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1. Circumstances under which the Serious Case Review was initiated 
 
Child A was a young person who tragically committed suicide in March 2008. 
 
The Serious Case Review Committee of the Blackburn with Darwen (BwD) 
Local Safeguarding Children Board (LSCB) was convened in April 2008.  The 
meeting agreed to recommend to the Chair of the LSCB that A’s death should 
be the subject of a Serious Case Review under the provisions of paragraph 
8.5 of “Working Together to Safeguard Children”: 
 

“A LSCB should always undertake a serious case review when a child 
dies (including death by suicide) and abuse or neglect is known or 
suspected to be a factor in the child’s death.  This is irrespective of 
whether local authority children’s social care is, or has been, involved 
with the child”. 
 

Although Child A spent only the last five months in BwD, it was decided that, 
this being the area in which the death occurred, BwD LSCB should take 
responsibility for completing the serious case review (SCR). Lancashire LSCB 
(which covers the area where Child A had spent most of their life) and Bolton 
Social Services (Bolton area where Child A had been born) would be part of 
the SCR Panel. 
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2. The Review Process 
 
These Terms of Reference were formulated in accordance with the guidance 
provided in Chapter 8 of “Working Together to Safeguard Children” (2006). 
 

2.1 The basic purpose of the Serious Case Review concerning Child A (“The 
Review”) is to establish whether there are lessons to be learned from the 
circumstances of the death of Child A and about the way in which 
organisations, both statutory and independent, worked together to 
safeguard and protect the welfare of young people who present the needs 
and difficulties presented by Child A. The Review will additionally focus on 
how lessons learned from this case will be acted upon within individual 
organisations and by BwD LSCB, and how identified actions can lead to 
better interagency work on safeguarding. 

 
2.2 The scope of the Review will cover the whole of Child A’s life, with 

particular reference to the following key areas:                                           

2.3 Whether Child A’s childhood and family experiences, including education 
and behaviour in school resulted in any unidentified needs, and whether 
they might have had any relevance to the circumstances of the death. 

2.4 Whether appropriate and adequate services and support were provided to 
Child A following ejection from the family home in May 2007, including 
support arrangements from all agencies that Child A had contact with. 

2.5 Whether there was effective communication between agencies to meet 
Child A’s needs, with particular reference to:  

(i) judgements concerning information which Child A wished to remain 
confidential;  

(ii) which agency should have taken the lead in co-ordinating actions to 
meet Child A’s needs; 

(iii) in view of the number of agencies with whom Child A came into 
contact, did clear care pathways exist? 

 
2.6 The appropriateness and adequacy of health services and mental health 

services provided by a range of agencies to Child A. 
 
2.7 The lessons that can be learnt from this case for the delivery of services to 

vulnerable and hard to engage/reach young people. 
 
2.8 The following agencies were invited to contribute to the SCR: 
 

• Lancashire Youth Offending Team (L YOT) 

• Blackburn with Darwen Youth Offending Team (BwD YOT) 

• Lancashire Social Care Department (L CIS) 

• Blackburn with Darwen Children’s Services Department (BwD CS) 

• Blackburn with Darwen Adult Services Department (BwD AS) 

• Lancashire Education Department (L Educaton) 

• NHS Blackburn with Darwen (NHS BwD) 

• Lancashire Care Foundation Trust (LCFT) 
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• Blackburn Foyer (BF Unit) 

• James Street Hostel (JSH) 

• Lancashire Connexions Service (L YPS) 

• Blackburn with Darwen CxL (BwD CxL) 

• Lancashire Constabulary (L Police) 

• Chorley Council (C Council) 

• Bolton MBC Social Services 
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3. Review Summary 
 
Key Events in Child A’s Life 
 
Child A was born in Bolton in 1990, the child of Mr A Snr and Ms D.  A half 
sister, E (the child of Ms D by a previous relationship) was three years old 
when Child A was born.  A’s younger brother, Child B was born in 1991. 

 
Child A’s early life was disturbed. There are records of Ms D alleging violence 
towards herself and Child A by Mr A Snr, and Ms D leaving the family home 
with the children. Ms D had contact with a community psychiatric nurse, who 
records features of clinical depression in Ms D. 

 
Late in 1992 Ms D took the children abroad to live with her. This was done in 
the absence of consent by Mr A Snr.  

 
In 1993, following legal action by Mr A Snr, Child A and brother, Child B 
returned to Britain to be cared for by their Father.  Child E returned to this 
country to live with her Father.  So far as is known, Child A then had no further 
contact with Ms D.  Mr A Snr told the chair of the SCR Panel that Ms D had 
taken her own life whilst living abroad.   
 
Child A began to demonstrate difficult behaviour at a very early stage during 
secondary school. From the age of twelve, up to the point of leaving school, 
there was a steady decline in A’s school attendance, and behaviour within 
school. Outside school, Child A began to commit offences and to misuse 
substances.   

 
In May 2007 Child A was told to leave the family home by Mr A Snr, who was 
no longer able to manage or tolerate Child A’s behaviour.  During the 
remainder of time living in the home town of C, Child A remained homeless or 
in temporary accommodation. 

 
In October 2007 Child A moved to the H Unit in BwD. Child A continued to 
misuse substances and criminal behaviour whilst in BwD, and was unable to 
handle the structured environment that the H Unit provided. Child A’s stay at 
the unit is described as ‘unhappy’.  
 
In a meeting with the YOT caseworker in January 2008, Child A made the first 
of what would be several references to different stages of an intention to 
commit suicide.   

 
In February 2008, Child A moved to K Unit in BwD.  Child A continued to use 
cannabis, drank heavily on occasions, and remained unemployed.  Child A 
told several staff of feelings of depression. 
 
In late February 2008, Child A took a large overdose of paracetamol.   
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Although Child A told staff at the K Unit that the overdose had been a serious 
suicide attempt, Child A would not discuss the matter with anyone else, 
including several GPs.   
 
In early March 2008, and again two days later Child A repeated the intention 
to commit suicide, on the second occasion referring specifically to a date 
which was a benefits payment day.  Within hours of this second conversation, 
Child A left the K Unit and Child A’s body was found hanging by a member of 
the public. 
 
The Review was clear that this tragic outcome was not inevitable. The Review 
has demonstrated that at different times, different decisions or actions, or the 
takings of actions, or the taking of decisions or actions which were absent at 
the time, may have led to an alternative course of events. 
 
