CITY OF SALFORD

LOCAL SAFEGUARDING CHILDREN BOARD

THE EXECUTIVE SUMMARY REPORT OF THE SERIOUS CASE REVIEW PANEL INTO THE DEATH OF A CHILD:

C aged 17 months

(Born 27.08.2005 and died 26.01.2007)

EXECUTIVE SUMMARY

1
Circumstances leading to the Review
1.1 C was the only child of A and B who are both of Chinese origin. A, his mother, came to the UK from China on a student visa at the age of 16. On 27.08.2005 she gave birth to C when she was 17 years old and she and her child spent a short time in the care of a local council before A claimed asylum and moved into accommodation provided by the Asylum Support Service. A and C lived at various addresses in different local authority areas and received support from a number of agencies.

1.2 When C was 10 months old A’s claim for asylum and her appeal against refusal were rejected. Shortly after this A effectively removed herself and her child from contact with all agencies previously involved. A placed C with a private foster carer where he remained for a couple of months and then with another private foster carer where he was cared for until his admission to hospital on 25 January 2007.

1.3 On admission C was not breathing, hypothermic and unresponsive. C underwent surgery and was placed on life support. This was switched off on 27 January 2007 and C was pronounced dead. At the time of the Review legal proceedings in respect of the adults who had been caring for him on a private fostering basis were still ongoing.

1.4 On February 13 2007 Salford Local Safeguarding Children Board (SLSCB) met and considered the circumstances leading up to C’s death. The decision was made to undertake a Serious Case Review (SCR) in accordance with the guidance issued to Local Safeguarding Boards in Working Together to Safeguard Children. Management Reviews were requested from all agencies, which had been involved with the family in the five local authority areas in which the family had lived and the membership of a Serious Case Review Panel (SCRP) was identified. C’s parents were informed and asked if they wished to contribute. An independent Chair was appointed to chair the SCRP and write the Overview Report.

1.5 The SCRP met for the first time on April 11 2007 and on six further occasions. The final report of the SCRP was presented to the SLSCB on 9 October 2007.

2.
Key Issues Arising from the Case
2.1 The key issues arising from the Review were considered to be: 

1. When C’s mother entered the UK she was herself a child and on a student visa. She was not required to have anyone acting in loco parentis in the UK nor was there any requirement for the college to notify anyone that she had not commenced her planned studies. Since that time changes have been made to Immigration Rules and there is a requirement to nominate someone to act as guardian for the child. Colleges are required to inform the Borders and Immigration Agency (BIA) when students do not attend college as planned. OFSTED inspect colleges offering places to students from overseas but do not treat the arrangements for 16 to 18 year olds in the same way as those for under 16s. The SCRP considered that unaccompanied 16 to 18 year olds required better safeguarding arrangements. 

2. C was the child of a vulnerable young, single immigrant mother who while in the UK lacked support from her family, had been working illegally, had few friends and spoke little English. The family were in receipt of commissioned services from the Asylum Support Service (ASS) of the BIA. Several local authorities involved with C and his mother assessed that their support needs as a vulnerable family were being met by the ASS. However the services commissioned from the ASS were unlikely to be able to offer the kind of support needed by C’s mother and the limitations of the ASS input may have been insufficiently appreciated. The SCRP considered that a more robust and inclusive multi-agency approach was needed to identifying and meeting the needs of asylum seeking children and the children of asylum seekers and failed asylum seekers.

3. Although the SCRP found no evidence that C’s mother had been trafficked for employment there were some circumstantial indicators, which should have been better explored.  The focus of assessments, reviews and safeguarding activity tended to be on C and less robust consideration was given to issues relating to his mother who was, for part of the period under review, herself a child. The SCRP considered that better separation of the needs of young parents and their children should inform service provision. 

4. Once C’s mother had been refused asylum and her appeal rights were exhausted she became fearful of deportation. Feeling unable to take C back to China with her she struggled to decide whether to keep C, give him to “friends” or place him in a private fostering situation. The SCRP considered that A’s dilemma risked compromising the quality of the care she would be able to give C but this was not picked up on sufficiently in spite of her having demonstrated that she was on occasions desperate enough to leave him for others to care for. There was no information available in an appropriate language either to her or to the providers of the private fostering placements. Additionally both she and the private foster carers were unlikely to seek out local authority endorsement of the arrangements they had made. The SCRP considered that specific initiatives were likely to be needed to try to reach minority communities and especially those individuals acting in a clandestine manner because of their immigration status.  

3.
Recommendations from Individual Agency Reviews
3.1
BIA:
The BIA Management Review made 5 recommendations. 

1. That consideration is given by BIA in implementing the New Asylum Model to identifying how the vulnerability of single parents and their children may be better identified to enable welfare services to provide for their assessed needs. 

2. That consideration is given by BIA as to what arrangements could practicably be taken for follow-up action once the leave to remain given in connection with any leave permission has been curtailed.

