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1 introduction 

1.1 Baby D (a white female) was admitted to the district general hospital (DGH) late on 02.04.03, transferred early next morning to a second hospital (hospital 2) and her death subsequently confirmed on 11.04.03. 

1.2 A letter dated 04.04.03, from a consultant paediatrician at hospital 2 stated that a review of D’s computerised tomography (CT) scan and chest X-ray demonstrated she had hypoxic insult to her brain, numerous old rib fractures and the impression was she had suffered irreversible brain damage following an episode of collapse (cause unclear). A review by ophthalmologists indicated extensive retinal haemorrhages to the fundus of the left eye and some retinal haemorrhages to the right eye.  

1.3 A witness statement of 06.05.03 by a Home Office pathologist confirmed injuries to baby D pre-dating her hospitalisation and inferring that another individual had inflicted them.

1.4 An initial charge of murder against D’s father was, at court in January 2005, reduced to one of neglect of which he was found guilty. D’s mother was from the outset charged with and subsequently found to be guilty of neglect.

2 case review process 

2.1 Having been informed of the severity of reported injuries and the poor prognosis, Bridgend’s Area Child Protection Committee (ACPC) determined on 08.04.03 the case satisfied the criteria in ‘Working Together to Safeguard Children’ National Assembly for Wales 2000, for convening a serious case review (SCR) and panel membership and terms of reference were agreed.

2.2 Individual Management Reviews (IMRs) were completed during 2003 and 2004. Available records do not explain the elapsed time though there are recorded concerns about the need to delay interviews required for IMRs until the Police investigation was completed, and about the sensitivity of interfacing the process with the Coroner’s responsibilities.

2.3 By September 2003, the panel had selected an external consultant to complete the planned overview report. Informed by respective IMRs as they became available during 2003 and 2004, draft overview reports were written. In April 2006 a decision was taken that a new report should be commissioned. This action in part reflected acknowledged weaknesses in Children’s Services’ IMR as well as in the process followed by those conducting the SCR.

2.4 In July 2006 CAE (an independent consultancy) was commissioned to re-write Children’s Services IMR, and, in October 2006 to draft a new overview report. The SCR panel met on 21.11.06, 07.12.06 and 19.01.07 to consider a draft and on 29.03.07, Bridgend’s Local Safeguarding Children Board (LSCB) – the successor organisation of the ACPC - formally agreed an overview report and has produced action plans to ensure implementation of its recommendations.

3 case summary

Pre-birth

Pre-birth

3.1 The agreed scope of the case review commenced when baby D’s mother, AB, was first seen by a midwife on 23.06.02, 2 weeks after her 16th birthday.  Her vulnerability was recognised at this stage and a referral made to Children’s Services for an initial assessment.

3.2 On 05.09.02 police were called to a domestic incident. There was no evidence of physical violence and officers were unaware that AB was pregnant.  AB attended the ante-natal clinic of the district general hospital (DGH) on 13.09.02 and 15.09.02. On both occasions bruising was noted on her arms (described as ‘finger type’ bruising). AB admitted to arguing with her boyfriend, but did not respond when asked about domestic abuse.

3.3 During the pregnancy, AB suffered abdominal pain and the baby was ‘small for date’. She was admitted to hospital on several occasions and there were concerns about her not taking the prescribed iron and antibiotics and discharging herself from hospital against medical advice. Midwifery identified the risks to mother and child and supported AB to ensure the health of mother and baby were not jeopardised.

3.4 There is no evidence that Children’s Services was aware of any suspected domestic abuse or concerns about AB’s self care when the social worker undertook a home visit for an Initial Assessment in October 2002. 

3.5 Children’s Services made referrals to ‘NCH’ (a national charity) on 30.10.02 and to Health Behaviour Support Team on 03.12.02 for support before and after the birth. NCH visited once prior to the birth of baby D to discuss AB’s possible attendance at the Young Parents Group and/or a ‘Self Esteem’ course. Sure Start made an appointment for 20.12.02, but this was not kept as baby D was born that day.

