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Introduction 

 

1. A child believed to be Child H was a six month old mixed Asian British child who died in 

2009. The cause of Child H’s death was bronchopneumonia. A post mortem examination 

revealed 18 injuries that had been caused at various times over a period estimated to be 

up to 12 weeks prior to the death. The Coroner was uncertain as to the extent to which 

the injuries had contributed to Child H’s death, although concluded it was more than ‘a 

minimal contribution’. 

 

2. Both parents were charged with the neglect and ill treatment of their child. At the time 

of submitting the SCR to Ofsted in October 2010, the case had been listed to begin in 

February 2011 before a High Court judge. The case was heard in July 2011 and both 

parents were convicted of the offences and sentenced in October 2011. 

 

3. The review was commissioned by Laurence Loft, the independent chair of the Blackburn 

with Darwen Local Safeguarding Children Board (LSCB) on the 20
th

 April 2010. A serious 

case review panel was convened and was chaired by Mick Muir who is independent of 

all the services involved. The panel members are listed below. 

 

Position Organisation 

Head of Service 

Safeguarding Unit 

Blackburn with Darwen LSCB 

Safeguarding Lead NHS BwD Care Trust Plus 

Early Years 

Development Manager 

Children’s Services, Blackburn with Darwen Borough Council 

Partnerships Director CXL (delivers the Connexions service in the borough) 

Chief Executive Brook Advisory Services
1
 

Principal Education 

Welfare Officer 

Children’s Services, Blackburn with Darwen Borough Council 

Head of Housing 

Strategy and Housing 

Needs  

Blackburn with Darwen Borough Council 

Designated Doctor 

Paediatrics 

East Lancashire Hospitals Trust  

Detective Chief 

Inspector 

Lancashire Constabulary 

 

 

                                        
1
 Brook Advisory Services is a registered national charity providing free and confidential sexual health advice and 

services specifically for young people under 25. The service is provided through local centres by specially trained 

doctors, nurses, counsellors, and outreach and information workers. 
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4. The family were informed about the serious case review. Because of the criminal 

proceedings, the ongoing family court proceedings and the circumstances of Child H’s 

injuries, no contact was made with any member of the family to seek any contribution 

or information from them for the review.  

 

5. Following the criminal trial of both parents that found them guilty, but prior to their 

sentencing, the parents agreed to meet with the independent author and the Head of 

Service, Safeguarding Unit to discuss the draft executive summary. 

 

6. Mother confirmed that the professionals who had been involved with her before and 

after the birth of her children had been supportive and had acted appropriately. She had 

the confidence that she could ask for help and advice. Mother explained that for the 

most part she felt that she could manage. Mother agreed with the general conclusions 

of the serious case review and had no further issues to offer in regard to learning.  

 

7. Father had less contact with any of the professionals but agreed that professionals were 

available for advice and support. 

 

8. The following agencies had contact with the family at various times. They all conducted 

management reviews of their agency’s actions and decision making which has 

contributed to the overview report’s analysis and findings; 

 

• NHS Blackburn with Darwen Care Trust Plus covering the GP; Health Visitor; 

School Nurse; and Looked After Children’s Nurse Services and East Lancashire 

Hospitals Trust covering the Maternity Service and Paediatric Service
2
;  

• Children’s Services covering Social Care (Referral & Assessment, Fostering, 

Children in our Care, Leaving Care, Review & Protection and  Early Years 

services); 

• Children’s Services, Education Services;  

• Housing Strategy covering Twin Valley Homes
3
, YPASS

4
 and Blackburn with 

Darwen Borough Council’s Housing Needs Team; 

• Connexions; and 

• Lancashire Police. 

 

9. In compliance with national guidance an overview report was provided on behalf of the 

various health services that contributed to the review. This was undertaken by the 

Designated Nurse Child Protection and Safeguarding Lead for the NHS Blackburn with 

Darwen Care Trust Plus. 

 

                                        
2
 The IMRs from the local health services were incorporated into the health overview report; this complies with the 

guidance provided to the panel after consultation with relevant advisors in the regional government office.  
3
 Twin Valley Homes is a not-for-profit Housing Association.  
4
 Young people’s accommodation support services 
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10. The overview report for the entire serious case review was provided by Peter Maddocks 

who attended every meeting of the serious case review panel. He is independent of all 

the services involved. This complies with national requirements for the completion of a 

serious case review in England.  

 

11. The case review panel aimed to be as challenging as possible of services with a view to 

achieving the appropriate learning from their examination of events and decision 

making. Several examples of good practice were identified by the review. For example, 

the health visitor was diligent in assessing the emotional well being as well as physical 

health of Child H’s mother. Female teaching staff accompanied Child H’s mother to 

ensure her school attendance was not disrupted when she was looked after as a 

teenager. Staff from Connexions provided good levels of contact. Leaving care and 

Connexions staff worked hard to encourage Child H’s mother to take up training and 

employment after she left school.    

 

12. The value in using hindsight and setting high standards for the analysis by the review is 

to help contribute to the continued development of professional knowledge and 

practice in some of the most difficult and challenging work  within the borough. 

 

13. The panel has concluded that the injuries and tragic death of Child H could not have 

been predicted or prevented by any professional in contact with the family. The panel 

are mindful that Child H had received multiple injuries on various dates prior to death. 

Evidence provided to the Coroner’s Inquest suggested that the first injury could have 

occurred up to twelve weeks prior to death. 

 

14. That a child could be injured several times and for it to go unnoticed is of serious 

concern to the review panel and it is a matter of legitimate public interest. The review 

panel looked carefully for any evidence as to whether any opportunity to identify that 

Child H was suffering significant harm was missed before death. The panel did not 

identify any such opportunity.  

 

15. Child H was never known to specialist services such as children’s social work services, 

although Child H’s mother had been looked after from her early teenage years until she 

moved into her own accommodation. Child H was appropriately and routinely assessed 

and treated by primary health care professionals such as health visitors and doctors. 

Child H received hospital in-patient treatment on one occasion prior to the death in 

2009 for what was regarded as an unremarkable injury to the eye that was not 

indicative of abuse. In all the contacts with health professionals, Child H’s parents 

appeared to be providing good physical and emotional care to their children.  

 

16. Although Child H was not examined by a paediatric specialist, Child H was subject of 

normal nursing and medical supervision and treatment whilst in the hospital. The panel 

have received expert advice from a paediatrician that even if Child H had been 

examined by a paediatric specialist, there is no certainty that evidence of the injuries 
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would have been identified. The injuries became apparent through X-rays taken after 

Child H’s death which is a routine process in sudden or unexpected deaths of infants. 

 

17. Care is always required in ensuring that hindsight does not distort how difficult and 

complex some of the information and events look to the practitioners at the time of the 

events being examined by a serious case review.  

