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1.
Introduction

1.1 This Executive Summary contains information about the review process, some background to the case, key findings in the case, multi and single agency recommendations. 
1.2 The Executive Summary will be available on Salford City Council’s/Salford Safeguarding Children Board website from the date of the end of the criminal trial of the person charged with Child D’s murder.
1.3 It was clear from the original Salford Safeguarding Children Board meeting held on 05.08.08 to discuss the death of Child D that there was significant information not known to agency staff who worked with her mother Adult A, either because Adult A avoided disclosing information or because it was not asked for by professionals involved.  
1.4 The involvement of Adult E and Child K in Child D’s life was also unknown to any agency involved. 

1.5 All agencies involved with Child D responded to her death expeditiously both by involving themselves in the Serious Case Review process and, for three organisations following the meeting of 05.08.08, undertaking immediate internal reviews and changing procedures.

1.6 All relevant agencies provided comprehensive Internal Management Reviews detailing their involvement with Child D and her family. In addition other information was submitted by some agencies relating to their internal procedures as part of the review process. 

1.7 All members participating in the Management Review Group have done so with a willingness to apply critical analysis to their own organisation, robustly challenge the findings from other organisations and be receptive to learning the lessons and implementing recommendations for changes to practice. Inevitably the findings in the Internal Management Reviews and the overview report bring with them the benefit of hindsight. 
2.
Circumstances Leading to the Serious Case Review
2.1 The subject of the Serious Case Review is Child D whose life support machine was withdrawn on the morning of 17.07.08 and she subsequently died later the same day. 
2.2 Child D had been admitted through the Accident and Emergency Department of Hope Hospital in July 2008 and was quickly transferred to the paediatric intensive care unit at Royal Manchester Children’s Hospital. Child D was taken to hospital by ambulance accompanied by her mother Adult A. Child D was collected from and said to be living at an address which was not the one agencies working with the family knew. 

2.3 Further tests were carried out following Child D’s transfer to Paediatric Intensive Care Unit and the results of the CT scan were that Child D suffered a massive head injury which was unlikely to be survivable. This information was immediately shared with both parents Adult A and Adult B.

2.4 Following rigorous medical tests being carried out information was shared with Child D’s parents that her injuries were unsurvivable. In consultation with her parents the life support machine supporting Child D was withdrawn and she was pronounced dead at approximately 12.25hrs on 17.07.08. Both her parents were present.

2.5 The Coroner was informed of Child D’s death on the same day.

2.6 The post mortem on Child D was also held on 17.07.08 and concluded that the injuries to Child D were not accidental and that she had died of head injury. All of the injuries to Child D were said to have occurred at the same time.
2.7 The Police made two arrests, Adult E and Child K, in connection with Child D’s injuries. The Police investigation continued and Child K was charged   with Child D’s murder. 
3.
Serious Case Review Process

3.1 The Serious Case Sub-Group of Salford Safeguarding Children Board met on 05.08.08 to consider the circumstances of Child D’s death. The recommendation was to convene a Serious Case Review as the circumstances met the criteria for a Serious Case Review as outlined in Working Together to Safeguard Children 2006
.  
3.2 Salford Safeguarding Children Board Chair ratified the recommendation to conduct a Serious Case Review on 11.08.08.

3.3 The original notification of Child D’s death was sent to Ofsted. This was followed up with a subsequent notification on 12.08.08 that a Serious Case Review would be undertaken.

4.
Terms of Reference for the Serious Case Review

4.1 The terms of reference followed those set out in Working Together to Safeguard Children Chapter 8 and the purpose defined as:

· To establish whether there are lessons to be learnt from the case about the way in which local professionals and organisations work together to safeguard and promote the welfare of children

· To identify clearly what those lessons are and how they will be acted upon, and what is expected to change as a result; and

· As a consequence, to improve inter-agency working and better safeguard and promote the welfare of children

4.2 The serious case review is not an enquiry into how a child died or who is culpable as they are matters for the Coroner and criminal court to decide as appropriate.
4.3 Original terms of reference were agreed and reviewed as the Serious Case Review progressed. 
4.4 The Internal Management Reviews were to cover the period of Child D’s life, from her birth on 03.10.05 to 17.07.08. It was agreed that health services would include within their chronology involvement dating from 12.05.05 in order to incorporate the ante natal care received by Child D’s mother. 
4.5 The scope of the Serious Case Review has been determined both by the guidance set out in Working Together to Safeguard Children and the information initially gathered by the Serious Case Sub-Group and considered the following:
· Consider agency involvement with the family

· Analyse that involvement

· Identify lessons to be learned

· Make recommendations for action

4.6 In addition to the overarching terms of reference the Serious Case Sub-Group noted concerns about how information across agencies was used. The group considered that the most important issues for the Internal Management Reviews to focus on and be included in the terms of reference were:

· The level and nature of intervention of agency involvement throughout Child D’s life.

· Agencies response to working with disguised compliant/passive resistant service users.

· Consideration of agency plans and actions in how they addressed the current and future needs and focus on the child to prevent harm.

· Interagency working across children and adult services.

· Transfer process between service providers, including the internal processes for raising concerns where agencies are felt to be unresponsive.