Folllowing the birth

Post- natal period

3.6 AB and baby D were discharged from the DGH on 24.12.02 and midwives visited regularly until 18.01.03. The letter from midwifery to the health visitor on 24.01.03 detailed a variety of concerns including EF (baby D’s father) being the main carer, AB never being observed to hold baby D and the need to re-iterate instructions about basic parenting tasks.   

3.7 At the age 3 weeks baby D was admitted to the DGH with a history of breathing difficulties. It is not clear what staff thought was the cause of these symptoms as baby D was better once in the paediatric assessment unit. She was identified as a baby with slow weight gain with an inexperienced, withdrawn, apathetic mother. The paediatrician appeared to be re-assured by the knowledge, obtained by the staff nurse from the health visitor, that Children’s Services was aware of the situation. 

3.8 Baby D was seen regularly during the next month by the health visitor and Sure Start project worker at home and at the clinic. She put on weight and was described by the health visitor as ‘looking well’ but also ‘still not settled’. The NCH project worker visited, supplied practical help and discussed plans for future support via attendance at groups. 

3.9 The social worker visited once at the end of January prior to leaving Bridgend Children’s Services. There is no evidence that she was aware of either the hospital presentation or the midwifery concerns. However, because of mother’s identified vulnerability, the case was kept open. 

Period of child protection concerns

3.10 On 24.02.03 a family member reported to a health visitor that 9 week old baby D had bruising to the palms of her hands, that 3 weeks previously she had bruising to her chest, that EF was violent towards AB and that AB handled baby D in a rough manner. No bruising had been seen on baby D when she attended the clinic 5 days earlier.

3.11 At Children’s Services request the health visitor saw baby D at home and reported bruising to both hands. A child protection enquiry was immediately initiated and a social worker and police officer accompanied the family to the DGH for a full medical examination. The paediatric doctor found only a small bruise over one finger and ‘no evidence of injury alleged’. 

3.12 When social workers attempted to arrange a visit to the family 2 days later, EF stated they were going to stay with AB’s brother and he would ring back with the address. He did not do so and the family’s whereabouts remained unknown for 8 days, until baby D attended a clinic near her uncle’s home.  

3.13 On the 26.02.03 another family member reported to a health visitor that baby D had bruising to her hands and stomach and that EF hit AB.

3.14 On 10.03.03 baby D was referred by her GP to the DGH for a medical opinion to rule out a fracture. She presented as irritable and distressed with paucity of movements to her right arm. Initially non accidental injury was considered as a possible explanation, but the next morning the examination of baby D was normal. After further medical investigations, including X-rays, it was concluded that there was no current evidence of non accidental injury and baby D was discharged from hospital.

3.15 Staff in health and Children’s Services were concerned about baby D’s discharge from hospital and there was consultation with managers in Children’s Services and the ‘designated doctor’ (a doctor with child protection expertise nominated in each Local Health Board to offer advice and support). Children’s Services decided to progress the matter by requesting a 2nd medical opinion. 

3.16 During this period contacts with the family indicate the parents were becoming increasingly unco-operative with professional staff and that baby D was not feeding well, was held at arm’s length and fed old cold milk. AB became increasingly sullen and withdrawn.

3.17 The family attended a planning meeting held on 20.03.03 with social workers and health visitor. Baby D was seen to have a graze on the back of her head, diagnosed as a friction abrasion at the DGH that day.  

3.18 As a follow-up to the 10.03.03 admission, baby D attended the DGH again on 24.03.03 for a further X-ray. The result of this was normal and she was described as thriving and looking well.

3.19 On 26.03.03 Children’s Services obtained agreement for the designated paediatrician to provide a second medical opinion.

3.20 A child protection conference was held that same day and baby D’s name was placed on the child protection register under the category of neglect. 