 

18. The review examined historical involvement by the services when Child H’s mother was 

looked after by foster carers several years ago before the birth of her children. She had 

her first three children whilst still a teenager. Although professionals could have made 

referrals to specialist services designed to support pregnant teenagers, this did not 

happen, although Child H’s mother told professionals she felt she had enough support 

and did not want to become involved with some of the services that were offered to 

her. In hindsight, not enough notice was taken of the degree of social isolation for Child 

H’s mother or some of the circumstances. 

 

19. Child H’s mother was supported by leaving care workers. Connexions were also 

involved. Not all of the services knew full information. For example the Connexions 

service was not told the full circumstances under which Child H’s mother became looked 

after. Professionals generally worked conscientiously to help her take up training and 

employment opportunities. When she became pregnant though, there was not enough 

contact between people such as leaving care and primary health and maternity services.  

 

20. Some of the staff who responded to Child H had not completed safeguarding training. 

Although the panel do not believe this contributed to Child H’s death, it is probable that 

some detailed aspects of care management would have been clearer and more 

informed. 

 

21. Although all the people who worked with the family were respectful of the family’s 

culture and ethnicity, there was insufficient detailed knowledge and understanding 

about important aspects of culture that included the honour based violence from within 

the extended family. This related to aspects of lifestyle and behaviour. There was 

opposition to the relationship and marriage of Child H’s parents. 

 

The summary of events examined by the review 

 

22. Child H’s mother was looked after by foster carers from her early teenage years until 

she left care. This was a voluntary arrangement made with her parents and had 

followed physical assaults on her by members of the family. This arose because of 

violent disagreement about aspects of behaviour and lifestyle.  

 

23. Good arrangements were made between the different services that included social 

workers and the police to ensure appropriate protection was given. This included 
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making sure that threat assessments were completed and providing practical support 

such as alarms. 

 

24. When Child H’s mother left care, appropriate referrals were made to services such as 

the leaving care and Connexions services. The focus of their support was on trying to 

help her to take up training and/or employment and provide accommodation. When 

she became pregnant whilst still a teenager, the support could have taken greater 

account of the various vulnerabilities that she had. There were specialist workers 

available to support pregnant teenagers although no referral was made. The service had 

recently been established and some key professionals were not aware of it. 

 

25. Child H’s parents come from different Asian cultures and traditions. Although 

professionals generally worked hard to be sensitive to matters of ethnicity, there was 

insufficient recognition about the fact that Child H’s parents did not share a common 

heritage and that it was another source of important tension within some of the 

extended family who had opposed the relationship from the outset of their knowledge 

about it.  

 

26. When Child H and twin sibling were born, the twin sibling was a significantly smaller 

baby who needed support from the neo-natal intensive care unit at the hospital. This 

involved physical separation for a period of several days.  

 

27. Child H subsequently received treatment for a minor injury to an eye. The post mortem 

results confirm this injury to Child H, however at the time it was the twin sibling’s details 

that were provided by the parents to the hospital.  Although a full history was not taken 

about the circumstances, it was seen as a type of injury that can occur as a result of an 

accident.  

 

28. About two months after this in-patient treatment, Child H was taken to hospital by the 

parents when Child H became unwell. Child H died at the hospital. Initially there was 

nothing to cause medical staff any concern. However as part of the routine procedures 

following Child H’s death, it became evident that Child H had suffered several injuries at 

different times over a period of several weeks before death. Expert medical evidence 

concluded that these injuries were not accidental. 

 

Key themes from the review  

 

29. The initial referral to children’s social care services when Child H’s mother first reported 

the assaults that led to her becoming looked after was delayed. Once the referral was 

made, prompt action took place by all the services that needed to be involved.  

 

30. The arrangements to look after Child H’s mother always relied on keeping to a voluntary 

agreement with her parents. Practical arrangements such as contact were controlled by 

the local authority although the parents occasionally made attempts to see their 
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daughter outside of these agreements. Because of the voluntary arrangement, the local 

authority never acquired legal powers to prevent the contact over and above 

persuading the family members to comply with the arrangements.  

 

31. When Child H’s mother became pregnant, there should have been a referral to a 

specialist worker. There should also have been direct discussion and communication 

between people like leaving care workers who had a central role in supporting her with 

services such as health care.  

 

32. When Child H’s mother first left care she lived in some poor quality housing that was 

supposed to provide practical and emotional support. This did not happen. It reflected 

poor commissioning of an appropriate borough wide service that took several months 

to change. She was subsequently provided with much better quality accommodation. 

 

33. With hindsight, greater significance could perhaps have been given to the low birth 

weight of what is now believed to be Child H’s twin sibling and the initial separation 

from the mother in particular. There is some very limited research about the abuse of 

single siblings who are twins that is associated with slower development. The research is 

very limited and there were no other indicators to practitioners at the time that 

suggested Child H or the lower weight twin sibling were being inappropriately cared for. 

Professionals working with families where there are large sibling groups, slow 

development rates between siblings and parent-child separation, especially at birth, 

should assess these as potential vulnerabilities in the functioning of the family to inform 

care management. 

 

34. When Child H was admitted for an injury to an eye, there should have been a clearer 

history taken of the injury and its circumstances. It is apparent that because of the type 

of injury it was regarded as an accidental poke either from Child H or from someone 

handling Child H. When Child H was admitted to the children’s ward Child H was not 

subject of a paediatric examination. It was not regarded as necessary. The process of 

admissions is being reviewed by the hospitals trust as a result of learning identified by 

the health overview report.  

 

Priorities for learning and change as a result of the review 

 

35. This serious case review does not repeat any recommendations previously made to the 

LSCB as result of previous serious case reviews or the routine processes for quality 

assurance. For example, aspects of some recording were inadequate in relation to 

historical events dating back several years. 

 

36. The most significant points of learning from the review are; 

 

• The importance of people working in all services possessing a sufficient understanding 

about the complex and cultural diversity in their community and the implications for 
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undertaking their enquiries, assessment and forming appropriate judgments on 

important matters such as risk; being Asian, or being Black or being White does not 

mean that people share a common cultural tradition of values and beliefs with 

people of the same colour or racial background. Respectful observance is not 

enough; understanding the nature of difference is an important aspect of 

understanding the circumstances of children and young people and sometimes the 

vulnerabilities of families.  

• Making sure that if teenage girls become pregnant they receive advice and support 

from specialist workers; to be especially aware of additional vulnerability for some 

specific groups that include those who are estranged from their family and from 

their community; 

• Being pregnant as a teenager does not necessarily require a referral to children’s 

social care services; professionals who are not social workers can use the common 

assessment framework (CAF) arrangements in the borough to consult other relevant 

people and organise additional support as and when required, especially for families 

presenting with vulnerabilities; this was not used for Child H’s parents; 

• The importance of services such as leaving care and connexions having people who 

have trained and developed links with other specialists able to give advice and 

support when young people they are working with have additional needs arising 

from pregnancy. 

  

Recommendations and action plan 

 

37. Some of the learning identified in this serious case review has been found in previous 

reviews locally. Where action has already been taken or is in the process of being 

implemented as a result of this or other work commissioned by the LSCB, this serious 

case review has not repeated or duplicated action. 