 
Key Themes Identified in the Analysis 

 
Child A experienced, early in life, disruptive and traumatic events, which are 
known to effect future emotional and mental well being.  

 
There was no evidence that any of the agencies which dealt with Child A 
between the time of Mr A Snr ejecting Child A from the family home in May 
2007, and the death in March 2008, were fully aware of, or used, the 
information concerning Child A’s early life in assessing Child A’s safety, 
welfare needs, circumstances, mental health state, and the risks to which 
Child A was exposed.  
 
The key themes identified by the Review, in considering the events in Child 
A’s subsequent life, and the dealings of agencies with Child A during that 
time, were as follows: 

 
Lack of leadership and direction 
 
The Review found that the overarching theme was that of failure of any of the 
agencies concerned with Child A to take responsibility for leading and co-
ordinating plans for Child A.  
 
 
Failure to provide Child A with a full assessment  

 
A failure to carry out a full assessment of Child A’s needs ran from the time 
that Child A began to display signs of difficulty at school, through to the weeks 
immediately prior to death.   
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Failure by Agencies to fulfil their responsibilities under the provisions of 
“Working Together to Safeguard Children” (2006) 
 
In addition to the main statutory agencies – local authority Children’s Services, 
GP services and adult mental health services – Child A had contact with other 
organisations: Police; housing agencies and providers; two Connexions 
organisations; and two Youth Offending Teams. 
 
Under the provisions of the Children’s Act 2004 and “Working Together to 
Safeguard Children” (2006), all these agencies had a shared responsibility to 
co-operate to improve the wellbeing of Child A, and to safeguard and promote 
Child A’s welfare. The agencies concerned, in different ways, failed in their 
responsibility.   
 
Fragmented Communication 
 
The Review found that agencies failed to either pass on important information 
concerning Child A to each other, or that the communications did not result in  
effective action to address Child A’s needs.  
 
Included in these communication failures, was a decision not to approach 
Child A’s family, and in particular Mr A Snr; either to involve them in 
assessments, or just to inform them of Child A’s emotional and mental health. 
 
Child A had insisted that Mr A Snr should not be informed about Child A’s 
whereabouts or circumstances. All agencies involved with Child A respected 
this wish. 
 
The Review believes that staff should have struck a balance between Child 
A’s wishes, and Child A’s position as a vulnerable young person, who was 
increasingly at risk. 
 
Lack of Transition Arrangements 
 
A lack of proper transition arrangements for Child A took two forms.  Firstly, 
information was not passed between local authorities, between agencies, or 
across geographical boundaries of the same organisation when Child A 
moved from one area to the other.  
 
The second form of inadequate transition arrangements took the form of a 
lack of clarity about which service had responsibility for Child A.  
 
Lack of clear care plans and clear care pathways for Child A, and the 
lack of engagement with Child A 
 
This theme was more apparent in the period of Child A’s life prior to moving to 
BwD.  At this time, despite the involvement of so many agencies, there is no 
evidence of any clear care plans being made for Child A, or care pathways 
being created. 
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Although, whilst Child A was in BwD, there are examples of attempts to devise 
care plans for Child A, the Review’s impression was of agencies responding 
to events in Child A’s life, particularly crises, rather than assessing needs and 
making plans to meet them. 
 
There are many references to Child A’s failure to co-operate, or to accept 
assistance, thereby creating difficulties for the agencies to undertake 
assessments and plan services.  However, the Review believes Child A’s 
wishes should have been considered against other statements which were 
made, notably those concerning suicidal intentions, and also by looking at the 
wider picture of circumstances and needs at the time. They should not simply 
have been taken on face value. 
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4. Lessons to be learned and conclusions 
 
The lessons to be learned and conclusions are set against the Terms of 
Reference for the Review. 
 
Whether A’s childhood and family experiences, including education and 
behaviour in school resulted in any unidentified needs, and whether 
they might have had any relevance to the circumstances of the death. 
 
Agencies concerned with children and families should collaborate at both 
strategic and service level to: 

 

• promote emotional and mental health and wellbeing for children and 
young people; 

• ensure staff are aware of all the risk factors relating to young people 
of Child A’s age, e.g. alienation from family; accommodation 
problems; unemployment; drug and alcohol problems; emotional 
and mental health difficulties; 

• ensure full, comprehensive assessments of need are undertaken 
which have considered full social histories of children, in order that 
all the circumstances of their early life are known. 

 
Whether appropriate or adequate services and support were provided to 
Child A following ejection from the family home in May 2007, including 
support arrangements from all agencies that Child A had contact with. 
 
Appropriate and adequate services were not provided to Child A following 
ejection from the family home.  The agencies involved with Child A should 
have taken a more assertive approach to formulating plans to safeguard and 
promote Child A’s welfare. 
 
Because agencies within Lancashire did not make proper transition 
arrangements for Child A, a framework of appropriate and adequate services 
was not devised for Child A on moving to BwD; and the agencies dealing with 
Child A in BwD did not provide such a framework.   
 
Whether there was effective communication between agencies to meet 
Child A’s needs, with particular reference to:   
 

i) judgements concerning information which Child A wished to 
remain confidential; 

ii) which agency should have taken the lead in co-ordinating actions 
to meet Child A’s needs; 

iii) in view of the number of agencies with whom Child A came into 
contact did clear care pathways exist? 

 
Communications were generally unsatisfactory and lessons should be learned 
about the need to weigh the wishes of vulnerable young people and their 
capacity to make decisions, against the consequences of not sharing 
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information.  This is particularly important for young people who are at risk of 
self harm or suicide. 
 
When staff are made aware of a young person expressing suicidal ideation, or 
of them taking an overdose, they should seek medical, or paramedical, 
assistance.  
 
Where vulnerable young people, with disrupted lives, are dealing with many 
agencies, it is important that communication systems are devised between, 
and across agency boundaries and care pathways. Where, as in the case of 
Child A, young people have dealings with several agencies, it is important that 
one agency takes responsibility for overall co-ordination and direction of 
plans, including communication arrangements. 
 
The Review found that clear care pathways did not exist for Child A. This 
resulted from the lack of leadership and direction, and failures in 
communication. No agency assumed a leadership role devising and co-
ordinating multi-agency plans.   
 