3.21 During the next days the social workers tried unsuccessfully to contact the family on 3 occasions. The family appeared at the clinic on 02.04.03 for the baby’s immunisation and baby D was seen by the GP and the health visitor; no issues were raised.

3.22 That evening baby D was admitted to the DGH following a 999 call. She was transferred early the next morning to hospital 2 and her death subsequently confirmed on 11.04.03.

Overview of professional & family involvement 

3.23 The period of approximately 9 weeks from baby D’s birth was characterised by:

· Persistent concerns about her mother’s parenting skills and lack of physical interaction with D (recognised by some health practitioners)

· One hospital presentation on 13.01.03 with breathing difficulties

· Regular contact with health staff (midwifery, health visitor and Sure Start) and one visit from social worker and NCH worker respectively

3.24 The subsequent 5 weeks was characterised by:

· Reports from within baby D’s extended family of concern about the baby’s care and domestic abuse

· The family’s disappearance for a period of 8 days

· 4 further hospital presentations: bruising on hand (24.02.03), immobility of arm (10.03.03), abrasion / graze on back of head (20.03.03) and emergency admission when baby D found not to be breathing (02.04.04)

· Paediatric opinion at the DGH concluding D was not a victim of non accidental injury when presented at hospital in February and March 

· Growing, but not universal anxiety amongst professionals about the level of risk to D

4 Key findings

case Review process

4.1 Experiences of the original review indicate that future SCRs would be more efficient and effective if they were underpinned by transparent and explicit formality and objectivity.

General assessment issues

4.2 Following a commendably timely midwifery referral for pre-birth support in June 2002, subsequent assessment by Children’s Services and delivery of ante-natal support by NCH and Sure Start was delayed to such an extent that the planned pre-birth support did not occur.

4.3 There was insufficient consideration given to the known history of mother and any implications this would have for her parenting skills and the quality of support available from the extended family.

4.4 The analysis in the initial assessment was relatively superficial and did not identify the complex circumstances of the case. Consequently no core assessment was undertaken and the subsequent support planned, from Sure Start and NCH, did not include an identified role for Children’s Services. 

4.5 Assessments and observations of the family by professionals in all involved agencies tended to focus on baby D’s mother, with many descriptions of her vulnerability and ‘withdrawn’ behaviour. This was not accompanied by analysis of the significance of these observations with regard to family relationships and the parenting of D. 

4.6 Baby D’s father (EF) was described as being supportive and undertaking most of the parenting tasks. The professionals in contact with the family did not adequately assess the history of father, his role in the family and its impact on family dynamics. 

4.7 Most critically, there was insufficient focus on baby D by professionals in contact with the family, specifically in terms of her physical, psychological and emotional development and her relationship with her carers.

4.8 Baby D presented at hospital on 5 separate occasions (with one additional follow-up appointment). The paediatric assessments undertaken did not lead to understandings of the identified symptoms. Non accidental injury was not considered in one instance and dismissed as a possible explanation on a second occasion without sufficient investigation, despite inconsistent and possibly worrying parental explanations.

Assessment of risk

4.9 There was a general failure to appreciate the significance of suspected domestic abuse in terms of the risk to the mother (a child herself), the unborn baby and subsequently to baby D. 

4.10 Whilst noting concerns and specific incidents, professionals did not consider the degree of risk to D arising from accumulated observations and concerns.

4.11 This SCR process has not been able to provide any explanation for the discrepancy between the findings of the health visitor and the paediatrician with regard to the bruising on baby D’s palms. Regardless of its extent, the fact of bruising on the hand in a baby of this age is a very significant finding. The implication for practitioners in all agencies is that bruising in such a young baby must be assessed in the context of medical and social history, developmental stage, explanation given as well as a full clinical examination and relevant investigations.

4.12 There were insufficient and inadequate child protection enquiries and the one that did occur lacked sufficient management involvement to ensure all relevant circumstances were fully explored and subsequent concerns investigated.