 

38. Having considered the overview report, the Blackburn with Darwen Local Safeguarding 

Children Board and local agencies have agreed to take the following action to further 

improve future practice and arrangements. This action is in addition to the agency 

action plans being implemented by services as a result of their individual management 

reviews.  

 

39. Appendix 1 of the Executive Summary lists all the single agency actions identified in the 

individual management reviews and the recommendations from the overview report. 

 

Recommendation one 

 

The LSCB should ensure that training and development programmes provided on behalf of 

the board and its partner agencies provide sufficient awareness about the distinct 

cultures within the borough and the implications for professional enquiries and 

assessment. This should include specific issues arising from honour based violence or 

intimidation.  
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Recommendation two 

A copy of the executive summary should be referred to the panel of senior managers 

reviewing and overseeing all cases of children looked after by the local authority. In 

particular, the themes identified regarding the use of legal frameworks should be the 

subject of further reflection and action by that panel and reported to a meeting of the 

LSCB’s quality assurance committee.  

 

     Recommendation three 

 

That the Director of Children’s Services ensures that the local authority’s leaving care 

service develop a protocol between themselves and the relevant health trust services 

relating to transitions and post 16 pathway assessment, planning services and reviews. 

 

Recommendation four 

 

The LSCB should ensure that safeguarding policies and protocols and training incorporate 

additional and specific advice arising from the learning in this review to encompass 

honour based violence that is not related to the issue of forced marriage.  

 

Recommendation five 

 

The LSCB should ensure that the opportunities for briefing, training and development     

continue to be offered and make a mandatory requirement for people undertaking the 

task of providing individual management reviews and for those who have the task of 

quality assuring and endorsing the reports on behalf of their service to attend the LSCB’s 

training prior to undertaking their duties in any SCR.  

 

40. An action plan ensures each agency describes clear arrangements for improving practice 

and the expected timescales for completing this work. Progress will be overseen by the 

standing serious case review committee that commissioned and approved this serious 

case review on behalf of Blackburn with Darwen Local Safeguarding Children Board. 

 

41. The serious case review has been evaluated by Ofsted in December 2010 as 

outstanding.  

 

Signed  

 

Chair of the Blackburn with Darwen LSCB 

 

DATE:  20
th

 September 2011 



APPENDIX 1 

 

 

Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

Overview Report Recommendations 

1. The LSCB should ensure 

that training and 

development programmes 

provided on behalf of the 

board and its partner 

agencies provide sufficient 

awareness about the 

distinct cultures within the 

borough and the 

implications for 

professional enquiries and 

assessment. This should 

include specific issues 

arising from honour based 

violence or intimidation.  

 

• The LSCB to work with 

the Local Strategic 

Partnership’s (LSP) 

People & Communities 

Forum to understand 

the different 

communities within 

the borough 

• All courses of the LSCB 

should be assessed for 

their impact on 

diversity reflecting the 

knowledge about the 

different cultures in 

the borough 

• The LSCB to work with 

Children’s Services to 

understand the 

pattern and lessons 

from cases of HBV 

dealt with by the social 

work teams 

The LSCB are 

informed through the 

LSP of the different 

cultures within the 

borough to inform 

service planning and 

service response 

Improved 

understanding of 

cultural diversity 

when making 

enquiries for 

assessments and risk 

evaluations 

Strategic Head of 

Service, 

Safeguarding Unit 

December 2010 

2. A copy of the executive 

summary should be 

referred to the panel of 

senior managers reviewing 

and overseeing all cases of 

children looked after by 

the local authority. In 

• Copy of the executive 

summary provided to 

the Strategic Head of 

Service Social Work 

(Children’s Services) 

• Panel of senior 

managers in Children’s 

The Head of Service 

Social Work reports 

to the quality 

assurance committee  

Social workers and 

managers in the First 

Response, Early 

Intervention Support 

Team, Emergency 

Duty Team (EDT),  

LAC team and IROs 

Head of Service 

(Social Work), 

Children’s 

Services 

January 2011 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

particular, the themes 

identified regarding the 

use of legal frameworks 

should be the subject of 

further reflection and 

action by that panel and 

reported to a meeting of 

the LSCB quality assurance 

sub-group 

Services clarify the 

process used to 

determine when legal 

action is taken in 

placing children into 

local authority care 

• Report to the quality 

assurance committee 

to be written by the 

strategic head of 

service, social work 

have clarity when 

voluntary 

arrangements are 

appropriate and 

where the local 

authority should 

apply statutory 

powers 

3. That the Director of 

Children’s Services (DCS) 

ensures that the local 

authority’s leaving care 

service develop a protocol 

between themselves and 

the relevant health trust 

services relating to 

transitions and post 16 

pathway assessment, 

planning services and 

reviews 

• The leaving care team 

and the school nurse 

service develop a 

protocol on post 16 

pathway assessment, 

transition planning 

and review 

Protocol in place and 

procedures clarified 

for both service areas 

Health needs of LAC 

(post 16) are fully 

reflected and 

reviewed as part of 

the pathway plan 

process 

DCS & Director of 

Clinical Services  

Provider Services 

Unit – Blackburn 

with Darwen 

Teaching Care 

Trust Plus 

 

January 2011 

4. The LSCB should ensure 

that safeguarding policies 

and protocols and training 

incorporate additional and 

specific advice arising 

from the learning in this 

review to encompass 

honour based violence 

that is not related to the 

issue of forced marriage.  

• Lessons and 

knowledge of the risk 

factors identified in 

this SCR to be 

incorporated in the 

November 2010 

review of policies and 

procedures 

• The LSCB’s forced 

marriage, HBV and DV 

Policies, procedures 

and training adjusted 

to reflect the learning 

from this SCR 

Professional 

knowledge of HBV is 

improved and 

professionals have a 

better understanding 

of the risk factors 

associated with HBV 

Strategic Head of 

Service, 

Safeguarding Unit 

December 2010 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

 courses to include the 

lessons from this SCR 

5. The LSCB should ensure 

that the opportunities for 

briefing, training and 

development continue to 

be offered. The LSCB to 

make it a mandatory 

requirement for people 

undertaking the task of 

providing individual 

management reviews and 

for those who have the 

task of quality assuring 

and endorsing the reports 

on behalf of their service, 

to attend the LSCBs 

training prior to 

undertaking their duties in 

any SCR.  

• BwD SCR guidance is 

amended to reflect 

that training prior to 

undertaking a SCR will 

be mandatory 

Guidance document 

is amended 

IMR authors and SCR 

Panel members can 

undertake their 

duties with the 

appropriate skills 

and knowledge on 

SCRs 

Strategic Head of 

Service, 

Safeguarding Unit 

October 2010 

Children’s Services - Education 

6. The Education welfare 

manager should, following 

consultation with Legal 

Services, be tasked with 

reminding schools of: 

 

a)  the latest record 

retention schedule 

and good practice 

guidelines issued by 

the public sector 

group of the Records 

These actions should take 

place as soon as possible 

after the final overview 

report, executive 

summary and combined 

action plan have been 

approved by the SCR 

Panel – and hopefully 

prior to the 

commencement of the 

new Spring term in 

January 2011. 

