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1.         CASE SUMMARY, INCLUDING TERMS OF REFERENCE AND GENOGRAM
1.1   
This report is the Executive Summary of a Serious Case Review carried out by Wiltshire Local Safeguarding Children Board (LSCB). A Serious Case Review is the process prescribed in Government guidance, “Working Together to Safeguard and Promote the Welfare of Children” (HM Govt, 2006, Chapter 8). The purpose of a Serious Case Review is to review how professional agencies and practitioners work together in child protection, in order to consider whether there are lessons to learn for dealing with similar cases in future. 

1.2   
In this instance, the criteria for a Serious Case Review were met because of an unexplained injury sustained by a child whilst resident in hospital in January 2008. The child has serious disabilities, and the causation of the injury remains unclear.  The Wiltshire Safeguarding Children Board has been concerned in view of this incident to ensure that unexplained injuries of a disabled child in a hospital setting are reported and dealt with in line with the safeguarding children procedures for the South West of England to which agencies in the Wiltshire LSCB are signatories. 
1.3   
Family Composition
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1.4   
This Serious Case Review is concerned with the actions of professional agencies in relation to Child F and his parents during a period from 21 to 31 January 2008. 

1.5   
The following is a brief synopsis of events in this case. Child F was born with disabilities. He has multiple disabilities and is blind. Child F had had a number of admissions to the children’s ward at the local district hospital as a result of his asthma during the course of his short life to date.  Child F lives with his parents. Child F’s mother worked and his father was the main weekday daytime carer according to agency records.  Child F was known to children’s social care and health services in Wiltshire given their roles in providing assistance to Child F as a child with disabilities and therefore as a child in need under the terms of the Children Act 1989.  

1.6   
Child F was admitted to the children’s ward at the local hospital on 21 January 2008 as his father considered that his condition had worsened, that he was wheezy with shortness of breath and increased respiratory secretions. He was admitted for observation and treatment.  Child F was treated over the following days with nebulisers, steroids and oxygen therapy and his condition was noted to have improved. 

1.7   
On 24 January 2008, Child F was left in the care of nursing staff for three hours during the afternoon whilst his mother was at work and father attended the other children in the household. When his parents returned to the ward shortly after 7.00 p.m., they raised concerns with the staff nurse on duty about Child F’s leg. Subsequent x-ray examination revealed a fracture of Child F’s right tibia and fibula. 

1.8 
Child F was discharged from hospital to his parents’ care on Friday 25 January 2008 and communication between children’s social service and the police service began on 28 January 2008 after the weekend. A strategy meeting to initiate child protection enquiries in line with section 47 of the Children Act 1989 took place on 31 January 2008.  A criminal investigation by Wiltshire Police has not identified any person as responsible for causing the injuries. 

1.9   
This Serious Case Review is concerned with whether or not there are lessons to learn arising from the involvement of agencies with Child F and his family in the period of time whilst Child F was in hospital on 21-25 January and the immediate days after his discharge up until 31 January 2008. 

1.10    The TERMS OF REFERENCE for this serious case review (SCR) were set to include the issues highlighted in Government guidance “Working Together to Safeguard and Promote the Welfare of Children” (2006) and specifically (para 8.8), 

To establish whether there are lessons to be learned from the case “about the way in which local professionals and organisations work together to Safeguard Children”.

1.11
Although this case did not meet the major government  SCR Criteria – neither a case of child death nor a child sustaining a potentially life threatening injury through abuse or neglect- nevertheless the SCR panel believed there could be lessons to be learned in terms of :

A) Child Protection practice including discharging of children from hospital where safeguarding issues need multi agency consideration and, 
B) Safeguarding practice with disabled children.  
1.12 Additional specific questions were considered; during the 10 day period studied;-Were any CP enquiries made regarding the other children; Was there any other history of agency involvement causing concerns and if so were checks carried out by hospital staff prior to discharge.

1.13   
In this serious case review management reports were obtained from:

· Wiltshire County Council Children and Families Services 
· Wiltshire Police

· NHS Foundation Trust

1.14  
Wiltshire NHS Community Health Services indicated in their report to this review that primary care staff had no contact with Child F or his parents in the period of scope of this review. 
1.15    Parental Contribution to Review

The views of the parents were obtained through a meeting involving the Chair and one other member of the panel. Their views are reflected in some of the recommendations made. Mr and Mrs W were seen at their home on 11 July 2008, and they explained that they had been generally satisfied with the quality of care provided at the hospital prior to the injuries sustained by their son in January 2008. Their comments and suggestions about hospital and police services responses following the injury were recorded and processed appropriately to those agencies. These include communication issues and information about brittle bones- the parents felt some retreat into professionals not wishing to be blamed, rather than open discussion about what had occurred, and also they lacked information about brittle bones and their implications.