4.13 There was an inadequate response to concerns raised by family members: only baby D’s alleged bruised hand/s was the subject of enquiries and the investigation did not involve any discussion with the family member who had reported the bruise. Other reports of bruising, previous domestic abuse and rough handling of baby D were not followed up.

4.14 Signs of the family’s increasing non-compliance were not explicitly recognised by professionals working with the family and not addressed at the planning meetings or the child protection conference.

Communication

4.15 There were several significant failures in communication between agencies involving information not shared at all, shared too late or partially or inaccurately communicated. 

4.16 There was evidence of good communication between some health staff and initially good communication between midwifery and Children’s Services.

4.17 Between September 2002 and 24.02.03 Children’s Services was unaware of many emerging concerns known to health professionals e.g. a suspected domestic abuse incident, mother’s lack of involvement or interest in her child’s care and a hospital presentation in January 2003. There are indications that some health professionals assumed that because the case was open to Children’s Services, a social worker would be aware of concerns or that a colleague had / would inform the social worker.

4.18 After the first day of the child protection enquiry on 24.02.03, the police were not informed consistently or in a timely manner of further concerns.

Planning & service delivery

4.19 The plan to provide support before and after the birth involved several agencies, but did not include arrangements for a ‘lead’ professional to ensure the work was implemented, co-ordinated and reviewed. In practice the planned pre-birth support was not provided and only health workers provided consistent support to the family in the 9 weeks after baby D’s birth.

4.20 When co-ordinated multi-agency work subsequently commenced, its effectiveness was undermined by the use of inappropriate forums in relation to the circumstances. The meetings did not lead to required investigations and actions due to:

· Confusion over the choice of ‘planning’ or ‘professionals’ meetings or ‘strategy discussions’

· Police and DGH staff not being included 

· Lack of management involvement

4.21 The initial child protection conference made vague ‘recommendations for future work’ rather than a specific outline child protection plan, as required by the All Wales Child Protection Procedures.

Divergent professional views

4.22 There appeared to be a general difficulty in challenging perceived medical expertise and a need for the LSCB to clarify expectations of ‘follow up’ in circumstances when initial professional action does not elicit an expected response from another agency / individual.
4.23 The social worker was supported in her doubts about the medical diagnosis, both within Children’s Services and other agencies. This did not translate into specific and sufficiently urgent action e.g. ensuring an urgent second medical opinion was obtained or that legal advice was sought.

Procedural compliance

4.24 Practice was not always compliant with the All Wales Child Protection Procedures with regard to:

· Timescales 

· Making referrals to Children’s Services  ‘as soon as a problem, suspicion or concern becomes apparent’ or in subsequently confirming the referral in writing  

· Consistent and timely use of s.47 enquiries  

· Consistent communication with police and use of strategy discussions if there is reasonable cause to suspect that a child has suffered, or is likely to suffer significant harm (to consider all available information and concerns and plan the investigation)

· Initiating a Core Assessment when a s.47 enquiry was initiated 

· Providing a clear outcome to the enquiry and feedback to referring agency / parents

Management

4.25 There was a lack of evidence of supervision for some staff. The named doctor, named nurse and named midwife for child protection at the Trust at that period had no protected time for such work and this may have reduced the availability of consultation for health professionals.

4.26 There was little evidence in the child protection enquiry of timely management decision making and monitoring of progress. 

4.27 Named professionals in health were not made aware of the considerable concerns of other agencies and the designated doctor with respect to the paediatric opinion following the hospital admission on 10.03.03.

Recording & administration

4.28 There are conflicting agency records of the same incidents, and many examples of inaccurate, partial or non-existent recording including:

· Phone conversations recorded by one participant only 

· Different dates provided for the same conversation, visit or event

· Partially different accounts of conversations, including a professional making a child protection referral recording different concerns to those written by the receiving social worker

5 Recommendations

Introduction

5.1 In the nearly 4 years since baby D’s death, there have inevitably been significant changes of personnel as well as re-structuring of, or developments in, the organisational environments in which staff work. The health service in particular has undergone organisational change resulting in changes to statutory responsibilities.