The appropriateness and adequacy of health services and mental health 
services provided by a range of agencies to Child A 
 
The Review found that the examples of involvement by all agencies and 
services with Child A in this case emphasise the need for staff concerned with 
young people to be aware of the high risk of suicide amongst young people; 
the significance of their social circumstances in contributing to their mental 
health problems; and the importance of full, multi disciplinary mental health 
assessments where there are clear indications of a risk of suicide. 
 
There is a need for early clarification of the respective responsibilities of Child 
and Adolescent Mental Health services (CAMHS) and adult mental health 
services for young people aged 16 to 18, and a need for the creation of clear 
care pathways between Children’s Services, CAMHS, and Adult Mental 
Health services. 
 
The lessons that can be learned from this case for the delivery of 
services to vulnerable and hard to engage/reach young people  
 
A reluctance to engage with services on the part of vulnerable young people 
should be viewed not as a reason for agencies to reciprocate, by themselves 
withdrawing.   
 
The reasons for non engagement, and their significance for assessment and 
planning for the young person concerned, should be fully considered and 
statements by young people should not be taken at face value.   
 
In the case of Child A, a reluctance to engage with an assessment of Child A’s 
mental health state was presented as a reason not to persist with efforts to 
make such an assessment, when non-engagement should have been 
included in a wider consideration of Child A’s welfare needs. 
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As part of the process of assessment, creating multi agency care plans and 
pathways, and identifying lead professionals, agencies should ensure that 
young people are able to identify a member of staff with whom they can 
develop a trusting relationship; reducing as far as possible the need for the 
young person to have dealings with the number and range of agencies and 
professionals with whom Child A had contact in such a short space of time.  
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5. Recommendations 
 

Whilst the recommendations focus on local action, it is recognised that the 
circumstances of Child A’s death are an example of a major challenge for 
health and social services nationally and locally - the prevention of suicides in 
young people.  Lancashire and BwD LSCBs are asked to consider whether 
the lessons learned from this Review should be brought to the attention of all 
health and social care services in the North West.  
 
The full action plan combining the individual agency and overview 
recommendations can be found in Appendix A. Whilst the vast majority of the 
lessons learnt have been translated into recommendations by the agencies 
involved in this case, the Review would like to make the additional 
recommendations below.  
 
 
BwD LSCB, Lancashire LSCB (including the appropriate health agencies 
within the Lancashire area), NHS BwD, Lancashire Care Foundation 
Trust and East Lancashire Hospital Trust (CAMHS Service) 
 
In the context of this Review, the above bodies should:  
 

• Develop the skill and levels of support available to staff  across 
agencies in assessing and  responding to emotional and mental 
heath problems in young people; 

 

• Improve the robustness of referral pathways and service provision 
between Children’s Services, CAMHS and Adult Mental Health 
Services 

 

• Develop an action plan aimed at preventing deaths in young people  
aged between 15 to 25 years; 

 

• Review policies and procedures that inform professionals on how to 
respond to incidents of self harm and attempted suicide, to ensure 
that : 

 
(a) When crises arise professionals have access to staff with 
expertise and legal authority under the Mental Health Act (MHA). 

 
(b) Staff are clear when and how to arrange a full multi disciplinary 
assessment as required under the MHA.  

 

• Review the training of BwD GPs on suicide ideation and risk 
assessment in the context of the provisions of the MHA. 
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BwD LSCB, Lancashire LSCB and Housing Providers in those areas 
 
The above bodies should jointly take immediate steps to: 
 

• develop policies and protocols for joint action to ensure there is a 
multi agency response to young people who are at risk of eviction, 
or are homeless  as a result of substance misuse or other 
difficulties; 

 

• develop an ongoing programme of training for housing providers  in 
recognising and responding to mental health problems of young 
tenants , including training on referral routes, duties to communicate 
with agencies, and share information, notably when young people 
either self harm or are at risk of committing suicide. 

 
BwD LSCB and Lancashire LSCB 

 
The above bodies should review the arrangements agencies have in place for 
the transfer of case responsibility when vulnerable young people move 
between local authority boundaries. 
 
BwD LSCB  
 
The above body should further clarify the importance that all staff working 
directly with children, families and vulnerable young people should undertake 
training in relation to appropriate information sharing. 
 



 

Appendix A – Action Plan, Serious Case Review Child A 
 
Recommendation Agreed Action Expected Outcome Lead Officer Timescale 

LEADERSHIP AND DIRECTION 
1. L and BwD LSCB and 
constituent agencies review 
the policies and procedures 
that they have in place to 
guide staff in their response to 
incidents of self harm and 
attempted suicide to ensure 
that when a crisis arises 
professionals have access to 
staff with expertise and legal 
authority under the mental 
health act. 
 
L & BwD LSCB Staff are clear 
when and how to arrange a 
full multi disciplinary 
assessment as required by the 
mental health act. 
 
L & BwD LSCB workers are 
clear about what are the 
pathways to services for 
children and young people 
who do not meet the threshold 
criteria of the mental health 
and CAMHs teams but where 
their mental or emotional 
health remains a matter of 

LCFT to conduct a post 
incident review to identify any 
immediate practice issues, 
provide information and 
contribute to the review 
process.  
 
LSCBs to establish a task and 
finish group to cross-reference 
each agencies policies and 
procedures to ensure 
commonality of thresholds and 
referral pathways. 

Detailed practice issues are 
clearly identified and plans are 
in place to address them. 
 
All LSCB agencies and 
individual workers will have 
access to information about 
appropriate responses and 
responsibilities to incidents of 
self-harm and attempted 
suicide. 
 
Young people with mental 
health issues are assessed 
and diagnosed effectively. 
 
Diagnosis/ assessment 
ensures access to the 
appropriate treatment and 
intervention. 
 
Appropriate lead professionals 
will be identified to co-ordinate 
care packages. 
 
Workers will have role clarity 
and clear understanding of the 
boundaries of responsibility 

Public Health 
Advisor Children 
and Families, LCFT 
 
 
 
 
L Safeguarding 
Directorate 
Manager & Chair 
BwD LSCB Policy 
& Procedures 
Committee  
 
 
 

LCFT post 
incident review 
by November 
08 
 
 
 
Policies and 
procedures 
review to take 
place by Sept 
09 
Revised Pan L 
policies and 
procedures and 
guidance to be 
in place by 
March 2010. 
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Recommendation Agreed Action Expected Outcome Lead Officer Timescale 
concern. 
 
