidance in the UK advises that the safest approach in pregnancy is not to drink alcohol at all (National Institute for Health and Care Excellence, 2022). Mum, hear me clearly. I do not experience alcohol as “just a drink.” If it reaches your blood, it may also reach me.

How Alcohol Can Affect Early Development

Alcohol may affect pregnancy and foetal development through several interrelated pathways; Implantation and early cellular development. Alcohol may disrupt implantation and early embryonic development by damaging cells involved in early placental formation and by increasing cell death during critical stages of development (Behnke and Smith, 2013). 
Placental development
Alcohol can interfere with placental function, reducing the efficiency with which oxygen and nutrients are transferred to the foetus. Impaired placental development can increase the risk of growth restriction and pregnancy loss (Popova et al., 2021). 
Oxidative stress and cellular injury
Because the foetus cannot metabolise alcohol efficiently, exposure can contribute to oxidative stress, inflammation, and cellular disruption during key stages of organ and brain development (Popova et al., 2021).
Hormonal and developmental signalling disruption.
Alcohol can affect growth-regulating pathways that are important in placental and foetal development, contributing to developmental instability (Mukherjee et al., 2023).
Long-term neurodevelopmental impact
Prenatal alcohol exposure is strongly associated with FASD, a spectrum of lifelong difficulties that may include problems in learning, memory, behaviour, executive functioning, emotional regulation, and adaptive functioning (Popova et al., 2021).
Mum, hear me again. Even where I survive pregnancy and arrive in the world, alcohol exposure before birth may still shape how I think, learn, regulate, and cope.
Nicotine, Tobacco, and Reduced Oxygen Supply
Nicotine exposure, whether through cigarettes or other nicotine products, is also a major concern in pregnancy. Smoking in pregnancy has been associated with miscarriage, placental complications, preterm birth, low birth weight, stillbirth, and sudden infant death risk after birth (Centers for Disease Control and Prevention, 2025a; World Health Organization, 2014).
One of the central dangers is reduced oxygen supply. Nicotine and other chemicals in tobacco smoke can constrict blood vessels and impair placental function, reducing the delivery of oxygen and nutrients to the foetus. This may affect growth, neurological development, and birth outcomes (Behnke and Smith, 2013).
Second-hand smoke matters too. A mother does not have to be the smoker for exposure to affect pregnancy. If the home environment is saturated with smoke, I am still being shaped by it. Mum, hear me. If smoke surrounds you, it surrounds me too.
Cannabis, Opioids, and Other Drugs
Cannabis, opioids, and other illicit or misused drugs present their own risks, though the effects vary by substance, dose, timing, and co-use with alcohol or tobacco. Cannabis use in pregnancy has been associated with lower birth weight and possible neurodevelopmental concerns, though evidence remains complicated by polysubstance use and confounding social factors (World Health Organization, 2024; Centers for Disease Control and Prevention, 2025a). Even so, it should not be treated as harmless in pregnancy.
Opioid use is associated with increased risk of poor foetal growth, stillbirth, preterm birth, and neonatal abstinence syndrome (NAS), in which the newborn experiences withdrawal symptoms after birth (Centers for Disease Control and Prevention, 2025c). This may require specialist neonatal care and can be followed by longer-term developmental and behavioural difficulties.
Other illicit substances, including stimulants and polysubstance combinations, can increase risks further. In many real-life cases, what professionals encounter is not one substance but a complex pattern of overlapping exposures, maternal distress, trauma history, domestic abuse, and unstable living conditions (World Health Organization, 2014). That is why substance use in pregnancy must be understood ecologically, not just individually.
Miscarriage, Stillbirth, and Preterm Birth
Miscarriage affects millions of pregnancies worldwide each year. A major global review estimated approximately 23 million miscarriages annually, roughly 15% of recognised pregnancies (Quenby et al., 2021). Many miscarriages are caused by chromosomal abnormalities or other medical factors, and it is important never to suggest that every loss results from maternal behaviour.
At the same time, substance use is one of the potentially modifiable risk factors associated with adverse pregnancy outcomes. Alcohol, smoking, and some drugs have all been linked to increased risk of miscarriage, stillbirth, preterm birth, and growth restriction (World Health Organization, 2014; Centers for Disease Control and Prevention, 2025a).
Preterm birth matters not only because of early delivery, but because it may bring respiratory complications, feeding difficulties, neonatal intensive care, and increased risk of longer-term learning and developmental problems (World Health Organization, 2023). Mum, hear me gently. I do not want to become a statistic. I want to become your child.
What Happens After Birth
Some harms linked to prenatal substance exposure do not end at birth. They continue into infancy, childhood, and adolescence. Research has associated prenatal substance exposure with:
• lower birth weight
• impaired growth
• attention and learning difficulties
• executive functioning challenges
• behavioural and emotional dysregulation
• sleep problems
• later educational vulnerability
• increased need for developmental or health support (Popova et al., 2021; May and Gossage, 2022)
In the case of alcohol, FASD may affect a child across the whole life course. In the case of opioids, early withdrawal may be followed by later developmental challenges. In the case of nicotine and polysubstance exposure, the effects may appear gradually through difficulties with attention, mood, behaviour, and health. 
This is why safeguarding must not ask only, “Will the baby survive?” It must also ask, “What kind of developmental beginning is being created?”
Maternal Substance Use Within Structural Constraint
Mum, hear me gently. Not all substance use in pregnancy can be understood simply as poor choice. Substance use may be shaped by addiction, trauma, grief, violence, social exclusion, poverty, homelessness, mental ill-health, or coercive relationships. For some women, substances are bound up with survival, not pleasure. This does not remove risk, but it does change how risk should be understood and responded to. Safeguarding must therefore avoid a false choice between accountability and compassion. It must hold both together.
Women who are judged harshly are more likely to hide use, miss care, or avoid services. Women who are approached with honest information, practical support, and respectful intervention are more likely to engage (World Health Organization, 2014).
That is why public health and safeguarding guidance increasingly emphasise:
• early enquiry
• trauma-informed care
• harm reduction
• integrated maternity and substance use support
• mental health intervention
• multi-agency planning
• non-punitive engagement
Mum, hear me. What helps you cope may also place me at risk. That is why help must be safe enough to reach.
If You Are Struggling
Mum, if you are using alcohol, smoking, using cannabis, opioids, or other drugs, I do not speak to condemn you. I understand that life may be carrying more than anyone sees. There may be pain before the pregnancy, pain during it, and pain around it. There may also be fear of what will happen if you tell the truth.
But early help can make a real difference.
Midwives, GPs, obstetricians, perinatal mental health teams, and specialist substance use services can support safer care during pregnancy. In the UK, the recommended approach is not punishment but support, assessment, information, and referral where needed (National Institute for Health and Care Excellence, 2021; World Health Organization, 2014). Seeking help does not mean you have failed. It means you are protecting us both.
Safeguarding and Professional Responsibility
Professionals, hear me. Maternal substance use in pregnancy is not a lifestyle footnote. It is a prenatal safeguarding indicator. Where substance use is known or suspected, the response should include. 
• sensitive routine enquiry
• clear, evidence-based advice
• risk assessment that considers the substance, severity, timing, and co-existing issues
• attention to domestic abuse, housing, poverty, trauma, and mental health
• referral to specialist services
• multi-agency collaboration where risks are significant
• a response that is supportive rather than shaming
Substance use during pregnancy should not be considered in isolation from context. Nor should the presence of substance use automatically erase strengths, love, or capacity for change.
A safeguarding response should be able to say both:
• this risk matters
• this mother still deserves support
Where services focus only on surveillance, women may disappear. Where support is relational, respectful, and coordinated, protection becomes more possible.
UK and Global Response
In the UK, pre-birth safeguarding practice allows professionals to act before birth where risks are likely to affect the child after birth. The legal foundations remain the Children Act 1989 and 2004, while statutory guidance supports early, multi-agency planning in cases involving domestic abuse, mental ill-health, and substance misuse (HM Government, 2026).
Globally, WHO guidance recommends identification and management of substance use disorders in pregnancy through treatment access, harm reduction, screening, and family support rather than punitive measures (World Health Organization, 2014). This is not softness, but it is evidence-based protection.
My Final Voice
Mum, hear me.
When you drink, I may drink.  
When smoke surrounds you, it surrounds me.  
When substances enter your body, I may receive them too.  
When you seek help, you give us both a better chance.
I am not judging you, but I am telling you how closely we are connected. I am still becoming, please protect that becoming.

Summary Points
· Pregnancy is a critical developmental period in which substance exposure can affect foetal survival, growth, and long-term development (World Health Organization, 2014; CDC, 2025a).
· Alcohol use in pregnancy is associated with miscarriage, stillbirth, preterm birth, growth restriction, and foetal alcohol spectrum disorders (National Institute for Health and Care Excellence, 2022; World Health Organization, 2024).
· There is no established safe level of alcohol consumption in pregnancy, which is why UK guidance advises abstinence as the safest approach (National Institute for Health and Care Excellence, 2022).
· Nicotine exposure is associated with reduced oxygen supply, placental dysfunction, low birth weight, stillbirth, and preterm birth (CDC, 2025a).
· Cannabis, opioids, and other substances also carry risk, particularly where use is frequent, heavy, or combined with other substances (CDC, 2025a; CDC, 2025c).
· Prenatal substance exposure may affect children long after birth, including cognition, attention, behaviour, emotional regulation, and adaptive functioning (Popova et al., 2021; May and Gossage, 2022).
· Substance use in pregnancy often co-occurs with trauma, poverty, domestic abuse, mental ill-health, and unstable housing, so safeguarding responses must consider context as well as exposure (NICE, 2010; WHO, 2014).
· Punitive responses deter disclosure and engagement; trauma-informed, supportive, non-judgmental care improves the chances of protection (WHO, 2014).
· Maternal substance use in pregnancy is a prenatal safeguarding concern requiring early enquiry, integrated support, and coordinated intervention.
· Protecting maternal wellbeing is central to protecting the unborn child.
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Chapter Four: Dad, Hear Me Whilst I Am Still Becoming  
I Need You Too, Dad: Paternal Influence and Prenatal Safeguarding
Dad, hear me. While I am still becoming, you may not feel my presence in the same way Mum does. You do not carry me in your body, but you are still part of my beginning. I am half your genetic inheritance, but I am also shaped by far more than genes alone. I am fully yours. I am shaped by the environment you help create around Mum: the peace or tension you bring, the care or fear you contribute, the support or instability that surrounds her. What affects her may also affect me.
Pregnancy is often spoken about as if it belongs only to the mother and baby. Biologically, Mum is my first environment. But relationally and practically, fathers matter too. Research shows that paternal behaviour influences pregnancy indirectly through maternal wellbeing, stress, health behaviours, emotional safety, and access to care (Yuan et al., 2025; Ekblad et al., 2025). That means your presence, your absence, your support, your conflict, your smoking, your substance use, your kindness, and your violence can all shape the world in which I am developing.
Dad, hear me gently. I need you too while I am still becoming.
Fathers Matter Before Birth
You may think your role begins when I am born, when you can hold me, name me, feed me, teach me, or watch me grow. Dad hearing your presence, is inclusion as a safeguarding act. Dad, hear me. I am Ndinzwei, and I am searching for your frequency. While I am still becoming, I am learning the vibration of your voice through the shelter of the womb. I am feeling the rhythm of your presence or the hollow echo of your absence. I need your influence to begin now than later. The quality of your relationship with Mum affects the environment in which I develop. Where there are emotional safety, consistent support, and shared responsibility, pregnancy may be protected against stress. Where there is conflict, neglect, fear, violence, or instability, that stress may reach me through her body and shape my development (Shonkoff et al., 2012; World Health Organization, 2021). 
This does not mean fathers control every pregnancy outcome, nor does it mean all responsibility sits with men. It means that fathers are part of the safeguarding picture before birth, and their role should not be treated as secondary. Positive paternal involvement has been associated with healthier maternal mental health, improved engagement with antenatal care, and stronger family support around pregnancy and birth (World Health Organization, 2018). In contrast, paternal violence, substance misuse, emotional absence, or destabilising behaviour may increase stress and risk.
Dad, hear me. Even before I open my eyes, I am growing inside a world you help shape. 
The Relational Environment Is Also My Environment.
Dad, hear me. I do not yet know what you think of me. I do not know whether my arrival fills you with joy, uncertainty, fear, or ambivalence. But whatever this moment means to you, I am already affected by the environment created between you and Mum.
· If there is peace between you, I grow in greater stability.  
· If there is conflict, I grow in tension.  
· If there is fear in the home, I grow inside that fear too.
Research has linked chronic maternal stress during pregnancy with changes in foetal stress regulation, later emotional vulnerability, and poorer birth outcomes, especially where stress is severe, prolonged, and unbuffered by support (Shonkoff et al., 2012; Monk, Lugo-Candelas and Trumpff, 2019). Fathers can be protective in this context. They can also be part of the problem.
Where there is a caring father or partner, one who supports appointments, protects rest, encourages nutrition, reduces stress, and contributes emotional stability, that is not incidental. It is protective. Where there is violence, coercion, smoking around the mother, substance misuse, or chronic conflict, that too is not incidental. It is part of the prenatal environment.
Paternal Behaviour and Indirect Biological Pathways
Scientific evidence increasingly recognises that paternal behaviour affects foetal development through what are sometimes called maternal mediators. In simple terms, your behaviour affects Mum, and Mum’s wellbeing affects me.
The pathways include:
• maternal stress and anxiety
• exposure to violence or coercive control
• second-hand smoke exposure
• reduced nutrition or disrupted routines
• reduced engagement with antenatal care
• poor mental health and reduced emotional support
• household instability and fear (Yuan et al., 2025; Ekblad et al., 2025).
These are not abstract processes. They are how the relational world becomes biological.
· If your smoking reduces the quality of the air around Mum, I may receive less oxygen.  
· If your behaviour creates chronic stress, stress hormones may shape the environment in which I develop.  
· If you make the home unsafe, the safety of my first environment is disrupted.

Dad, hear me. What happens to Mum also happens around me. Smoking, Second-Hand Smoke, and Prenatal Risk. Smoking in pregnancy is already known to increase the risk of miscarriage, placental problems, preterm birth, low birth weight, and later developmental difficulties (Centers for Disease Control and Prevention, 2025a; World Health Organization, 2014). But even when the mother herself does not smoke, second-hand smoke exposure matters.
If you smoke around Mum, I may still be exposed indirectly. Second-hand smoke has been associated with reduced oxygen supply, oxidative stress, placental dysfunction, and poorer pregnancy outcomes (World Health Organization, 2014). This means that paternal smoking is not simply a personal habit with private consequences. During pregnancy, it becomes part of my environment.
Dad, hear me. If your smoke surrounds Mum, it surrounds me too.
Violence, Conflict, and Emotional Safety
Violence in pregnancy has already been addressed in the previous chapter, but it must be repeated here from the father’s side: when you frighten, threaten, control, or hurt Mum, you are affecting me too. Intimate partner violence during pregnancy is associated with miscarriage, preterm birth, low birth weight, maternal mental ill-health, and longer-term developmental risks for the child (World Health Organization, 2021; CDC, 2024). Violence does not have to be constant to be harmful. Threat, intimidation, coercive control, emotional abuse, and chronic conflict all shape the atmosphere in which pregnancy unfolds.
Even where there is no direct physical assault, emotional insecurity matters. A home marked by fear or unpredictability can raise maternal stress and reduce the sense of safety that supports healthy pregnancy.
Dad, hear me. My first home is inside Mum. If you make that home unsafe, you make my beginning unsafe too.
Substance Misuse and Household Instability
Alcohol and drug use by fathers may also affect pregnancy indirectly. Paternal substance misuse may increase household conflict, reduce emotional support, disrupt finances, impair judgement, and heighten the likelihood of violence or neglect. It may also normalise unsafe environments around pregnancy and parenting.
Research suggests that paternal substance use contributes to maternal distress and poorer relationship stability, both of which may indirectly influence foetal wellbeing (Ekblad et al., 2025). The issue is not only what a father consumes, but what that consumption creates around the mother and unborn child.  A father who is intoxicated, volatile, financially reckless, emotionally absent, or unsafe in the home changes the conditions in which pregnancy is lived.
What Harmful Paternal Behaviour May Mean for Me
Because my development depends so heavily on maternal wellbeing and environmental safety, harmful paternal behaviour may contribute to:
• increased maternal stress
• reduced maternal safety
• poorer nutrition or rest
• reduced access to care
• premature birth
• low birth weight
• growth restriction
• altered stress regulation
• greater developmental vulnerability after birth (Shonkoff et al., 2012; World Health Organization, 2021).
It is important to avoid overstating direct causation. Pregnancy outcomes are complex and shaped by multiple factors. But it is equally important not to minimise paternal influence. Fathers are part of the relational ecology in which I develop, and that ecology matters.
What Happens After I Am Born
The effects of paternal behaviour do not end at birth. If I am born into a home marked by violence, hostility, neglect, substance misuse, or emotional unpredictability, my brain continues to develop under those conditions. Infancy and early childhood are periods of rapid neurological and emotional development. If the home remains stressful or unsafe, I may later struggle with attachment, emotional regulation, behaviour, trust, and learning (Schore, 2015; Feldman, 2015).
Children raised in homes marked by violence or chronic instability are at increased risk of anxiety, aggression, trauma-related responses, learning difficulties, and later vulnerability to substance misuse or repeated harmful relationship patterns (Langley et al., 2007; Muñoz-Silva et al., 2017).
Dad, hear me. Your influence is not only prenatal. It may echo across my childhood. A Father Can Also Be Protective.
This story is not only about paternal risk. It is also about paternal protection.
A father can be a powerful protective factor in pregnancy by:
• supporting antenatal care
• reducing stress in the home
• encouraging healthy routines
• protecting Mum from harm
• avoiding smoking around her
• avoiding violence and coercive control
• reducing substance use
• sharing practical burdens
• offering emotional steadiness
• preparing to nurture me after birth
When fathers are supportive, present, safe, and emotionally engaged, they contribute to a more protective developmental environment. This may strengthen maternal wellbeing and improve outcomes for both mother and child (World Health Organization, 2018).
Dad, hear me. Your care reaches me too.
Professional Implications for Pre-Birth Safeguarding
Professionals, hear me. Fathers should not be treated as irrelevant to pre-birth safeguarding.
Too often, practice focuses almost exclusively on the mother, even where the father or partner is shaping the environment through violence, conflict, smoking, absence, coercive control, or support. Pre-birth assessment should therefore include careful attention to paternal behaviour, household relationships, and the wider family context.
This includes:
• asking about home environment and relationship safety
• identifying paternal violence or coercive behaviour
• recognising second-hand smoke as a prenatal risk
• assessing the impact of paternal substance misuse
• involving fathers positively where safe and appropriate
• ensuring support is family-focused but not blind to risk
• distinguishing supportive involvement from controlling involvement
A trauma-informed approach matters here as much as elsewhere. Fathers should not be assumed either harmless or harmful by default. They should be assessed relationally, evidence-based, and with attention to both risk and potential for change.
Law, Policy, and Whole-Family Practice
In UK safeguarding practice, pre-birth assessment and intervention are increasingly framed within a whole-family approach, though the child’s welfare remains central (HM Government, 2026). That means practitioners should look not only at maternal health, but also at the relational system around pregnancy.
Where paternal behaviour contributes to domestic abuse, instability, substance misuse, or unsafe living conditions, those issues are not peripheral. They are safeguarding issues.
Equally, where fathers are willing and able to participate positively, engage with services, reduce harmful behaviour, and support the mother, that should be recognised as part of a strengths-based safeguarding response. Whole-family practice should never mean diluting risk. It should mean understanding the child’s environment more completely.
My Final Voice to Dad
Dad, hear me. I am not yet visible to you in the way I will be when I arrive, but I am already here.  
· Your behaviour matters now, not only later.  
· Your stress reaches me through Mum.  
· So does your peace.  
· Your violence can shape me.  
· So can your care.
Professionals
While I am still becoming, you are already part of my story. Please make that story safer.
Professionals, hear me. When you speak only to my mother, you leave her to carry the weight of my safety alone. When you label my father as "unseen" or "hard to reach," are you listening for him, or have you rendered him a ghost in your system? To safeguard me, you must see the whole man not just the risk he might pose, but the father he has the potential to become.
SOUND Awareness: Engaging the 'Hard to Reach'
A father is rarely "hard to reach" if the system is designed to find him. Engagement is an act of sound awareness tuning the system to a frequency where men feel they belong.
	What the Professional Hears
	The Frequency of Ndinzwei
	The Professional Action

	"He's busy working; he can't make the meeting."
	I hear a man who feels like an outsider in a room full of women.
	Invite directly: Send a named, separate invitation. Offer flexible hours.

	"He’s not involved in the pregnancy."
	I hear a shadow whose history and risk remain a total mystery.
	Professional Curiosity: Don't rely on "proxy communication" through the mother. Find him.

	"He had a rough upbringing; he’s just like that."
	I hear the unhealed wounds of a boy who was never heard.
	Trauma-Informed Care: Explore his childhood history (ACEs) to break the cycle.





The Mandate of Collective Sight
Agencies, hear me. To safeguard me, you must recognize that "men's work" is "children's work." When you overlook the father, you overlook 50% of my architecture. A safety plan that ignores the man in the room is a house built without a foundation


Summary Points
· Fathers matter before birth, not only after it.
· Paternal behaviour influences foetal development indirectly through maternal wellbeing, emotional safety, household stability, health behaviours, and access to care (Yuan et al., 2025; Ekblad et al., 2025).
· Chronic conflict, violence, coercive control, second-hand smoke exposure, and paternal substance misuse may increase prenatal risk.
· Positive paternal involvement may support maternal mental health, antenatal engagement, and a more protective pregnancy environment (World Health Organization, 2018).
· Second-hand smoke exposure in pregnancy can affect oxygen supply and placental function and should be taken seriously as a prenatal safeguarding issue (World Health Organization, 2014).
· Violence and emotional insecurity in the home can shape maternal stress and alter the environment in which the unborn child develops (World Health Organization, 2021).
· Paternal influence continues after birth through its impact on attachment, emotional regulation, household safety, and child development.
· Pre-birth safeguarding should include fathers and partners; not assume they are irrelevant to the unborn child’s welfare.
· Whole-family safeguarding must recognise both paternal risk and paternal protective potential.
· While I am still becoming, fathers are already shaping the world into which I will be born.
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Chapter Five: Five Months Pre-Birth Safeguarding  
Professionals, Whilst I Am Still Becoming: A Call for Vigilance in Pre-Birth Safeguarding
Professionals, hear me. I am five months into my development now. I am no longer simply a collection of cells, but recognisably as a human being. My brain is developing rapidly, my senses are beginning to function, and my body is responding to the world around my mother. I am growing, sensing, moving, and entirely dependent on your knowledge, judgement, and coordinated actions.
I cannot advocate for myself. I cannot consent to care or refuse harm. I cannot report danger or ask for help in your world. Every decision you make, every observation you record, every intervention you offer or withhold shapes my earliest experiences and may have consequences that last a lifetime.
Safeguarding does not begin at birth. It begins here, within the conditions that surround me now.