1.16  
The parents thought that in future professional staff should ensure that parents, carers and other staff looking after children with disabilities should be advised at the earliest possibility of any brittle bone condition which might lead to a child being more susceptible to injury.
1.17 
Serious Case Review panel members for this review were:

· Independent Chair, Head of Performance Improvement and Consultancy, NCH
· Designated Nurse Child Protection, Wiltshire NHS Community Health Services

· Designated Dr Child Protection
· Detective Inspector, Wiltshire Police

· Head of Safeguarding, Wiltshire County Council Children’s Social Services

· Wiltshire LSCB Business Manager  Non panel member – support only
2.    
ANALYSIS AND RECOMMENDATIONS
2.1   
The panel found that the injuries sustained to child F would not have been prevented by any different child protection practice or procedures. However, the panel believe that the unexplained injuries to Child F occurring in hospital should have resulted in a more timely, transparent, multi-agency consideration prior to discharge home from hospital.
2.2      The key issues which have been identified in this case can be distilled into the
           following headings:

· Information sharing and joint planning between agencies for discharge planning  in the context of an unexplained injury to a disabled child

· The role of the hospital social work team

· Speediness of decision making in the early child protection processes-referral to strategy meeting.
· Communication with parents 

· Accuracy of record keeping and referral information sent between agencies.
2.3   
This case has a few lessons arising from the discharge from hospital period in relation to how agencies in Wiltshire ensure that they work together in future to safeguard children and particularly children with disabilities. 

2.4    
Most significant was that Child F’s case was not one which was identified by hospital staff as a matter of child safeguarding. This was because the medical staff clearly saw that it was likely that Child F’s injuries had been caused by his propensity to injure as a result of brittle bones associated with his disabilities.  There is a need according to procedures for agencies to see children and jointly consider all reasons for injuries, prior to discharge home.
2.5   
The case demonstrated the need for multi-agency communication and for that communication to be speedy and accurate in nature not only in cases where it is clear that the child protection threshold for attention by children’s social services had been crossed but also where there is an unexplained injury which could possibly be explained by medical circumstances but where there was room for doubt.  

2.6     The question of communication between health professionals and parents was considered relevant. The parents had no prior knowledge of brittle bones before the incident on 24 January 2008 and clearly experienced the incident both as distressing in view of the injuries to their son and distressing in view of a perceived lack of understanding about how such injuries would make them feel. 
2.7   
A better understanding of the procedures in place in Wiltshire for dealing with concerns of the possibility of abuse or neglect by staff members was a further feature of this case- this did not appear to have been given sufficient attention.

2.8   The nature and role of the hospital social work service for children in respect of child protection responsibilities appeared to cause some confusion.

2.9   The case also suggests a need for the hospital ser vice to improve the way in which the competing views of nursing and medical staff are both heard when considering possible child protection issues. 

2.10   The need for accurate recording is a further feature as in many other case reviews before this one. 

2.11  
The lessons learned from a thorough review of these issues will inform actions which agencies in the Wiltshire Local Safeguarding Children Board will take to improve safeguards for children such as Child F in future. 
2.12   The standard of reports provided for this review was not always high. There was a relative lack of analysis in some of the reports provided and the formats used for the reports were not consistent although agencies did use the agreed consistent format for chronologies. The author and panel are aware that this was the first Serious Case Review commissioned by the Board in Wiltshire for some years and the Board could usefully invest resources in improving the quality of reports for future reviews where agency involvement is likely to be more lengthy and complex than in this case. 

3.
RECOMMENDATIONS

3.1   
The recommendations arising from this Serious Case Review are as follows:

1.    
In any situation where there is any doubt by members of the medical or nursing team over the causation of an injury to a child occurring in hospital, the Hospital NHS Trust should ensure that it makes a referral to children’s social care services to jointly consider the various possible explanations (including whether the injury was caused naturally, by staff, by carers or by other means) and that there is liaison with the relevant Named professional for child protection in the hospital. The Named professional should ensure that there is a procedure in place and that it is followed to require that there be a meeting within one working day with parents and carers to undertake as honest a discussion about an incident as is allowed by any on-going criminal investigation. 
2.    
The Wiltshire Safeguarding Children Board should take steps to raise the profile in the local professional communities of safeguarding children with disabilities with consideration of training, communication, conference, or seminar events. 

3.    
The Hospital NHS Foundation Trust should ensure that whenever there is a child with a higher than average chance of sustaining injuries as a result of brittle bones, this information should be shared with the child’s carers and parents in a way which help parents and professionals to adopt safe care standards in future. 

4.   
Wiltshire County Council should review the effectiveness of the present arrangements to provide hospital social work services in the county and report on its review to the Wiltshire Safeguarding Children Board. The review should be carried out in such a way that the Council consults with its partner agencies, including the NHS Hospital Trusts in the county. 
5.    
Wiltshire County Council and the Wiltshire Police Service should report to the Wiltshire Safeguarding Children Board on how quickly referrals are made between the two agencies and how quickly strategy discussions and meetings take place following initial inter-agency referral. The agencies should also ensure that practitioners and officers are aware that there should be a written follow-up of exchanges of referral information between the two agencies.

6.    
The Wiltshire Safeguarding Children Board should provide training for case review report authors about the style, analysis and standard of reports required by the case review process. 

David Derbyshire

11 July 2008
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