L & BwD LSCB services are 
more responsive to the needs 
of young people 16-18 who 
have complex mental health 
needs. 
 

 
Vulnerable young people will 
be more effectively supported. 
 

2. L & BwD LSCB develop an 
action plan aimed at 
preventing deaths in young 
people aged between 15-25 
years. 

Develop an action plan 
building upon work undertaken 
by L & BwD CDOP, the 
suicide and self harm task 
group instigated by EL LSCB 
group and work completed by 
PT (L Education) relating to 
schools across Lancashire. 

L & BwD will have an agreed 
suicide and self harm 
prevention strategy in place, 
underpinned by appropriate 
policies, procedures and 
practice guidelines. 
 
Ultimately the number of 
deaths of young people aged 
15-25 years as a result of self-
harm or suicide will be 
reduced. 

Chair BwD LSCB 
Policy & 
Procedures 
Committee 

Task and finish 
group to report 
by September 
09. 
Work to be 
completed 
within 6 months 
of reporting. 
LSCBs to 
review action 
plan by May 
2010 

3. Develop the skill and 
knowledge of workers 
(including BwD GPs) about 
self harming behaviour, 
suicide ideation and 
assessment of risk.  Where to 
access support in responding 
to emotional and mental 
health problems in young 
people, and the duty to 
communicate with other 

LSCBs to review its training 
and development programmes 
in the light of this SCR. 
 
 
 
 
 
 
 
 

Workers will have increased 
access to information about 
the risk factors for mental 
health issues common in 
young people, how to 
respond, sources of further 
information regarding advice 
and support, referral options 
and pathways. 
 
 

L Safeguarding 
Directorate 
Manager,  
L Training Manager 
for Children & 
Families,  
Chair BwD LSCB 
Policy & 
Procedures 
Committee &  
Chair BwD 

Review and 
respond by 
September 09. 
 
Training and 
Development to 
have begun by 
December 09. 
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Recommendation Agreed Action Expected Outcome Lead Officer Timescale 
agencies and share 
information when young 
people either self-harm or 
present as at risk of suicide. 

 
 
 
 
 
 
JSH staff to attend training in 
relation to mental health 
problems. Management and 
operational development team 
to attend mental capacity 
training. 
 

 
 
 
 
 
 
JSH staff will be 
knowledgeable and confident 
in identifying and assisting 
residents with mental health 
problems. Managers will 
understand their services’ duty 
in relation to mental capacity 
and the law. 
 
 

Learning & 
Development 
Committee 
 
 
 
JSH Manager 
 

 
 
 
 
 
 
JSH staff to 
attend training 
by June 09 

4. GPs, surgeons and A&E 
doctors should undertake 
safeguarding children training 
as outlined in the 
intercollegiate document roles 
and responsibilities of health 
care Staff (2006). 
 
Lessons of this Review 
included in training of GPs and 
Approved Mental Health 
Professionals (AMHPs). 

NHS to build this requirement 
into contract arrangements 
with GPs and local hospital 
trusts. 
 
 
 
 
 
 
 
 
 
 
 

GPs, surgeons and A&E 
doctors will ensure a full 
history of how an injury has 
occurred is undertaken, will 
make appropriate risk 
assessments and referrals for 
support for a child/ young 
person. 
 
Children and young people’s 
welfare will be better 
safeguarded. 

Designated Nurse 
Child Protection  
NHS BwD 
(Safeguarding 
policy and training 
NHS BwD) 
 

December 09 
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Recommendation Agreed Action Expected Outcome Lead Officer Timescale 
5. BwD Adult Services to 
improve staff knowledge on 
undertaking risk assessments 
at JSH. 

Improve procedure and 
regularity of staff conducting 
risk assessments. 
 
Routine auditing of risk 
assessments carried out by 
staff. 

Regular and consistent risk 
assessments will allow needs 
for residents to be better 
identified and met. 

Head of Service, 
Strategic 
Commissioning, 
BwD AS 

October 08 

6. L YOT 
Issue guidance to YOT staff 
on family support service 
delivery. 

YOT parenting lead to issue 
guidance to promote: 

• parental responsibility; 

• contacts with parents and 
carers; 

• home visiting through a 
young person’s YOT 
supervision. 

Minimise risk of parents and 
family being affected by a 
young persons offending, and 
use strengths to support 
young person away from 
offending. 

L YOT Senior 
Parenting Lead 

April 09 

7. L YOT review prevention/ 
YOT practice and prevent and 
deter arrangements for 
compliance with safeguarding 
and CAF principles. 

Managers and county GRIP 
coordinators to review practice 
and report findings to YOT 
senior management team. 

Prevention and early 
intervention initiatives are 
compliant with safeguarding 
duties including CAF 
processes and ensure 
accurate identification of deter 
cohort for relevant local 
meetings. 

L YOT GRIP Co-
ordinator & L YOT 
Service Managers 

September 09 

8. L CIS review of Supervision 
Policy to ensure it provides 
clear guidance regarding the 
recording of supervision on 
the child's electronic case 
record. The supervision record 
must include an analysis of 
risk in respect of the child, a 

Review existing staff 
supervision policy and re-
launch to all staff within CIS. 
 

Supervision policy ensures 
that staff are clear on the 
content required in case 
records and that such records 
include an analysis of risk in 
respect of the child, 
management decisions and 
what actions the worker has to 

L Directorate 
Safeguarding 
Manager &  
L Training Manager 
for Children and 
Families 

July 09 
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Recommendation Agreed Action Expected Outcome Lead Officer Timescale 
record of the decisions made 
and what actions the worker 
has to follow up, with 
appropriate timescales being 
made clear. 

follow up, and the requirement 
to set clear timescales. 

9. L YPS staff supervision 
procedure to be renewed 
following Connexions and 
Youth & Community merger. 

Supervision procedure to 
include: 

• how staff are to be 
supported when dealing 
with vulnerable young 
people; 

• how supervision discussions 
are to be recorded on the 
young person’s record. 

 

Staff supervision is consistent 
throughout service.  

Head of Service, L 
YPS 

September 09 

10. BwD CxL Partnership 
agreements for joint funded 
and partnership posts contain 
explicit reference to 
management oversight and 
supervision, policies and 
procedures to be followed in 
relation to safeguarding cases, 
and how case escalation 
should be communicated to 
managers and senior 
managers.  

