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1.
Introduction

1.1
   This report summarises the findings from a Serious Case Review that was held in order to consider agency involvement with Child F. 
1.2
Child F died aged four months old in February 2008 whilst in the care of an extended family member. The cause of death was established as ‘overlay’. 
1.3         The definition of overlay as used by the police is as follows:

‘where it is proved that the death of an infant under three years of age was caused by suffocation (not being suffocation caused by disease or the presence of any foreign body in the throat or air passages of the infant) whilst the infant was in bed with some other person who has attained the age of sixteen years, that the other shall, if he was, when he went to bed, under the influence of drink, be deemed to have neglected the infant in a manner likely to cause injury to its health’

Archbold 2006 (Criminal Pleading/ Evidence and Practice)

The criminal charge of Overlay is outlined in Section 1 and Section 2(b) of the Protection of Children Act 1933.
1.4 
   The Serious Case Review established the facts of all agencies involvement with Child F, as well as relevant extended family members, and analysed the practice and professional activity undertaken by each agency. 

1.5
   Child F was not known to services other than universal health services. The mother and father of Child F were both known to the Probation Service, and each had a history of offending related to the misuse of alcohol.  During the timeframe covered by the Review, there were a number of occasions whereby the police were called for assistance with incidents of domestic abuse and neighbourhood nuisance which involved the parents and/or relevant family members. 
1.6
   Following the initial notification of the death of Child F, the circumstances of the death was considered at a Serious Case Review Panel in May 2008.  The discussion at that time focussed on a publicity campaign to raise public awareness of the risks to children through co-sleeping as a means of reducing incidents of suffocation. A decision was made not to undertake a Serious Case Review at this time. 
1.7
This decision was reconsidered following receipt of the coroners report at the Safeguarding Children Board Case Review Sub Group in April 2009. The Coroners report found that Child F had died of Overlay, and therefore a decision was made that a Serious Case Review should be conducted in line with the criteria and guidance set out in Chapter 8 Working Together 2006. 
2.
   Membership of Review Panel

2.1    The Serious Case Review Panel was comprised of the following people:

         
   Assistant Director NSPCC (Chair)




QA Service Manager, Blackpool Children’s Services  
    

Designated Nurse, NHS Blackpool

  
    
Detective Chief Inspector, Lancashire Constabulary  
Headteacher 





    

A Safeguarding Board Business Manager has been in post since June 2009 and attended panel meetings subsequent to this date. 

The Independent Author of the Overview Report was in attendance at each panel meeting.
2.2      The Independent Chair is employed by the National Society for the Prevention of Cruelty to Children as Assistant Director and is qualified and experienced in social work. The Independent Chair has had no previous involvement with any aspect of this case, and has ensured that each agency has undertaken a critical reflection and evaluation of their own practice, and that the Serious Case Review Panel has similarly addressed the underlying themes and issues of multi agency working.

2.3 The Independent Author works as an Independent Social Worker undertaking a range of work specifically in children’s services and quality assurance, and is a social worker registered with the General Social Care Council who has previously worked in social work and social work management posts in the Local Authority and voluntary sector. The Independent Author has had no previous involvement with the case of Child F, and has no connections with the any of the agencies involved in the Serious Case Review process.

2.4
Each contributing agency prepared an Individual Management Review which critically reflected on the work undertaken by the agency. In order to maximise independence of the process, each Individual Management Review was written by an officer who had no previous operational involvement with any aspect of the service delivered to the child and family.  
2.5
The following agencies contributed Individual Management Reviews to the Serious Case Review: 
NHS Blackpool;

North West Ambulance Service;


Blackpool, Fylde and Wyre Hospitals NHS Foundation Trust;

   Lancashire Care NHS Foundation Trust;

   Early Years and Childcare, Blackpool Council;

   Lancashire Police;

   Lancashire Probation Trust;

   Blackpool Council, Culture and Communities.
3.
The Terms of Reference for the Serious Case Review are as follows: 

3.1
To establish the facts of the case in relation to what was known to each agency in respect of Child F, the parents, and key extended family members during the time between the conception of Child F to the death of Child F;

3.2        The key lines of enquiry were as follows:

· Should any agency have made referrals to specialist services;

· The extent to which individual agency assessments of Child F’s needs were undertaken in a timely and adequate manner and if these assessments clearly assessed any risks posed to Child F;

· The extent to which plans to address the child and families needs were actioned and reviewed in a timely and adequate manner, also whether plans were subject to quality assurance processes in each agency;

· Any systematic or organisational factors which may have impacted upon the judgements of professional involved.

3.3 Each agency that had knowledge of an identified family member was asked to complete an Individual Management Review (IMR), giving consideration to any decisions and actions taken, and making recommendations based on the analysis of the information. IMR authors were asked to identify any issues of diversity, including race, culture, linguistic and economic factors. 

3.4 To invite both the mother and the father to contribute to the review process and agree a process by which they will be informed of the progress and outcome of the review.

3.5 For all public, family and media enquiries to be managed by the Independent Chair of Blackpool Safeguarding Children Board before, during and after the review. 