5.2 In those cases where a recommendation does not reflect the current statutory responsibilities / arrangements, the ‘action plan’ to implement the recommendations to be developed by the LSCB will do so.

5.3 Recommendations include, but are not limited to those arising from individual IMRs and are divided into those of relevance to some or all agencies, and those applicable to the agency specified. 

General 

5.4 The LSCB should within the next 6 months, ensure explicit policy and detailed guidance to the SCR process is adopted, so that future reviews can be completed to the required standards and within Welsh Assembly time-scales.

5.5 The LSCB should ensure that domestic abuse / violence procedures make it clear when information is to be shared with Children’s Services and the response required of that agency. Relevant circumstances should include when the alleged victim is:

· Pregnant or is a carer of a child

· A child her/himself

5.6 The LSCB should ensure pre-birth procedures recognise specified circumstances which require information sharing with Children’s Services and these should include non compliance with medical treatment if it is suspected that it may cause significant harm to the baby.

5.7 Each agency should ensure that procedures require all practitioners to respond to allegations or expressions of concern from family members, and Children’s Services must undertake relevant assessments of such reports.

5.8 The LSCB should ensure that there is a multi-agency procedure in place for hospital discharge planning when there has been any suspicion of abuse or neglect.

5.9 The LSCB should ensure that there are clear multi-agency instructions (preferably within child protection procedures) with regard to the response required if the whereabouts of the child is unknown during a s.47 enquiry and these should include informing the police, holding a strategy discussion and a pro-active and rapid response by all professionals.

5.10 The LSCB should ensure that when multi-agency services are provided to a family, procedures require they are co-ordinated using an agreed plan, itself monitored and reviewed regularly e.g. using a ‘lead’ professional or a child in need plan and multi-agency planning meetings.

5.11 Each agency should take steps to ensure all practitioners and managers involved in multi-agency work understand the differential application of multi-agency ‘planning’, ‘professional’ and ‘strategy’ meetings and the circumstances in which they should be used.

5.12 Each agency should take steps to ensure that procedures, training and supervision address the issue of non-compliance by families, the circumstances when it needs to be explicitly raised in multi-agency forums and when contingency plans need to be devised.

5.13 In line with the All Wales Child Protection Procedures, child protection conferences should formulate ‘outline child protection plans’ (as opposed to ‘recommendations’) and these should include specific objectives and explicit timescales.

5.14 Agencies’ policies and procedures should ensure that assessments of families require the inclusion of all the child’s carers.

5.15 Agencies should ensure that practitioners consider the wishes and feelings of children in their work with families (for a baby this must involve observing and documenting her/his development, responses to parent / carers and others).

5.16 The LSCB should agree an expectation of regular meetings between designated and named doctors and nurses, senior Children’s Services and police colleagues with the intention of developing and modelling a culture of proactive co-operative interagency working.
5.17 The LSCB should introduce a procedure on ‘the management of injuries to babies under the age of one’ similar to that developed in Swansea NHS Trust. 
5.18 The LSCB should suggest that all agencies review their own organisational environments to ensure that there are sufficiently supportive structures in place to equip staff to critically challenge decisions about children in their own and in partner agencies (particularly if the professional is more senior or has a perceived expertise). 
5.19 The LSCB should develop as soon as possible, a robust inter-agency protocol to cover situations in which a medical diagnosis does not sufficiently allay concerns of any other professional. 
The LSCB should design and commission for application across member agencies occasional exercise/s to evaluate:

· Information communicated across agencies

· Level of congruity between agencies in the extent and accuracy of information shared

· Quality of professionals’ recording

Agency- specific 

Health

5.20 Bridgend LHB should work with Bro Morgannwg NHS Trust to review current resources identified and available for paediatric services (including acute and community provision) to enable the Trust to prioritise and implement recommendations 33 and 36 of the Carlile Report ‘Too Serious a Thing’. 