Review partnership 
agreements and 
commissioned services.  
 
Review arrangements for case 
escalation and communication 
to managers and senior 
managers. 

Case management, oversight 
and action shared between 
agencies where clients are 
receiving multi agency 
intervention. 
 
The process and responsibility 
for escalating concerns of 
case management in multi 
agency intervention cases is 
clear. Front line staff are able 
to escalate cases to managers 
where concerns relating to 
safeguarding and child 
protection are raised. 
 

BwD Area 
Operations 
Manager 
 
Consultant, Quality 
Assurance &  
Operations 
Manager 

September 09 
 
 
 
June 09 
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Recommendation Agreed Action Expected Outcome Lead Officer Timescale 
11. L YOT review case 
management and supervision 
policies/procedures to 
incorporate need to verify 
information shared by partners 

Re-launch of ‘High Risk’ 
policies and procedures to 
include the need to verify and 
record (ASSET): 
o partner agency information; 
o verify information relating to 

non-compliance with YOT 
processes by young people.  

 
External inspections and 
sample audits of cases to 
performance manage 
adherence to policy 

Young people are not 
withdrawn from services 
without information being 
verified  

Area Manager, L 
YOT (Protection 
and Rehabilitation) 
 

April 09 

12. BwD LSCB to further 
confirm the importance that all 
staff working directly with 
children, families and 
vulnerable young people 
should undertake training in 
relation to appropriate 
information sharing (also refer 
to action point 46). 

Ensure LSCB training needs 
analysis evidences the 
essential nature of training in 
relation to appropriate 
information sharing. 
 
 
 

All staff working directly with 
children, families and 
vulnerable young people will 
undertake training in relation 
to appropriate information 
sharing. 

Chair of LSCB 
Learning and 
Development 
Committee 

July 09 

13. C housing - Safeguarding 
training to housing officers. 

To coordinate training 
sessions for housing officers 
to ensure they are aware of 
safeguarding protocol and 
procedures. 

Housing assessments include 
safeguarding needs of young 
people. 
 
 

Homelessness 
Officer, C Council/ 
& C Council 
Housing providers 

March 09 

14. JSH staff to attend CAF & 
CoNR training.  

Attend BwD LSCB training 
events. 

Staff knowledgeable and 
confident in assessing needs 
of young residents and 
appropriately referring to 

JSH Manager June 09 
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services when required. 

15. BF Unit staff and 
managers to access BwD 
LSCB training and best 
practice guidance and 
implement the use of CAF for 
adolescent residents and for 
children of residents. 

BF Unit to access: 

• Common Core Skills and 
knowledge to assess BF 
staff skills development 

• Safeguarding training 

• POVA training 

• CAF & CoNR 

• Coaching training. 
 

Staff skills and competencies 
meet the needs of 
safeguarding duties 
Improve service responses for 
residents once risks have 
been identified. 

BF Unit Manager December 09 

16. Constabulary training 
programme for the 
management of Police 
information (MOPI) to 
incorporate need for correct 
data entry. 

Training programme to 
incorporate need to correctly 
enter names and dates of birth 
to allow full offending and 
intelligence records to be 
linked. 

Records on offenders and 
suspects can be easily 
accessed and searched. 
 
Databases are compliant with 
recommendations of Bichard 
Inquiry.  
 

L Police April 09 

17. Constabulary training on 
safeguarding to promote the 
use of Form SC/1 
(Safeguarding Children Form). 

Training programmes to: 

• reinforce to police officers 
and police staff the purpose 
of the form 

• to complete forms where 
children are at risk 

• to submit to local PPUs 

• local PPUs will refer to 
appropriate agencies and 
services. 

 
 

Improve child protection 
referral and communication 
processes. 

L Police April 09 
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18. C Housing - Housing 
Option training to staff. 

To ensure that all front line 
Housing Option/ 
homelessness staff receive 
core homelessness legislation 
training. 

Improve service/advice and 
assistance to customers. 

Homelessness 
Officer, C Council & 
C Council Housing 
providers 

February 09 

19. JSH referral process to be 
amended and hostel staff 
trained with revised referral 
process. 

PNC and reference checks for 
potential applicants to be 
completed prior to the 
interview process wherever 
possible. 

• Improve information sharing 
  

• Minimise the risk of 
inappropriate applicants 
being accepted for 
accommodation 

JSH Manager September 08 

20. Review working practices 
at JSH in relation to staff 
induction review. 

Staff induction practice based 
on P Street model and 
requires updating to 
Supporting People quality 
standards. 

Staff trained and practice at 
JSH in line with Supporting 
People quality standards. 

Head of Strategic 
Commissioning, 
BwD AS 

August 08  

21. L CIS should undertake a 
review of practice across the 
county in relation to homeless 
16 and 17 year olds to identify 
if the issues raised within this 
SCR are unique to this locality 
or are inherent within all Initial 
Assessment & Support 
Teams. 

Request to be made to the 
Group Leadership Team to 
undertake this review and 
produce a report detailing the 
position in respect of the 
service response to young 
people aged 16 & 17 who are 
homeless. 

Initial Assessment and 
Support team procedures and 
practice are in line with 
statutory duties. 

Directorate 
Safeguarding 
Manager (L CIS) 

July 09 

22. L YOT Improve Quality 
Assurance systems for 
Referral Order reports, 
contracts and GRIP 
assessments. 

YOT Service Managers & 
County GRIP co-ordinators to 
review local quality assurance 
systems – local systems 
monitored through sample 
audit. 

Assessments reflect the full 
picture of the young person’s 
needs.  

Area Managers  
& GRIP Co-
ordinator, L YOT 

December 09 
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23. BwD CxL - Fewer 
Connexions staff involved with 
one client. 

Client caseloads for staff to be 
reviewed with follow up 
procedures implemented to 
minimise number of staff 
involved with a client. 

More defined, focussed case 
loading of clients. 

Head of Service, 
BwD CxL 

September 09 

24. LCFT – SUI (sudden 
unexpected incident) policy to 
be updated. 
 

LCFT Policy to be updated to 
include all reviews that involve 
child/young person have an 
independent lead to oversee 
the PIR (post incident review) 
and work closely with the 
Public Health Advisor, 
Children and Families 

• SUI Policy to reflect needs of 
children and young people. 