4.           Brief Summary 

4.1    Child F was the first child born within the relationship of her parents. The mother and father of Child F created a home together shortly after Child F was born.  

4.2    During the timeframe for the review, Child F remained in the care of the mother and father although on occasions spent short periods of time with extended family members including overnight.  

4.3    The mother of Child F sustained a healthy pregnancy and Child F was born healthy. 

4.4    Child F received universal services from child health agencies, and did not come to the attention of Targeted Services. A number of adults within the extended family of Child F are known to have used alcohol outside of usual limits, and on occasions the police were called to assist with domestic incidents and reports of anti social behaviour which were sometimes fuelled by the misuse of alcohol.  

4.5    The mother and father of Child F were both known to the Probation Service at the time of Child F’s death; both were supervised by Probation for offences which related to the misuse of alcohol.    

4.6    The Review concluded that Child F’s needs were appropriately met by the universal health services, and that there were no apparent concerns about the physical care of the baby. 

4.7    The Review concluded that although there were some examples of good single agency working practices, there were also a number of missed opportunities for agencies to work together and share information about the strengths and vulnerabilities of Child F and her family.  Additionally the professionals whose primary client was an adult, showed insufficient awareness and attention to the wider safeguarding issues for the child. 
4.8    Although the health needs of Child F were well met, the Review identified a number of concerns about how health professionals shared information between practitioners organisational boundaries which are addressed through recommendations made by the individual health agencies and in the Overview Report of the Serious Case Review. 

4.9   The Review identified that whilst the Police response to calls for assistance regarding domestic abuse and antisocial behaviour ensured immediate safety, often the attending police officers did not identify and act upon the whole range of safeguarding concerns for the children present. The Review noted a particular concern during 2006 and 2007 about compliance with the policy of the Lancashire Police with regard to identifying children potentially at risk as a consequence of adult domestic abuse. However, it was also noted that since this period, the Lancashire Force have put in place a number of single and joint agency strategies to enhance their ability to identify and respond to the needs of children who experience domestic abuse. 
4.10    The Serious Case Review noted that whilst there was evidence of missed opportunities hare information about the potential of risk to Child F, it is unlikely that if information had been shared more effectively the risk of exposure to Overlay would have been identified. The Review concluded therefore that the death of Child F was not predictable and was unlikely to have been preventable through enhanced interagency working.
4.1 Each individual agency contributing to the Review, and the Serious Case Review Panel made a number of recommendations which it is envisaged will enhance the current safeguarding systems in Blackpool.
5.
   Identified Learning 


The agencies each contributed to the Review process by completing a critical analysis of the work of their agency. The following recommendations were made by the individual agencies: 

5.1 NHS Blackpool

1. NHS Blackpool to continue to raise awareness through the “ Give me Room to Breathe Campaign;

2. Health visitors to continue to give advice to parents at the primary contact about the dangers of sharing a bed or a sofa with their young babies if they have consumed alcohol, taken prescription drugs that make them drowsy or taken illegal substances;

3. Health visitors to give guidance to parents that the advice they receive about cot death should also be given to babysitters who are caring for their child;

4. NHS Blackpool Safeguarding Procedures make explicit that professionals must follow up any safeguarding concerns. 
5. That health professionals ensure that each record of contact with children or their parents specify any change in circumstances and ensured this information is shared across agencies where appropriate. 

5.2          North West Ambulance Service, NHS Trust

1.  Re-enforce the NWAS Safeguarding policy to ensure staff are clear with regards to their responsibility regarding vulnerable children.

5.3 Blackpool, Fylde and Wyre Hospitals NHS Foundation Trust

1. Fathers to be encouraged to engage in their partners’ maternity care and this needs to be clearly documented;

2. When adults attend Accident and Emergency department with self harm, alcohol and substance misuse issues and staff are concerned, enquiries should be made regarding details of children, dates of birth and their whereabouts. This information must be shared with the appropriate community professional involved with the child and family;

3. Midwives to inform the Health Visitor in the antenatal period of each pregnant teenager.  

5.4          Lancashire Care NHS Foundation Trust   

1.  At point of referral and screening, staff must identify if the Service User is pregnant; 

2.   Where it identified or indicated that the patient is pre/post natal, and they have opted into the service, they should be fast tracked to ensure that the Mother is offered the next available appointment; 

3.  When any Pre/post natal Service User is seen by Community Mental Health Team (CMHT) or  Primary Care Mental Health Team (PCMHT), the Health Visitor /Midwife will  routinely be informed of LCFT involvement to aid sharing of information between professionals; 

4.   Safeguarding Champions to be identified in the Community Mental Health Team to: 

· Support staff

· Provide supervision

· advise staff 

· provide a link between clinical teams and LCFT Safeguarding Team; 

6. Clinical staff within Community Mental Health Teams are made fully aware of the ‘Give Me Room To Breathe’ campaign. Client information leaflets from the campaign are utilised when dealing with parents with mental health or substance misuse problems; 

6.   Staff should routinely offer the Common Assessment Framework (CAF) process to ante and post natal mothers and their families. Clinical records for all CAF referral forms should be retained and a copy forwarded to LCFT Safeguarding Team.