Records of 

discussions with Legal 

Services and copies of 

documentation 

distributed to schools 

– including the 

date(s) this 

information was sent 

out.  

 

It will hopefully 

ensure that schools: 

 

adopt best practice 

with regards their 

management, 

processing and 

retention of pupil 

records; and 

 

are fully compliant 

with requirements of 

Education 

Welfare Manager 

January 2011 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

Management Society 

of Great Britain in 

order to ensure their 

compliance with 

relevant legislation;  

 

b)  the latest record 

keeping guidelines 

issued by the DfE to 

schools about 

maintaining 

safeguarding records;  

 

c)   the recommended 

approach for the 

formal supervision of 

their senior 

designated members 

of staff for 

safeguarding – 

including recording 

any agreed actions 

and/or relevant 

decisions reached; and 

 

d) the latest updated 

version of the  

Blackburn with 

Darwen Children’s 

Services Looked After 

Children Policy (and 

specifically part 13 

which identifies the 

all the relevant 

legislation and 

associated guidance. 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

responsibilities and 

procedures applying 

to ‘Education’ staff – 

including Designated 

Teachers). 

7. Children’s Services 

department to provide 

additional school training 

which: 

a)   clarifies the 

responsibilities and 

recommended 

supervision 

arrangements of 

Designated Persons; 

and 

b)  informs the 

production, 

maintenance, 

management and 

storage of looked 

after children’s 

Personal Education 

Plans and their 

corresponding 

individual pupil and 

LAC file records 

To draw-up a staff 

development programme 

for Designated Teachers, 

Connexions Personal 

Advisers and CIOC 

Education support 

workers, which will 

enhance their individual 

knowledge & 

understanding of each 

service area, and lead to 

improved supervision and 

better inter-agency 

working.  

Appropriate training 

and development 

sessions that reflect 

the recommendations 

are delivered to 

relevant staff – with 

details of the 

arrangements 

reported back to the 

panel. 

Better integrated 

working and 

improved 

information sharing 

and decision making 

is achieved as a 

result of enhancing 

staff knowledge and 

understanding. 

 

 

Children in our 

Care – Education 

Support Manager  

January 2011  

8. The Education support 

team’s new manager 

should continue the 

process of establishing his 

team’s own integrated file 

This action should reflect 

departmental 

expectations and take 

place as soon as possible – 

hopefully ready for the 

Integrated CIOC – 

Education support 

team case-file 

recording system is 

established and 

It will hopefully 

ensure that the 

Children’s Services 

department: 

 

Children in our 

Care – Education 

Support Manager 

Autumn term 

September – 

December 2010 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

recording system, which 

in-turn should: 

 

a) improve their 

practices with regards 

to the management, 

monitoring and 

retention of individual 

‘looked after’ 

children’s educational 

records; 

 

b) Is in line with the 

department’s 

recording on ICS 

(Protocol); and  

 

c)   help ensure they fully 

contribute to all 

aspects of the relevant 

legislation and 

associated guidance, 

e.g. Care Plans, PEPs, 

Pathway Assessments 

and Pathway Plans. 

start of the new Autumn 

term in September 2010. 

operational.  

 

adopts improved 

practices with 

regards to the 

management, 

monitoring and 

retention of 

individual ‘looked 

after’ children’s 

educational records; 

 

contributes more 

fully to all aspects of 

the relevant 

legislation and 

associated guidance, 

e.g. Pathway and 

Assessment Plans; 

and 

 

is able to offer young 

people in public care 

better informed 

choices about the 

services available to 

them.  

9. Given that effective 

information sharing 

underpins integrated 

working and is a vital 

element of both early 

intervention and 

safeguarding, it is 

recommended that the 

Joint operational guidance 

is produced which reflects 

the recommendations. 

The development of 

communication and 

update processes 

between the two 

teams that facilitate 

more integrated and 

effective ways of 

working. 

Better integrated 

working and 

Improved 

information sharing 

achieved as a result 

of enhancing staff 

knowledge and 

understanding. 

Children in our 

Care – Education 

Support Manager 

& Leaving Care 

Team manager 

Ready for 1
st

 

December 2010 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

CIOC – Education support 

team: 

a) works with Social Care 

to produce update 

guidance for schools 

and/or revise existing 

policies and 

associated procedures 

on creating, reviewing 

and transferring 

Personal Educational 

Plans; and 

 

b) develops a protocol 

with the Leaving Care 

team and relevant 

educational 

establishments (e.g. 

schools), to allow a 

greater understanding 

of each others roles 

and responsibilities, in 

order to ensure they 

work together in a 

more effective 

integrated way to 

support young people, 

with clearly defined 

relationships and 

remits. 

 

10. The processes for 

reviewing LAC policy and 

This should take place as 

soon as possible – with 

Updated review and 

notification 

It will hopefully 

ensure that services 

Director of 

Universal, 

Ready for 1st 

December 2010 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

alerting personnel about 

any procedural changes 

need to be revised, in 

order to ensure that 

education services staff 

and schools are 

appropriately consulted 

and do not miss out on 

contributing to and 

receiving important 

information.   

updated procedures 

hopefully in place by 1st 

December 2010. 

procedures produced 

and in place. 

and schools are 

compliant with 

requirements of the 

LAC policy; and by 

enhancing staff 

knowledge & 

understanding it will 

lead to: 

 

better integrated 

working; and 

 

Improved 

information sharing 

and decision making. 

Targeted and 

Learning Services 

11. The Head Teacher and 

Chair of Governors are 

asked to remind all school 

staff of: 

 

a) the need to make 

immediate and 

detailed enquiries 

where children allege 

abuse to determine 

the appropriateness of 

making a formal child 

protection referral, 

including initially 

seeking Children’s 

Social Care advice 

where facts are 

unclear in making a 

Head Teacher to include 

in next meeting with all 

teachers;  

 

to include in the Autumn 

term Head Teacher’s 

Report to the full 

Governers Meeting 

Minutes of meetings 

reflect that this 

discussed and shared 

with the staff and 

Governors 

Clarification of 

policies and 

procedures  

Head Teacher 

BHC &  

Chair of 

Governors BHC 

End of Autumn 

Term 2010 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

formal referral; 

 

b) the need to identify 

within the school 

children who are 

vulnerable and 

systems to be in place 

to regularly review 

their needs, risks and 

vulnerabilities – for 

the Governor’s Body 

to ensure the 

Headteacher regularly 

reports this to their 

meetings; 

 

c) that any reviews of 

vulnerable children 

includes all their 

needs in addition to 

their educational 

ones. 

Children’s Services – Social Care 

12. The Leaving Care 

Service Operational 

policies and procedural 

guidance document is 

amended to: 

 

 (a)specify the role and 

required actions of the 

Leaving Care Service 

when a young care 

A small short life working 

group involving Leaving 

Care/CAF/ Social Care/ 

Early Years lead for 

parenting to develop new 

sections of the guidance. 

