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Lessons Learned (update 1) - Serious Case Reviews – Child F
1. Introduction

The purpose of a Serious Case Review (SCR) is to learn lessons for improving both individual agency and inter-agency working.  Following SCR Child F key recommendations and actions have been identified for each agency. This briefing is to inform how changes can be made within professional practice across all organisations to ensure effective safeguarding of vulnerable children in Blackpool.

2. Key Themes
Information Sharing
There were a number of recommendations in relation to information sharing. Some of the concerns were about failure to pass on information and the quality of information. 
	Recommendations
· Practitioners should share information when contact is successful with multi-agency partners in relation to non-cooperative and/or hard to engage parents.
· Specific circumstances or changes in circumstances should be highlighted to relevant practitioner’s (e.g. pregnancy when making a referral to expedite services).

· It is important for professionals whose primary client is the adult to be aware of, and pay attention to, the wider safeguarding issues for any child in the household



Child Protection Procedures
Concerns were raised about non compliance with child protection/safeguarding procedures.
	Recommendations
· Practitioners need to ensure that they are fully aware of and are following the BSCB child protection/safeguarding procedures.
· All agencies need to develop effective dissemination and implementation systems for child protection procedures.




Record Keeping

Record keeping was an area of concern for a number of agencies. 
	Recommendations
· Clarity of contact and evidence of liaison with relevant agencies should be clearly recorded.
· Records should be kept in relation to missed appointments and absence from nursery.
· Domestic violence incidents should identify if children are involved, regardless of severity.



Training

Evidence showed that not all practitioners working in the community who have contact with children have undertaken Child Protection training. 
	Recommendations
· All practitioners should have basic awareness training in Child Protection 
· If applicable they should update their Working Together training.



Referrals

There was a lack of clarity in relation to where a new referral should be sent and who has responsibility for this referral once it has been made.
	Recommendations 
· Practitioners should ensure that they understand the procedures for making referrals and receive confirmation that a referral has been received and acted upon. 




Safer Sleeping arrangements for babies
The ‘Give me room to Breathe’ campaign is a direct outcome from this review.

	Recommendations 

· All agencies should give guidance to parents about safer sleeping arrangements for babies, emphasising that this applies not only when their baby is in their care but also when the child is cared for by someone else.



Inclusion

This review highlighted the fact that fathers are not sufficiently involved with maternity care.

	Recommendations 
· Partners to be encouraged to engage in the maternity care and this to be documented.

· All agencies must ensure that assessments, monitoring and support include fathers as routine



3. Conclusion

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. 

The themes from the recommendations confirm some of the issues already known from SCRs nationally and regionally and re-emphasise the need to focus on getting the basics right, the primary issue being the need for compliance to policy and procedures. 
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