Identifying the Frequencies of Risk
Professionals, hear me. You are responsible for identifying the "Cumulative Risks" that threaten my wellbeing. These factors do not exist in isolation they overlap to shape my fate.
	Risk Factor
	The Impact on My Becoming
	Professional "Ear"

	Maternal Mental Health
	Altered brain development & low birth weight (Field, 2017).
	Listen for the "Silent Struggle"—don't stigmatise, support.

	Substance Use
	Developmental delays & birth complications (WHO, 2014).
	Listen for the "Coping Mechanism"—what is she trying to numb?

	IPV & Coercive Control
	Direct trauma & chronic physiological fear (WHO, 2021).
	Listen for the "Muted Voice"—is she safe to speak?

	Social Deprivation
	Biological embedding of poverty (Marmot et al., 2020).
	Listen for the "Structural Static"—housing, hunger, and heat.




Protective Factors: Strengthening the Shelter
Assessment is not just about measuring danger; it is about amplifying hope. To hear me is to identify the things that keep me safe:
· Supportive Relationships: Consistent emotional and practical support acts as a "buffer" against my mother's stress (Bergman et al., 2008).
· The Power of Non-Judgement: If you approach my parents with blame, they will hide the truth. When they hide, I become invisible. Research shows that Trauma-Informed approaches improve disclosure and engagement (Turney, 2012).
· Capacity for Change: Does the parent recognize the difficulty? Are they willing to engage? Often, the willingness to change is more important than the absence of problems.

Understanding Pre-Birth Vulnerability
Professionals, hear me. By the second trimester, I am biologically vulnerable in ways that matter for my future. My brain is undergoing rapid growth, with neural pathways forming at extraordinary speed. The foundations of my later cognitive, emotional, and physical development are being established now, and they are being shaped not only by genetics but also by the environment in which I am developing (Shonkoff et al., 2012; Monk, Lugo-Candelas and Trumpff, 2019).
Maternal stress, anxiety, or depression can activate stress-response systems that affect the hormonal environment of pregnancy. Chronic exposure to elevated cortisol and other stress hormones may influence foetal brain development, stress regulation, and later emotional vulnerability (Shonkoff et al., 2012). This is not conceptual developmental theory. It is immediate biological reality.
The systems that will help me think, feel, learn, regulate emotions, and cope with stress throughout life are being shaped now. What I experience through my mother's body may influence not only whether I survive to birth, but how I develop across childhood and into adulthood.
Professionals, hear me. This is why your vigilance matters now, not only after I am born. 
Risk Factors Professionals Must Identify
You are responsible for identifying cumulative risk factors that may threaten my wellbeing both before birth and after it. These may include maternal, paternal, environmental, and social factors that interact to shape developmental outcomes.
Maternal mental health concerns
Untreated depression, anxiety, trauma, and severe psychological distress during pregnancy have been associated with altered foetal development, preterm birth, low birth weight, and later child emotional and behavioural difficulties (Field, 2017; Monk, Lugo-Candelas and Trumpff, 2019). This is not to stigmatise my mother with mental health needs, but to recognise that her wellbeing and my wellbeing are connected.
Substance use
Prenatal exposure to alcohol, nicotine, cannabis, opioids, and other drugs can affect foetal growth, brain development, and birth outcomes. The risks vary by substance, dose, timing, and frequency, but evidence consistently shows that substance exposure in pregnancy can have lasting developmental consequences (Behnke and Smith, 2013; World Health Organization, 2014).
Intimate partner violence and coercive control
Violence during pregnancy affects both maternal safety and foetal development. Women experiencing domestic abuse are at higher risk of miscarriage, preterm birth, low birth weight, and poor mental health outcomes. The stress of living with violence or coercive control may also affect foetal stress regulation (World Health Organization, 2021).
Paternal absence, inconsistency, or harmful behaviour
Fathers and partners who are violent, absent, substance-using, or emotionally unavailable may indirectly affect pregnancy through their impact on maternal stress, safety, and support. Conversely, supportive paternal involvement can be protective (World Health Organization, 2018).
Social deprivation and structural inequality
Poverty, poor housing, food insecurity, social isolation, discrimination, and barriers to healthcare all shape the context in which pregnancy unfolds. These are not simply background factors; they can become biologically embedded through chronic stress and reduced access to protective resources (Marmot et al., 2020).
Delayed or poor engagement with services
Late booking, missed appointments, or avoidance of antenatal care may indicate underlying difficulties, fear of services, chaotic circumstances, or unmet need. While not automatically a safeguarding concern, it may limit opportunities for early identification and support. 
Professionals, I depend on your ability to see these patterns and act on them before they become entrenched.
Protective Factors to Strengthen
Assessment should not focus only on risk. It should also identify and strengthen protective factors:
Supportive relationships
Consistent emotional and practical support from partners, family members, or friends can buffer stress and improve maternal wellbeing. Secure attachment relationships provide resilience that may benefit both mother and child (Bergman et al., 2008).
Engagement with antenatal care
Regular attendance at appointments, honest communication with healthcare providers, and willingness to accept support are positive indicators. They suggest that the mother values the pregnancy and is open to intervention where needed.
Stable, safe living conditions
Adequate housing, financial security, freedom from violence, and a physically safe environment support healthy pregnancy and prepare for safe child-rearing after birth.
Evidence-based interventions; Access to mental health support, substance use treatment, domestic abuse services, parenting programmes, and other targeted interventions can reduce risk and strengthen capacity. Early intervention is more effective than crisis response.
Parental capacity for reflection and change. Assessment should consider whether parents recognise difficulties, show willingness to engage with support, and demonstrate capacity for change. These are often more important than the absence of problems. 
The Importance of Non-Judgmental Engagement
Professionals, hear me. How you respond to my parents’ shapes whether they will tell you the truth about what is happening. If my mother is approached with judgement, blame, or threat, she may hide what she is struggling with. They may miss appointments, avoid services, or present false information. When that happens, I become less visible and less protected.
Research consistently shows that trauma-informed, non-judgmental approaches improve disclosure, increase engagement with services, and lead to better outcomes for both mothers and children (World Health Organization, 2021; Turney, 2012). Women are more likely to be honest about substance use, domestic violence, mental health difficulties, or fears about parenting when they believe they will be met with understanding rather than condemnation.
This does not mean ignoring risk or avoiding difficult conversations. It means creating conditions in which mothers feel safe enough to seek help.
Multi-Agency Coordination
Effective pre-birth safeguarding requires coordinated working across multiple agencies and disciplines. No single professional can address the complexity of my mother (maternal) and my (foetal) need alone.
Key partners include:
• midwives and obstetric services for medical care and risk identification
• mental health services for depression, anxiety, trauma, and psychological support
• substance misuse services for addiction treatment and harm reduction
• domestic abuse specialists for safety planning and trauma-informed intervention
• social care for assessment, planning, and coordination where safeguarding thresholds are met
• housing and welfare services for practical support with accommodation and financial security
When these services work in isolation, important information is missed, interventions are delayed, and opportunities for protection are lost. When they collaborate effectively, risk is identified earlier and support is more comprehensive.
Current statutory guidance emphasises the importance of information sharing, joint assessment, and coordinated intervention across agencies where there are concerns about an unborn child (HM Government, 2026).
Vigilance Without Surveillance
Professionals must distinguish between vigilance and surveillance. Vigilance means professional curiosity, careful observation, and proportionate response to genuine concerns. Surveillance means monitoring without trust, control without support, and intervention without relationship.
Vigilance is protective. Surveillance can be harmful.
When mothers feel watched rather than supported, they may disengage from services altogether. This increases rather than reduces risk. The aim of pre-birth safeguarding should be to create safety, not to impose control.
Timing and Intervention
Pre-birth safeguarding requires timely action. The longer concerns are left unaddressed, the fewer opportunities there are for meaningful change before birth.
At five months gestation, there may still be time for:
• mental health intervention
• substance use treatment
• domestic abuse safety planning
• family support services
• housing assistance
• coordinated care planning
By the final trimester, options become more limited, and the focus may shift from prevention to crisis management and post-birth planning. Early identification and early help are therefore not simply preferable options. They are often the difference between prevention and crisis response.
Missed Opportunities and Professional Responsibility
I depend on your expertise to notice what may not be immediately obvious. Signs of distress, unmet need, or emerging risk may be subtle, especially in mothers who have learned to hide their difficulties or who fear the consequences of disclosure.
· Missed appointments may indicate chaotic circumstances rather than indifference.  
· Apparent compliance may mask fear or coercion.  
· Physical symptoms may reflect emotional distress or violence.  
· Defensiveness may indicate previous negative experiences with services.
Professionals must look beyond surface presentations and ask themselves:
• What might this behaviour be communicating?
• What barriers might prevent this mother from seeking help?
• What does this family need to feel safe enough to be honest?
• How can support be offered in a way that reduces rather than increases fear?
Every missed opportunity matter, because early pregnancy offers a unique window for intervention before patterns become entrenched.
Cultural Competence and Anti-Discriminatory Practice
Families come from different cultural, linguistic, religious, and social backgrounds. Effective pre-birth safeguarding must be culturally competent without being culturally relativistic. Please, understand my ethnicity background and provide appropriate support.
This means:
• understanding that parenting practices and family structures vary across cultures
• recognising that some families may have experienced discrimination or poor treatment from services
• ensuring that assessment tools and intervention approaches are appropriate for diverse populations
• working with interpreters and cultural mediators where language barriers exist
• avoiding assumptions based on appearance, accent, religion, or country of origin
At the same time, cultural competence does not mean accepting harm. Violence, neglect, substance misuse, and child endangerment are concerns regardless of cultural context. The challenge is to respond in ways that are both culturally informed and child centred.
Pre-Birth Assessment and Planning
Where concerns reach statutory thresholds, pre-birth assessment and planning may be required. This process should be:
• proportionate to the level of risk identified
• evidence-based rather than assumption-driven
• inclusive of parents where safe to do so
• focused on strengths as well as concerns
• coordinated across agencies
• time-limited with clear review points
The purpose of pre-birth assessment is not to make final judgements about parenting capacity, but to understand risk and protective factors and to plan interventions that may improve outcomes before birth.
Where risks are serious and unlikely to be resolved before birth, planning may include consideration of immediate post-birth safety and longer-term support needs.
My Appeal to You
Midwives, social workers, obstetricians, psychologists, and all safeguarding professionals, hear me. 
I am in your hands. My safety, growth, and development depend on your knowledge, your attentiveness, and your willingness to act with both courage and compassion.
· Please notice what others might miss.  
· Please act on what you observe.  
· Please support without judgement.  
· Please coordinate across agencies.  
· Please remember that my mother's wellbeing and my wellbeing are inseparable.
Your role is both a bridge and a shield. It is a bridge between my family and the help they may need. It is a shield that protects me from harm while I am still too vulnerable to protect myself. While I am still becoming, you are already shaping my future.

[SIDEBAR: THE BIOLOGICAL REALITY]
Concept: Neural Pathway Refinement
During the second trimester, the brain undergoes a massive "wiring" phase.
•	The Risk: Chronic stress hormones can interfere with the way neural circuits are formed (Monk et al., 2019).
•	The Result: This can create a "developmental vulnerability," making it harder for the child to regulate emotions once they are born.
________________________________________









Summary Points
The second trimester is a critical period for pre-birth safeguarding, when foetal brain development is rapid and intervention opportunities remain open.
Pre-birth vulnerability is shaped by multiple interacting factors, including maternal mental health, substance use, domestic violence, paternal behaviour, social deprivation, and service engagement (Shonkoff et al., 2012; World Health Organization, 2021).
Professional vigilance must distinguish between genuine concern and intrusive surveillance, creating conditions for disclosure rather than fear.
Non-judgmental, trauma-informed practice improves engagement and outcomes for both mothers and unborn children (World Health Organization, 2021; Turney, 2012).
Multi-agency coordination is essential, requiring effective communication between midwifery, mental health, substance use, domestic abuse, social care, and housing services.
Pre-birth assessment should be proportionate, evidence-based, strength-focused, and inclusive where safe.
Early identification and intervention are more effective than crisis response, making professional curiosity and timely action critical.
Cultural competence requires understanding diverse family contexts while maintaining child-centred safeguarding principles.
Missed opportunities during pregnancy may reduce options for protection and increase the likelihood of post-birth crisis.
Professionals have both individual and collective responsibility for pre-birth safeguarding, requiring expertise, courage, and compassion.
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Chapter Six: Social Workers Responsibilities  
A Pre-Birth Safeguarding Appeal to Social Workers and Psychologists: With Fairness and Care
Social workers and psychologists, hear me. I write to you from before birth, at a time when my life is forming but my voice cannot yet be heard in your world. I exist entirely through the circumstances, care, and decisions surrounding my mother and family. Your role at this stage is powerful. What you assess, how you assess it, and the way you engage will shape not only my safety, but also my parents' willingness to accept help and participate in safeguarding processes.
|Social workers, hear me. |Assess risk, but understand the context, capacity, and potential that changes my destine. I am entirely dependent on your knowledge and your coordinated actions. I cannot advocate for myself. I cannot report danger or ask for help in your world. Every decision you make every observation you record or withhold shapes my earliest experiences and carries consequences that will last my lifetime. Safeguarding does not begin at birth. It begins here, in the conditions that surround me now.
Your Statutory Role and My Vulnerability
Social workers, you carry statutory duties to assess, coordinate, and plan where there are concerns about an unborn child's future welfare. Pre-birth assessment is preventative by design. It is not a "punishment" for parents struggling with adversity, but it is a proactive means of analysing potential risk to ensure I can thrive (Knowsley CSC, 2025). As Munro (2011) and HM Government (2026) emphasise, a child-centred system must look at strengths alongside risks. When you move beyond "ticking boxes" and use Professional Curiosity, you distinguish between an assessment that humanises and one that merely pathology. Your assessments should consider strengths alongside risks, recognising that vulnerability does not automatically mean neglect, and that unmet need does not necessarily indicate failure. When you approach my parents with fairness and balance, you create conditions in which support can be accepted rather than resisted.

                                       [SIDEBAR: THE PSYCHOLOGICAL LENS]
Concept: Reflective Functioning (Slade, 2005)
Psychological distress in parents should be understood within the context of their own trauma, not just as a "risk factor" (Belsky & de Haan, 2011).
The Goal: Assess the parent's capacity for reflective functioning—their ability to see the world through my eyes.
The Potential: With trauma-informed support, capacity is not fixed; parents can often strengthen their caregiving abilities before I arrive.







Your core responsibilities include:
• ensuring my welfare remains central to all decisions
• identifying cumulative risk and protective factors
• implementing proportionate and timely interventions
• coordinating with multi-agency teams to reduce harm
• engaging parents in ways that build rather than destroy trust
When you work fairly and kindly, you protect not only my future but also the integrity of the safeguarding system itself (Featherstone et al., 2018).
Fairness, PROPORTIONALITY, THE Case for Hope, and Evidence-Based Practice
Social workers, hear me. Please assess my family with fairness. Fairness means using evidence rather than assumptions. It means avoiding bias related to race, class, gender, disability, immigration status, or previous system involvement (Featherstone et al., 2018). It means understanding that substance use, mental ill-health, poverty, or relationship instability are often rooted in trauma and structural adversity, not indifference or moral failure.
Proportionality matters. Interventions should match the level of risk identified, with clear rationale and transparency. Overly intrusive approaches can be as harmful as under-response, particularly when they undermine trust and increase fear of services (Turney, 2012).

Assessment should also consider:
• timing — how long has this situation existed, and is it improving or worsening?
• context — what structural pressures are shaping parental circumstances?
• capacity — what strengths exist, and what support might strengthen them?
• change — is there evidence of willingness to engage with help?
These questions matter because they distinguish between assessment that humanises and assessment that pathologies.
Engagement Without Fear
How you speak to my parents matters profoundly. Language that is threatening, judgmental, or dismissive can close doors to communication and cooperation. Parents who feel shamed or attacked may disengage, miss appointments, hide information, or avoid services altogether. When that happens, I experience the consequences of that silence (Forrester et al., 2019).
Conversely, respectful, honest, and transparent communication increases cooperation, builds trust, and enables better safety planning. This does not mean avoiding difficult conversations or minimising genuine concerns. It means approaching those conversations with skill, respect, and recognition of parents' fundamental humanity.
Seeking help should never feel dangerous to parents. My mother should feel able to disclose what she is struggling with without automatic fear of punishment, removal, or loss of control. When parents believe that asking for support will inevitably lead to negative consequences, safeguarding becomes much harder.
Working Together for My Best Interests
You do not work alone, and you should not try to. Effective pre-birth safeguarding depends on collaboration with midwives, health visitors, psychologists, GPs, mental health services, substance misuse specialists, and domestic abuse advocates (HM Government, 2026).Your role is to coordinate rather than dominate, to listen as well as direct, and to ensure that different professional perspectives are brought together in the interests of my safety and my family's wellbeing.
Multi-agency working is not simply a procedural requirement. It is a recognition that my needs are complex and that no single professional has all the knowledge or authority necessary to protect me effectively.
The Role of Psychological Professionals
Psychologists, hear me. You may be asked to assess maternal mental health, attachment capacity, parental functioning, or the impact of trauma on my family's circumstances. Your insights can be crucial to safeguarding decisions, but they must be balanced, contextual, and honest about both certainty and uncertainty.
Many parents involved in pre-birth safeguarding have histories of trauma, loss, discrimination, violence, or systemic disadvantage. Psychological distress should be understood in this context, not reduced to individual pathology or risk alone (Belsky and de Haan, 2011). Your role is to assess functioning with depth and fairness, recognising both vulnerability and potential for change.
Capacity is not fixed. With appropriate psychological support, trauma treatment, and relational intervention, parents can often strengthen emotional regulation, reflective functioning, and caregiving capacity (Slade, 2005). When assessments acknowledge this possibility, safeguarding plans become more effective and more humane.
Avoiding Harm Through Assessment
Psychologists, your assessments should not cause additional harm. If parents feel interrogated, rushed, or viewed only through a lens of deficit, they may present defensively, which obscures genuine understanding and may increase risk (Forrester et al., 2019). Trauma-informed practice requires curiosity, patience, and clarity, especially when exploring sensitive areas such as substance use, domestic violence, mental health history, or attachment experiences. The language you use in reports and recommendations matters. Formulations that frame parents solely in terms of problems can close doors to support. Balanced assessments that integrate strengths, risks, and therapeutic potential create pathways to safety and change.
Contributing to Pre-Birth Safeguarding Decisions
Within pre-birth safeguarding assessments, psychological professionals can contribute by:
• assessing maternal mental health and its impact on pregnancy and future caregiving
• evaluating trauma history and its current effects on functioning
• identifying capacity for reflective functioning and emotional regulation
• recommending evidence-based interventions that may reduce risk
• supporting trauma-informed approaches across the professional network
• advising on interventions that can strengthen rather than undermine parental capacity
The aim is not to provide deterministic predictions about parenting success or failure, but to offer insight that supports better decision-making in the interests of child welfare.
Trauma-Informed Engagement
Both social workers and psychologists must remember that many parents within safeguarding systems have experienced significant trauma, often including childhood abuse, domestic violence, discrimination, poverty, or loss. Understanding this context does not excuse harmful behaviour, but it does change how risk should be understood and how intervention should be approached.
Trauma-informed practice recognises that:
• behaviour often represents adaptation to adverse circumstances
• defensiveness may indicate previous harm or poor experiences with authority
• engagement improves when parents feel heard and respected
• shame often drives problems underground rather than resolving them
• therapeutic relationships can be protective and healing
Research demonstrates that positive, non-punitive relationships between professionals and parents improve compliance, trust, disclosure, and long-term outcomes for children (Turney, 2012; Forrester et al., 2019).
Timeliness and Coordination
Pre-birth safeguarding requires timely assessment and intervention. The longer concerns are left unaddressed, the fewer opportunities there are for meaningful change before birth, and the greater the likelihood of crisis-led decision-making immediately after delivery.

Case Study: The Turning Point (Reflective Engagement)
The Scenario: A mother with a history of substance misuse and previous child removals was referred at 12 weeks. Initial professional "noise" was high, assuming a repeat of past failures (Nuffield FJO, 2022).
The Intervention: The Daisy Project (Walsall) used a psychoanalytic approach to help her "see" the world through my eyes. They focused on her "mentalisation “understanding her own triggers and how they affected my safety.
The Outcome: By week 26, the mother had moved from "defensive silence" to active engagement. The assessment shifted from "Risk of Removal" to "Support for Recovery," allowing for a birth plan where I could stay in her care. could stay in her care. 









THE DANGER OF THE "LOUD" ASSESSMENT
Psychologists, hear me. If my parents feel interrogated or judged, they will "mute" their reality. They may hide information or miss appointments to avoid the pain of your gaze. When they disengage, I become less visible and more vulnerable (Forrester et al., 2019).

	Professional Tone
	Parental Response
	Impact on Ndinzwei

	Judgmental/Threatening
	Withdrawal and "Disguised Compliance"
	I am left in a "Hidden" environment of risk.

	Non-Judgmental/Trauma-Informed
	Honest disclosure and trust building
	My needs are identified and protected early.

	Siloed (Working Alone)
	Fragmented care and missed warning signs
	I fall through the gaps of the system.