 

 

 

 

Operational guidance 

is produced to reflect 

the 

recommendations. 

 

 

 

 

 

 

Improved 

assessments of need. 

 

Early support for 

those young people 

who require it. 

 

Young people will 

have informed 

choices about 

Leaving Care 

Team Manager  

  

 

 

 

 

 

 

 

December 2010 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

leaver is to become a 

parent, ensuring that 

Personal Advisors are 

clear about how best 

to support the young 

person and their 

family; 

 

(b) explicitly reflect the 

responsibility of the 

team with regards 

safeguarding of the 

children of leaving 

care parents; 

 

(c) to detail the 

     requirement of 

Personal Advisor’s to 

ensure that at the 

point a pregnancy is 

      confirmed that consent 

to initiate a CAF 

assessment is 

     discussed with care 

leavers; 

 

(d) reflect that the needs 

of care leavers under 

the age of 18 years are 

across all the ECM 

outcome areas and 

should be given equal 

weight as their need 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

services available to 

them. 

 

Safeguarding 

responsibilities will 

be explicit in leaving 

care procedures. 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

for EET; 

 

(e) reflect that the 

pathway planning 

process for care 

leavers under 18 years 

requires multi-agency 

input to ensure 

effective transition 

into adulthood and 

the provision of 

appropriate adult 

based services. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

13. Consideration is given 

to the establishment of a 

principal social work post 

within the Leaving Care 

Team to oversee pathway 

planning and risk 

assessment for care 

leavers under the age of 

18 years and those who 

are young parents 

Strategic Head of Service 

to consider and evaluate 

with the finance and HR 

departments 

 

Establishment of 

principal social work 

post within the 

Leaving Care Team 

 

More holistic 

assessment of need 

of young care 

leavers. 

 

Improved risk 

assessment in 

respect of care 

leavers who are 

young parents and 

their child(ren). 

 

Strengthened 

supervision and 

management 

oversight. 

 

Pathway plans for 

young care leavers 

are social work led.  

Head of Service 

(Social Work) 

 

December 2010 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

14. The same file auditing 

system as used by the 

social work service is 

implemented in the 

Leaving Care Team (LCT). 

To review current process 

in social care and adapt to 

reflect expectations of 

recording in LCT 

Reflected in 

operational guidance 

and evidence 

available on file. 

Improved quality of 

record keeping and 

filing systems and 

review of decision 

making. 

Leaving Care 

Team Manager 

March 2011 

15. The same processes 

and documents as used by 

the social work service for 

recording case 

management decisions 

and supervision are 

introduced in the Leaving 

Care Service.  

Forms to be implemented Reflected through 

case file audits 

Improved record of 

supervision  

 

Improved recording 

of management 

decisions 

Leaving Care 

Team Manager 

Immediately 

16. To develop a protocol 

between Early Years 

Excellence and the Leaving 

Care Service to underpin a 

shared understanding of 

their respective services 

and the connections 

between them to ensure 

integration of their work 

to support young care 

leavers who are parents 

and their children.  

• To detail a staff 

development 

programme that builds 

staff knowledge and 

understanding of each 

service area.  

 

• To develop a 

communication and 

update process 

between the two 

service areas. 

 

• To ensure that policies 

and processes reflect 

integrated ways of 

working. 

 

• Operational guidance 

to be amended to 

Operational guidance 

is produced to reflect 

the 

recommendations. 

Integrated working 

through improved 

understanding and 

knowledge. 

Early Years 

Development 

Manager  

&   

Leaving Care 

Manager 

November 2010 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

demonstrate referral 

pathways. 

17. The Early Years and 

BWD PCT ‘consent to 

share’ process is reviewed 

to assess effectiveness 

and the extent to which it 

is embedded into day to 

day practice and remedial 

action is taken 

accordingly. 

 

• To audit the number 

of consent to share 

forms that are 

received by children’s 

centres (by 

geographical area). 

 

• To explore and gaps 

that this may highlight. 

 

• To implement any 

required changes 

The findings of the 

review to be detailed 

in a report to be 

presented to the 

Early Year’s Panel. 

Increased 

information sharing. 

 

Improved process to 

assist in identifying 

potential vulnerable 

mothers.  

Early Years 

Development 

Manager  

&  

Head of Early 

Years Health 

Services 

November 2010 

18. That a risk assessment 

tool in respect of HBV is 

developed for services 

that currently do not have 

one.  

 

A short life working group 

to be formed to develop 

the document 

Document produced 

and embedded into 

policies and 

procedures 

Informs staff 

decision making and 

the need to regularly 

review risks. 

 

Improve staff 

understanding of 

HBV and ability to 

identify risk factors. 

Head of Service 

(Social Work) 

March 2011 

19. To raise nationally the 

issues on categorisation of 

mixed Asian ethnicity. 

 

Contact safeguarding 

leads at the DfE to 

determine how this can 

be affected  

National ethnicity 

categorisations are 

altered 

Better reflect 

ethnicity make up, to 

inform service 

planning and 

improve data 

collection. 

Strategic Head of 

Service 

Performance and 

Planning 

November 2010 

20. The potential for 

upgrading the ICS system 

is explored with a view to 

being able to record cases 

The Protocol system 

developers are asked to 

alter how cases can be 

categorised 

Categorisations are 

altered  

Better reflect 

features of a case, to 

inform service 

planning and 

Strategic Head of 

Service 

Performance and 

Planning 

November 2010 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

involving HBV. 

 

improve data 

collection. 

21. Training and 

awareness raising sessions 

are held for social care 

staff in respect of issues of 

HBV and the changing 

ethnicity of the borough. 

Staff newsletters reflect 

and report on the issues 

Newsletters are 

distributed 

Staff informed about 

the issues and 

reflects in the quality 

of their assessments 

and  decision making 

Head of Service 

(Social Work) 

December 2010 

22. A risk assessment tool 

is developed and 

implemented to support 

dynamic risk assessment 

of stay safe outcomes 

across assessment and 

planning documents. 

A short life working group 

to be formed to develop 

the document 

Document produced 

and embedded in 

policies and 

procedures 

Informs staff 

decision making and 

the need to regularly 

review risks. 

Head of Service 

(Social Work) 

March 2011 

23. Guidance on record 

keeping details the 

requirement of staff to 

record when service users 

decline to answer 

significant questions e.g. 

in respect of ethnicity. 

Information to be inserted 

into current guidance on 

record keeping. 

Update guidance is 

available to guide and 

support staff. 

Evidence is captured 

that significant 

questions have been 

asked by staff. 

Head of Service 

(Social Work) 

November 2010 

24. Lessons from this 

serious case review 

relating to the need to 

supervise foster carers are 

disseminated with the 

Fostering Service including 

the Fostering Panel. 

Lessons to be presented 

to Fostering Team and 

Fostering Panel 

Staff able to recall 

lessons and how 

practice will change 

Lessons are learnt 

and practice 

improves in the 

service. 