3. That in consultation with DfES, the Association of Directors of Children’s Services’ ‘Taskforce on Asylum Seekers’ and with Local Authorities, arrangements are made by BIA to enable the BIA to strengthen its engagement with Local Safeguarding Children’s Boards; and that through those arrangements, procedures for referring certain cases to the relevant statutory authorities where concerns are raised are established.

4. That in implementing the Council of Europe’s Convention on Action against Trafficking in Human Beings, BIA ensures that particular attention is paid to the vulnerability of young single parents and their children.

5. That consideration is given by BIA to how the findings of this management review may help revise and strengthen the management of contracts to deliver Asylum Support Services, particularly where those services are delivered to vulnerable single parents and their children.

3.2
Manchester PCT:
Manchester PCT made one single agency recommendation. Manchester Child Health Department should revise and strengthen the procedure for the records of children who have moved out of Manchester.

3.3
CMMCU:
The CMMCU Management Review made one recommendation. 

CMMCU needs to be clear as to the procedure to be followed to update and maintain accurate information with respect to patient details on the CMMC PAS system. The procedure needs to include which person on the ward/department/unit is responsible for updating this information as well as checking of information with families when they initially attend.

3.4
Leeds PCT:
Leeds PCT Review identified some delay in getting information on the family to health staff and suggested that this was currently being improved. Similarly the PCT was working to improve the inputting of information about asylum seekers onto the Asylum Seekers Health Team (ASHT) database regardless of the time spent in the UK. A third area identified as in need of improvement was the gap identified when a family did not register with a GP or attend an ASHT appointment. In these cases information on under 5s was not forwarded to the LPCT for registration onto the Child Health computer and allocation to a Health Visitor. The SCRP suggested a single agency recommendation to address this.

Leeds PCT should ensure that all staff forward information on under 5s for registration on the Child Health Computer whether or not they register with a GP or attend an ASHT appointment.

3.5
Kirklees Children and Young People Service:

Kirklees Children and Young People Service made no formal recommendations in its Management Review though suggested that more work was underway to identify any gaps in service. 

3.6 Trafford Social Care and Trafford NHS Trust:

Made no recommendations in relation to their practice.  The SCRP, however, made three recommendations for Social Care and two for the Trust. 

3.7
Recommendations of the SCRP:
1. Trafford NHS Trust should always use an independent interpreter to facilitate the conveying of accurate information at discharge. Discharge should be delayed if necessary.

2. Trafford Social Care should ensure that all telephone calls from other agencies are recorded and where they relate to child protection issues they are acted upon and the content shared appropriately.

3. Trafford NHS Trust (SCBU) should ensure that all relevant information is shared at Case Conference and that the conference attendee has trawled all relevant records before representing the agency view.

4. Trafford Social Care should ensure that its policy on discharge from care at 18 requires separate consideration to be given to the needs of the young person and any children of the young person being discharged and how and whether these identified needs will be met.

5. Trafford Social Care should ensure that all plans to discharge children from accommodation are re-assessed at the point of discharge so that up to date information informs discharge and, if necessary a Section 47 investigation can be undertaken before discharge takes place. 

3.8
The SCRP also made a recommendation for OFSTED:
1.
OFSTED should require all colleges taking young people from overseas between the ages of 16 and 18 to have a safeguarding policy, which meets the LSCB standards drawn up for member agencies in respect of meeting their safeguarding responsibilities. 

3.9 The SCRP considered that all of the above recommendations would improve single agency practice and they were all endorsed.

3.10 The SCRP made the following multi-agency recommendations to SLSCB and for the chair of SLSCB to forward to the other LSCB’s involved:

1. The Chair of the LSCB should ensure that all agencies in their safeguarding responsibility are aware of and sensitive to the possibilities that children and young people may have been trafficked and act in accordance with LSCB procedures. Children’s Services should consider undertaking a core assessment wherever there is a possibility that a young person is being trafficked.  

2. Where any significant event has occurred the Chair of the LSCB should require a written report for Child Protection Conference from each agency to ensure the reporting of significant events held in the records of individuals who may not attend in person.   

3. The Chair of the LSCB should develop a multi agency approach to both recognising the needs of unaccompanied young people and the children of asylum seekers and to protecting vulnerable children and families where their immigration status is undecided. The multi agency approach to promote welfare and protect should include the BIA.

4. The Chair of the LSCB should encourage Health Visiting Services to develop the practice of providing a front page summary for all children which focuses on their welfare and parenting issues as well as their health which can be forwarded should the case transfer.

5. The Chair of the LSCB should ensure that whenever a parent suggests to any agency relinquishing their child for adoption or giving their child into the care of unrelated “others” this should automatically trigger a referral to Social Care for a core assessment in order to explore the motivation behind the plan and ensure the child is adequately safeguarded. 

6. The Chair of the LSCB should ensure that the profile of private fostering is raised for all professionals and that they are made aware of how they need to respond to and report it when they become aware that it is being considered or taking place.

7. The Chair of the LSCB should encourage the production and distribution of information about private fostering which members of minority communities can access.
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