The Mandate of Collective Harmony
Agencies, hear me. Effective pre-birth safeguarding requires the multi-Agency Harmony of midwives, psychologists, and social care. In cases like "Baby Eva," failures occurred because professionals missed opportunities to recognise risk factors in the family history before birth (Croydon Safeguarding, 2026). Your role is to coordinate, not just dominate. Listen to the different professional perspectives—the clinical, the psychological, and the social until you hear the full picture of my world.

Professionals must act with appropriate urgency while allowing time for:
• thorough assessment
• parental engagement
• service coordination
• intervention planning
• review of progress
This balance requires professional judgment, clear communication across agencies, and regular review of both risk and protective factors.
My Final Appeal
Social workers and psychologists, I am in your hands. The safety, growth, and development of my earliest life depend on your knowledge, your attentiveness, and your compassion.
· Please act with care.  
· Please notice what I cannot say.  
· Please support without destroying trust.  
· Please remember that protecting my mother is often the most immediate way of protecting me.
Your role is both a bridge and a shield, giving me a safe beginning in the world. While I am still becoming, you are already determining whether that becoming unfolds in safety or in fear.
Social workers, hear me. Please kindly get implement the Knowsley Children’s Services were appropriately. They are implementing an improvement plan aimed at transforming pre-birth pathways following a January 2025 Notice, focusing on early intervention and multi-agency coordination. The action plan integrates specific targets, including a 12-week referral timeline for pregnancy, a 10-day single assessment, and a 30-week deadline for statutory assessments to prevent crisis-led responses. You can view the full Knowsley Children's Services Improvement Plan progress report on the Knowsley News website.
Summary Points
1. Pre-birth safeguarding places professionals in positions of direct responsibility for children who cannot advocate for themselves (HM Government, 2026).
2. Social workers and psychologists play critical roles in early risk identification, assessment, and intervention planning before birth (Munro, 2011).
3. Pre-birth assessments must be preventative rather than punitive, aiming to reduce harm before it occurs (Featherstone et al., 2018).
4. Fairness requires evidence-based practice free from bias related to race, class, culture, or prior system involvement (Featherstone et al., 2018).
5. Proportionality means matching interventions to the level of risk identified and avoiding both excessive intrusion and insufficient response (Turney, 2012).
6. Professional communication directly influences outcomes: judgmental engagement reduces cooperation, while respectful communication improves trust and disclosure (Forrester et al., 2019).
7. Multi-agency collaboration is fundamental to effective pre-birth safeguarding, requiring coordination between health, social care, mental health, substance misuse, and specialist services (HM Government, 2026).
8. Psychological assessment should be balanced, contextual, and honest about both risk and capacity for change (Slade, 2005; Belsky and de Haan, 2011).
9. Trauma-informed practice recognises that many parents have histories of adversity and that engagement improves through understanding rather than judgment (Turney, 2012).
10. Timeliness is critical: early intervention provides more opportunities for meaningful change than delayed response.

Reference list for this chapter
• Belsky, J. and de Haan, M. (2011) 'Annual research review: parenting and children's brain development: the end of the beginning', Journal of Child Psychology and Psychiatry, 52(4), pp. 409–428.  
• Featherstone, B. et al. (2018) Protecting Children: A Social Model. Bristol: Policy Press.  
• Forrester, D. et al. (2019) 'How do child and family social workers talk to parents? Investigating the use of solution-focused and motivational interviewing techniques', British Journal of Social Work, 49(7), pp. 1800–1817.  
• HM Government (2026) Working Together to Safeguard Children. London: HM Government.  
• Munro, E. (2011) The Munro Review of Child Protection: Final Report. London: Department for Education.  
• Slade, A. (2005) 'Parental reflective functioning: an introduction', Attachment & Human Development, 7(3), pp. 269–281.  
• Turney, D. (2012) 'A relationship-based approach to engaging involuntary clients: the contribution of recognition theory', Child & Family Social Work, 17(2), pp. 149–159.  
• World Health Organization (2021) Violence Against Women Prevalence Estimates, 2018. Geneva: WHO.

Part Two: Early Life from Birth to Early Childhood
7-14	Birth to adolescence, attachment, neglect, voice emergence

Chapter Seven: I Have Arrived from Becoming to Being  
From Formation to Visibility: Birth as a Safeguarding Transition
Mum, hear me. I have made it! I have arrived! I am here, visible, breathing, fragile, dependent, and fully human. I have taken my first breath, and with it, I declare my presence in the world. That first cry was not only a signal of life but also a safeguarding moment. It was a call for protection, recognition, and response (Nursing and Midwifery Council, 2018; National Institute for Health and Care Excellence, 2020).
Throughout my becoming, I depended on what you carried, what you experienced, and what surrounded you. Now I depend on what you do, what you notice, and how you respond. The responsibility has shifted, but it has not reduced. My transition marks the beginning of a new phase of protection and care.
Midwives welcomed us both with warmth, skilled hands, and calm voices, guiding us into this next stage together. My arrival was not only a clinical event; it was a safeguarding moment that requires attention, assessment, and coordinated response.
From Internal to External Safeguarding
While I was still becoming, my safeguarding depended entirely on your body and circumstances. Now that I have arrived, my safeguarding becomes visible, external, and shared across multiple adults and agencies.
From birth, I rely entirely on adult recognition and response for survival, emotional regulation, and development. Infant development research shows that babies depend completely on caregivers for physiological stability, emotional organisation, temperature regulation, feeding, and protection from harm (Schore, 2015; Bergman et al., 2008).
When my needs are consistently met, my nervous system begins to organise around safety and trust. When they are missed, delayed, or inconsistently met, my body begins to organise around stress and uncertainty. This early organisation matters because it shapes the foundation for later emotional regulation, learning, relationships, and health (Shonkoff et al., 2012; Schore, 2015). My arrival therefore marks a critical safeguarding transition: from protection through you, to protection by many people working together.
[SIDEBAR: THE BIOLOGY OF ATTACHMENT]

Concept: The Social Synapse (Feldman, 2015)
Postnatal safeguarding is rooted in "synchrony" the way a caregiver's brain waves and hormones (like Oxytocin) align with the infants.
The Impact: Skin-to-skin contact and eye contact aren't just "nice"; they are biological regulators that lower my cortisol and build my brain's social circuits.
The Risk: If a caregiver is "emotionally unavailable" due to trauma or depression, this synchrony is broken, requiring early intervention to repair the bond (Howard et al., 2014).














My First Language: Communication from Birth

Mum, hear me, even though I cannot speak in words, I am constantly communicating. My cries, quietness, movements, facial expressions, and body signals are my language. They tell you when I am hungry, cold, uncomfortable, wet, in pain, or unwell. They also communicate when I am content, safe, and ready for interaction. From the moment I am born, my survival depends on adults recognising and responding to these signals accurately and consistently (Schore, 2015; Feldman, 2015).
This is the foundation of postnatal safeguarding: the recognition that infant communication is meaningful, urgent, and protective when heard. When adults learn to read my signals and respond appropriately, I begin to trust that my needs matter and that help will come when I need it. When my signals are missed, misunderstood, or ignored, I may become distressed, withdrawn, or dysregulated. Over time, this can affect attachment security and emotional development (National Institute for Health and Care Excellence, 2020).

· The Clinical Ear: Professionals must recognise that an "easy, quiet baby" in a high-risk home might actually be a withdrawn baby who has already given up on being heard.
· The Poetic Ear: Listen for the "serve and return" interaction. Is there a conversation happening between us, or is there a wall of silence?



Case Study: The Integrated Birth Plan in Action (2025 Protocol)
The Scenario: "Baby L" was born to a mother with a history of domestic abuse and significant postnatal depression in previous pregnancies.
The 2025 Intervention: Following the Knowsley CSC 2025 Improvement Plan, a "Team Around the School/Home" was activated 48 hours after birth.
The Outcome: Instead of waiting for a crisis, the Health Visitor and a Peer Support Volunteer provided daily "side-by-side" coaching. By week 4, the mother’s "Reflective Functioning" had improved, and the risk of "accidental injury" due to exhaustion and low mood was mitigated.







Postnatal Risks: The New Frequencies
Now that I am visible, the risks have shifted. Professionals must listen for these clustering dangers:
	Postnatal Risk
	The Professional "Ear"
	Safeguarding Action

	Postnatal Psychosis/Depression
	Listen for "Disconnected Tone" is she struggling to bond?
	Immediate referral to Perinatal Mental Health Teams.

	Escalating IPV
	Listen for "Household Chaos" is the birth a trigger for control?
	Review safety plans; the first 6 weeks are high-risk for escalation.

	Unsafe Sleep/Environment
	Listen for "The Exhausted Echo" is care becoming chaotic?
	Practical support with routines and safe-sleep education (Lullaby Trust, 2025).




The "Hear Me" Action Checklist: The First 1,001 Days
A Guide to Building Safety through Presence
To move from the "Becoming" of the womb to the "Being" of the world, focus on these five frequencies of care:

1. The Frequency of Connection (Bonding)
Skin-to-Skin: In the first hours and days, keep me close. This regulates my heart rate and lowers your stress hormones.
The "Serve and Return": When I make a sound or a face (the "serve"), respond with a word or a smile (the "return"). This is how my brain builds its social architecture.
Eye Contact: Even though my vision is blurry at first, looking into my eyes tells my nervous system that I am seen and valued.
2. The Frequency of Communication (Crying & Cues)
Respond, Don't React: My cry is not a manipulation; it is my only way to tell you I have a need (hunger, cold, wet, or just needing to be held).
The "Muted" Signal: If I become very quiet or avoid your gaze, I might be overwhelmed. Give me a "quiet space" but stay close so I know you haven't left me.
Trust the Gut: If you feel "something isn't right" with how I am feeding or breathing, speak up. Your intuition is a primary safeguarding tool.
3. The Frequency of Safety (Environment)
Safe Sleep: Keep my sleep space clear, flat, and in the same room as you for the first six months (Lullaby Trust, 2025).
The Smoke-Free Zone: My lungs are new and fragile. Keep our home free from smoke and chemicals that interfere with my breathing.
The Calm House: Try to protect our environment from "Acoustic Static"—high-conflict voices or household chaos that triggers my stress-response.
4. The Frequency of Self-Care (Maternal Wellbeing)
The "Oxygen Mask" Rule: You cannot pour from an empty cup. If you feel "the baby blues" are turning into a dark cloud that won't lift, tell your Midwife or GP.
Accept the Village: If someone offers to hold me so you can sleep or eat, say yes. A rested mother is a more "attuned" mother.
Honesty over Perfection: You don't have to be perfect; you just have to be present. Being honest about your struggles is the bravest act of safeguarding you can do.
5. The Frequency of Support (Engagement)
Keep the Appointments: Every visit from the Health Visitor is a chance to check that our "architecture" is growing strong.
Share the Shadow: If things are hard at home (money, relationships, or fear), share it with a professional you trust. They are there to help you build a bridge, not a wall.
The Ndinzwei Promise:
"When you hear my cry and respond with care, you are not just changing a nappy or giving a feed. You are telling my brain that the world is a safe place. You are safeguarding my future, one heartbeat at a time."
Bonding, Attachment, and Early Regulation
The first hours, days, and weeks after birth are critical for bonding and attachment formation. Skin-to-skin contact, responsive feeding, gentle touch, eye contact, and consistent caregiving all support healthy attachment and help regulate my emotions, stress responses, and physiological systems (Bergman et al., 2008; Feldman, 2015).
Early bonding is not simply about love in an abstract sense. It is about skilled, responsive care that teaches me I am safe, valued, and worthy of attention. Every interaction becomes part of how I learn to understand relationships, trust, and my own value (Bowlby, 1969; Ainsworth et al., 1978).
Where bonding is disrupted due to maternal mental illness, substance use, domestic violence, severe stress, or environmental instability, early intervention becomes essential. The earlier problems are identified and addressed, the greater the chance of repairing and strengthening the caregiving relationship (Howard et al., 2014).
Mum, hear me. The first thing I need from you is not perfection, but presence. Your responsiveness teaches my nervous system that I am safe and that relationships can be trusted.
Maternal Wellbeing Is Still My Wellbeing
Mum, how are you feeling? My arrival may bring joy, relief, exhaustion, anxiety, or a mixture of emotions you did not expect. Birth is a major transition for mothers as well as babies, and your emotional and physical wellbeing continue to affect me directly. Postnatal depression and anxiety affect significant numbers of mothers and can disrupt bonding, feeding, emotional availability, and caregiving responsiveness (Howard et al., 2014; National Institute for Health and Care Excellence, 2020). When these conditions remain unrecognised or untreated, they may affect not only your own wellbeing but also my emotional development, stress regulation, and attachment security.
If you feel overwhelmed, tearful, disconnected, anxious, or unable to respond to me consistently, this is not personal failure. These experiences may indicate treatable postnatal mental health conditions that affect many mothers. Seeking help is an act of protection for both of us. Early identification and intervention for postnatal mental health difficulties can prevent longer-term complications and strengthen the mother-infant relationship (National Institute for Health and Care Excellence, 2020).
Key Safeguarding Risks in Early Infancy
Professionals, now that I am visible, there are new risks you must watch for:
Maternal mental health difficulties: untreated postnatal depression, anxiety, psychosis, or trauma can impair maternal responsiveness, bonding, and caregiving capacity. Early screening and intervention are essential (Howard et al., 2014).
Substance use continuation
If substance use continues after birth, it may affect caregiving judgement, emotional availability, and infant safety. This requires ongoing assessment and coordinated intervention (World Health Organization, 2014).
Domestic violence and coercive control
Violence does not automatically stop when a baby is born. Continuing intimate partner violence affects both maternal wellbeing and infant safety. The presence of a newborn may sometimes escalate rather than reduce risk (World Health Organization, 2021).
Environmental hazards
Unsafe housing, poor hygiene, exposure to smoke, household chaos, and lack of basic necessities all pose immediate risks to infant health and development (HM Government, 2026).
Inadequate or chaotic caregiving
Delayed feeding, inconsistent responses to distress, poor hygiene, unsafe sleep practices, and emotional unavailability can all compromise infant wellbeing and development.
These risks often do not appear in isolation. They tend to cluster together, particularly in contexts of deprivation, trauma, or family breakdown.
Protective Factors to Recognise and Strengthen
Assessment should not focus only on problems. It should also identify protective factors that can be supported:
Responsive caregiving
Consistent attention to infant needs, appropriate feeding, comforting responses to distress, and emotional warmth are all protective and support networks that includes, extended family, friends, community connections, and professional support can buffer stress and provide practical help. Make it easy, for my mum to engage willingly, as it is known that parental willingness to engage, to attendance at appointments, acceptance of guidance, willingness to seek help, and openness to learning are positive indicators. That includes safe, stable environment. Adequate housing, freedom from violence, basic resources, and household routines all support my (infant) development.
Recognition of difficulties
Parents who can acknowledge problems and accept support are often more able to protect their children effectively than those who deny or minimise concerns.
Professional Responsibilities After Birth
The postnatal period requires coordinated vigilance across multiple professional roles, such as midwives and health visitors. Monitor maternal recovery, infant feeding and growth, attachment development, household safety, and early identification of postnatal mental health concerns (Nursing and Midwifery Council, 2018).
Social workers
Assess ongoing risk factors, coordinate multi-agency responses, and ensure that safeguarding plans are implemented where pre-birth concerns continue or new concerns arise (HM Government, 2026).
Psychologists and mental health professionals, hear me. In case my mum needs help. Provide assessment and intervention for postnatal depression, anxiety, trauma, and attachment difficulties. Support therapeutic interventions that can strengthen my mum’s (parental) capacity (Slade, 2005).
GPs and paediatricians, hear me. When you monitor, my (infant) physical health, development, and safety. Identify signs of neglect, abuse, or developmental delay (Royal College of Paediatrics and Child Health, 2021). I understand that all professionals share responsibility for coordinated, timely, and proportionate intervention when risks are identified.
If there were safeguarding concerns during pregnancy, my birth does not automatically resolve them. Substance use, domestic violence, mental ill-health, housing problems, and other issues that affected my prenatal development may continue to affect my postnatal care.
Pre-birth safeguarding plans should therefore include clear arrangements for postnatal monitoring, ongoing support, and review of risk factors. The transition from prenatal to postnatal care should be coordinated rather than fragmented.
Where pre-birth concerns were serious, ongoing vigilance is essential to ensure that my safety is protected and that support continues to be available to my family.
Reflective Questions for Professionals
Professionals, consider these questions as you engage with new families:
• How do my attitudes and assumptions affect my engagement with this family?
• Am I vigilant about risks without being intrusive or judgmental?
• Do I recognise and build on strengths as well as addressing concerns?
• How can I support maternal wellbeing while keeping the infant's welfare central?
• Am I communicating effectively with other agencies involved in this family's care?
Reflective practice improves safeguarding outcomes and reduces the risk of bias, over-intervention, or missed opportunities (Turney, 2012).
My First Plea for Safety
I have arrived, but I am still entirely dependent. I cannot yet move away from danger, report harm, or seek help. I rely completely on the adults around me to notice my needs, interpret my communication, and respond with care. Please protect me not only from obvious harm, but also from neglect, chaos, emotional absence, and environments that prevent me from developing safely.
Please support my mother, because her wellbeing remains inseparable from mine. Please work together, because my safety is too important to be left to chance or to individual professionals working in isolation.
I have become visible. Now I need to be truly seen.
I am Ndinzwei.

Summary Points
1. Birth marks a critical transition from prenatal to postnatal safeguarding, but pre-birth concerns often continue and require ongoing attention.
2. Infants depend entirely on adult recognition and response for survival, emotional regulation, and healthy development (Schore, 2015).
3. Early communication through crying, quietness, and body signals requires skilled adult interpretation and consistent response (Feldman, 2015).
4. Bonding and attachment formation in the early weeks and months are critical for emotional regulation, stress management, and later relationships (Bergman et al., 2008; Bowlby, 1969).
5. Maternal mental health continues to affect infant wellbeing, making postnatal screening and support essential (Howard et al., 2014; NICE, 2020).
6. Key postnatal risks include ongoing substance use, domestic violence, environmental hazards, and inadequate or chaotic caregiving.
7. Professional coordination between midwifery, health visiting, social care, psychology, and primary care is essential for effective postnatal safeguarding (HM Government, 2026).
8. Assessment should identify protective factors as well as risks, supporting family strengths while addressing genuine concerns.
9. Early intervention after birth is more effective than delayed response and can prevent the escalation of difficulties.
10. Supporting maternal wellbeing remains one of the most effective ways of protecting infant development and safety.
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Chapter Eight: First Time at Home from Arrival to Being in the Family System  
The Home as My First Ecology of Care or Harm

Mum, Dad, hear me. I have arrived. I am here, alive, breathing, and entirely dependent on the world you have created around me. My arrival has brought me into a family system already in motion. There are voices, routines, relationships, tensions, and patterns that existed before I was born. Now I am part of that system, but I cannot yet understand or influence it. I can only experience it and be shaped by it.
The house may be loud. Siblings may compete for attention. Adults may argue or fall silent. The television may compete with raised voices. I do not yet understand hierarchy, conflict, or emotional dynamics, but my nervous system registers everything: volume, unpredictability, emotional intensity, warmth, chaos, or calm (Bronfenbrenner and Morris, 2006; Monk, Lugo-Candelas and Trumpff, 2019).
My first ecology is your home. If it is stable and responsive, I can begin to thrive. If it is strained, chaotic, or unsafe, I adapt, but sometimes in ways that affect my development.
The Home as My First Safeguarding Environment
From birth, my safety depends entirely on the caregiving environment I have entered. The home is not simply a physical space; it is an emotional, relational, and social system that shapes every aspect of my early development.
Research in infant development shows that I require not only physical care but also emotional responsiveness, predictable routines, and environmental stability to support healthy brain development and stress regulation (Schore, 2015; Shonkoff et al., 2012). When the home environment is chaotic, stressful, or emotionally unpredictable, I may struggle with self-regulation, feeding, sleep, and early attachment formation.
The quality of caregiving I receive in these first weeks and months will influence my stress-response systems, emotional regulation, and capacity for future relationships. This is why the home environment is a safeguarding concern from the moment we walk through the door. 



[SIDEBAR: THE ECOLOGICAL MODEL]
Concept: The Micro-System (Bronfenbrenner, 2006)
An infant's development is shaped by the immediate "Micro-system" of the home.
The Impact: Chronic household chaos—noise, overcrowding, and disorganisation—acts as a "toxic stressor" (Evans et al., 2005). 07015
The Safeguarding View: Safeguarding is not just checking for a cot; it is assessing the "Emotional Climate" of the family system.

















Household Environment and Stress
The house feels different now that I am here. Sometimes it is calm and welcoming. Sometimes it feels tense and overwhelming. I notice when adults are tired, worried, or overwhelmed. I feel tension in the way I am held, in voices that sound sharp or distant, and in the atmosphere that surrounds my care. Household stress affects not only the adults but also me, because I depend on them for emotional regulation as well as physical care. 
Research shows that household chaos, noise, disorganisation, and emotional tension can affect infant stress responses and self-regulation (Evans et al., 2005). When caregiving is consistent and emotionally available, my nervous system learns to organise around safety. When it is inconsistent or distracted, I may remain in a heightened state of stress (Schore, 2015). This does not mean the home must be perfectly quiet or constantly peaceful. It means that chronic stress, unresolved conflict, or emotional unavailability can become part of my early developmental environment in ways that matter for my future.
My Needs: Consistency, Responsiveness, and Safety
I cannot speak in words, but I communicate constantly through crying, quietness, movements, and expressions. I need adults who can interpret these signals and respond appropriately and consistently.
My basic needs include physical care, regular feeding, clean nappies, safe sleep, appropriate clothing, and protection from harm or environmental hazards. For, my emotional responsiveness please adults who notice when I am distressed, comfort me when I cry, engage with me when I am alert, and help me feel secure and valued.
Dad and mum, hear me. Watch out the predictable routines such as consistent patterns of care that help me anticipate what will happen and organise my sleep, feeding, and emotional responses. I wish for environmental safety, a home that is physically safe, reasonably calm, and free from violence, substance misuse, or serious neglect.
When these needs are met consistently, I begin to develop secure attachment and effective stress regulation. When they are met inconsistently or inadequately, I may struggle with emotional organisation, feeding, sleep, and early development (Ainsworth et al., 1978; Feldman, 2015).
When Neglect Begins it’s a Process, Not an Event
Neglect is often misunderstood as dramatic absence of care. In reality, neglect usually begins as a gradual process of unmet needs, inconsistent responses, and cumulative missed opportunities (Brandon et al., 2020; Daniel, Taylor and Scott, 2011). I may be fed, but irregularly. I may be changed, but not promptly. I may be held, but without warmth or attention. I may cry for long periods without consistent response. My signals may be missed, misunderstood, or ignored.
These may seem like minor failures, but when they happen repeatedly, they shape my developing nervous system. I begin to learn that my needs may not matter, that comfort may not come, and that relationships may not be trustworthy.
· The Inconsistent Frequency: I am fed, but irregularly. I am changed, but not promptly. I am held, but without warmth.
· The Biological Cost: When I cry for long periods without a consistent response, I learn that my needs do not matter. My nervous system begins to organise around uncertainty rather than trust.