Director of 

Safeguarding, 

Early Intervention 

& Prevention 

Services 

On advice from 

legal services 

25. Lessons from this 

serious case review on the 

importance of 

communicating, sharing 

Lessons to be presented 

to all the teams in Social 

Care through the Children 

and Families Team and 

Staff able to recall 

lessons and how 

practice will change 

Lessons are learnt 

and practice 

improves in the 

service. 

Director of 

Safeguarding, 

Early Intervention 

& Prevention 

On advice from 

legal services 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

information with agencies 

working with children, 

accurate record keeping, 

assessing risk dynamically 

(or reviewing risk 

assessments) and 

recording a child’s wishes 

to be disseminated across 

all departments within 

Children’s Services. 

cascaded down by Heads 

of Service 

Services 

Connexions 

26. CXL’s policies and 

procedures are revised 

and improved to address 

the lessons learned 

through this SCR.  

 

a) CXL policy to state 

that vulnerable young 

people are tiered at a 

minimum of tier 2 and 

that the corresponding 

follow up timescales are 

adhered to and links to 

other related policies and 

procedures and 

assessments are clear. 

 

b) That policies and 

procedures are updated 

to ensure that vulnerable 

groups including those at 

risk of honour based 

violence are adequately 

protected. 

 

c) That policies and 

procedures regarding the 

assessment of young 

Progress report as 

part of updated action 

plan – copies of 

revised 

policies/procedures if 

required. 

The amendments to 

policies and 

procurers as detailed 

will keep young 

people seen by 

Connexions safer by: 

earlier identification 

of vulnerabilities and 

risks; 

 

provision of a more 

appropriate and 

timely service; and  

 

robust management 

oversight and 

supervision. 

 

CXL Quality and 

Performance lead  

December 2010 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

people take into account 

the full range of 

outcomes, not just the 

presenting needs of 

securing education, 

employment or training 

(achieving economic 

wellbeing, making a 

positive contribution, be 

healthy, stay safe, enjoy 

and achieve).   

 

d) Young people are 

routinely consulted by 

their adviser to ensure 

that preferences of 

gender, ethnicity and/or 

diversity are recorded 

and actioned where 

appropriate and where 

resources allow.  

 

e) Vulnerable young 

people are consulted 

when statutory 

Connexions services are 

due to be withdrawn and 

where applicable, a full 

and appropriate handover 

is offered with continuing 

and/or new services. 

 

f) That assessments, 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

tiering and recording of 

vulnerable young people 

is clearly set out and 

monitored using 

supervision and 

performance 

management reviews and 

are evidenced on the 

individual young persons 

record on Coreplus. 

 

g) Supervision and 

performance 

management reviews of 

PAs evidence adherence 

to policies and 

procedures including 

monitoring of caseloads 

and tiering.  

27. Vulnerabilities, 

especially safeguarding 

ones need to be noted 

appropriately on a secure 

database highlighting the 

need to cross reference to  

policies and procedures: 

 

a) Management 

Information (MI) 

department to 

produce a report for 

use by operations 

managers/ line 

managers detailing 

error reports where 

records do not meet 

policy/procedural 

requirements, with 

particular emphasis on 

tier changes. 

 

Report to be provided 

detailing changes 

made and expected 

impact. 

New reports used to 

monitor 

performance and 

support 

management 

oversight will ensure 

earlier identification 

and reduction of 

safeguarding risks 

and maximise young 

peoples 

progress/retention 

into EET. 

CXL Quality and 

Performance lead  

December 2010  
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

b) Management 

Information (MI) 

department to review 

and revise error 

reports for use in 

supervision and 

performance 

management reviews 

with PAs. 

 

c) MI department to 

write reports for 

monitoring and 

evaluation of Coreplus 

records by operations 

managers/line 

managers. 

28. Additional training to 

be provided to CXL staff by 

March 2011, to be co-

ordinated by CXL’s 

Workforce Development 

team to ensure learning 

aims are met and 

evidenced. This should 

include: 

 

 

 

 

a) Update training on 

policies and 

procedures specifically 

relating to caseload 

management and 

supervision, follow up 

of clients and 

recording 

requirements 

 

b) Refresher training, 

provided to all CXL PAs 

to ensure staff 

understand and 

appreciate the 

different 

Progress report via 

action plan to be 

provided detailing 

learning aims, 

number of staff 

attended and 

evaluation 

Staff are confident/ 

competent in 

identifying and 

supporting 

vulnerable young 

people, keeping 

them safer.   

 

More effective 

caseload 

management 

supervision will 

improve the 

provision of 

appropriate and 

timely services 

CXL Workforce 

Development  

March 2011 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

vulnerabilities of 

children and young 

people in line with 

those identified in 

Chapters 6 and 11 of 

Working Together 

(2010). 

resulting in better 

economic wellbeing 

outcomes. 

29. The 2010/11 Service 

Level Agreement between 

CXL and Leaving Care is 

revised to: 

 

a) Include the 

requirement to share  

single and multi-

agency assessments of 

risks and need 

(including relevant 

sections of the 

Pathway Plan)  

 

b) Require automatic 

notification of 

Pathway Plan reviews 

to CXL for attendance 

and/or contribution to 

multi-agency support 

plans 

 

c) Ensure dates are set to 

provide joint reviews 

and supervisions by 

managers, including 

quality checks of the 

worker’s case files to 

pick up any issues of 

policies and 

procedures not being 

A copy of the revised 

Service Level 

Agreement 

Young People will be 

kept safer and have 

improved economic 

wellbeing outcomes 

when CXL/Leaving 

Care share 

information more 

effectively and 

better co-ordinate 

their services 

CXL / Leaving Care 

operational 

managers  

 

by December 

2010  



 29 

Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

followed correctly. 

30. CXL Policy on retaining 

records of supervisions, 

especially in safeguarding 

cases, should be improved 

and systems put in place 

to retain these records by: 

 

 

 

a) Reviewing  and 

revising CXL’s policy 

and procedures for 

formal recording of 

supervision 

 

b) Developing a robust 

system of recording 

and storing records of 

supervision  

Action plan update/ 

report to be provided  

Improved 

supervision will drive 

reflective practice to 

continuously 

improve services to 

young people and 

reduce safeguarding 

risks. 

CXL HR  & 

Connexions 

Operations 

Managers 

 

March 2011 

31. The ‘Better Support for 

teenage parents’ sub 

group:  

 

 

a) reviews the services 

offered to teenage 

Asian parents by the 

partnership, in 

particular to 

single/unmarried 

Asian mothers 

additionally dealing 

with social isolation 

and cultural concepts 

of shame in their 

communities 

 

b) review and revise 

protocols regarding 

sharing of information 

about teenage parents 

with a view to 

improving outcomes 

 

c) CXL to include the 

above on the agenda 

Agenda, minutes 

from meeting, 

updated action plan. 

Better co-ordination 

of services to young 

parent and parents 

to be to improve 

positive contribution 

and reduce 

safeguarding risks. 