5.21 Bro Morgannwg NHS Trust, with the NPHS and the Medical Director should ensure that consultant’s appraisals take account of Lord Laming’s recommendation that all designated and named doctors in child protection and all consultant paediatricians must be re-validated in the diagnosis and treatment of deliberate harm and in the multi-disciplinary aspects of a child protection investigation. 

5.22 Bridgend LHB should ensure Bro Morgannwg NHS Trust formally implement NPHS / CPS Child Protection Specifications 2004 and have policies and protocols in place in respect of clinical supervision as set out in this policy. 

5.23 To facilitate formal identification of a child in need:

· Bro Morgannwg NHS Trust should implement the Children’s Health Needs Scale 

· Bridgend LHB should ensure Bro Morgannwg NHS Trust develops and implements a formal mechanism to facilitate the clearly documented identification of a child in need (cause for concern) as set out in the NPHS / CPS 2004 – such identification should be maintained in the health visiting family record 

5.24 Bro Morgannwg NHS Trust should ensure that health visiting, Sure Start and midwifery management develop a protocol that avoids duplication of input and ensures clear lines of accountability and decision making by the case manager. 

5.25 Bro Morgannwg NHS Trust should review use of postnatal depression scales in the Trust and establish an evidence-based protocol with one preferred scale to include timing of application and standardised actions by all staff following its use, including the circumstances when Children’s Services are informed of the result. 

5.26 Bridgend LHB and Bro Morgannwg NHS Trust must ensure health professionals are offered clear policies and procedures about their obligations to share information lawfully with other involved professionals in health and other agencies. Such information sharing must be documented. 
5.27 Bridgend LHB and Bro Morgannwg NHS Trust must ensure paediatricians are offered all reasonable opportunities to retain an up-to-date understanding of child protection reinforced by latest research. 

5.28 Bro Morgannwg NHS Trust should consider with the designated doctor how paediatricians in the DGH are enabled to become active participants in the ‘Regional Child Protection Paediatric Peer Group’. 
5.29 Bridgend LHB and Bro Morgannwg NHS Trust must take all reasonable steps to ensure that paediatricians make prompt referrals to Children’s Services whenever a child is presented at hospital and abuse or neglect is suspected, so that all information may be taken into account and consideration given to safe visiting arrangements and any potential risk to siblings or other children.

5.30 Bridgend LHB should monitor the degree to which recommendations 131 of the Carlile Review and 83 of the Laming report have been implemented in primary care and Bro Morgannwg Trust, to ensure that GPs and paediatricians’ performance is monitored in relation to child protection.  
5.31 Bro Morgannwg NHS Trust should ensure resources to facilitate child protection training for staff in contact with children or with parents (Carlile recommendation 94 and 96) to include: 

· Assessment of all carers (including those expecting to be parents)

· Listening to children

· Attachment 

· Children in need

· Children at risk of significant harm 

· Consultation 

· Information sharing, making referrals and their confirmation 

· Recording concerns

5.32 Bridgend LHB and Bro Morgannwg NHS Trust should ensure that all relevant staff are clear about the:

· Use of internal consultation and possibility of consulting Children’s Services if uncertain whether concerns warrant a referral / information sharing

· Need to make a prompt referral and/or share information (including circumstances when a case is understood to be ‘open’ to Children’s Services or prime responsibility for referral perceived to be another’s responsibility)
· Timing of referrals and use of strategy discussions if abuse or neglect is suspected when children are presented at hospital 