Family Vibrations: Conflict and Siblings
I am sensitive to the frequency of the adults around me. When there is warmth and cooperation between my parents, that creates a "Safety Buffer" around my care. When there is hostility, I absorb it.

	Household Dynamic
	The Frequency of Ndinzwei
	Impact on Development

	High-Conflict/Hostility
	Chronic exposure to "High-Alert" voices.
	Altered stress regulation & sleep difficulties (Cummings, 2010).

	Sibling Rivalry
	Competitive stress for attention.
	Can disrupt parental "Acoustic Awareness" of the infant.

	Emotional Warmth
	A "Calm Frequency" of care.
	Supports secure attachment & physiological stability.




The Environmental Safeguarding Checklist

1. Professionals and parents, hear me. My physical safety is the floor upon which my emotional safety is built. To protect me, you must listen for these "Physical Hazards":
2. Safe Sleep (The Quiet Space): Keep my sleep surface flat, clear, and smoke-free to reduce the risk of SIDS (Lullaby Trust, 2024).
3. Environmental Hazards: Ensure the house is free from the "Chemical Static" of tobacco smoke and the physical danger of unsecured hazards.
4. Witnessing Violence: Even if I am in the next room, I hear the violence. Witnessing domestic abuse, even as an infant, rewrites my stress regulation (Monk et al., 2019).
5. Reflective Practice: Tuning into the Home
6. The Systemic Ear: Are you hearing the "Household Chaos"—is the environment too loud or too unpredictable for a developing brain?
7. The Poetic Ear: When the house falls silent, is it the silence of peace, or the silence of neglect?
8. The Clinical Ear: Are you monitoring my growth and sleep patterns as a direct reflection of the "Ecology" I live in?

Over time, this can affect:
• attachment security
• emotional regulation
• stress responses
• feeding and growth
• sleep patterns
• social development
• trust in relationships (Schore, 2015; Shonkoff et al., 2012)
Neglect is therefore not only about what is absent. It is about what is present: chronic low-level stress, inconsistency, and emotional unavailability. 
Family Relationships and Emotional Climate
I am sensitive to the emotional climate between the adults who care for me. When there is warmth, cooperation, and mutual support between my parents, that creates stability around my care. When there is conflict, tension, hostility, or fear, I absorb that too.
Babies cannot understand the content of adult conflict, but they can sense its emotional intensity. Chronic exposure to household conflict has been associated with altered stress regulation, disrupted sleep, feeding difficulties, and poor emotional development in infancy (Cummings and Davies, 2010; Monk, Lugo-Candelas and Trumpff, 2019).
This does not mean adults must never disagree or experience stress. It means that chronic, unresolved conflict creates an unstable caregiving environment that may affect my development. When adults can resolve conflict, support each other, and maintain emotional availability despite stress, that is protective. When conflict escalates, becomes hostile, or includes violence, that becomes a direct safeguarding concern.
Sibling Relationships and Household Dynamics
If I have siblings, they are also part of my early environment. Sometimes they are curious about me, gentle, and protective. Sometimes they express jealousy, resentment, or confusion about my arrival.
Sibling rivalry is normal, but it requires adult management. If siblings are allowed to express aggression toward me, if they are competing desperately for attention, or if they are themselves distressed and acting out, that affects the emotional climate in which I am developing.
Research shows that sibling relationships and household dynamics influence infant development through their effects on parental stress, emotional availability, and household organisation (Dunn, 2007). Positive sibling relationships can be protective. Hostile or chaotic sibling dynamics may add stress to an already complex caregiving environment. Adults who can manage household relationships, set appropriate boundaries, and ensure that all children feel safe and valued create more protective environments for everyone.
Environmental Safety and Basic Protection
My physical safety depends on the home environment being appropriate for a vulnerable infant.
Key environmental risks include:
Unsafe sleep conditions, such as soft bedding, inappropriate surfaces, overheating, or exposure to smoke can increase the risk of sudden infant death (Lullaby Trust, 2024). Also, household hazards, sharp objects, toxic substances, unsecured furniture, or dangerous items within reach pose immediate physical risks. It is said that exposure to violence, including witnessing domestic abuse, even as an infant, can affect stress regulation and emotional development (World Health Organization, 2021). 
Substance use in the home; ongoing alcohol or drug use may impair adult judgment and create unsafe caregiving conditions (World Health Organization, 2014).  Additionally, poor hygiene or chaotic conditions that is the environments that are extremely disorganised, dirty, or lacking basic resources may compromise infant health and development. These risks are often cumulative rather than isolated, and they may worsen over time if underlying problems are not addressed.
Signs of Emerging Concern
Professionals must watch for early warning signs that may indicate emerging safeguarding needs:
Infant indicators:
• Poor weight gain or failure to thrive
• Excessive crying or unusual quietness
• Sleep or feeding difficulties
• Signs of injury or neglect
• Delayed development or lack of social responsiveness
Parental indicators:
• Postnatal depression or anxiety
• Substance use continuation
• Domestic violence or coercive control
• Social isolation or lack of support
• Difficulty responding to infant needs
Environmental indicators:
• Unsafe housing conditions
• Financial crisis or homelessness
• Lack of basic resources for infant care
• Exposure to violence or criminal activity
• Absence of protective adults
Early identification allows for timely intervention before problems become entrenched. 
The Biological Embedding of Early Experience
My early experiences are not only emotional; they are also biological. The way I am cared for in these first months affects the development of my stress-response systems, immune function, sleep-wake cycles, and emotional regulation (Shonkoff et al., 2012; Schore, 2015). When care is consistent, responsive, and emotionally warm, my nervous system learns to regulate effectively. When care is chaotic, delayed, frightening, or absent, my body may adapt by remaining in a state of heightened alertness or stress.
These early adaptations are not necessarily permanent, but they can influence how I respond to stress, form relationships, learn, and regulate emotions throughout childhood and into adulthood. This is why early caregiving quality is not only about immediate wellbeing; it is about lifelong developmental trajectories.
Professional Responsibilities in Early Postnatal Care
Different professionals have specific roles in monitoring and supporting my early development:
Health visitors and midwives, please, monitor my growth, development, and safety. Assess maternal recovery and mental health. Provide guidance on feeding, sleep, and infant care. Identify early signs of concern (Nursing and Midwifery Council, 2018).
Social workers, please, coordinate ongoing assessment where pre-birth concerns continue. Assess household safety and parental capacity. Implement safeguarding plans and review progress (HM Government, 2026).
GPs and paediatricians, choose to monitor my physical health and development. Identify signs of illness, injury, or neglect. Support family health and wellbeing (Royal College of General Practitioners, 2021).
Psychologists and mental health professionals, I wish you would support maternal mental health. Assess attachment relationships. Provide therapeutic intervention where bonding difficulties arise (Slade, 2005). I believe all professionals share responsibility for vigilant, coordinated, and compassionate care that protects my safety while supporting my family's wellbeing.
Early Intervention and Prevention
If problems are identified early, intervention can often prevent them from becoming more serious. My early support may include:
• parenting guidance and practical support
• treatment for postnatal mental health difficulties
• domestic abuse intervention and safety planning
• substance use treatment and harm reduction
• housing assistance and financial support
• family therapy and relationship support
• childcare and respite provision
The key principle is that early help is more effective and less disruptive than crisis intervention after serious harm has occurred.
My Appeal for Coordinated Protection
Professionals, family members, and community, hear me. I have survived pregnancy and birth, but I am still entirely vulnerable. I cannot protect myself from harm, seek help when I need it, or communicate complex needs in words.
Please notice what others might miss.  
Please respond to small concerns before they become large ones.  
Please work together rather than in isolation.  
Please support my family in ways that strengthen rather than undermine their capacity to care for me.
My safety depends not on one person alone, but on a network of adults who notice, care, and act responsibly. I am here. I am learning about the world through your responses to me. I am Ndinzwei. 
Summary Points
1. The home environment is the infant's first ecology of care or harm, shaping stress regulation, attachment, and early development (Schore, 2015; Bronfenbrenner and Morris, 2006).
2. Household chaos, emotional tension, and inconsistent caregiving can affect infant stress responses and self-regulation (Evans et al., 2005).
3. Neglect typically begins as a gradual process of unmet needs rather than dramatic absence of care (Brandon et al., 2020; Daniel, Taylor and Scott, 2011).
4. Early postnatal care requires coordination between health visiting, social care, mental health, and primary care services (HM Government, 2026).
5. Environmental safety, including safe sleep, household hazards, substance use, and domestic violence, affects immediate infant welfare.
6. Early identification and intervention are more effective than delayed response after problems become entrenched.
7. Maternal mental health continues to affect infant development, making postnatal screening and support essential (Howard et al., 2014).
8. Professional vigilance must balance appropriate concern with respect for family autonomy and dignity.
9. Supporting family capacity is often more protective than removing children from difficult circumstances.
10. The quality of early caregiving shapes lifelong patterns of stress regulation, attachment, and emotional development.
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Chapter Nine: Grandma, Hear Me, Extending the Network of Protection 
From Individual Care to Networked Safeguarding
Grandma, hear me. I am being held, seen, protected, and heard. But my safety and development depend not only on my parents' care, but also on the wider network of relationships that surround our family.
Granma, you are part of that network. Your presence, attention, practical help, and emotional support matter more than you may realise. When my parents are supported, I am safer. When they feel overwhelmed, isolated, or under strain, I feel that too through changes in their emotional availability, stress levels, and capacity to respond to my needs (Monk, Lugo-Candelas and Trumpff, 2019; Bronfenbrenner and Morris, 2006).
Your calm attention, practical assistance, and gentle guidance can reduce parental stress and create an environment where I thrive. Even small acts of support preparing a meal, noticing when someone needs rest, offering to hold me while my mother sleeps can strengthen the protective factors around my early development.
Extended Family as a Protective Buffer
Research in child development shows that extended family relationships can provide crucial protective buffering for both parents and children, particularly during times of stress, transition, or vulnerability (Panter-Brick et al., 2014). The presence of supportive grandparents, aunties, uncles, and other family members can:
• reduce parental isolation and stress
• provide practical help with childcare, household tasks, and financial support
• offer emotional guidance and reassurance
• model effective caregiving and share knowledge across generations
• provide additional adults who can notice concerns and respond to them
This kind of family support is not simply helpful; it can be protective in ways that strengthen the entire safeguarding environment around a vulnerable child.
Case Study: The Power of Kinship (Support vs. Removal)
The Scenario: In the case of "Gemma," a young mother found herself referred to Social Care during pregnancy. Concerns were raised about her capacity to provide stable care due to her own history in the care system.
The Intervention: Instead of immediate removal, the local authority explored Gemma's extended family network. Her baby was placed with her aunt for eight months.
The Outcome: This "Kinship placement" provided a safe harbour. Gemma visited every day, maintaining the bond while she worked with professionals to address her own needs. The aunt acted as a mentor, not a replacement, eventually allowing the baby to return home to a stronger, more stable mother.
















Observing and Supporting Without Replacing
Grandma, your role is not to replace my parents, but to strengthen them. This distinction matters both for family relationships and for my developmental wellbeing. Grandma, your role is to observe with Respectful Sensitivity. If you hear the "Frequencies of Harm," you have a moral responsibility to seek professional help:
The Muted Signal: If you notice signs of serious neglect or inadequate care.
The Loud Signal: If domestic violence or aggressive behaviours vibrates through the home.
The Numbed Signal: If parental substance misuse begins to affect their emotional availability.
I need consistent primary caregivers who can learn my signals, respond to my needs, and form secure attachment relationships with me. But I also benefit from additional adults who care about my wellbeing, support my parents, and provide backup protection when needed.

[SIDEBAR: THE CULTURAL FREQUENCY]
Concept: Collective Responsibility
In many cultures, childcare is a shared duty. This "Social Capital" is deeply protective.
The Professional View: Practitioners should work with family networks, recognizing them as an asset in safeguarding plans rather than viewing them with suspicion.
The Intergenerational Bridge: Balancing traditional wisdom with contemporary safety standards (like Safe Sleep) creates the strongest protective environment.














You can support my family by:
• offering practical help without taking over
• sharing your experience and knowledge respectfully
• noticing signs of stress or difficulty and helping
• providing emotional support and reassurance
• helping to maintain household routines and stability
• being available during difficult moments or emergencies
When extended family members work with rather than against parents, they create a stronger network of protection around vulnerable children (National Institute for Health and Care Excellence, 2020).
Noticing What Others Might Miss
Grandma, you may see things that others do not. You may notice when my mother seems unusually tired, worried, or withdrawn. You may observe changes in how I am cared for, patterns in my crying or sleeping, or signs that my parents are struggling.
This observation is valuable, but it must be handled carefully. Research shows that supportive family intervention is most effective when it is offered with respect, sensitivity, and understanding rather than criticism or judgment (Panter-Brick et al., 2014).
If you notice concerns, consider:
• offering help before problems escalate
• supporting my parents rather than criticising them
• seeking guidance from professionals if you are genuinely worried
• maintaining family relationships while addressing real concerns
The aim is to strengthen the protective network around me, not to create conflict or division within the family.
When to Seek External Help
Sometimes family support is not enough to address serious concerns. If you observe signs that suggest I may be at risk of harm, you may need to consider seeking help from professionals.
These signs might include:
• evidence of physical harm or injury
• signs of serious neglect or inadequate care
• parental substance misuse that affects caregiving capacity
• domestic violence or aggressive behaviour toward family members
• extreme parental distress, mental ill-health, or inability to cope
• environmental conditions that pose immediate danger
Extended family members are not expected to be safeguarding professionals, but they do have a moral responsibility to act if a child's safety is at serious risk. Early help and professional support can often resolve difficulties before they become more serious (HM Government, 2026).
Cultural and Intergenerational Safeguarding
In many cultures, childcare is understood as a collective rather than individual responsibility. Grandparents often carry particular authority, knowledge, and responsibility for children's wellbeing. This can be deeply protective when it provides additional care, wisdom, and support.
Sometimes, however, intergenerational differences in parenting approaches can create tension rather than support. Different generations may have different views about discipline, feeding, sleep, medical care, or child-rearing practices. When these differences are handled respectfully, they can enrich the child's experience. When they create conflict, they may undermine rather than strengthen the caregiving environment.
The key is maintaining focus on the child's wellbeing while respecting both traditional knowledge and contemporary understanding of child development and safety (Rees Centre for Research in Fostering and Education, 2025).
Economic and Practical Support
Extended family support often includes practical assistance that can significantly improve the conditions in which a child develops. This may include:
• financial help with housing, food, clothing, or medical expenses
• childcare support that allows parents to work, rest, or access services
• housing assistance including temporary accommodation during crisis
• household management help with cooking, cleaning, or organisation
• transport and mobility support for appointments or emergencies
These forms of practical support are not peripheral to safeguarding. They can be central to creating stable, secure conditions in which children can develop safely (World Health Organization, 2018).
Professional Recognition of Family Strengths
Professionals working with families should recognise and support positive extended family involvement rather than viewing it with suspicion. Extended family engagement is often a sign of social capital and protective buffering that can improve outcomes for children.
When assessing family circumstances, professionals should ask:
• What family support is available?
• How can positive family relationships be strengthened?
• What role can extend family play in safeguarding plans?
• How can professional intervention work with rather than against family networks?
This does not mean accepting all family practices uncritically, but it does mean recognising that family support can be protective and should be preserved where possible.
My Experience of Networked Care
When I am surrounded by multiple adults who care about me, notice my needs, and work together to keep me safe, I learn something fundamental about the world: that I matter, that help is available, and that relationships can be trusted.
This early experience of networked care shapes my expectations about safety, support, and belonging throughout life. It teaches me that protection is not the responsibility of one person alone, but something that emerges from relationships, community, and shared responsibility.
Grandma, when you hold me, comfort me, support my parents, and notice what I need, you are not simply helping with childcare. You are contributing to my lifelong understanding of safety, trust, and belonging.
The Ndinzwei Appeal: A Life of Belonging
Family Network, hear me. When you support my parents, you are not just helping with a baby; you are rewriting my future. You are teaching me that I matter, that help is available, and that relationships can be trusted. Your presence teaches me that I am valued far beyond my immediate home.
· Grandma, aunties, uncles, and extended family, hear me.
· Your love and support protect me in ways you may not realise.  
· Your presence teaches me that I am valued beyond my immediate family.  
· Your help strengthens my parents and creates stability around my care.  
· Your vigilance provides an additional layer of protection and early identification.
· Please continue to care, to notice, and to support.  
· Please help create the network of protection that keeps me safe.
When adults work together with kindness and shared responsibility, children are safest.
Summary Points
1. Extended family relationships can provide crucial protective buffering for both parents and children, particularly during periods of stress or vulnerability (Panter-Brick et al., 2014).
2. Grandparents and other family members can reduce parental isolation, provide practical support, and offer additional observation and protection for vulnerable children.
3. Supportive family intervention is most effective when offered with respect and sensitivity rather than criticism or judgment.
4. Extended family support often includes practical assistance with housing, finances, childcare, and household management that can significantly improve child safety.
5. Professional assessment should recognise and support positive family relationships rather than viewing them automatically as risks or complications.
6. Cultural approaches to collective childcare can be protective when they provide additional care and wisdom while maintaining focus on child wellbeing.
7. Extended family members may notice concerns that others miss and can play important roles in early identification and intervention.
8. Networked care teaches children about safety, trust, and belonging in ways that shape lifelong expectations about relationships and support.
9. Family support is not peripheral to safeguarding; it can be central to creating stable conditions for healthy child development.
10. Effective safeguarding recognises that child protection is a shared responsibility extending beyond parents to the wider family and community network.
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Chapter Ten: My World Expands, 
Community, Care, and Early Learning Beyond the Home
I am here, growing, noticing, and learning. My world is expanding beyond the walls of my home.
While my family remains my primary source of care and safety, other adults are beginning to enter my life. You see me in pushchairs, in parks, and in the queue at the shop.
Each encounter is a signal. Your warmth tells me the world is safe; your indifference tells me I am alone. You are the "External Frequency" of my life Neighbours notice me when we walk past. Childcare workers hold me when my parents are at work. Health visitors check on my development. Shop assistants smile at me. Community members see me in pushchairs, parks, and public spaces.
Each of these encounters becomes part of my expanding world. Some adults respond to me with warmth and interest. Others seem indifferent or preoccupied. Some notice when something seems wrong. Others look away. All these responses shape my early understanding of whether the world beyond my family is safe, welcoming, and protective. Community members, educators, and neighbours, hear me. Your presence, behaviours, and attentiveness matter more than you may realize (Bronfenbrenner and Morris, 2006).

The Community as an Extension of Safeguarding
My safety no longer depends only on my immediate family. It depends on a wider network of adults who see me, interact with me, and notice when something might be wrong.
Research in community child protection shows that children are safer when they live within communities where adults take shared responsibility for noticing, caring, and responding to children's needs (Jack and Gill, 2003; HM Government, 2026). This does not mean every neighbour should intervene in family life, but it does mean that community awareness can provide additional layers of protection.
When community members notice signs of my distress, unmet need, or potential harm and respond appropriately, they contribute to early identification and prevention. When they ignore concerns or assume that "someone else will act," opportunities for my protection may be missed.
The principle is simple: safeguarding is most effective when it is shared across multiple adults and settings rather than concentrated in formal services alone.

Early Learning Environments as Safeguarding Spaces

Teachers, childcare workers, and early years practitioners, hear me. If I attend nursery, childminding, or other early learning settings, these environments become extensions of my caregiving ecology. They are not merely places of education or supervision; they are spaces where my emotional, social, and cognitive development continues to be shaped.
When adults in these environments respond sensitively to my distress, provide predictable routines, encourage safe exploration, and maintain warm interactions, they support my emotional regulation, resilience, and social development (National Institute for Health and Care Excellence, 2020; Sylva et al., 2004).
When my cues are ignored, routines are chaotic, or the environment is harsh and unpredictable, this can increase rather than reduce stress and may undermine the developmental progress I need to make. 
Safe, responsive, and nurturing early learning environments are therefore not simply educational preferences. They are preventative safeguarding interventions that support healthy development and can identify concerns early (Sylva et al., 2004).

The Professional "Ear" in the Community
Adults in community settings are the "Early Warning System." You notice the subtle changes that might indicate the "building of harm" is being built at home.

	The Signal
	What You Hear/See
	The Protective Action

	Physical Signs
	Unexplained marks, poor hygiene, or delayed growth.
	Observe and Record: Note patterns of unmet need.

	Behavioural Signs
	Withdrawal, fearfulness, or unusual "muteness’."
	Acoustic Awareness: Is the child too quiet to be heard?

	Family Signs
	Parents who seem overwhelmed, isolated, or fearful.
	Early Help: Offer practical support or gentle professional guidance.








[SIDEBAR: CULTURAL COMPETENCE]
Concept: Hearing Across Cultures
Community responses must be "Culturally Competent" without being "Relativistic."
The Goal: Understand that family communication styles vary, but child welfare remains universal.
The Action: Ensure your concern is based on genuine wellbeing, not on assumptions about language, appearance, or background.