Better Support 

Chair - CXL 

March 2011 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

of the next meeting of 

the ‘better support for 

teenage parents’ sub 

group and to action 

before the end of 

October 2010.  Review 

and revision of 

protocols to be 

completed by March 

2011. 

Housing 

32. Resources should be 

devoted to commissioning 

of suitable additional 

supported housing for 

vulnerable and looked 

after young people and 

teenage parents. 

Young People’s Housing 

Strategy Team to make 

recommendations to 

Supporting People 

Commissioning Body 

within 6 months   

Report to Supporting 

People 

Commissioning Body  

 

 

Sustainable housing 

solutions that keep 

young people from 

harm  

Head of Service, 

Housing Strategy  

 

Head of Service, 

Strategic 

Commissioning 

December 2010 

33. The Young People’s 

Housing and Teenage 

Parents Teams should be  

further developed and 

sustained, including 

information sharing 

between Leaving Care , 

and the Young People’s 

Housing Teams on clients 

background and 

vulnerabilities 

Proposals to be produced 

by Housing and Children’s 

Services 

Young People’s 

Housing Strategy to 

include the areas of 

development 

 

 

Joint assessment 

including risk 

assessment; 

referral for housing 

and support; 

ensuring that 

support providers 

have all relevant 

information on client 

vulnerabilities 

monitoring and 

reviewing  outcomes 

to achieve 

sustainable housing 

solutions that keep 

Head of Service, 

Housing Strategy  

 

Head of Service, 

Early 

Intervention, 

Prevention and 

Partnerships & 

Head of Service 

Social Work 

December 2010 



 31 

Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

young people from 

harm 

34. Twin Valley Homes 

and other housing 

associations operating 

locally should give further 

consideration to tenancies 

for 16 and 17 year olds in 

housing need where they 

can be sustained with 

support from the referring 

agency, and guaranteed 

by the agencies, through 

formal agreements    

Report from Twin Valley 

Homes within 3 months 

Written proposals 

from TVH  

Housing option for 

vulnerable young 

people able to 

sustain independent 

tenancies with 

support 

Head of Housing, 

TVH 

October 2010 

35. Private landlords 

should not be 

commissioned to deliver 

housing related support 

for vulnerable people. In 

cases where people are 

accommodated in private 

rented accommodation, 

the support should be 

delivered by a separately 

commissioned floating 

support agency with 

involvement as required 

of social care 

Resolution of 

Commissioning Body  

Report to SP 

Commissioning Body  

 

 

In cases where 

people are 

accommodated in 

private rented 

accommodation, the 

support should be 

delivered by a 

separately 

commissioned 

floating support 

agency with 

involvement as 

required of social 

care 

Head of Service, 

Strategic 

Commissioning 

October 2010 

36. Procedures need to be 

put in place for improved 

information exchange on 

safeguarding incidents 

between Supporting 

Resolution of 

Commissioning Body to 

result in: 

• reporting of service 

reviews regarding 

Discussion  between 

IMR author and SP 

Manager (KD) 

 

Protocols developed 

LSCB & Supporting 

People informed 

earlier of 

safeguarding 

incidents to ensure 

Head of Service, 

Strategic 

Commissioning 

October 2010 
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People and Safeguarding 

Teams 

 

safeguarding to LSCB 

• protocol for 

safeguarding teams to 

report incidents 

related to providers to 

Supporting People 

Team 

and implemented lessons are learnt 

and safeguarding 

practice in the 

housing agencies is 

regularly reviewed  

37. Where contracts in 

Supporting People identify 

poor housing performance 

and the performance 

relates to children’s 

safeguarding, urgent 

reviews need to be held to 

ensure it does not affect 

the safety of young people 

Protocol between 

Supporting People and  

Lead Children’s and 

Families Services to be 

developed 

Report to SP 

Commissioning Body  

 

Reporting of service 

reviews to Children’s 

Services and 

additional 

reviews/risk 

assessments as 

required. 

Children’s Services 

informed earlier of 

safeguarding 

concerns arising 

from poor housing so 

that provision is 

regularly reviewed 

and young people 

can be safeguarded 

Head of Service, 

Strategic 

Commissioning 

 

 

October 2010 

38. Supported housing 

contracts that are being 

decommissioned where 

safeguarding is a 

weakness should contain a 

fast track for termination. 

 

• Supporting People 

Policies to be reviewed 

• Revised process 

agreed by Supporting 

People Commissioning 

Board 

Report to SP 

Commissioning Body  

 

 

Concerns about 

safeguarding of 

young people are 

responded to earlier 

by housing 

commissioners 

Head of Service, 

Strategic 

Commissioning 

 

Legal Services 

November 2010 

39. Supported housing 

contracts should contain 

requirements to fulfil 

children’s safeguarding  

responsibilities as outlined 

in ‘Working Together to 

Safeguard Children’ 

 

• Supporting People 

contract to be 

reviewed 

• Reviewed contract in 

place 

Report to SP 

Commissioning Body  

 

 

Contracts with 

housing providers 

make explicit their 

responsibilities to 

safeguard and 

promote the welfare 

of children, young 

people and families. 

 

Head of Service, 

Strategic 

Commissioning 

 

Legal Services 

January 2010 
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40. Lessons from this SCR 

to be communicated to all 

housing commissioners, 

providers and related 

support services 

Briefing note circulated to 

all Supporting People 

providers 

Report to Supporting 

People Provider’s 

Fora 

All provider services 

aware of the lessons 

and inform their 

practice  

Head of Service, 

Strategic 

Commissioning 

 

On advice from 

legal services  

NHS BwD Care Trust Plus  

41. Review of the ELHT 

and HV social needs and 

family needs assessment 

tools (respectively) and 

how the information from 

these is shared with other 

involved professionals to 

ensure: 

a)  Fathers, family 

relationships and 

support networks are 

adequately included; 

b)  Diversity issues 

covered beyond a 

statutory tick box to 

categorise ethnicity; 

c)  Information sharing will 

be enabled between 

different health 

services and with 

multi-agency services; 

d)  Risk assessment 

process is not 

duplicated as service 

user’s move between 

midwifery and health 

visitors. 

• ELHT to review their 

social needs 

assessment tool to 

ensure it covers the 4 

categories identified 

within the review/this 

recommendation  

• NHS BwD Care Trust 

Plus to review their 

family needs 

assessment tool to 

ensure it covers the 4 

categories identified 

within the review/ this 

recommendation 

• The completion of the 

social needs 

assessment tool and 

the necessity to share 

this with the health 

visiting service to be 

built into the 

midwifery service 

specification 

• The completion of the 

family needs 

assessment to be built 

Social needs tools 

have the 4 categories 

incorporated 

 

The social needs and 

family needs 

assessment tools 

completed within the 

health records. 

 

Evidence of the social 

needs assessment 

tool from midwifery 

incorporated into 

health visitor family 

needs assessments. 

