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SERIOUS CASE REVIEW PUBLICATION BRIEFING NOTE


Re: CHILD P and CHILD H 

During April 2015 two young children died in their homes in Dudley. They were unrelated and unconnected. In both cases no specific cause of death was identified. 

A below the threshold review using a Significant Incident Learning Process (SILP) of these cases was commissioned in October 2015. The status of this review is was later revised to full Serious Case Reviews (SCR) after the cases were further analysed by a newly appointed Independent Chair of the DSCB, who decided that the criteria for a SCR was met. This decision was endorsed by the National Panel. 

Whilst the deaths of these two children were not connected nor could have been predicted, it was evident that both families were known to agencies because of concerns about neglect of the welfare of the children.  

Agencies known to the families provided comprehensive analytical reports of their involvement to support the SILP. Through opportunities to reflect, agencies were able to recognise where and how systems and process could be strengthen, together with making specific recommendations of what changes are required, by which agencies, and within what timeframe; this demonstrated a determination to learn. 

The Facts

Child H

There is very little recorded about Child H prior to his death, other than that he slept in a bouncy chair, and was co-sleeping with his parents at the time of his death. Recording of home visits suggests there was evidence of toys for him and his sibling and also evidence of warmth and affection in the interaction between adults and children within the family.

On the day of his death, a 999 call was received by the ambulance service concerning a seven-month-old child, who was said not to be breathing. 

The female caller originally stated that the baby had woken up in his cot. However, a man could be heard in the background who shouted “tell the truth” and the caller then said that the child had been in bed with them and they had woken up to find him not breathing with blood coming from his nose. 

On arrival at the Accident and Emergency Department it was confirmed that the child had died.
Home conditions were found to be cluttered, with sparsely furnished bedrooms and evidence of use of dried herbal cannabis in the adult bedroom. In the rear bedroom, the door was damaged by four dents.
 
A post mortem examination failed to identify a cause of death and the inquest recorded an open verdict. 

At the time of his death the child lived with his mother, father, his half-brother, and an adult relative of the father. 

After the death of Child H, child protection enquires were carried out in relation to Child H’s half-sibling who was made subject to a child protection plan. 

Child P

Child P was described as a happy little child who had age appropriate toys in the home and liked playing alone or with her siblings. 

In April 2015, a 999 call was received by the ambulance service. The male caller was very distressed and stated that 2-year-old Child was not breathing. 

He passed the phone to a female who confirmed that the child had been taken out of her cot and laid on the bedroom floor. 

Basic life support was carried out by the paramedics on the way to the hospital where it was confirmed that the child had died.

A post mortem examination was not able to establish the cause of Child P’s death, and the inquest recorded an open verdict. 

At the time of death Child P lived with her mother, two half siblings and the mother’s partner who was not the father of any of the children. 

The home conditions were reported to be very poor, unhygienic and potentially hazardous to young children. 

Commonalities 

In the cases of both Child H and Child P it was impossible to conclude that from the circumstances known to agencies the specific circumstances of their deaths could have been predicted. 

However, within the two households the concerns, priorities and capabilities of the adults were affected by their own circumstances. This resulted in the conditions that increased the risk of serious incidents or deaths of children not being recognised and acted upon by the adults responsible for their care. 

The Children Social Care Report correctly asserts:

“Although, Child P’s death is not attributed to any action by the Local Authority, (or any other agency or professional) there were a number of opportunities for agencies to take appropriate and timely action to safeguard Child P (and her two siblings).”  

And: 
“Whilst we cannot say whether Child H’s death was or was not preventable we can say that a robust assessment would have provided a better picture of the children’s developmental needs and parents’ capacity to meet them.  This in turn would have provided a solid evidence base for decision making and planning.”
In both cases concerns arose because of chaotic and poor conditions within the homes and neglect of the children’s welfare. The recognition of the need to address neglect was reflected in the approach taken to both cases and the work undertaken. 

Plans in the two cases failed to require workers to maintain a focus on the child and their needs throughout assessments and interventions. The children were not given a voice, and there was no evidence that their behaviour and interactions with others was observed. Such a focus would have improved understanding of the impact of neglectful care on their lives and potential and it would have provided a benchmark for measuring progress. The consensus of practitioners across agencies was that this weakness reflected a culture that prevailed across agencies at that time. 

Current status of Neglect in Dudley

The Board approved a Neglect Strategy in July 2016, the implementation and governance of which is being overseen by the Children and Young People’s Alliance.  

The new threshold framework was rolled out to practitioners from May 2016. This included information about the Multi-Agency Safeguarding Hub and Single Point of Access to improve responses. The Safeguarding Children Board is also receiving data regarding the impact of these new service developments.

Improvements already implemented
                                                                                                    
Whilst the review has taken longer than it should have, this delay has not affected driving improvements, to the contrary, there have been a lot of developments since the beginning of this review, and implementing associated change has been both positive and timely as Dudley is on a journey of improvement. 

Dudley has recognised the need for change, and the Early Help Strategy, the Neglect Strategy, the threshold framework, the Multi Agency Safeguarding Hub and the Single Point of Access are all designed to effect improvement.

The Back to Basics Training module, offered to Social Workers is a significant development which has made a significant difference in both recognising and responding to neglect. 
The introduction of the Graded Care Profile is intended further enhance assessing and addressing cases of neglect.

Workforce changes to enhance leadership and capacity, the re-launch of the Resolution and Escalation Policy are all worthy of note. 

Conclusions and Lessons Learned

In both cases it was impossible to conclude that from the circumstances known to agencies the specific circumstances of the deaths could have been predicted. The cases have facilitated a thematic review which is intended to assist the Local Authority and board partners to identify areas which may arise or have arisen in other similar situations.
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