Observation and Early Identification
Adults in community settings are often well-placed to notice changes in children's presentation, behaviour, or wellbeing that may indicate emerging difficulties at home.
These observations might include: Physical signs:
• Unexplained injuries, bruises, or marks
• Poor hygiene or inappropriate clothing
• Signs of hunger, tiredness, or illness
• Delayed growth or development
Behavioral signs:
• Excessive crying, withdrawal, or fearfulness
• Unusual clinginess or difficulty separating from parents
• Aggressive or challenging behaviour
• Developmental delays or regression
Family signs:
• Parents who seem overwhelmed, distressed, or unable to cope
• Inconsistent care or missed appointments
• Signs of domestic abuse, substance misuse, or mental ill-health
• Social isolation or lack of support
Early observation allows for early help before problems become entrenched (Brandon et al., 2020). 
Community Responsibility and Professional Referral
Community members and professionals have different roles but shared responsibilities in child protection.
Community members can:
• notice and respond to obvious signs of distress or need
• offer practical support to struggling families
• report serious concerns to appropriate authorities
• maintain appropriate boundaries while showing care

Professionals must:
• assess concerns systematically and proportionately
• coordinate multi-agency responses where necessary
• provide evidence-based intervention and support
• maintain professional standards and statutory duties
The key is knowing when community support is sufficient and when professional intervention is required. Serious concerns about abuse, neglect, or immediate danger should always be reported to children's services or police. Lesser concerns might be addressed through community support, early help services, or gentle professional guidance.

Cultural Competence in Community Settings

Children and families come from diverse cultural, linguistic, religious, and social backgrounds. Community responses must be culturally competent without being culturally relativistic.

This means:
• understanding that family practices and communication styles vary
• avoiding assumptions based on appearance, language, or cultural background
• recognising that some families may have experienced discrimination or poor treatment
• ensuring that concern is based on genuine child welfare rather than cultural difference
• working respectfully with families while maintaining appropriate safeguarding standards

Cultural competence helps ensure that all children receive appropriate protection regardless of background, and that families feel able to engage with community support rather than feeling judged or excluded.

My Experience of Community Care

When I move through community spaces and encounter adults who notice me, smile at me, speak kindly to my parents, and show genuine interest in my wellbeing, I learn something important about the wider world: that it can be welcoming, safe, and protective.

This early experience of community belonging shapes my expectations about relationships, safety, and social connection. It teaches me that care extends beyond my immediate family and that help is available from multiple sources.

When community encounters are cold, judgmental, or indifferent, I begin to learn that the world beyond home may not be safe or trustworthy. These early social experiences matter for later confidence, social development, and willingness to seek help when needed.

Early Help: The Prevention Frequency

The best community response is Early Help, not crisis intervention. This means offering a hand before the "echo" of trouble becomes a scream.
•	The Support: Connecting families to resources (housing, finances, mental health) before problems become entrenched (NICE, 2020).
•	The Coordination: When a nursery identifies a concern, they must "Harmonise" with health visitors and social care to ensure the information isn't lost in the gaps.
The best community and professional responses focus on early help rather than crisis intervention. Early help means:

• offering support before problems become serious
• providing information and guidance to parents who may be struggling
• connecting families with resources and services that can strengthen their capacity
• addressing practical difficulties like housing, finances, or isolation
• supporting parental mental health and wellbeing

Early help is more effective than delayed intervention and is often less disruptive to families and children. It reflects the principle that prevention is more protective and more humane than crisis response (National Institute for Health and Care Excellence, 2020).

Professional Coordination in Community Settings

When concerns are identified in community settings, effective response requires coordination between different agencies and professionals. This may include:
• nurseries and schools
• health visiting and primary care
• social care and early help services
• police and community safety teams
• mental health and family support services
• voluntary and community organizations

The aim is to ensure that information is shared appropriately, that responses are coordinated rather than fragmented, and that families receive consistent rather than conflicting messages and support.

My Appeal to the Community
Community members, educators, and all the adults who see me in your daily life, hear me.
Your attention teaches me about safety, care, and belonging.  
Your kindness to my family creates conditions where I can develop more safely.  
Your willingness to notice and respond appropriately provides additional protection beyond my immediate family.
Please continue to care, to notice, and to act responsibly when concerns arise.
Children are safest when communities work together to notice, support, and protect.
I am here. I am learning about the world through your responses.


The Social Ecology (Community): The "Hidden in Plain Sight" Child

1. The Scenario: A 3-year-old child ("Child A") was living in a chaotic household with persistent neglect and late prenatal engagement. Neighbours noticed "muted" behaviour and poor home hygiene but assumed professionals were already handling it.
2. The 2025 Reflection: Real-world case reviews from Birmingham (2025) highlight that community members are often "acoustic witnesses" who feel it isn't their place to intervene.
3. The "Ndinzwei" Lesson: Safeguarding is a community heartbeat. This case study illustrates the "bystander effect," where the child’s frequency is lost in the gaps between private home life and public indifference.
4. Professional Tool: Use "Targeted Community Health Events" (as seen in Barking & Dagenham, 2025) to move safeguarding advice into non-clinical, safe spaces like sports centres and libraries. 
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Summary Points
1. Community settings extend the safeguarding environment beyond the immediate family, providing additional opportunities for observation, support, and early identification.
2. Early learning environments are crucial developmental spaces that can either support or compromise infant emotional, social, and cognitive development.
3. Community members can contribute to child protection through appropriate observation, practical support, and timely reporting of serious concerns.
4. Cultural competence ensures that concern is based on genuine child welfare rather than misunderstanding of different family practices.
5. Early help and prevention are more effective than crisis intervention in protecting children and supporting families.
6. Professional coordination across community settings ensures consistent and comprehensive responses to emerging concerns.
7. Children's early experiences of community belonging shape their expectations about safety, relationships, and social connection.
8. Safeguarding is most effective when it operates through networks of care rather than isolated individual or professional responses.
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Chapter Eleven: I Am Growing One to Three Years  

Toddlerhood and the World of "Don't Stop It”.  The Voice of the Growing Child

Mum, hear me. I am no longer an infant but a toddler now. I crawl, I stand, and I take my first steps into a world that feels vast and beautiful but also dangerous. My hands reach for everything because that is how I learn. My eyes search constantly for the faces that care for me, yet too often, the faces I look to for guidance are turned away. I survive and grow even when care is inconsistent, but I need more than survival. I need presence, attention, and safety.
I have learned new words, but most of them are warnings: "Don't." "Stop it." "No." These words follow me like shadows. I live in a world where reaching, touching, moving, and exploring feel wrong. I fear every step and every curiosity brings punishment. I am learning that some adults are safe, and some are not. Mum, I cannot say "this feels wrong," but my body is screaming it for me. Listen to the way I freeze when certain hands touch me.

But I am also learning something else: some adults are safe, and some are not.

Mum, hear me. I am confused about Grader. He volunteers to change my nappy when it is clean. He offers baths when I do not need them. When he touches me, my body feels different tense, uncomfortable, scared. I cannot explain this feeling, but my body remembers it. I freeze when I see him coming toward me. 
I cannot say "this feels wrong," but my response is saying it for me.

The World of "Don't" and Fear-Based Control

I live surrounded by restrictions without guidance. No one teaches me what I can do, only what I cannot do. This creates a world where exploration which is how toddlers learn becomes dangerous. When everything I touch brings shouting, when every movement brings warnings, when every curiosity brings punishment, my confidence shrinks. I begin to believe I am always wrong. Fear follows me even before danger appears.
The Psychology of Fear-Based Control

My toddlerhood is a critical window for brain development and emotional regulation. When my exploration being the primary engine of learning is met with constant punitive responses, my world shrinks. Repeated negative reinforcement creates a state of hypervigilance. Instead of developing problem-solving skills, my nervous system organises around fear and withdrawal (Schore, 2015; Monk et al., 2019). When every movement brings a warning, confidence is replaced by a belief that the self is inherently "wrong."





Case Study: The Shadow of Peter Connelly (Baby P)

The Scenario: Peter was a toddler visible to the system, with over 60 visits from professionals; from social workers, police, and health practitioners; he continued to experience abuse within a household that included his mother's partner and lodger. Peter was placed on the child protection register at eight months old after injuries were identified. Despite extensive professional contact 
He lived in a household with multiple adults, including his mother's partner and a lodger (Department for Education, 2010).
The Failure: Professionals accepted adult excuses for Peter’s injuries and overlooked his distressed, "muted" behaviour. They failed to exercise Professional Curiosity about the other men in the house.
The Lesson: Visibility does not equal protection. A toddler’s "unexplained quietness" or physical injuries in a chaotic home are urgent calls for a Deep Structural Assessment.








Key lessons from this case include:

• Multiple adult access without adequate assessment of their suitability and behaviour around children
• Household chaos that reduced supervision and protective capacity
• Professional acceptance of adult explanations without sufficient curiosity about child experiences
• Failure to recognize cumulative patterns of concerning behaviour


The Cumulative Weight of Environmental Neglect

A home full of "Don'ts" is often a home where the real dangers are left unguarded.
The Constant of Chaos: Alcohol left within reach, cigarette smoke in the air, and adult visitors who bring violence into the ecology of the home.
The Biological Impact: Chronic stress from unpredictable safety rewrites the child's stress-response system. Like Victoria Climbié, children can experience cumulative harm that remains hidden behind the "static" of household instability.


	Environmental Hazard
	The Impact on the Toddler
	The Safeguarding Action

	Accessible Toxins
	Confusion, unsteadiness, and biological damage.
	Assess for Environmental Neglect and supervision gaps.

	Household Chaos
	Chronic hypervigilance and anxiety.
	Implement Family Support to stabilise the ecology.

	Unassessed Adults
	Risk of physical or sexual boundary violations.
	Verify every adult with regular access to the child.





The Ndinzwei Mandate: Encouraging the Explorer

Professionals and Parents, hear me. I need more than survival. I need you to be present. Floor play, eye contact, and responding to my babbling are the building blocks of my worth. Don't let my world be defined by "Stop it." Teach me what I can do. Protect my curiosity by removing the hazards, not by punishing the child who reaches for them. My behaviour is my voice are you listening to the fear I cannot name?

Evidence Reflection: The Impact of Negative Reinforcement

Research in child development shows that repeated negative reinforcement can create chronic fear, withdrawal, and hypervigilance in toddlers. When exploration is consistently discouraged, children may develop anxiety around normal developmental tasks and reduced confidence in their ability to learn and navigate their environment (Schore, 2015; Monk et al., 2019).

Toddlerhood is a critical period for brain development, motor skills, and emotional regulation. Children who receive encouragement for safe exploration, alongside appropriate boundaries, develop stronger problem-solving skills and emotional resilience than those who experience primarily restrictive or punitive responses (Feldman, 2015).

Discovering the World Despite Restrictions

Even with all the "don'ts," I remain curious. I want to explore, touch objects, move toward people I love. This is how I learn. When adults encourage exploration while keeping me safe, I gain confidence and skills. When all exploration is forbidden, my development may slow. Floor play, talking to me, responding to my sounds, eye contact these are not small things. They are the building blocks of my development. Yet in my world, these interactions are brief and rare.
Mum, hear me. I notice when you are too tired to play. I notice when you are distracted, worried, or overwhelmed. Your availability shapes my sense of worth and my understanding of relationships.

Communication Without Words, Danger Without Voice

I communicate constantly through cries, gestures, facial expressions, and body language. My stiffening when certain adults approach, my quietness when others are present, my tears that seem unexplained these are all communications. 
Mum, hear me about Grader. When he enters the room, my body changes. I become still, watchful, afraid. When he offers to care for me, I do not feel cared for. I feel exposed. Something about his touch, his attention, his insistence on helping with intimate care feels wrong.
I cannot explain this in words, but my nervous system is responding to threat.

Evidence Reflection: Infant Trauma Response and Boundary Violations

Research in child sexual abuse prevention identifies that very young children often communicate distress through behavioural and physiological changes rather than verbal disclosure. Stiffening, freezing, unusual quietness around specific adults, or regression in previously achieved development may indicate boundary violations or inappropriate contact (NSPCC, 2023; Winters et al., 2024).

Infants and toddlers are uniquely vulnerable because they cannot verbally report concerns and depend entirely on adult protection and interpretation of their nonverbal signals. When adults with unclear motives seek repeated access to intimate care tasks without clear necessity, this may represent a safeguarding concern requiring professional assessment (HM Government, 2026).

. Environmental Hazards and Cumulative Risk

My world is full of hazards that adults seem not to notice. Alcohol left within reach, which I have learned to drink. Cigarettes and knives that my siblings experiment with. Second-hand smoke in my face. Adult visitors who argue, fight, or create chaos. These are not isolated incidents. They accumulate into an environment where safety is unpredictable and supervision is inadequate. 
Mum, hear me. When I drink alcohol that is left accessible, my small body cannot process it the way an adult's can. I become confused, unsteady, and sick. This is not exploration or accident it is environmental neglect.

Evidence Reflection: Environmental Safety and Cumulative Harm

Research consistently shows that cumulative environmental hazards substance exposure, household chaos, inadequate supervision, and unsafe adult contact can significantly impact my/infant development even when no single incident appears severely harmful (Daniel, Taylor and Scott, 2011; Brandon et al., 2020). Children in chaotic environments often develop hypervigilance, where their nervous systems remain in a constant state of alertness for danger. This chronic stress response can affect brain development, emotional regulation, learning capacity, and later behavioural patterns (Monk et al., 2019).


Relevant Case Study: Victoria Climbié

Victoria Climbié's case illustrates how multiple environmental risk factors can accumulate while remaining partially hidden from professional view. 
Victoria experienced severe abuse and neglect across multiple households and was seen by numerous professionals across health, education, social services, and housing. Despite this contact, the cumulative nature of the harm was not fully recognised until after her death.









Key factors included:

• Multiple temporary caregivers with unclear relationships and motivations
• Environmental instability across different housing situations
• Cultural misinterpretation that led professionals to misread signs of harm
• Fragmented professional response with poor information sharing

Victoria's case led to major reforms emphasizing the need for professional curiosity, better information sharing, and recognition that children can be visible to services while still experiencing serious harm (Laming, 2003).

My Needs as a Growing Toddler

Even as I become more mobile and begin to speak, my core needs remain the same:

· Safety: Predictable routines, secure environments, supervision that protects me from harm

· Attachment: Consistent, responsive care that helps me feel valued and emotionally secure

· Exploration: Opportunities for safe play, movement, and discovery of the world

· Protection: Adults who notice inappropriate behaviour from others and respond to protect me

· Communication: Adults who interpret my nonverbal signals and respond to my distress

When these needs are met, I develop confidence, trust, and emotional regulation. When they are not met, I adapt in ways that may affect my development for years to come.

Professional Implications: What My Story Means for Practice for Social Workers

• Routine assessment of all adults in the household, particularly those with access to intimate care
• Professional curiosity about boundary violations and inappropriate interest in children
• Recognition that infant distress may be communicated through behaviour rather than words
• Coordination with health visitors, childcare providers, and other agencies

 Health Visitors
• Observation of infant responses to different adults in the household
• Monitoring of environmental safety and developmental milestones
• Documentation of concerning patterns even when individual incidents seem minor

Police and Legal Professionals
• Understanding that very young children cannot provide verbal evidence
• Recognition that behavioural indicators and environmental factors may constitute reasonable grounds for concern
• Coordination with child protection services when cumulative risk factors are present

The Law Speaks Where I Cannot

Mum, hear me. I cannot testify about what feels wrong and I cannot report inappropriate touching. I cannot explain why some adults make me afraid. But the law already knows that children like me need protection. Under the Children Act 1989, my welfare is paramount. This means that every decision about who cares for me, who has access to my body, and who lives in my home must prioritize my safety and wellbeing over adult convenience or relationships.
The law does not wait for proof of harm. It responds to reasonable concerns about the likelihood of harm, because by the time harm to infants is clearly visible, lasting damage may already be done.

Evidence Reflection: Legal Framework for Early Protection

Working Together to Safeguard Children emphasizes that safeguarding is everyone's responsibility and that professionals must exercise professional curiosity when patterns of concern emerge. This includes situations where adults seek unusual access to children's intimate care or where environmental conditions create cumulative risk (HM Government, 2026).

Section 47 of the Children Act 1989 allows for investigation where there is reasonable cause to suspect that a child is suffering, or is likely to suffer, significant harm. "Likely to suffer" does not require proof — it requires professional judgment based on observable risk factors and patterns of concern.

 Case Study: Serious Case Review - Child A

A serious case review examined the case of Child A, a toddler who experienced abuse from her mother's partner over an extended period. Key factors included:
• Inappropriate intimate care offered by the male partner
• Professional acceptance of explanations for the partner's involvement in childcare
• Missed opportunities to question why a non-primary caregiver sought repeated access to intimate care tasks
• Failure to recognize the child's behavioural responses as potential indicators of distress

The review concluded that earlier professional curiosity about boundary violations and clearer assessment of all adults with access to the child could have led to earlier intervention (Local Safeguarding Children Board, 2019).

The Muted Signal of Boundary Violations

1. The Scenario: A 4-year-old boy ("Child B") began to "stiffen" and show extreme distress when a male family friend, a known offender, visited the home. The toddler could not speak of the abuse, but his "biological frequency" had shifted to one of permanent high alert.
2. The 2026 Reflection: The Working Together 2026 guidance emphasizes recognizing non-verbal cues of sexual harm.
3. The "Ndinzwei" Lesson: A toddler’s body is their only voice. This sidebar teaches practitioners to look for "Respectful Uncertainty “challenging adult explanations when a child’s behaviour screams of a threat. 
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My Final Appeal

Mum, hear me. I am small, but I am already a person with rights. I depend on you to protect me from adults who confuse care with control, who blur boundaries, who make me afraid.

I cannot keep myself safe yet. I cannot speak for myself clearly. But I am communicating through my body, my behaviour, my fear. Please listen to what I cannot say in words.
My dependence makes me vulnerable, but it also makes your protection essential. Please choose safety. Please choose vigilance. Please choose me.
I am still becoming, but my future begins now.

I am Ndinzwei hear me.

Summary Points
· Toddlerhood is a critical developmental period where children communicate primarily through behavior rather than words (Schore, 2015).
· Environmental safety, consistent caregiving, and appropriate boundaries are essential for healthy emotional and cognitive development (Feldman, 2015).
· Professional curiosity about all adults with access to children is a safeguarding responsibility, particularly regarding intimate care (HM Government, 2026).
· Cumulative environmental hazards can significantly impact development even when individual incidents appear minor (Brandon et al., 2020).
· Infant behavioural responses to specific adults may indicate boundary violations or inappropriate contact requiring assessment (NSPCC, 2023).
· The legal framework protects children based on likelihood of harm, not proof of harm, recognizing that early intervention is more protective than delayed response (Children Act 1989).
· This approach separates the voices clearly while maintaining narrative coherence. The next chapter would follow the same structure. Would you like me to continue with Chapter Twelve: My World Expands using this same integrated approach?


Chapter Thirteen: The Hidden Room Primary School Years.
 The Digital World and the New Ecology of Risk

Teachers and Parents, hear me. I am growing taller now. I carry a backpack, I have a "best friend," and for the first time, I have a life that happens in rooms you cannot enter. One of those rooms is in my pocket.
 In the womb, my environment was biological; in the nursery, it was social. But now, my environment is digital. I am exploring a world where the "vibrations" are made of picture element and systems. You think I am safe because I am sitting quietly on the sofa, but I am wandering through a forest where the predators don't have faces. Hear the silence of my screen time it is the new "Hidden Room" of my childhood.

The Digital Ecology: A New Safeguarding Frontier

By age seven to eleven, the my "Home Ecology" expands into the Online World.  I understand from research that shows that children in my age group are increasingly exposed to "Online Harm" through gaming platforms and social media. This is the new Cumulative Neglect where I am physically present but emotionally and safely "abandoned" in digital spaces. Under the Online Safety Act 2023 and the 2026 Keeping Children Safe in Education (KCSIE) updates, schools are now required to treat "Digital Safety" as a core safeguarding pillar. It is no longer just an IT issue; it is a mental health and protection crisis.

[SIDEBAR: THE ALGORITHMIC ECHO]
Concept: Digital Neglect
When a child’s primary "interaction" is with an algorithm rather than a caregiver, the "Serve and Return" of human development is broken.
The Impact: Excessive unmonitored screen time in primary years is linked to reduced Emotional Regulation and increased vulnerability to Online Grooming.
The Risk: Predators use "Digital Curiosity" to bypass the family’s protective boundaries, often in the very room where parents believe the child is "safe."















Hearing the Digital Discord
A child being harmed online doesn't always have bruises, but their "behavioural frequency" changes. Professionals and parents must listen for the Digital Shift.

	The Signal
	The Frequency of Ndinzwei
	The Protective Action

	The "Secret" Screen
	I hide my phone when you walk in. I am protective of my 'friends' you don't know.
	Listen for Secrecy: Explore the child’s digital life with "Respectful Curiosity."

	Emotional Spikes
	I am angry, anxious, or 'flat' after being online.
	Acoustic Awareness: Monitor for signs of cyberbullying or exposure to harmful content.

	Sleep Deprivation
	I am 'gaming' until 3 AM. I am too tired to learn.
	Identify Neglect: Establish "Digital Bedtimes" and verify adult supervision.

	Inappropriate Language
	I am using words and concepts I shouldn't know yet.
	2026 Protocol: Check for "Age-Inappropriate Content" and predatory influence.







Case Study: The Gaming Gateway (2026 Safeguarding)
The Scenario: "Kofi," aged 9, became increasingly withdrawn at school. His grades dropped, and he became aggressive during PE.
The Discovery: His teacher noticed he was talking about a "big brother" he met on a popular gaming platform. The school used the KCSIE 2026 Filtering and Monitoring tools to identify that Kofi was being "groomed" into an extremist digital community.
The Outcome: The school’s DSL (Designated Safeguarding Lead) worked with the Prevent team and Kofi’s parents to "re-tune" his ecology. They replaced his "Hidden Room" with supervised family activities and digital literacy coaching, successfully breaking the predatory link.