 

Transition pathway, 

including handover 

arrangements across 

maternity and health 

visiting developed 

Family 

Vulnerabilities will 

be identified more 

effectively which will  

inform intervention 

plans  

 

Agencies already 

working with the 

family are more 

likely to be identified 

to aid effective 

liaison 

 

Families will not 

have duplicate 

assessments as the 

midwifery 

assessment will be 

shared in a timely 

manner with the 

health visitor to 

inform their family 

needs assessment. 

Midwifery 

matron, ELHT 

 

Head of Service 

Health Visiting 

and Named Nurse 

Child Protection, 

Provider Services 

Unit (PSU), BwD 

Care Trust Plus  

 

Head of Children’s 

Commissioning, 

East Lancashire 

PCT 

 

Head of Children’s 

commissioning,  

NHS BwD Care 

Trust Plus 

 

 

 

 

March 2011 
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 into the health visiting 

service specification. 

The completed social 

needs assessment tool 

from the midwifery 

service to inform the 

family needs 

assessment 

42. The admission of 

children under 2 years 

with unexplained injuries / 

unsatisfactory explanation 

of how injury occurred to 

paediatric wards by 

specialities other than 

paediatricians (i.e. via 

Ophthalmics; Dental etc.) 

needs to be revised to 

include access to a 

paediatric assessment. 

• Paediatric admission 

protocol to be revised 

to include clear 

guidance for the 

admission of children 

under 2 to paediatrics 

when being admitted 

via speciality services 

i.e. Ophthalmics; 

Dental etc. 

• This guidance to 

include paediatrician 

involvement 

• Guidance to be ratified 

at ELHT internal 

safeguarding Board  

• Paediatricians / 

speciality medics / 

paediatric and 

speciality nursing staff 

to be informed of the 

revised protocol 

Revised paediatric 

admission protocol in 

place  

 

Ratified by ELHT 

internal safeguarding 

board  

Ensuring that other 

disciplines receive 

support when 

presented with 

unexplained injuries 

in children and 

appropriate actions 

taken.   

 

Babies and children 

safeguarded more 

effectively. 

 

Improved confidence 

of specialist services 

to seek paediatric 

opinion when 

unexplained / non 

accidental injury 

suspected. 

Named Doctor for 

Safeguarding 

ELHT 

November  2010 

43. A discharge planning 

process from NICU which 

involves the health visitor.  

• To revise the discharge 

planning process to 

include verbal 

Discharge planning 

process revised to 

include verbal 

This would ensure 

that a 

comprehensive 

NICU Matron, 

ELHT 

 

October 2010 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

communication with 

the health visitor prior 

to discharge to 

determine a jointly 

managed  discharge 

plan for the baby and 

family 

 

• This process is agreed 

between NICU and the 

health visiting service. 

 

• Built into neonatal 

contract 

communication with 

health visitor 

  

Changes to discharge 

planning from NICU 

approved by ELHT 

service quality 

governance systems  

 

Transitional pathway 

agreed across NICU 

and the health visiting 

service. 

needs assessment 

was undertaken 

prior to discharge 

from the unit; a clear 

action plan 

developed with the 

neonatal nurses, HV 

and parents being 

clear about their role 

in the delivery of the 

plan; a more co-

ordinated approach 

to the home visiting 

schedule; and 

effective liaison 

between  the HV and 

the neonatal team.  

 

Head of Service 

Health Visiting, 

PSU / NICU 

Matron, ELHT 

 

Children’s 

Commissioning, 

East Lancashire 

PCT &  NHS BwD 

Care Trust Plus 

44. PSU risk register to 

include that school health 

records archived prior to 

2006 before the system 

was revised will not be 

able to be successfully 

retrieved  

• This risk to be placed 

on PSU risk register  

 

• The lessons relating to 

the archiving and 

retrieval of school 

health records to be 

shared at the 

Lancashire Designated 

nurse network 

meeting.  

 

Evidence that it is on 

risk register 

 

Minutes of 

Designated Nurses 

meeting  

Records will be easily 

retrievable for input 

into SCR and other 

statutory 

requirements. 

 

 

Named Nurse 

Child Protection 

PSU 

(immediately) 

 

Designated Nurse 

Safeguarding, 

NHS BwD Care 

Trust Plus  

September 2010 

45. Public health to 

provide practitioners with 

regular profiles of the 

Joint strategic needs 

assessment to additionally 

include the needs of 

Joint strategic needs 

assessment 

2011/2012 

Practitioners will 

understand the 

communities they 

Associate Director 

of Public Health  

April 2011 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

communities they serve 

including health and social 

needs of emerging mixed 

race / heritage / marriage 

families. 

emerging mixed race/ 

heritage/ marriage 

families. 

serve and will be 

better placed to 

identify and meet 

their needs. 

Lancashire Constabulary 

46. A reminder to staff of 

the directive that has 

already been sent to all 

PPU staff from the Head of 

the Force Public 

Protection Unit that 

attendance at all case 

conferences is mandatory 

unless there are 

exceptional operational 

reasons for non 

attendance. 

 

Reiterate decision from 

Detective Superintendent 

G Division to all divisional 

PPU supervisors at the 

next PPU supervisors 

meeting. 

 

Any case of absence to be 

managed by Det Supt G 

Division 

Reinforce again in 

light of a finding in 

this IMR. 

Attendance provides 

face to face 

discussion and 

reduces the risk of 

prevention 

opportunities being 

missed. 

DCI Public 

Protection Unit, G 

Division 

Oct – end Dec 10 

 

 

47. Record Keeping: 

 

All visits made to 

perpetrators where panic 

alarms are activated 

should be clearly recorded 

including the outcomes 

from other partner 

agencies where Police 

action is not being taken.   

To be reiterated at the 

next PPU supervisors 

meeting. 

Reinforce again in 

light of a finding in 

this IMR. 

Accurate record 

keeping which 

should be in 

accordance with the 

recording principles 

of the Criminal 

Proceedings & 

Investigations Act 

1996. 

DCI Public 

Protection Unit,  

G Division 

Oct – end Dec 10 

 

48. To update the Threat 

Assessment Document 

(TAD) procedure to reflect 

that contingency planning 

Update TAD Policy Revised Policy 

updated and all 

divisional staff made 

aware of the change 

Victims of crime feel 

reassured that 

positive action will 

be taken to ensure 

DCI Public 

Protection Unit,  

G Division 

Oct – end Dec 10 
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Recommendation Key Actions  Evidence  Key Outcome(s) Lead Officer  Date 

should be incorporated in 

all TAD reviews. 

their safety 

49. Panic Alarm 

installation: 

 

A reminder to officers 

installing panic alarms that 

they must be installed at 

the earliest opportunity if 

there is the slightest doubt 

that the relevant persons 

are vulnerable. 

Brief all divisional crime 

managers – DCI level and 

Chief Inspector 

Operations to enforce this 

recommendation. 

Reminder sent to all 

PPU staff 

Improved 

supervision of 

vulnerable persons 

who are at risk. 

DCI Public 

Protection Unit,  

G Division 

Oct – end Dec 10 

 

 

 