Network Lead, 
Clinical 
Governance, LCFT 

December 08 

CLEAR CARE PLANS, CARE PATHWAYS AND IMPROVING ENGAGEMENT 
25. Joint agency protocol BwD 
YOT and BwD Social Care . 

o Review processes for 
referrals between YOTs and 
social care to inform new 
procedures for care 
pathways; 

o new protocol to be written 
and cascaded to YOT and 
Social Care staff. 

Clear pathways for referrals 
between the services focus on 
meeting identified needs 

BwD YOT Manager 
& Referral and 
Assessment Team 
Manager, BwD CS 

June 08 

26. L & BwD LSCBs develop 
policies and protocols for joint 
action to ensure there is a 
multi agency response to 
young people who are at risk 
of eviction, or are homeless as 
a result of substance misuse 
or other difficulties. 

o Establish a Task and Finish 
Group to look at the 
guidance ‘Joint Working 
between Housing and 
Children’s Services’ and 
specifically the joint working 
checklist within this 
document; 

 

Vulnerable young people 
misusing substances and 
possibly with other complex 
needs are not evicted without 
appropriate multi agency 
support and guidance 
 
Improve communication 
channels between housing 

Chair BwD LSCB 
Policy and 
Procedures 
Committee & 
L Safeguarding 
Directorate 
Manager to co-
ordinate with: 
 

November 09 
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o Review eviction policies and 

protocols in housing teams; 
 
o Review joint 16/17 year olds 

protocol in housing. 

and social services • BwD Housing 
Strategy team 

• L LSCB Policy 
Officer 

• L YOT 
Accommodation 
Officer 

• C Council 
Housing 
Providers 

• L LSCB 
Directorate 
Safeguarding 
Manager 

• C Council/ L 
Social Care 

27. JSH staff to understand 
and implement changes to 
policies and procedures. 

Staff made aware of changes 
to policies and procedures 
through training. 
 
System to be in place that 
staff sign for receipt of, and 
understand procedures on an 
annual basis. 

Staff are confident and 
knowledgeable of procedures. 
 
Resident’s needs are better 
met with clear expectations 
from staff. 

JSH Manager November 08 

28. L YPS to review policies 
and procedures for working 
with vulnerable young people 
following creation on L YPS. 

• Review policies and 
procedures relating to 
working with vulnerable 
young people; 

• amend policies and 
procedures to provide 
consistency across the 

Policies and procedures in line 
with safeguarding duties  
 
Policies and procedures are 
consistent across L area 

Head of Service, L 
YPS 

September 09 
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merged practice areas; 

•  re-issue policies and 
procedures once amended. 

29. Clear referral pathways in 
mental health services to be 
established with agreed 
assessment processes and 
models of service provision, 
including an agreed 
communication strategy – 
(also refer to action point 1). 

A  multi-agency task and finish 
group should be established to 
consider the issues raised in 
this case review in relation to 
self harm and suicide – to 
develop a care pathway for 
mental health services for 16-
18 years of age; to include 
access to services, transition 
from CAMHS to Adult Mental 
Health and suicide risk 
assessments and 
management. 

Service provision to 
adolescents with emotional 
and mental health needs, 
including suicide prevention to 
be in line with national 
guidance. 

Chair BwD LSCB 
Policy and 
Procedures 
Committee & 
L Safeguarding 
Directorate 
Manager 

October 09 

30. Consideration to be given 
by L Education to the issue of 
how to monitor and engage 
hard to reach pupils in large 
establishments in respect of 
their emotional health and 
wellbeing. 
 

PT to liaise with CAMHS 
colleagues in order to explore 
options and, subsequently, to 
discuss with the DCYP 
Safeguarding Manager how 
best to take this forward. 

Large high schools to become 
more focused on the 
emotional health and 
wellbeing of pupils and, in 
particular, how they might try 
to engage those pupils who 
are ‘hard to reach’. 

Schools 
Safeguarding Co-
ordinator (L CIS) & 
L County CAMHS 
Co-ordinator 

March 2010 

31. S High School in C to 
review its processes for 
reintegrating pupils following a 
fixed period exclusion. 

 

PT to discuss with Head 
Teacher at S High School. 
 
PT to have a discussion with 
senior School Standards 
Group Managers (i.e. 
Advisers) in order to raise this 

To ensure that clear and 
formal plans for monitoring 
and review are put in place 
when an excluded pupil is 
reintegrated. 

L Education 
Safeguarding Co-
ordinator  

November 08 
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issue and any potential 
learning for schools across the 
County. 

32. BF Unit to pilot ‘Support 
Planning’ toolkit with young 
people resident at the BF Unit 
 
 
 
 
BwD Adult Services to 
improve the Support Planning 
process at JSH. 
 
 
 
 
 
 
 
C Council implement 
homeless outreach services at 
temporary accommodation 
provider units in C. 

Trial pilot initiative and review 
on completion in June 09 
 
 
 
 
 
Improve support planning 
through: 
o Improving quality of 

assessments 
o Auditing of support plans 
o Improving administration 

through the support plan 
process 

 
 
To agree with C Council 
Housing providers the 
outreach services to be made 
available. 

Young people identify the 
support and assistance they 
require in supported living 
arrangements 
 
 
 
Support plans meet the needs 
of residents with appropriate 
referrals 
 
 
 
 
 
 
 
Improve ‘move-on’ services 
provided to homeless clients. 

BF Unit Manager & 
Supporting People 
 
 
 
 
 
Head of Service, 
Strategic 
Commissioning, AS  
 
 
 
 
 
 
 
Homelessness 
Officer, C Council & 
C Council Housing 
providers 

June 09 
 
 
 
 
 
 
October 08 
 
 
 
 
 
 
 
 
 
February 09 

ASSESSMENTS OF NEED 

33. BwD YOT, BwD AS, the 
BF Unit & the JSH to review 
safeguarding policies and 
procedures, incorporating: 
o Self harm and self neglect; 
o Mental Capacity Act 2005 

Review current processes and 
practice on safeguarding 
children in the following 
teams: 
o BwD YOT – review how 

current ‘Vulnerability and 

Safeguarding policies and 
procedures adhere to 
‘Working Together’ (2006), 
ECM and Children’s Act 
principles 
 

 
 
 
 
BwD YOT Manager 
 

 
 
 
 
June 08 
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(also refer to action point 1). Risk Panel meets YOT 

safeguarding duties; 
o BwD Adult Services; 
 
 
 
 
o BF Unit; 
 
o JSH – including reviewing 

use of Mental Capacity Act 
2005. 