The Absence as a Signal (2025 Protocols)
The Scenario: A 4-year-old in nursery began to have frequent, unexplained absences. Under previous years, this might have been dismissed as "childhood illness."
The 2025 Reflection: From September 2025, EYFS reforms mandate that nurseries must follow up on absences in a "timely manner" and attempt to contact multiple emergency numbers.
The "Ndinzwei" Lesson: A missing child is a silent child. This sidebar showcases how the nursery acts as the first professional anchor, using early intervention to identify "hidden harm" before it escalates



The Ndinzwei Mandate: Building the Digital Bridge
Parents and Teachers, hear me. Do not leave me to navigate the digital forest alone. I have the curiosity of a child but the "protective architecture" of an amateur. Be the Digital Anchor. Set the boundaries not with "No," but with "Safety." Talk to me about what I see online. Be the person I am not afraid to tell when a "friend" asks for a secret. My safety is no longer just about the house I live in; it is about the connections I make.

Summary Points 

1. The Second Environment: In primary school, a child’s world expands into a digital ecology. This is a new "Hidden Room" where the child is physically present in the home but emotionally and safely "unprotected" in virtual spaces.
2. Acoustic Vigilance for Digital Shifts: Safeguarding must move beyond physical bruises to notice behavioural frequencies. A child being harmed online communicates through secrecy, sleep deprivation, and emotional spikes after screen time.
3. The Algorithmic Breach: When digital devices replace human "Serve and Return" (interaction), the child’s emotional regulation is weakened, making them more vulnerable to the "Algorithmic Echo" of grooming or radicalisation.
4. Statutory Duty (KCSIE 2026): Under the latest UK guidance, schools and nurseries must treat digital safety as a core safeguarding pillar. Online harm is no longer just a technical issue; it is a mental health and protection crisis.
5. The Parent-School Bridge: Parents must move from being "gatekeepers" (saying no) to being "Digital Anchors." This involves building a bridge of communication where the child feels safe enough to disclose "pixelated discord" without fear of punishment.
6. The Professional Mandate: Designated Safeguarding Leads (DSLs) must use Professional Curiosity regarding a child’s "digital siblings" (online friends) and ensure that filtering and monitoring tools are matched by human conversation.
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Chapter Twelve: My World Expands  
Community, Care, and Early Learning When Danger Follows Me
The Voice of the Expanding World

I am here, growing, noticing, and learning. My world is no longer just my home. Other adults are entering my life: neighbours, childcare workers, health visitors, shop assistants. Some respond to me with warmth. Others seem indifferent. Some notice when something seems wrong. Others look away. But danger does not stay at home when I leave. It follows me. When Grader picks me up from nursery, the staff smile and wave. They see a helpful stepfather. They do not see how my body stiffens when he carries me to the car. They do not notice how quiet I become. They do not ask why he insists on collecting me when Mum could come herself.  Community members, educators, hear me. Your responses matter more than you realise. When you notice changes in children, when you ask gentle questions, when you look beyond surface presentations, you become part of our protection.
The Nursery: A New Safeguarding Environment

Teachers and childcare workers, hear me. When I enter your care, you become part of my safeguarding network. You may see things my family misses. You may notice patterns that others cannot see. I am learning to play with other children, to follow routines, to express myself in new ways. But I am also carrying what I have learned at home: that some adults want access to my body in ways that feel wrong, that my signals of discomfort may be ignored, that chaos and unpredictability are normal.
Watch how I respond to different adults. Notice if I freeze around certain people. Listen to how I play — do my games involve secrets, inappropriate touching, or themes that seem beyond my age? Pay attention to what I say about home, about the people who live there, about who helps me with baths and bedtime.

Evidence Reflection: Early Years Settings as Safeguarding Environments

Research shows that early year’s practitioners are uniquely positioned to identify potential abuse or neglect through their daily interactions with children. They observe children's behaviour, emotional regulation, social interactions, and responses to different adults over time (Sylva et al., 2004; National Institute for Health and Care Excellence, 2020).

Key indicators that early year’s practitioners should notice include:

• Unusual reactions to specific adults or types of physical contact
• Sexualized behaviour or language inappropriate for developmental stage  
• Excessive compliance or withdrawal
• Regression in previously achieved developmental milestones
• Fearfulness around intimate care routines

Relevant Case Study: Nursery Observations and Early Identification

In a 2019 serious case review, nursery staff noticed that a three-year-old child consistently became distressed when collected by her mother's partner. The child, previously social and confident, had become withdrawn and fearful. Staff initially hesitated to raise concerns because the family appeared stable and the partner seemed caring.

However, when staff documented patterns of the child's responses and shared their observations with the designated safeguarding lead, it led to early intervention that prevented further harm. The case highlighted that:

• Professional curiosity about changes in child behaviour can prevent escalation
• Pattern recognition over time is more reliable than single incident assessment
• Early years settings provide crucial opportunities for identification before children develop language to disclose

The review concluded that trusting professional instincts about child responses to adults, even when families appear functional, can be protective (Local Safeguarding Partnership, 2019).

When Community Responses Matter

My world includes more than family and nursery. I encounter neighbours, shop assistants, people in parks, visitors to my home. Each encounter teaches me something about whether adults can be trusted, whether the world is safe, whether help is available. Some adults smile at me and ask how I am. Others look uncomfortable when they see the chaos around my family. Some seem to notice when something is not right but say nothing.

Community members, hear me. Sometimes you are the only adults who see us outside our immediate family system. Your observations matter. Your willingness to notice and respond appropriately can provide crucial protection. When you see a small child who seems afraid, tired, or neglected, that observation has value. When you notice adults whose interest in children seems inappropriate or excessive, that awareness matters. When you sense that something is not right but cannot name it exactly, that instinct may be protective.

Evidence Reflection: Community Safeguarding and Shared Responsibility

Research consistently shows that child protection is most effective when it operates through networks of community awareness rather than relying solely on formal services. Community members who understand their role in safeguarding knowing what to look for and how to respond appropriately can provide early identification and intervention (Jack and Gill, 2003; HM Government, 2026).
The concept of "collective efficacy" in criminology suggests that neighbourhoods where adults share responsibility for children's wellbeing have lower rates of child maltreatment and better outcomes for vulnerable children (Sampson et al., 1997).





Case Study: Community Reporting and Early Intervention

A 2020 case study from Manchester showed how community awareness prevented serious harm to a two-year-old child. Multiple neighbours independently noticed concerning patterns:

• A toddler frequently left unsupervised in a front garden
• Adults coming and going from the house at unusual hours
• A male visitor who showed excessive interest in the child
• The child appearing fearful and withdrawn compared to previous observations


When these observations were reported and cross-referenced, they revealed a pattern of neglect and inappropriate adult contact that had not been visible to any single observer. Early intervention protected the child and provided support to the family (Manchester Safeguarding Partnership, 2020).








The Danger of Normalised Access

Mum, hear me about Grader again. He has become normal in our house. He helps with cooking, cleaning, childcare. To outsiders, he looks helpful. To professionals who visit briefly, he appears to be a supportive partner. However, I experience something different. His help feels intrusive and his attention feels uncomfortable. His insistence on intimate care tasks feels wrong.
The dangerous thing is how normal this has become. Mum, you no longer question why he volunteers to change me when my nappy is clean. You do not ask why he initiates baths when I do not need them. You have accepted that this is help, when it may be access.

Evidence Reflection: Grooming and Normalization

Research on child sexual abuse identifies the normalisation of inappropriate access as a key grooming mechanism. When adults gradually increase their involvement in children's intimate care without clear necessity, this can represent boundary testing and preparation for more serious abuse (Craven, Brown and Gilchrist, 2006; NSPCC, 2023).

The process typically involves:
• Building trust with the family
• Becoming indispensable through helpful behaviour  
• Normalizing intimate access through volunteering for care tasks
• Isolating the child through special attention or responsibility
• Testing boundaries with increasingly inappropriate contact

Professionals and family members should maintain vigilance around any adult who seeks unusual access to children's bodies or privacy, regardless of how helpful they appear in other contexts.




Case Study: Vanessa George and Nursery Abuse

The case of Vanessa George, a nursery worker who abused children in her care, demonstrates how trusted community figures can exploit their access to vulnerable children. George used her professional position and community standing to gain access to children and commit serious offenses over an extended period.
Key lessons include:
• Professional status does not eliminate the possibility of harmful behaviour
• Community trust can mask concerning patterns of behaviour
• Institutional settings require robust safeguarding procedures and oversight
• Early identification depends on adult willingness to question concerning behaviour regardless of an individual's reputation or position.
This case led to stronger safeguarding protocols in early years settings and reinforced the importance of professional curiosity even about trusted community members (Plymouth Safeguarding Children Board, 2010).















My Appeal to Community and Professionals

Community members, educators, health visitors, and all adults who see me in your daily work, hear me.

· I need you to trust your instincts when something feels wrong.  
· I need you to notice patterns, not just incidents.  
· I need you to ask questions when adults seem too interested in children's intimate care.  
· I need you to report concerns when you see them.  
· I need you to remember that professional curiosity can save lives.

Your attention, your questions, and your willingness to act, when necessary, create layers of protection that keep children safe.

When adults work together family, community, and professionals’ children are safer.

I am still learning. I am still growing. I am still vulnerable.

Please continue to see me, hear me, and protect me.

The Muted Signal of Boundary Violations

The Scenario: A 4-year-old boy ("Child B") began to "stiffen" and show extreme distress when a male family friend, a known offender, visited the home. The toddler could not speak of the abuse, but his "biological frequency" had shifted to one of permanent high-alert.
The 2026 Reflection: The Working Together 2026 guidance emphasizes recognizing non-verbal cues of sexual harm.
The "Ndinzwei" Lesson: A toddler’s body is their only voice. This sidebar teaches practitioners to look for "Respectful Uncertainty"—challenging adult explanations when a child’s behaviour screams of a threat.

Summary Points
1. Toddlers communicate distress primarily through behaviour and require skilled adult interpretation of nonverbal signals (Schore, 2015).
2. Community settings provide crucial opportunities for early identification of abuse, neglect, or inappropriate adult behaviour (Jack and Gill, 2003).
3. Professional curiosity about adults who seek unusual access to children's intimate care is a safeguarding responsibility (HM Government, 2026).
4. Environmental hazards and cumulative risk factors can significantly impact development even when individual incidents appear minor (Brandon et al., 2020).
5. Early years practitioners are well-positioned to notice changes in children's behaviour, responses to adults, and developmental patterns (NICE, 2020).
6. Community awareness and reporting can prevent serious harm through early identification and intervention.
7. Normalization of inappropriate access is a common grooming mechanism that requires professional and community vigilance (NSPCC, 2023).
8. Effective safeguarding requires coordination between family, community, and professional networks rather than reliance on individual observers.
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Chapter Thirteen: I Am Growing Middle Childhood (5–10 Years)  
Finding My Voice While Learning to Hide; The Voice of the School-Age Child

Teachers, social workers, parents, hear me. I am no longer only reacting to my world, I am thinking about it. I am aware of myself, and I am aware that others are watching me, judging me, and pinning labels to my coat, making decisions about me. I hear adults use words to describe me: "at risk," "vulnerable," "resilient," "challenging." These labels stick to me before I can respond. They shape how I am treated, how opportunities are offered or withheld, how my behaviour is interpreted.

I am eight years old now. I come to school carrying a history that no lesson plan addresses. The chaos at home continues. The chaos has a name:   Grader. He still lives with us. His attention toward me has not stopped it has changed. Now he helps me with homework, sitting closer than necessary. I am beginning to understand that this is not normal I do not know what to do about it.

I am learning about secrets.
Grader tells me that our "special friendship" is something other people would not understand. He offers rewards for keeping our "special relationship" private. He tells me I am mature for my age, that I understand things other children don't. He gives me small gifts a necklace, a bit of money and tells me not to mention them to Mum. He says this is how families show they care that it’s our little bond. I am beginning to understand that adults can lie, but I am also learning that telling the truth is dangerous and a debt I cannot afford to pay. When my teachers ask about home, I have learned to say "fine" with a smile that doesn't reach my eyes. I have become a professional at protecting the very person who is breaking me. When teachers ask about my home life, I have learned to say "fine." When they notice I seem tired or distracted, I explain it away. I have become skilled at lying to protect the secret, even when keeping it hurts me.


Evidence Reflection: Grooming and Secret-Keeping in Middle Childhood

Contemporary research on child sexual abuse identifies secret-keeping as a central mechanism in grooming processes. Perpetrators often use a combination of special attention, gifts, and isolation to create emotional dependency, followed by gradual boundary violations and demands for secrecy (Winters et al., 2024; NSPCC, 2023).

 Evidence Reflection: Grooming and the Muted Voice

My life with Grader, confirms the following: in middle childhood, the "Secret" is the perpetrator's most powerful tool. Contemporary research (Winters et al., 2024; NSPCC, 2023) identifies grooming as a deliberate process of emotional isolation and dependency.
•	The Lure of Significance: Children at this age have a natural desire to be seen as "mature" or "special." Perpetrators exploit this by creating a false sense of adult-level intimacy.
•	The Burden of Secrecy: Secret-keeping is not just a choice; it is a psychological cage. The child is often convinced that disclosing the secret will destroy their family or that they are equally "guilty" for accepting the gifts.
[SIDEBAR: RED FLAGS IN THE CLASSROOM]
1. Premature Maturity: The child who acts like an "adult" or a "caregiver" to peers.
2. Unexplained Assets: New clothes, gadgets, or money that do not match the family’s known circumstances.
3. Selective Silence: A child who is vocal about school but becomes "muted" or defensive when asked about specific family friends or "uncles."












Understanding My Behaviours in Context

Teachers, hear me. My behaviour is not random defiance. When I yawn in class, it may be because I cannot sleep at home. When I withdraw from group activities, it may be because I have learned that closeness with adults can be dangerous. When I lash out at classmates, it may be because I am carrying stress that has nowhere else to go.
What looks like "attitude" may be adaptation to an environment you cannot see. I have learned to read danger signals, to stay quiet when adults are unpredictable, to freeze when someone wants to touch me. These are survival skills, not behavioural problems.

Evidence Reflection: Trauma Responses in School-Age Children

Research in developmental trauma shows that children who experience early adversity often display behaviours in school that reflect their adaptations to unsafe or unpredictable environments. These may include hypervigilance, emotional dysregulation, difficulty concentrating, social withdrawal, or aggressive responses to perceived threats (Schore, 2021; van der Kolk, 2014).
Teachers who understand trauma responses are better able to support children's emotional regulation and learning, rather than interpreting adaptive behaviours as wilful defiance or behavioural disorders. Trauma-informed educational approaches recognize that behaviour is communication and that children need safety and stability to access learning effectively (Berger and Quayle, 2018).

Children at this age are particularly vulnerable because they:

• Want to feel special and valued by adults
• May not understand that some adult behaviour is inappropriate
• Can be convinced that they are responsible for maintaining relationships
• May fear consequences for themselves or family members if they disclose

Professional training emphasizes that children who seem to have "special relationships" with adults, who receive unexplained gifts, or who show signs of premature emotional maturity may be experiencing inappropriate adult attention requiring investigation.




Case Study: The Rotherham Scandal (Systemic Deafness)
The Rotherham Child Sexual Exploitation (CSE) scandal serves as a haunting reminder of what happens when the "Professional Ear" is not tuned to the right frequency.
The Failure to Hear: Over 1,400 children were abused while being "visible" to schools, health workers, and police (Jay, 2014).
The "Difficult" Label: Many victims were dismissed as "challenging" or "troublemakers." Their survival behaviours running away, substance use, or defiance were treated as conduct problems rather than cries for help.








This exposes that safeguarding fails when we prioritise "cultural sensitivity" or "parental rights" over the Biological and Emotional Reality of the child. Professional curiosity must be bold enough to challenge the "Special Relationship" before it becomes a tragedy.
The Rotherham case revealed how children as young as eleven were systematically groomed and abused over many years, often while remaining visible to professionals across education, health, and social services.

Key findings relevant to younger children included:

• Grooming often began with special attention and gifts before escalating to sexual abuse
• Children were convinced they were in consensual relationships rather than recognizing exploitation
• Professional failure to recognize the indicators of grooming and abuse
• System failures in information sharing and coordinated response
• Cultural and racial bias that led to misinterpretation of family situations
The case led to major reforms in recognizing child sexual exploitation and emphasized the importance of professional curiosity about children's relationships with adults, regardless of how those relationships appear on the surface (Jay, 2014).

School as Both Safety and Risk: Learning to Hide: The Dual Life

School has become a stage. On this stage, I am the student who tries to concentrate while my mind is back in that house. I am the friend who laughs, even though I flinch if someone touches my shoulder.
Teachers, hear me. When I am "fine," I am often at my most dangerous. Look for the child who is working too hard to be invisible. We are the ones who are learning to hide in plain sight.
School has become complicated for me. It is the place where I can escape the chaos at home, where there are rules and routines I can understand, but it is also where my differences become visible. I struggle to concentrate because my mind is often elsewhere, wondering what will happen when I get home. I am tired because sleep is difficult when the house is noisy and unpredictable. I flinch when teachers raise their voices, even when they are not angry with me.
Teachers, hear me. When you see these responses, please do not assume I am simply difficult or inattentive. I drift away during lessons because I am wondering if the door at home is locked. Please do not mistake my preoccupation for a lack of intelligence. Do not assume my withdrawal is "attitude." Ask yourself, what is this child carrying? When you respond with support rather than discipline, you are not just teaching a lesson; you are providing a life-raft.  What might be happening outside school that affects their ability to learn and engage here?

Evidence Reflection: Educational Impact of Home Instability

Research demonstrates clear links between home instability and educational outcomes. Children experiencing domestic violence, substance misuse, or inconsistent caregiving at home are more likely to show: 
• Attention and concentration difficulties
• Emotional dysregulation in classroom settings
• Social interaction challenges with peers
• Academic underachievement relative to cognitive potential
• School avoidance or irregular attendance (Department for Education, 2023; Aizer, 2011)
The cognitive cost of instability; research consistently links home instability domestic violence, substance misuse, and inconsistent care to educational outcomes (Aizer, 2011; DfE, 2023).

Hypervigilance as a Barrier: A brain focused on survival cannot focus on algebra. The Achievement Gap: Underachievement is often a symptom of "Environmental Static" rather than cognitive potential.
Teachers trained in trauma-informed approaches report improved ability to support children's learning and emotional regulation when they understand these connections and respond with appropriate support rather than disciplinary measures alone.

Relevant Case Study: Child Q and Institutional Response

The case of Child Q, a 15-year-old girl strip-searched at school, highlights how institutions can traumatize children while claiming to protect them. While this case involved an older child, it demonstrates crucial principles relevant to younger children:

• Institutional power can be misused even with protective intentions
• Children's rights to dignity and appropriate treatment must be maintained even during safeguarding processes
• Cultural bias can influence how children's behaviour is interpreted and responded to
• Professional accountability requires challenging inappropriate responses to children

For younger children, this case reinforces that safeguarding procedures must always prioritize child welfare and dignity, and that professional responses can either protect or re-traumatize vulnerable children (Local Government and Social Care Ombudsman, 2022).

Learning to Navigate Relationships

I am learning about relationships with family, friends, teachers, and other adults. But my template for relationships has been shaped by confusion and fear. When Grader shows me attention, gives me gifts, and tells me I am special, part of me wants to believe this is care. Another part of me feels uncomfortable and confused.

I am learning to distinguish between safe and unsafe adult attention, but it is difficult when the boundaries have been blurred since I was very small. I need adults who can help me understand appropriate relationships without making me feel ashamed of my confusion.

Teachers, social workers, hear me. Help me understand:
• What safe adult attention looks like
• What appropriate boundaries are
• How to trust my own feelings about safety
• How to ask for help when I need it
• How to recognize when secrets are harmful rather than fun

My Appeal for Recognition and Response

Adults in my expanding world, hear me. I am more visible now than when I was a baby, but I am not necessarily safer. The skills I have learned to survive — compliance, secret-keeping, hypervigilance — may make me appear fine when I am not.

Please look beyond surface presentations.  
Please notice patterns over time.  
Please ask questions when something feels wrong.  
Please coordinate your responses across different settings.  
Please remember that my silence may be protection, not contentment.

When you work together with curiosity, compassion, and courage, you create the network of protection that keeps children like me safe.

I am still learning. I am still forming. I am still vulnerable in ways that may not be immediately obvious.

Please continue to hear me.

I am Ndinzwei.

Summary Points
Middle childhood is a critical period for identity formation, relationship learning, and moral development (Schore, 2021).

Trauma responses from earlier experiences continue to influence behavior, emotional regulation, and learning capacity (van der Kolk, 2014).

Grooming behaviors often intensify during this period as children develop capacity for secret-keeping and emotional manipulation becomes possible (NSPCC, 2023).

School environments provide crucial opportunities for identification of abuse, neglect, or inappropriate adult relationships (Department for Education, 2023).

Community awareness and professional coordination are essential for recognizing patterns of concerning behavior across different settings.

Children's behavioral presentations must be understood in context rather than interpreted as isolated incidents or character flaws.

Trauma-informed approaches in education improve both safeguarding identification and academic outcomes for vulnerable children.
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Chapter Fourteen: Eleven to Fourteen Years  
Finding My Voice While Learning Dangerous Secrets
The Voice of Early Adolescence

People around me, hear me. I am growing taller now. My hands reach further. My mind reaches further too. But the world feels both bigger and more dangerous than I am.

I am eleven now, moving toward thirteen. I notice everything: the quiet moments when adults whisper about me, the way they shake their heads or sigh, the things they do not say. I begin to see patterns in my world. I realize I am not just reacting anymore. I am thinking, learning, questioning, reflecting.

But I am also carrying heavier secrets than before.

Grader's attention has changed again. What began as inappropriate touching has become something worse. He tells me this is what happens when children become "young women." He says our relationship is special, that I am more mature than other girls my age. He gives me money to keep quiet. He tells me that if I speak, no one will believe me, and it will destroy our family.

I am old enough now to understand that what is happening is wrong. But I am also old enough to understand the power adults have over my life.

Seeing the Patterns of My Life

I begin to understand that my life has rules I never made. The word "stop" still follows me everywhere. "Don't" shadows every movement. I have learned that reaching for help, asking questions, or expressing needs can be risky.

My body has memorized fear. My mind has memorized caution. I have learned to read danger signals before they become obvious. My awareness is sharp — professionals might call this "hypervigilance," but I call it survival intelligence.