· Need to facilitate attendance of hospital staff at relevant strategy meetings

· Need to confirm referrals in writing

· Recording standards relating to telephone discussions

Children’s Services

5.33 All practitioners and managers should be trained in the conduct of s.47 enquiries, to include the need for:

· Strategy discussions with the police, hospital staff and other agencies (including situations when a meeting is advisable)

· A follow up of all concerns with those who have direct knowledge of the issues (professionals and family members)

· Establishment and exploration of differences of opinion and discrepancies

· Confident challenge of other professionals’ opinions (and the role of senior managers in this)

· Recognition of process timescales, in the context of the age of the child and potential risks involved

· Management to make decisions, provide support, monitor progress and agree the outcome

· Provision of feedback to referrers and family

· Recording of relevant times as well as dates where there are injuries and hospital attendances

5.34 Administrative processes should clearly identify the point when case responsibility transfers between workers and between teams.

5.35 Management systems (including audits) should be introduced to ensure that:

· All staff receive effective supervision of their cases

· Assessment Framework timescales are generally met and if this is impossible, that the manager authorises any delay and records its rationale

· Analysis within assessments always considers Children’s Services historical information about the child and her/his parents

· The purpose of allocation and post assessment services are clearly defined by the manager

· The need for Core Assessments in more complex cases is identified

· Referrals to other agencies / commissioned services for pre-birth support are made early, with clear expectations about the nature of the support required

· If the case remains open, the delivery of services pre and post birth by commissioned agencies must be monitored 

· Legal advice is considered where appropriate 

5.36 Management systems should be introduced to ensure that when it is decided to hold a SCR, the child’s record is secured so that no information can be lost or subsequently amended.

Police

5.37 South Wales Police domestic abuse co-ordinators should audit FSU9 Domestic Abuse forms to ensure child protection issues are addressed, including when the alleged victim is a child her/him self. 

5.38 Police must ensure that all relevant information is made available to child protection conferences including any records of domestic abuse (even if there is no record of any physical violence). This applies to all conferences, regardless of whether a police officer attends the meeting.

NCH

5.39 NCH Cymru and its funding partners to the project should clarify its role and function and underpin this with an ‘operational protocol’ that specifies the referral process, minimum information sharing requirements and clarification as to how the project will participate in, and contribute to, and review assessments undertaken by Children’s Services.

5.40 NCH with its funding partners, should establish a minuted monthly meeting between the project manager and a representative from Children’s Services to screen all new referrals and provide feedback on the progress of existing work. 

5.41 The standard of recording and case file management within the project should be reviewed and any identified deficits addressed. Key practice issues are the recording of discussions with other agencies, especially in respect of the reporting of non-compliance / non take-up of services.

5.42 In respect of individual cases, the project should introduce a systematic approach to gathering information, consistent with the requirements of the Assessment Framework to enable referrals to be assessed prior to and throughout the provision of service.

5.43 The current supervision arrangements should be audited to determine whether lapses from NCH Cymru’s Supervision Policy and Standards evident in this case are exceptional or part of a more general picture.

5.44 Project staff and senior management should be reminded of the NCH procedures in respect of the ‘Recognition of Significant Harm Standards’, ‘Supervision Policy and Procedures’ and the ‘Accountabilities for Child Protection Standards’ as appropriate.

5.45 NCH should take and report to the ACPC [now LSCB] its steps to reinforce the ‘Death or Serious Injury of Children Policy’ with all assistant directors and project managers.

5.46 In respect of situations when staff act up to cover vacancies, proper consideration should be given and recorded with respect to levels of experience, competence and support and supervision needs arising.

Edina Carmi & Fergus Smith (CAE)

16.04.07
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	GLOSSARY OF ABBREVIATIONS USED

	CT scan
	Computerised tomography

	DGH 
	District general hospital

	IMR
	Individual management review

	LHB
	Local health board

	LSCB
	Local Safeguarding Children Board – successor forum to the ACPC (Area Child Protection committee)

	SCR
	Serious case review

	NCH
	National Children’s Homes
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