Staff have skills, knowledge 
and procedures to tackle self 
harm and self neglect  

 
 
Head of Service, 
Strategic 
Commissioning,  
AS 
 
BF Unit Manager 
 
JSH Manager 
 

 
 
Aug 08 
 
 
 
 
June 09 
 
November 08 

34. L & BwD LSCBs develop 
working practices to improve 
the recording and assessment 
of young people’s needs, 
including needs of vulnerable 
young people. 

Assessment processes for 
vulnerable young people 
including the use of CAF to be 
improved in the following 
services: 
o C Housing – review 

procedures for conducting 
key work sessions; 

o L YPS; 
o BwD CS and BwD Targeted 

Youth Support programme; 
o BwD CxL. 
 

Consistent practice of 
assessment and recording of 
needs including obtaining full 
comprehensive social histories 
 
Increase the use of 
Assessment frameworks to 
identify needs of young people 
and identify referral services to 
meet needs 
  
Improve advice, assistance 
and referral for young people  

L Safeguarding 
Directorate 
Manager to co-
ordinate with: 

• C Housing 

• L YPS 
&  
BwD CS (Referral 
and Assessment 
Team) to co-
ordinate: 

• BwD CS 

• BwD CxL 
 

September 09 

35. BwD CS & L YPS to 
review risk assessments, 
eligibility procedures and 
threshold procedures for 
vulnerable young people using 

Use of CoNR model between 
BwD Social Care and Housing 
Needs.  
 
Dedicated Child in Need (CIN) 

Housing services across BwD 
for young people are 
assessed using one 
assessment tool and resulting 
action plans meet appropriate 

Head of Service 
BwD CS (Referral 
and Assessment 
team)  
 

September 09 
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housing services. Youth post. 

 
CAF Pathway plans to be 
written for YPS service 
provision. 

needs of young people.   
 
YPS procedures in line with L 
CAF & CIS Procedures 
Manual – staff better identify 
needs of vulnerable young 
people. 

 
 
Head of Service, L 
YPS  
 

 
 
September 09 
 

36. BwD YOT/ CAMHS mental 
health practitioner to be 
appointed. 

Recruit to YOT CAMHS 
position which has been 
vacant since January 2008. 

Mental health and emotional 
health service to young 
offenders. 

BwD YOT Manager 
& EL CAMHS 
(ELHT) 

June 08 

37. NHS BwD to ensure all 
young people who voice 
suicide or harm themselves 
should be regarded as high 
level children in need / 
children at risk of significant 
harm – (also refer to action 
point 1). 

When a service is made 
aware that a young person 
has voiced suicide or harmed 
themselves a multi-agency 
assessment of risk should 
take place - this should be 
incorporated into the 
Safeguarding Children’s Board 
policy and guidance. This 
should include a suicide risk 
assessment. 
 
Mental health symptoms vary 
and consequently suicide risk 
assessment needs to take 
place at every contact with the 
patient by the most senior 
clinician in the service at that 
time. 

• To discover the causes of 
the problem 

• Identify unmet need 

• Determine the thresholds of 
concern 

• Identify a lead professional 
who can co-ordinate service 
provision / risk assessment 

• Multi-agency information 
sharing which will aid risk 
assessment and identify 
supportive resources 

• Common Assessment 
Framework (CAF 
assessment) undertaken 

• Disengagement from 
services/ difficulty engaging 
the client explored as part of 
the risk assessment 

• Assessment of whether the 
client is able to make 

Designated Nurse 
Child Protection,  
NHS BwD 
 
 

To include in 
health 
safeguarding 
children training 
from  
September 09 
 
To be included 
in PCT 
safeguarding 
Policy, 
September 09 
 
Care pathway 
to be developed 
by October 09 
 
To be included 
in BwD LSCB 
safeguarding 
procedures, 
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‘informed choices’ and 
whether his choices are 
being affected by his mental / 
psychological instability 
undertaken 

• Verbal denial of active 
suicidal thoughts can then be 
assessed within the wider 
context of past behaviour i.e. 
previous suicide attempts 
and expression of self-harm 
intentions to others 

• Admission to hospital under 
the Mental health Act quickly 
arranged if necessary  

October 2009 

38. NHS BwD to ensure all 
young people who attempt 
suicide or harm themselves 
should have a specialist 
mental health assessment – 
(also refer to action point 2). 

LCFT to adopt the policy that 
all young people referred to 
their service who have 
attempted suicide or self 
harmed should have a 
specialist mental health 
assessment and the referrer 
informed of the outcome. 

• To discover the causes of 
the problem 

• Identify unmet need 

• Determine the thresholds of 
concern 

• Identify a lead professional 
who can co-ordinate service 
provision / risk assessment 

Designated Nurse 
Child Protection,  
NHS BwD 
 
 

October 09 

39. L YOT to review practice 
of the Referral Order Panel for 
young people who attend 
unaccompanied. 

L YOT Service Managers to 
review Panel practice in line 
with NACRO guidance. 
 
Sample audits to be used to 
review practice. 
  

Young people attending 
Referral Order Panels 
unaccompanied and without 
advocates do not become 
disadvantaged in the Panel’s 
decisions for their order 
conditions. 
 

Area Managers  
(Prevention and 
Early Intervention 
and Effective 
Delivery of 
Outcomes), L YOT 
 

December 09 
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TRANSITIONS  
40. L & BwD LSCBs to review 
the arrangements agencies 
have in place for the transfer 
of case responsibility when 
vulnerable young people move 
between local authority 
boundaries. 

L LSCB and BwD LSCB to 
establish task and finish group 
to review current 
arrangements. 
 
L CIS Policy team to review 
procedures and include the 
GM transfer protocol for 
children in need 
 
Develop a protocol for sharing 
information and ‘handover’ 
arrangements when young 
people move across local 
authority boundaries. 

Staff in all services with 
vulnerable young people have 
arrangements to ‘handover’ 
case to ensure compliance 
with Climbiè recommendation 
23. 
 
Transition arrangements for 
young people across local 
authority boundaries ensure 
continuity of service, and 
service provision that meets 
their needs. 