My quietness is not calm. My compliance is not agreement. My silence has become a language that keeps me alive.

Evidence Reflection: Trauma and Hypervigilance in Early Adolescence

Research shows that children who experience chronic trauma often develop heightened awareness of environmental threats and adult moods as a protective mechanism. This hypervigilance can persist into adolescence and affect attention, learning, peer relationships, and emotional regulation (van der Kolk, 2014; Schore, 2021).

While this adaptation may be protective in unsafe environments, it can also interfere with normal developmental tasks such as identity formation, peer relationships, and academic engagement. Understanding hypervigilance as an adaptive response rather than a behavioral problem allows professionals to provide appropriate support (Berger and Quayle, 2018).

Questioning the World I See

At school, I begin to compare my life with others'. Some children talk freely about their weekends, their families, their homes. Their teachers ask, "How was your holiday?" and they answer honestly. They are listened to without fear.

I am still asking the same question I have asked since birth: "Can someone hear me?" But now I am also asking: "If I speak, what will happen?" I start to understand that care means more than food, clothing, or shelter. Care is noticing. Care is responding. Care is creating safety for truth.

This understanding is powerful, but it is also painful. I see what I never had. I see what I deserved. I begin to realize how the absence of protection shapes a child's life, not just emotionally but biologically.

Evidence Reflection: Identity Development and Social Comparison

Early adolescence is marked by increased capacity for abstract thinking, social comparison, and identity formation. Young people begin to evaluate their experiences against those of peers and develop greater awareness of family differences and social inequality (Steinberg, 2014).

For children who have experienced trauma or neglect, this developmental stage can be particularly challenging as they become aware of what they have missed. However, it can also be an opportunity for intervention, as increased cognitive capacity allows for therapeutic work and relationship building that was not possible at younger ages.

Relevant Case Study: The Case of Jasmine Beckford

Jasmine Beckford was killed by her stepfather when she was four years old, but her case demonstrates how children's voices can be silenced across multiple systems over time. From infancy through her death, Jasmine showed signs of distress and fear, but these were either misinterpreted or overlooked.

Key lessons relevant to early adolescence include:
• Children's behavioral signals often communicate distress long before verbal disclosure
• Adult explanations can overshadow children's nonverbal communications
• System fragmentation allows concerning patterns to remain unrecognized
• Professional assumptions about family stability can prevent appropriate questioning

The inquiry emphasized that children's welfare must remain central even when families appear to be cooperating with services (London Borough of Brent, 1985).

The Weight of Dangerous Secrets

I am carrying secrets that feel too heavy for my age. Grader has told me that what happens between us is normal but private. He has convinced me that I am special, mature, different from other children. But he has also made clear that speaking would have consequences — for me, for Mum, for our family.

The hardest part is that some of what he says feels good. I want to feel special. I want to matter to someone. I want the gifts, the attention, the feeling that I understand things other children don't. But another part of me knows this attention comes with fear, confusion, and shame.

I am beginning to understand that adults can manipulate children by mixing kindness with control, special attention with exploitation, care with harm.

Evidence Reflection: Grooming and Adolescent Vulnerability

Research on child sexual exploitation shows that early adolescence represents a period of particular vulnerability to grooming because young people are developing identity, seeking belonging, and beginning to separate from family while still lacking the cognitive and emotional maturity to fully understand manipulative relationships (NSPCC, 2023; Beckett et al., 2013).

Grooming at this age often involves:
• Identity manipulation — convincing the young person they are more mature than peers
• Emotional dependency — becoming the primary source of validation and attention
• Gradual boundary erosion — normalizing increasingly inappropriate contact
• Secret enforcement — using shame, fear, or loyalty to prevent disclosure

Children who experience grooming during early adolescence may struggle with trust, identity formation, sexual development, and relationship building throughout their lives.

Small Acts of Recognition Change Everything

Sometimes, someone notices. A teacher checks if I have eaten lunch. A counselor asks how I am feeling. A friend notices I seem sad. These moments feel enormous because they are so rare.

These small acts teach me that the world can be different, that some people genuinely care, that I might be worthy of attention without having to keep dangerous secrets to get it.

Even tiny gestures begin to rewire what I believed about myself. They teach me about trust, hope, and the possibility of safe relationships. But every time that attention is withdrawn, I am reminded of the isolation I live in most of the time.

Evidence Reflection: Protective Relationships and Resilience

Research consistently shows that even one secure, supportive relationship can significantly mitigate the effects of trauma and adversity. For adolescents who have experienced abuse or neglect, positive relationships with teachers, mentors, counselors, or other trusted adults can provide crucial buffering against further harm and support recovery (Masten, 2014; Werner and Smith, 1992).

These protective relationships work by:
• Providing alternative models of safe adult behavior
• Offering emotional regulation support during times of stress
• Creating opportunities for disclosure and help-seeking
• Building self-worth and identity outside of abusive relationships

Relevant Case Study: Keanu Williams

Keanu Williams was murdered by his mother's partner when he was two years old, but his case demonstrates how grooming and manipulation can occur within family systems over extended periods, affecting multiple children.

The serious case review found that:
• The perpetrator had groomed the mother as well as accessing the children
• Older siblings were aware of abuse but felt unable to speak due to fear and loyalty conflicts
• Professional contact occurred but failed to uncover the manipulation and control within the household
• System gaps allowed the perpetrator to maintain access and control despite multiple agencies being involved

The case highlighted how adolescent siblings often carry knowledge about abuse but may be unable to disclose due to complex emotional manipulation and fear of consequences (Birmingham Safeguarding Children Board, 2013).

My Voice Emerges, But With Caution

I am learning to speak in ways adults cannot easily dismiss. I write in journals. I draw pictures that express feelings I cannot yet say aloud. I whisper thoughts to friends I trust. I question the rules I never made and begin to ask why some children are protected while others are left to survive alone.

Professionals, you might call this emerging voice "resilience." I call it determination. I call it learning to exist in a world that has not always protected me, while still hoping that protection might be possible.

But my voice comes with caution. I have learned that speaking can have consequences. I have seen what happens to children who tell adults uncomfortable truths. I have learned that disclosure can feel like betrayal, and that loyalty to family — even harmful family — can be stronger than loyalty to truth.

Still Learning What Safety Means

I watch my friends, their families, their relationships. I see that some homes are predictable and some are chaotic. I see that some adults can be trusted with difficult conversations and some cannot. I begin to understand that safety is not just physical — it is emotional, relational, and social.

I learn to navigate relationships with increasing sophistication but also increasing caution. I can recognize signs of danger before they become obvious. I can sense adult moods, intentions, and safety levels in ways that serve me but also exhaust me.

My hypervigilance is both a strength and a burden. It keeps me safer, but it also keeps me isolated.

Evidence Reflection: Development of Safety Recognition

Early adolescence involves significant development in social cognition, emotional intelligence, and risk assessment capabilities. Young people become better able to recognize patterns in relationships, understand social dynamics, and navigate complex emotional situations (Steinberg, 2014).

However, children who have experienced trauma may develop these skills prematurely and in the context of survival rather than normal social development. This can lead to both enhanced protective awareness and increased emotional burden as they become more conscious of their own vulnerability and the failure of adults to protect them adequately.

Relevant Case Study: Child Sexual Exploitation in Telford

The Independent Inquiry into Child Sexual Exploitation in Telford found that many victims were first approached by perpetrators during early adolescence, often around ages 11-13. The inquiry revealed:

• Grooming began with friendship and special attention before escalating to exploitation
• Young people were convinced they were in relationships rather than recognizing abuse
• Disclosure was prevented through manipulation, shame, and threats
• Professional responses often failed to recognize exploitation, instead treating young people as willing participants
• System failures in information sharing and coordinated response allowed exploitation to continue

The case emphasized that children in this age group are particularly vulnerable to exploitation that masquerades as special relationships or early romantic involvement (Crowther, 2022).

Hope in Recognition

Even now, carrying these heavy secrets, I am still asking to be heard. I am still hoping for someone to see me clearly, to notice the fear behind my compliance, the pain behind my silence.

When adults respond with genuine curiosity, patience, and care, I begin to trust that my voice might actually matter. I begin to imagine that speaking might be safer than silence. I start to believe that protection might be possible.

I have learned that the world outside my immediate family can be different. Some adults do protect, guide, and listen. Some relationships can be safe. Some conversations can happen without consequences.

This hope is fragile, but it is growing.

My Continuing Appeal

Teachers, social workers, counselors, and all adults who work with young people like me, hear me.

I am finding my voice, but I am still afraid to use it fully.  
I am learning about safety, but I am still surrounded by danger.  
I am developing critical thinking, but I am still trapped by circumstances beyond my control.

Please create spaces where truth can be spoken safely.  
Please look beyond surface presentations to understand what children are really carrying.  
Please recognize that silence often contains the loudest cries for help.  
Please understand that children may protect harmful adults out of love, fear, or survival.

When you respond with patience, belief, and genuine care, you teach children that their voices matter and that protection is possible.

I am learning. I am growing. I am surviving.

But I am still a child who needs your protection.

I am still Ndinzwei — hear me.

Summary Points
Early adolescence brings increased cognitive awareness and social comparison, making young people more conscious of their circumstances and experiences (Steinberg, 2014).

Hypervigilance and survival skills developed in response to trauma may appear as resilience but often carry significant emotional costs (van der Kolk, 2014).

Young people at this age are particularly vulnerable to grooming and exploitation that masquerades as special relationships or premature maturity (NSPCC, 2023).

Voice and agency begin to emerge during this period, but may be constrained by fear, loyalty conflicts, and manipulation by harmful adults.

Disclosure becomes more possible but also more complex as young people understand potential consequences for themselves and their families.

Small acts of recognition and care from trusted adults can have disproportionate positive impact on development and recovery.

Professional responses must balance respect for emerging autonomy with recognition of continued vulnerability and need for protection.
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Chapter Fifteen: Introducing My Companions  
Three Lives, One Beginning — How Safeguarding Interprets Differently
The Voice of Shared Experience

The state, hear me. I am Ndinzwei. I have been growing, learning, watching, and surviving. But I was never truly alone in this journey.

From the very beginning, I shared life with two companions — not friends, not siblings, but others like me. Children born at the same time, into different homes, under different circumstances. We all started in wombs, listening to our mothers' heartbeats, shaped by early attachment, warmth, and care. But our pathways through safeguarding systems became very different.

Three babies. Three families. Three ways of being seen, heard, and protected — or failed.

Let me introduce you to my companions, because their stories show something crucial about safeguarding: it is not only about what happens to children, but about how what happens to them is interpreted by the adults and systems around them.

Ndibatsirei — "Help Me"

Meet Ndibatsirei. Her name means "Help Me," and it became both her story and her plea.

Ndibatsirei's world was rich, structured, and collective. She grew up in a first-generation immigrant household where extended family lived together: grandparents, aunts, uncles, cousins all sharing caregiving responsibilities. Authority flowed through elders, guided by cultural memory and faith traditions. Meals, prayer, celebration, and discipline were communal experiences.

Her parents raised her with intention, not neglect. They parented according to cultural knowledge passed down through generations. But when safeguarding professionals assessed their family, they used statutory guidance written from a different cultural perspective. Where her family saw guidance and protection, professionals sometimes saw risk and control.

What began as adolescent rebellion and family attempts to maintain cultural discipline became interpreted as abuse. Ndibatsirei was eventually removed from her home, separated from her language, faith, daily routines, and cultural anchors.

Evidence Reflection: Cultural Misinterpretation in Safeguarding

Research consistently shows that children from minority ethnic backgrounds are disproportionately represented in child protection systems, often due to cultural misunderstanding rather than higher rates of actual harm (Bywaters et al., 2016). Professional assessments that do not account for cultural context may misinterpret:
• Collective decision-making as lack of parental authority
• Extended family involvement as family dysfunction  
• Cultural discipline practices as abuse
• Religious or traditional practices as harmful control

Relevant Case Study: The Over-representation of Black Children in Care

Data consistently shows that Black children are over-represented in care systems across England. Research by Leeds University found that Black children are twice as likely to be in care compared to white children, often due to professional assessments that misinterpret cultural practices (Bywaters et al., 2016).

Key findings include:
• Cultural parenting practices misunderstood as harmful or controlling
• Extended family involvement seen as complicating rather than protective
• Language and communication styles misinterpreted as aggression or non-cooperation  
• Economic disadvantage conflated with parenting capacity
• System bias that applies white, middle-class norms as universal standards

This pattern demonstrates how safeguarding can harm children by disrupting protective cultural and family connections while claiming to protect them.

Nditarirei — "See Me"

Now meet Nditarirei. His name means "See Me," and his story is about being visible but not recognized.

Nditarirei lived in what appeared to be a stable, affluent family. Large house, financial security, respectable presentation. His family did not fit the profile that typically attracts safeguarding attention. But behind the respectable appearance, serious harm was occurring.

Physical abuse was explained away as discipline. Emotional control was normalized as family structure. Grooming behaviors were interpreted as care and attention. When Nditarirei tried to disclose what was happening, his accounts were not believed because they did not match professional expectations about where abuse occurs.

He was seen by multiple professionals but not recognized as being at risk because his family's presentation suggested safety when the reality was danger.

Evidence Reflection: Hidden Harm and Class Bias

Research shows that child abuse occurs across all social classes, but recognition and intervention are heavily influenced by professional assumptions about where risk is expected to be found. Middle-class and affluent families often receive less scrutiny, and their explanations are more likely to be accepted without challenge (Featherstone et al., 2018; Parton, 2014).

This "respectability bias" can result in:
• Delayed recognition of abuse in seemingly stable families
• Professional reluctance to challenge articulate, confident parents
• Misinterpretation of controlling behavior as high standards
• Failure to recognize sophisticated forms of emotional and psychological abuse

Relevant Case Study: Claudia Bernard Research on Affluent Families

Research by Professor Claudia Bernard at Goldsmiths, University of London, found that social workers often faced significant challenges when investigating concerns in affluent families. The study revealed:

• Affluent parents used social and political connections to resist intervention
• Professional authority was undermined through complaints and legal challenges  
• Cases were sometimes closed despite identified concerns due to pressure from influential families
• Multi-agency responses were weakened by professional disagreement and external pressure

One practitioner noted: "They go to their local councillors, someone they socialize with or play golf with" (BBC, 2018). This demonstrates how social capital can be used to avoid accountability and maintain access to children even when safeguarding concerns exist.

Three Lives, One System, Different Outcomes

And then there is me, Ndinzwei — "Hear Me." I was partially visible to the system. My instability was sometimes noticed but often misunderstood. My silence became a language of survival. My compliance masked fear.

Three voices. Three beginnings. The same safeguarding system. But very different outcomes.

Ndibatsirei was over-scrutinized due to cultural difference  
Nditarirei was under-scrutinized due to class privilege  
I, Ndinzwei was inconsistently scrutinized due to unclear presentations

We needed the same thing: to be heard, helped, and seen accurately. But the system interpreted us differently based on:

• Cultural visibility versus normality
• Economic presentation and social respectability  
• Professional assumptions about where risk resides
• Structural bias in assessment and intervention

Evidence Reflection: Differential System Response

Research demonstrates that safeguarding responses are significantly influenced by social factors beyond actual risk levels. The Care Crisis Review found that:
• Children from poorer families are more likely to be removed from home
• Middle-class families receive more support services and fewer intrusive interventions
• Ethnic minority families experience higher levels of surveillance and lower levels of trust
• Professional decision-making is influenced by unconscious bias about family types and parenting capacity (Featherstone et al., 2023)

Why Our Names Matter as Safeguarding Signals

Our names were not just names. They were warnings. They were safeguarding signals:

Ndibatsirei — "Help Me": A call for support when systems misunderstood cultural norms as risk  
Nditarirei — "See Me": A plea for recognition when privilege obscured real harm  
Ndinzwei — "Hear Me": A persistent voice demanding attention across all circumstances

These are not individual cases. They are patterns. They show that safeguarding is not neutral. It is shaped by power, perception, and professional interpretation.

What Our Stories Reveal

Together, our experiences show that safeguarding can fail in multiple ways:

• By seeing risk where protection exists (Ndibatsirei)
• By missing risk where harm is hidden (Nditarirei)  
• By inconsistent recognition across time and context (Ndinzwei)

Our early experiences demonstrate that safeguarding is not only about protecting children from harm. It is about interpreting context, recognizing patterns, and acting with cultural awareness, professional humility, and genuine commitment to child welfare.

We are more than files, labels, or statistics. We are children whose lives were shaped by the same structures but experienced differently.

My Introduction to Their Stories

In the chapters that follow, you will hear from Ndibatsirei and Nditarirei directly. Their voices will show you how safeguarding systems can both protect and harm, how professional interpretation shapes children's lives, and how the same system can over-intervene and under-protect simultaneously.

Listen to their stories not as isolated cases, but as examples of how children experience safeguarding differently based on factors beyond their control: family culture, economic status, professional assumptions, and structural inequalities.

Their voices matter. Their experiences teach us how to hear, help, and see more clearly.

We are all Ndinzwei, Ndibatsirei, and Nditarirei.  
We are all asking to be heard, helped, and seen.

I am Ndinzwei.

Summary Points
Safeguarding outcomes are influenced not only by actual risk levels but by how families and children are interpreted by professionals and systems.

Cultural misunderstanding can lead to inappropriate over-intervention in families with protective cultural practices.

Class privilege and social respectability can obscure recognition of serious harm in affluent families.

Professional bias affects assessment, intervention, and outcomes for children across different social contexts.

Children's voices and experiences provide crucial insight into how safeguarding systems function in practice rather than theory.

Effective safeguarding requires awareness of how power, culture, and structural inequality shape professional decision-making.
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Chapter Sixteen: Ndibatsirei "Help Me"
My Beginning: When Cultural Strength Becomes Misunderstood Risk
The Voice of Cultural Celebration
The State, help me. My name is Ndibatsirei, meaning "Help Me." From the moment I was conceived, I was celebrated, not hidden. I was announced with joy.

My parents invited family and friends to our home for tea to share their news. When my father stood up and announced, "We are happy to announce that the Lord has blessed us for the third time as parents. We are pregnant," the room erupted in celebration. Voices rose, laughter spread, bodies moved in rhythm. Guests gathered around my mother, embracing her, kissing her, dancing with excitement.

This communal celebration reflects something important: I was wanted, planned for, and welcomed into a network of relationships that valued life collectively. Even before birth, I was positioned within relationships that would share responsibility for my care, guidance, and protection.

At five months, a gender reveal celebration brought together family and church community. When it was revealed I was a girl, joy overflowed. I was becoming the daughter they had long awaited. The room filled with gratitude, worship, and preparation for my arrival.

This was not just celebration — it was safeguarding through community involvement.

Strong Foundations: Faith, Structure, and Collective Care
My early life was characterized by what child development research would recognize as protective factors: strong attachment relationships, predictable routines, cultural continuity, extended family involvement, and spiritual grounding (Masten, 2014; Werner and Smith, 1992).

My mother, a qualified nurse, made informed choices about pregnancy care. My father, an educator, valued structure, learning, and moral guidance. Our home included clear expectations around behavior, respect, and responsibility. Prayer was constant. Church attendance was not optional. Education was prioritized.

From a safeguarding perspective, these represent strengths: engaged parents, stable housing, regular routines, community connections, and clear values that promote child welfare.

Evidence Reflection: Protective Factors in Cultural Context
Research on resilience identifies several factors that protect children from harm and promote positive development despite adversity. These include:

Strong cultural identity and community connection
Religious or spiritual involvement that provides meaning and support
Extended family networks that share caregiving responsibilities
Clear expectations and values that guide behavior
Parental engagement in education and development (Masten, 2014; Ungar, 2013)
In many cultures, collective approaches to child-rearing provide additional layers of protection and support that can buffer individual family stress and strengthen child welfare.

Relevant Case Study: The Laming Report on Cultural Competence
Following the death of Victoria Climbié, Lord Laming's inquiry specifically highlighted how cultural misunderstanding contributed to safeguarding failures. Victoria's case showed that:

Cultural practices were misinterpreted by professionals unfamiliar with her background
Language barriers prevented effective communication between family and services
Professional assumptions about African families led to inappropriate responses
Lack of cultural competence resulted in missed opportunities for protection
The inquiry recommended that safeguarding professionals receive training in cultural competence and that assessment tools be adapted to account for cultural difference without compromising child protection principles (Laming, 2003).

When Adolescence Meets Cultural Expectations
As I grew into adolescence, complexity emerged. My brother Moses began to challenge family expectations in ways that reflected normal adolescent development but conflicted with our cultural values around respect and obedience.

In our culture, children do not question adults directly. Respect flows upward through generational hierarchy. But Moses was developing identity, autonomy, and critical thinking — normal adolescent tasks that appeared as disrespect within our family system.

My parents responded with increased structure and discipline, believing this would protect Moses from negative external influences. From their perspective, this was safeguarding. From Moses's perspective, this felt like control. From professionals' perspective, this looked like potential abuse.

Evidence Reflection: Adolescent Development and Cultural Conflict
Research shows that adolescent identity development can create particular tension in families where cultural values emphasize collective identity and respect for authority, while wider society promotes individual autonomy and self-expression (Steinberg, 2014; Arnett, 2018).

This tension is not inherently harmful, but it requires skilled navigation. When families and professionals do not understand each other's perspectives, normal developmental conflicts can escalate into unnecessary safeguarding intervention.

Relevant Case Study: Forced Marriage and Cultural Misunderstanding
A 2019 serious case review examined the case of a 16-year-old girl from a South Asian family where concerns about forced marriage led to inappropriate professional intervention. Investigation revealed:

Family discussions about marriage were normal cultural planning, not coercion
Professional assumptions about forced marriage led to unnecessary family separation
Cultural practices around arranged marriage were misunderstood as abuse
Family honor and community relationships were damaged by inappropriate intervention
The young person was removed from protective family networks unnecessarily
The review emphasized the need for cultural competence and careful assessment rather than assumption-based intervention (Anonymous Local Safeguarding Partnership, 2019).

The Secret Plan: When Protection Becomes Harm
When Moses's behavior at school raised concerns, my parents made a private decision. They planned to take Moses to our country of origin during the school holidays and enroll him in boarding school there. From their perspective, this would remove him from negative peer influence and provide structured education within cultural context.