5.5          Early Years and Childcare, Blackpool Council

1. The Early Years and Childcare Team will request, as part of the information provided to new owners, that existing Registered Providers copy all documentation, including registers. This information is given to the new Registered Provider;

2. The Early Years and Childcare Team will write to Ofsted to request a change in policy that will ensure copies of children’s records and registers to be left at the nursery when the business is sold and remains as a nursery;

3. The Early Years and Childcare Team will recommend to nurseries that they keep a written record of the response from parents when asked about an absence.
5.6        Lancashire Police
1.  Submission of DV Referral Forms:  That every deployment to a domestic abuse / violence related incident in particular, where children are or believed to be present is captured on a Sleuth DV Referral Form;
2.  Electronic Tagging of Police Incidents: in all cases where children are involved, Police logs are to be tagged with a Domestic Violence marker, regardless of the severity of the complaint;

3.   Police Protection Issues:  On all future Incident Logs it should be recorded that the Police Protection power under s.46 Children Act 1989 has been considered together with any action taken / not taken; 

4. Alcohol Misuse and Anti-Social Behaviour monitoring:  Local neighbourhood teams examine all intelligence relating to challenging families and where appropriate consider the creation of a “problem profile”.  This profile will act as an evidence based dossier, enable a multi-agency response and will assist any future court processes;

5.   Arrest and Disposal:  Lancashire Constabulary will reinforce their policy and procedure regarding the requirement to take positive action at all domestic abuse/violence incidents and to ensure that appropriate safeguarding procedures are acted upon and in accordance with the aforementioned DASH protocol.  Custody officers will also be encouraged to refuse bail following the charge of an offender and seek a remand in custody, where appropriate and lawful;  

6. Training:   A new Joint Partnership Protocol in respect of Sudden Infant/Child Deaths should be introduced within Lancashire Constabulary and all Detective Sergeants and above are to receive training as part of their Continual Professional Development (CPD). A copy of a draft protocol which has been approved by all three Safeguarding Boards has been submitted to HM Coroner for his consideration.  Once approved it will be embedded into the Lancashire Police CPD programme and circulated to all front line staff as required practice.   

5.7 Lancashire Probation Trust

1. Review the Lancashire Probation Trust’s Home Visits Policy in relation to routine home visits for all offenders living or having contact with children; focusing on the National Standards for home visits for specified groups;

2. In line with the recording policies and National Standards, the Senior Probation Officers at Blackpool to reinforce and ensure that offender contact/relationship with children and other agency involvement is clearly recorded and up dated; 

3. To revise the  Induction Interview Pack for offenders;

4. In line with National Standards, the Senior Probation Officers at Blackpool to address and reinforce the need for all contacts to be recorded accurately and in a timely manner.

5.8
Blackpool Council, Culture and Communities (Housing)


1. Executive Director is responsible for nominating a senior manager to provide quality assurance regarding the implementation of safeguarding policy, practice and procedures;

2. The Council’s safeguarding policy is adopted by the Directorate Senior Management Team (DSMT) and procedures for each Service are written, approved or revised, as appropriate. Procedures to be based on a common framework, consistent with Local Children’s Safeguarding Board procedures, and  will be disseminated to all Culture and Communities staff;

3. A training needs analysis is undertaken. Staff training plan is produced identifying

· what training is needed for which roles, 

· at what level and which staff should be engaged with levels of priority identified for attendance, 

· to include all staff appointed to 31/12/09;

4. Implement the training plan;

5. Ensure that Safeguarding Children is incorporated into the induction procedures.;

6. Council procedures are shared regarding the safekeeping of sensitive materials (all media) and each Department to follow these procedures

7. That the strategic Directorate plan incorporates an annual review of safeguarding policy, procedures and practice under Goal 5 ( Goal 5 relates to corporate strategy).
5.9
Blackpool Targeted Services.

Blackpool Targeted Services participated in the review, as Child F was not known, there are no recommendations arising from the case.  

6.
Recommendations made by the Serious Case Review Panel. 

1. That Blackpool Safeguarding Children Board review the formal arrangements and structures for information sharing between GPs and Health Visitors and midwives; 

2. That a recognised use and impact of alcohol assessment tool is widely introduced across constituent agencies of the Blackpool Safeguarding Children Board and is used in all cases where the use of alcohol is a matter of concern for an adult who has care of a child;

3. That Blackpool Safeguarding Children Board undertake an audit of a representative number of cases where concerns about domestic violence is a feature to build an informed judgement about the implementation of Domestic Violence procedures:

4. That the outcome of the audit in recommendation 3 is used to assist the formulation of the Information Sharing Protocol between Blackpool Targeted Services, Health agencies and Lancashire Police. 

……………………………………...........

The Serious Case Review Panel would wish to convey their sincere condolences to the family members of Child F
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