L LSCB & BwD 
LSCB Business 
Managers 
 
 
 
 
 
 
 
 

December 09 
 
 
 
 
 
 
 
 
 

41. L YOT & BwD YOT to 
review and revise a case 
Transfer Policy in the YOT 
service (internal and external). 

Policy to have specific 
guidance on: 

• caretaking arrangements – 
both incoming and outgoing 
clients; 

• role and responsibilities of 
YOT staff to young people;  

• roles and responsibilities of 
L YOT staff to other YOT 
teams; 

•  Issue interim policy pending 
national YJB guidance – 
BwD & L YOT to make 
representation to the Youth 
Justice Board in relation to a 

Transition arrangements for 
young people across local 
authority boundaries ensure 
continuity of service, and 
service provision 
communicated effectively to 
meet their needs. 

BwD YOT Manager 
& L YOT Manager 

December 09 
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nationally agreed case 
transfer policy. 

42. Improve the robustness of 
referral pathways and service 
provision between BwD CS 
(including YOT), EL CAMHS 
and Adult Mental Health 
Services (LCFT) 

Review existing referral 
pathways and current service 
provision between Children’s 
Services, CAMHS and Adult 
Mental Health. 
 
BwD NHS to ask L CAMHS 
Board and LCFT to establish 
and communicate a clear care 
pathway. The pathway should 
incorporate the BwD 
Continuum of Need and 
Response framework. 
 
YOT to meet with CAMHS and 
CMHT to agree joint protocols. 

Practitioners will have clarity 
regarding the roles and 
responsibilities of CAMHS and 
CMHT 
 
Young people with mental 
health issues to have easy 
access to the appropriate 
mental health services - 
referral routes and thresholds 
understood by professionals 
working with young people 
 

EL CAMHS Group 
& BwD Emotional 
Health & Well 
Being Board &  
YOT CAMHS 
Steering Group 
 

September 09 
 
 
 
 
 
 

43. BwD YOT & LCFT to 
Improve working 
arrangements between YOT 
and mental health teams. 

• Appointment of CAMHS 
worker in YOT team; 

• CAMHS worker to provide 
link with mental health 
services – networking 
through YOT/Mental Health 
Steering Group. 

Services required from mental 
health are quickly identified 
and appropriate referrals 
made. 

Adult Services 
Manager, LCFT 

January 09 

COMMUNICATION     
44. Improve information 
sharing between LSCB 
agencies in BwD and L to 
meet the needs of young 
people. 

Develop protocol between 
BwD YOT and 
accommodation providers. 
 
 

Improve information sharing 
between agencies and with 
apparent/carers to safeguard 
vulnerable young people 

BwD Housing 
Providers, 
Supporting People 
& BwD YOT 
Manager  

Sept 09 
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Reference requests at JSH to 
ask explicitly on client/ 
resident’s needs. 
 
Review of the CANW 
Appropriate Adult Service in L 
area to improve: 

• Information sharing for 
safeguarding purposes; 

• Consistent case recording; 

• How safeguarding concerns 
are raised and followed-up. 

 
L CIS Policy team to update 
procedures in relation to 
confidentiality – duty of 
confidence does not preclude 
engagement with parent and 
carers 

 
JSH Manager 
 
 
 
L YOT Area 
Manager, 
(Prevention and 
Early Intervention) 
 
 
 
 
 
L CIS Policy Team 

 
April 09 
 
 
 
May 09 
 
 
 
 
 
 
 
 
August 09 

45. Agencies to develop 
systems for ensuring that 
when a child is at risk of 
significant harm and the lead 
worker is informed of changes 
in client details i.e. addresses, 
admissions to hospital etc this 
information is communicated 
in a timely manner to other 
involved professionals. 
 

BwD LSCB to build into 
safeguarding policies and 
procedures 

BwD LSCB to build into 
safeguarding policies and 
procedures up to date 
information sharing practice 

BwD LSCB Chair of 
Policy and 
Procedure 
Committee 
 
 
 
 
 
 
 

October 09 
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Clarify the importance that all 
staff working directly with 
children, families and 
vulnerable young people 
should undertake training in 
relation to appropriate 
information sharing (also refer 
to action point 12). 

BwD LSCB Chair of 
Learning and 
Development 
Committee 

October 09 
 

46. NHS BwD to advise 
Central L PCT to review why 
this child had no school health 
record. 

• To identify whether L area 
needs to review systems 
around information sharing 
between health and 
education; 

• To identify whether Central L 
PCT need to review record 
keeping procedures and 
archiving. 

Health agencies in L area 
share the learning from this 
case. 

Designated Nurse 
Child Protection,  
NHS BwD 
 

July 09 

47. L YOT to review how 
information from LYOT 
relating to young people ‘at 
risk’ of offending is accessed. 

Review arrangements for 
accessing databases, 
including Police databases for 
data on young people ‘at risk’ 
of offending – review to 
consult: 

• YOT seconded Police 
Officer; 

• Offender Management Unit 
link officer; 

• GRIP Co-ordinator. 
 
L YOT website, and other 
relevant websites reflect fully 

Young people ‘at risk’ of 
offending known across crime 
prevention agencies can be 
identified for involvement in 
prevention initiatives. 
 
Professionals have 
information on services that is 
easily accessible and services 
that are relevant to their local 
area. 

L YOT Area 
Manager 
(Prevention and 
Early Intervention) 
 
 
 
 
 
 
 
 
L YOT Information 
and IT Manager 

September 09 
 
 
 
 
 
 
 
 
 
 
 
December 09 
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information on intervention 
and prevention services 
supported by LYOT. 

48. L Education to make 
information on self harm and 
suicide available to staff in 
schools. 
 
 
 
 
L LSCB to consider its position 
in relation to suicide/publicity 
materials for children, young 
people, parents, carers and 
staff from other agencies  

Produce guidance in 
consultation with L CAMHS 
and Critical Incident Support 
team.   
 
 
 
 
Raise via L SCR Panel with a 
view to the Board Manager 
raising the issue(s) at the next 
LSCB meeting in order to 
identify a way forward 

Awareness raised in schools 
about the issues and more 
clarity achieved regarding how 
to respond, sources of further 
information, advice and 
support, and referral options 
and pathways. 
 
 
 
 

L Education 
 
 
 
 
 
 
 
L Education 

October 08 
 
 
 
 
 
 
 
Nov 08 
 
 
 

 