They did not discuss this plan with Moses or with school professionals. It was a family decision made with protective intention.

But when this plan was discovered, it was interpreted very differently by safeguarding professionals. What my parents saw as protection, the system saw as potential abduction, forced removal, or harmful separation.

Evidence Reflection: Uneven Responses to International Movement
Research shows that professional responses to families taking children abroad vary significantly based on cultural assumptions and perceived risk levels. Middle-class families taking children to international schools often receive minimal scrutiny, while families from minority backgrounds may face extensive investigation and legal barriers (Rees Centre for Research in Fostering and Education, 2021).

This differential response reflects deeper inequalities in how family decision-making is interpreted and trusted across different social and cultural contexts.

Relevant Case Study: The Uneven Application of International Child Protection
Analysis of family court cases shows striking disparities in how international travel with children is assessed:

Case A (2018): White British family relocated children to Switzerland for private education — no safeguarding intervention despite acrimonious divorce proceedings.

Case B (2018): Pakistani British family planned to take children to Pakistan for extended family visit — prevented by family court despite no evidence of harm, based on "cultural concerns."

Case C (2019): Nigerian family sent teenager to Nigeria following behavioral difficulties — investigated for potential trafficking despite family's professional backgrounds and evidence of educational planning.

These cases demonstrate how identical actions receive different responses based on cultural assumptions about family intention and child welfare (Family Rights Group, 2020).

When Help Becomes Surveillance
When school referred our family to social services, everything changed. What had been a private family matter became a public safeguarding case. Our home was visited, our parenting was assessed, our cultural practices were scrutinized.

The professionals who came to help us spoke a different language — not just English versus our home language, but the language of risk versus the language of protection. What we called guidance, they called control. What we called respect, they called suppression. What we called family decision-making, they called lack of child participation.

We were not abusive parents. But we were assessed as if we were potential abusers because our approach to parenting did not match statutory expectations.

State, help me. We needed support to navigate adolescent development within our cultural context. Instead, we received intervention that treated our culture as the problem.

The Fracture of Trust
When the system intervened in our family, trust fractured in multiple directions. Moses no longer trusted our parents' authority. Our parents no longer trusted professionals' intentions. I no longer understood whether our family was safe or dangerous, protective or harmful.

The intervention that was meant to protect us created new forms of harm: family division, cultural disconnection, loss of community standing, and children caught between competing systems with different values and expectations.

Evidence Reflection: Unintended Consequences of Cultural Intervention
Research on cultural competence in child protection shows that inappropriate intervention can cause significant harm to children and families, including:

Disruption of protective cultural and family relationships
Loss of cultural identity and community belonging
Internalized shame about cultural background
Reduced willingness to seek help from formal services
Intergenerational trauma and family breakdown (Barn, 2007; Chand, 2000)
When safeguarding systems fail to distinguish between cultural difference and actual harm, they may harm the children they intend to protect.

My Final Appeal
State, help me — but help me appropriately.

Help me by understanding that cultural strength is not cultural harm.
Help me by recognizing that collective care can be protective.
Help me by distinguishing between different parenting approaches and actual abuse.
Help me by working with families rather than against them.
Help me by preserving what protects while addressing what harms.

We need support that strengthens rather than disrupts our foundations. We need professionals who can work within cultural context while maintaining appropriate safeguarding standards.

Our culture is not our risk. When it is treated as such, safeguarding becomes the source of harm rather than protection.

I am Ndibatsirei — help me, but help me correctly.

Summary Points

Cultural strengths including extended family support, religious grounding, and collective caregiving can provide significant protection for children (Masten, 2014).
Professional interpretation of cultural practices significantly affects whether families receive appropriate support or unnecessary intervention.
Uneven application of safeguarding standards affects families differently based on cultural background, economic status, and social capital.
Normal adolescent development can be misinterpreted as family dysfunction when cultural context is not understood.
Safeguarding intervention without cultural competence can cause harm by disrupting protective relationships and cultural identity.
Trust between families and professionals is essential for effective safeguarding and is easily damaged by inappropriate or culturally insensitive intervention.
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Chapter Seventeen: The Intervention

When Cultural Protection Becomes Suspected Harm

The Voice of System Encounter
The State, help me. Something changed the day the school called my mother. Moses had been suspended, and what began as behavioral concern was now being treated as a safeguarding issue.

My mother walked into the school hoping to understand and help. Instead, she encountered suspicion, misinterpretation, and fear. The teachers who once smiled at our family now looked different. Their faces carried judgment. Their voices suggested that our family had become a problem to be managed rather than a child to be supported.

Inside the headteacher's office, everything felt hostile. My mother's English — careful, practiced, but accented — suddenly felt inadequate. Her voice, naturally expressive and urgent when worried about her child, was interpreted as aggression. When she spoke with passion about Moses, they asked her to "lower her voice."

That moment changed everything. Fear entered the conversation before understanding could.

Cultural Communication Misunderstood
What happened in that room illustrates a critical safeguarding problem: when cultural communication styles are misinterpreted as threatening or problematic behaviour.

My mother was not attacking the school. She was desperately seeking help for her son. But her emotional expressiveness, her accent, her unfamiliarity with English professional language, and her obvious distress were read as hostility rather than maternal concern.

Then came the words that transformed our lives: "Moses's case has been escalated to social services."

Evidence Reflection: Cultural Bias in Professional Interpretation
Research consistently demonstrates that communication styles are interpreted differently based on racial and cultural assumptions. Black mothers, in particular, are often perceived as aggressive when expressing concern about their children, while white mothers expressing identical concerns are more likely to be heard as appropriately assertive (Crenshaw, 1991; Morris, 2016).

Studies show that:

Emotional expressiveness in Black women is often misinterpreted as aggression
Accent and language patterns affect how parental competence is assessed
Cultural unfamiliarity with formal systems is mistaken for non-cooperation
Passionate advocacy for children is reframed as threatening behavior
This bias affects not only immediate interactions but also case documentation and long-term safeguarding decisions.

Relevant Case Study: Windrush Generation Safeguarding Impact
Research following the Windrush scandal revealed how immigration status fears affected Black families' engagement with safeguarding systems. A 2020 study found:

Caribbean families avoided reporting domestic abuse due to fear of deportation
Professional assumptions about family stability were influenced by immigration concerns
Cultural child-rearing practices were misinterpreted as harmful when families came under scrutiny
System responses varied dramatically based on professional assumptions about family legitimacy
One case involved a grandmother who used traditional Caribbean discipline techniques being investigated for abuse, while similar practices in white British families were viewed as firm but appropriate parenting (Gentleman, 2020).

When Secrets Become Safeguarding Concerns
Our family's private plan to take Moses to boarding school abroad during the holidays  became reframed as a potential safeguarding issue when it was discovered by school and social services.

From our perspective, this was protection. Moses was struggling with peer influence, school performance, and behavioural issues. Boarding school in our country of origin would provide:

Structured educational environment
Distance from problematic peer relationships
Cultural and linguistic continuity
Extended family supervision and support
Clear behavioural expectations and consequences
From the system's perspective, this looked like:

Potential child abduction
Forced removal from familiar environment
Denial of child's voice and choice
Possible trafficking or harm
Secretive and concerning family decision-making
Evidence Reflection: Differential Responses to International Education
Analysis of family court cases reveals striking inequalities in how international education decisions are assessed:

Privileged families: Sending children to international schools, boarding schools abroad, or extended educational trips typically receives minimal scrutiny and is viewed as providing opportunities.

Minority families: Similar decisions are often investigated as potential trafficking, forced removal, or cultural harm, particularly when families are already under professional scrutiny (Family Rights Group, 2020; Farmer and Callan, 2012).

This disparity reflects deeper structural inequalities in how family decision-making is trusted and interpreted across different social and cultural contexts.

Relevant Case Study: The Morecambe Bay Investigation Disparities
A 2018 analysis of child protection responses in Lancashire revealed significant disparities in how similar family situations were assessed based on cultural background:

Case 1: White British family planned to send troubled teenager to military academy abroad — received family support and praised for "taking decisive action"

Case 2: Pakistani British family planned to send teenager to Pakistan for education following behavioral concerns — prevented by family court and investigated for potential forced marriage and trafficking

Case 3: Polish family sent child to grandparents in Poland during family crisis — minimal professional concern, seen as appropriate family support

Investigation found that families from Muslim or African backgrounds faced significantly higher levels of scrutiny and suspicion around international travel, even when circumstances were identical to white British families (Lancashire Safeguarding Children Partnership, 2018).

The System's Response: Fear Over Understanding
When social workers arrived at our door, they came not as helpers but as investigators. They spoke carefully but their underlying message was clear: we were now subjects of safeguarding concern. Our parental authority was questioned. Our cultural practices were scrutinized. Our love for Moses was reinterpreted as potential harm.

The questions they asked revealed their assumptions:

Why was the boarding school plan kept secret from Moses?
Why were we planning to remove him from familiar environment?
Why did we not involve him in decision-making?
What cultural pressures were influencing our choices?
These were not neutral questions. They carried judgments about appropriate parenting that reflected cultural values different from our own.

When Four Children Become a Safeguarding Case
The intervention did not stop with Moses. Once safeguarding concerns were raised about our family, all four children became subjects of assessment. We were no longer just a family dealing with adolescent behavioral issues — we became a case requiring investigation and monitoring.

I watched my parents transform from confident professionals to frightened, defensive people unsure of their rights and worried about their children's future. The system that was meant to protect us had become a source of fear and confusion.

State, help me. We needed support to navigate cultural and generational differences. Instead, we received intervention that treated our culture as the source of risk rather than a potential source of strength.

Uneven Safeguarding: The Reality of Structural Bias
Our experience reflects broader patterns of inequality within safeguarding systems. Research consistently shows:

Over-surveillance of minority families: Black and minority ethnic families are more likely to be reported to social services, more likely to have children removed, and less likely to receive family support services (Bywaters et al., 2016).

Under-recognition of risk in privileged families: Middle-class and affluent families receive more support, less scrutiny, and greater benefit of the doubt, even when similar concerns exist (Bernard, 2018).

Cultural misinterpretation as risk: Parenting practices that differ from white British norms are often pathologized rather than understood contextually (Chand, 2000).

Evidence Reflection: Structural Inequality in Child Protection
The Care Crisis Review found that:

Poverty affects 4 in 10 children referred to social services
Black children are twice as likely to be in care as white children
Deprivation rates vary dramatically across local authorities, creating postcode lotteries of intervention
Professional decision-making is significantly influenced by unconscious bias about family types, cultural practices, and perceived cooperation
This creates a system where some families receive excessive intervention while others receive insufficient protection, often correlating with race, class, and cultural background (Featherstone et al., 2023).

My Final Plea
State, help me — but help me fairly.

Help families navigate adolescent development within their cultural context rather than against it.
Help professionals distinguish between cultural difference and actual harm.
Help create support systems that strengthen rather than disrupt protective family relationships.
Help ensure that safeguarding responses are proportionate to actual rather than perceived risk.

When safeguarding becomes surveillance, when culture becomes criminalized, when protection becomes separation, the system meant to help children becomes a source of harm.

We are not statistics. We are children whose lives are shaped by how adults and systems choose to interpret our families' love, discipline, and protection.

I am Ndibatsirei — help me, but help me justly.

Summary Points
Cultural communication styles are often misinterpreted in professional safeguarding encounters, affecting assessment and intervention decisions.
Family decision-making about education and child welfare is interpreted differently based on cultural background and professional assumptions.
Safeguarding systems show systematic bias in surveillance and intervention levels affecting minority families disproportionately.
Normal adolescent development can be misunderstood when it conflicts with cultural values, leading to unnecessary system involvement.
Professional responses to international movement of children vary dramatically based on cultural and class assumptions rather than evidence of risk.
Structural inequalities in safeguarding create over-intervention for some families and under-protection for others.
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Part One: Safeguarding Before Birth
Chapter 1. Introduction: Hear Me, Help Me, See Me

This opening chapter introduces the central argument of the book: that safeguarding should not begin only when harm becomes visible, but much earlier, through knowledge, prevention, and relational understanding. It explains the book’s research-informed basis, its intended audience, and the significance of the three symbolic voices. It also positions the text as a bridge between lived experience, professional practice, and academic insight.

Chapter 2. The Child as a Symbolic Ethical Voice

This chapter clarifies that the unborn and child narrators are not literal speakers, but symbolic ethical voices representing children whose lives are shaped by adult choices, structures, and systems. It explains why narrative is used as a methodological and moral device, and how storytelling can make visible what safeguarding systems often fail to hear, help, or see. This chapter helps readers enter the book with the right interpretive framework.

Chapter 3. While I Am Still Becoming: The Womb as the First Safeguarding Environment

This chapter establishes the prenatal period as the earliest safeguarding environment. Through Ndinzwei’s voice, it explores fetal development, maternal wellbeing, deprivation, stress, nutrition, and environmental exposure, arguing that safeguarding begins before birth. It introduces the foundational principle that there is no child protection without maternal protection.

Chapter 4. Intimate Partner Violence and Miscarriage Risk

This chapter examines intimate partner violence during pregnancy as both a maternal health issue and a prenatal safeguarding concern. It explores the biological, emotional, and developmental effects of violence on the unborn child and shows how IPV can increase the risk of miscarriage, preterm birth, and long-term developmental vulnerability. The chapter argues that violence in pregnancy must be treated as early child safeguarding harm, not merely adult relationship conflict.

Chapter 5. What You Take In, I Become: Substance Use and Developmental Risk Before Birth

This chapter addresses alcohol, nicotine, cannabis, opioids, and other substances as prenatal safeguarding risks. It connects public health evidence with child protection concerns, showing how prenatal exposure may affect implantation, placental function, fetal growth, neurodevelopment, and later life outcomes. At the same time, it emphasises harm reduction, non-judgmental intervention, and trauma-informed support over punitive responses.

Chapter 6. Dad, Hear Me Whilst I Am Still Becoming: Paternal Influence and Prenatal Safeguarding

This chapter broadens the safeguarding lens beyond the mother-child dyad by examining the father’s role in prenatal development. It explores how paternal behaviour influences maternal wellbeing, home environment, stress, violence, second-hand smoke exposure, and relational safety. The chapter argues that fathers matter before birth and should be considered part of pre-birth safeguarding assessment and intervention.

Chapter 7. Five Months: A Call for Vigilance in Pre-Birth Safeguarding

This chapter speaks directly to midwives, obstetricians, social workers, psychologists, and safeguarding practitioners. It focuses on second-trimester vulnerability, risk identification, missed opportunities, and the importance of coordinated early support. It emphasises professional vigilance, non-judgmental engagement, and multi-agency working before harm escalates.

Chapter 8. Professional Responsibilities in Pre-Birth Safeguarding

This chapter deepens the professional focus by examining the responsibilities of social workers, psychologists, and other safeguarding professionals in pre-birth assessment. It addresses fairness, proportionality, parental engagement, trauma-informed practice, and the need to balance risk recognition with respect and support. The chapter argues that assessment processes themselves can either reduce risk or deepen fear and disengagement.

Part Two: From Birth to Early Childhood
Chapter 9. I Have Arrived: From Becoming to Being

This chapter marks the transition from prenatal vulnerability to visible infancy. It explores birth as a safeguarding moment and examines bonding, attachment, infant communication, and the child’s total dependency on adult regulation. The chapter argues that safeguarding does not begin after birth as a new concern; it continues from the womb into the earliest caregiving relationships.

Chapter 10. First Time at Home: From Arrival to Being in the Family System

This chapter shifts from birth to the infant’s first ecology: the home. It examines the effects of household noise, emotional tension, inconsistent caregiving, and environmental strain on stress regulation and early development. It presents neglect not as a single event but as a cumulative process that may emerge through repeated low-level failures of response.

Chapter 11. Grandma, Hear Me: Extending the Network of Protection

This chapter explores the protective role of extended family, especially grandparents, in buffering stress and supporting parental caregiving. It situates family support within an ecological model and argues that safeguarding is not carried by one person alone. The chapter shows how practical help, emotional reassurance, and attentive observation can prevent cumulative harm.

Chapter 12. My World Expands: Community, Care, and Early Learning

As the child’s world widens beyond the home, this chapter examines community, neighbours, daycare, and early years settings as part of the safeguarding ecology. It explores the role of observation, early help, and shared responsibility in noticing distress, unmet need, or developmental concern. The chapter reinforces that safeguarding is a collective social responsibility, not merely a family matter.

Chapter 13. I Am Growing: One to Three Years

This chapter focuses on toddlerhood as a stage of exploration, dependence, and vulnerability. Through the child’s voice, it examines play, movement, communication, negative reinforcement, chronic neglect, and environmental harm. It shows how repeated dismissal, fear-based discipline, and lack of stimulation can shape attachment, confidence, and neurodevelopment at a critical stage.

Chapter 14. I Am Growing: Middle Childhood (5–10 Years)

This chapter turns to middle childhood, where behaviour, school engagement, peer relationships, and adult labelling become increasingly important. It argues that children in this stage may express earlier trauma or neglect through withdrawal, aggression, chronic tiredness, silence, or “difficult” behaviour. The chapter invites teachers, parents, and practitioners to interpret behaviour contextually rather than punitively.

Chapter 15. Eleven to Fourteen: Finding My Voice

This chapter explores early adolescence as a stage of reflection, comparison, identity formation, and heightened awareness of inequality and care. The child begins to notice what was missing, what other children have, and how adults respond differently to visible and invisible need. The chapter positions voice, trust, and relational noticing as central to safeguarding in this developmental period.

Part Three: Three Children, Three Safeguarding Pathways
Chapter 16. Introducing My Companions: Three Lives, One Beginning

This chapter explicitly introduces the three symbolic narrative strands — Ndinzwei, Ndibatsirei, and Nditarirei — as parallel lives shaped by different family contexts and different system responses. It explains that safeguarding outcomes are not determined only by need or harm, but by how children are interpreted by the adults and institutions around them. This chapter serves as the bridge from developmental life-course discussion to comparative narrative analysis.

Chapter 17. Ndibatsirei: Help Me — A Life Welcomed

This chapter introduces Ndibatsirei’s early life in a migrant, faith-based, relationally rich family context. It highlights celebration, cultural continuity, communal caregiving, and strong parental investment as protective factors. At the same time, it raises early questions about how cultural parenting practices can be misunderstood when assessed only through statutory or monocultural lenses.

Chapter 18. The Fracture: When Help Is Not Heard

This chapter follows the family into adolescence, conflict, stricter discipline, secrecy, school concern, and widening misunderstanding between parents, child, and systems. It examines the breakdown of trust, the escalation of control, and the emergence of peer influence and identity struggle. The chapter argues that safeguarding tensions often arise not only from neglect or malice, but from fear, cultural expectations, secrecy, and failed communication.

Chapter 19. The Intervention

This chapter explores the moment when school concerns become safeguarding referral, and when the family’s fear of social services and institutional intervention takes hold. It examines exploitation risk, contextual safeguarding, parental surrender, and the gap between professional concern and family understanding. The chapter shows how intervention may be both necessary and deeply destabilising when trust is already fractured.

Chapter 20. Joshua: The In-Between Child

This chapter focuses on the sibling who is neither the identified crisis nor the youngest protected child, but the one at risk of being missed. Joshua represents the often-overlooked child within a family under stress: observant, uncertain, imitative, and quietly drifting. The chapter highlights sibling influence, emotional ambivalence, and the safeguarding danger of attending only to the loudest child in the system.

Chapter 21. School, Power, and Perception

This chapter examines school as both a potential site of safety and a site of racialised surveillance, labelling, exclusion, and institutional misrecognition. Drawing on the experiences of Black boys and migrant families, it explores how perception shapes intervention, how exclusion creates vulnerability, and how bias influences safeguarding thresholds. The chapter connects education, safeguarding, and criminalisation within a broader structural critique.

Chapter 22. Nditarirei: Seen, But Not Recognised

This chapter turns to hidden harm within an affluent-looking family. It examines coercive control, physical abuse, grooming, class bias, adult credibility, and professional failure to recognise danger in a “safe-looking” home. The chapter argues that safeguarding systems may over-scrutinise some families while under-recognising risk in others, particularly where wealth, presentation, and social capital obscure lived harm.

Part Four: Outcomes, Meaning, and Framework
Chapter 23. Ndinzwei at Eighteen: Voice, Outcomes, and the Meaning of Being Heard

This chapter returns to Ndinzwei at eighteen as a reflective voice looking back across the safeguarding journey. It examines what it means to have been heard, helped, or seen — and what happens when children are misheard, mishelped, or misrecognised. The chapter synthesises the book’s ethical and analytical insights, linking child participation, adult interpretation, and long-term safeguarding outcomes.

Chapter 24. Conclusion: From Reaction to Prevention

The concluding chapter draws together the book’s central themes and presents Hear Me, Help Me, See Me as a safeguarding framework. It argues for a shift from crisis response to early understanding, from secrecy to transparency, from blame to support, and from narrow risk management to developmental protection across the life course. The conclusion leaves the reader with the book’s core message: safeguarding must begin where life begins, and it must continue through listening, helping, and seeing more justly.

Short overview for a proposal

Hear Me, Help Me, See Me is a research-informed, interdisciplinary book on safeguarding from pre-birth to age eighteen. Through three symbolic child voices — Ndinzwei, Ndibatsirei, and Nditarirei — it examines how children’s development and safety are shaped by maternal wellbeing, family relationships, culture, migration, race, deprivation, school exclusion, exploitation, coercive control, and professional interpretation. The book argues that safeguarding failures often occur not only because harm is hidden, but because children are misheard, misunderstood, or misrecognised within systems shaped by bias, fear, and unequal visibility. It calls for a more preventative, relational, transparent, and equitable model of safeguarding that begins before birth and follows the child across the life course.

Immediate next step for your manuscript

You can now use this synopsis to do three practical things:

finalise your table of contents
cut duplicated material across chapters
write or revise each chapter so it matches one clear purpose

The next document you need after this is a full book proposal package, usually including:

• overview
• target audience
• key competing/related books
• author bio
• chapter summaries
• sample chapter

The strongest next move is to turn this into a publisher-ready book proposal.
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