4.7 Representatives from 8 services made up the membership of the Management Review Group of which 4 were under the umbrella of the local authority. There were 8 Management Review Group meetings following the appointment of the independent author all of which were held in Salford. 
4.8 No member of the Management Review Group had been directly involved with Child D or her family prior to her death. One member of the group held line management responsibility for the service but not the first line managers of the practitioners involved in the case and one member was the manager of a service which Adult A attended but had no responsibility for working with her.
4.9 The meetings were facilitated by the independent author. Discussions in the meetings added to and served to clarify the wider understanding of Child D’s death from the perspectives given in the Internal Management Reviews.

4.10 Membership of the group was made up of representatives from:

Salford City Council Legal Services




Salford City Council Children’s Services





Health

Drug and Alcohol Services




Police







Sure Start






Together Women’s Project




Housing Agencies
4.11 The group was facilitated by an Independent Author who has a children’s social care background.
4.12 Individual management review reports were received from:

Salford Primary Care Trust –GP Services




Salford Primary Care Trust
-Health Visiting Services



Salford Royal Foundation National Health Service Trust







Greater Manchester West National Health Service Mental Health Foundation Trust



Central Manchester University Hospitals
National Health Service Foundation Trust
Together Women Project




Greater Manchester Police




Sure Start and Extended Schools
Service         

Salford Children’s Services
Housing Agencies
5.
Family Circumstances





5.1 The information shared at the Serious Case Sub-Group identified that a number of agencies had been involved with Child D and her mother Adult A for some time. Child D was a white British child with part Irish heritage. Consideration was given as to whether or not there were any relevant cultural considerations to be taken into account and it was concluded that there were not.

5.2 The family were known to a range of services and had been for a number of years. There was a history of concern in relation to Adult A’s drug and alcohol use as well as mental health issues. There was also a history of domestic violence and offending behaviour.  
5.3 Efforts were made to engage a number of family members in the serious case review process. Adult A was contacted several times as well as being written to but has been unable, at the conclusion of this report, to take up the invitations to meet with the independent author.
5.4 Adult B and Adult D both met with the independent author individually to discuss the circumstances of Child D’s death and agency involvement. The concerns raised by Adults B and D were concerned with lack of Children’s Services responses when they made referrals about Child D. 
5.5 Some services have remained in contact with Adult A and Adult B and have continued to offer support and suggest involvement in the serious case review process to them. 
6.
Overview of What was Known

6.1 Each Internal Management Review made clear what the agency involvement and services offered had been with Child D and her family. 

6.2 Information contained in the Internal Management Reviews confirmed that Adult A had been known to the Police for some time prior to becoming pregnant with Child D. Adult E had an extensive history which was known to the Police and which dated back as far as 1971.
6.3  In the early stages of involvement with Adult A and her pregnancy there appeared to be little recognition by health professionals, despite the information gathered and in the context of Adult A’s previous behaviour, of the risks to the unborn baby. 
6.4 There was further information gathered as Adult A’s pregnancy progressed and which should have been noted and assessed by health staff. Consideration should have been given as to whether or not the excessive use by Adult A of alcohol and drugs had an impact on her unborn baby. 
6.5 At the point at which Child D was born there appeared to be good attachments made by her mother and she was considered to manage the baby well.
6.6 However it soon became apparent that Adult A had reverted to misusing alcohol and drugs. There were periods of high levels of reported domestic abuse which meant she began to come to the notice of other agencies more frequently particularly the Police.
6.7 The Police had contact with the family on numerous occasions and although they notified Children’s Services about the domestic abuse, following the correct procedure, the volume and nature of the domestic incidents rarely resulted in a formal referral from the Police to Children’s Services. 
6.8 Following an overdose by Adult A and her admission to hospital there was an opportunity to focus on the needs and impact of Adult A’s drug and alcohol use on Child D. There was no overview of Child D’s circumstances taken at this time and had there been it should have led to core assessment.
6.9 Adult A began to establish a pattern of non-attendance at medical appointments and early requests for prescriptions for herself. No account was taken by Health professionals that these are known features and indicators of poor parenting practices and they were not referred on to Children’s Services. 
6.10 Adult A also gave information about her drug use to different professionals. This served to mislead them. There was ineffective communication between agencies and records were not always reviewed for historical information. This resulted in a lack of follow up, a lessening of concerns and case closure without all aspects of Adult A and Child D’s life being considered. 

6.11 A feature of this case has been the lack of information about who was involved in Child D’s life given the number of other people visiting Adult A’s home, the people she was left with when Adult A said she was being cared for by friends and that Child D was not always seen when professionals visited the home. Professionals involved with Adult A were not focussed on Child D.
6.12 Children’s Services began to receive referrals/phone calls from members of the public who were neighbours or associates of Adult A and Child D. The callers were concerned that Child D was being left with a number of different carers, that she was left crying a lot when in the flat and later on that Adult A was injecting heroin and was unable to care for Child D.
6.13 Other opportunities were missed by Children’ Services to undertake child protection enquires following the referrals by members of the public. There were a lot of concerns in Adult A’s neighbourhood about her home being used as a drugs den and the Police and Housing Agencies endeavoured to deal with the problem. 
6.14 There was a point when health agencies considered taking further action but appeared to wait until Child D’s circumstances had deteriorated further. Health agencies should have taken action in their own right and challenged rather than defer to Children’s Services if they considered that thresholds of intervention were met and referred to Children’s Services.
6.15 In the period before child D died all agencies involved with her and Adult A became increasingly concerned. There remained a lack of clarity about Child D’s circumstances and the safeguarding issues. No one professional involved with the family had an overview of her life and there was no plan. 
7.
Conclusion
7.1 It must be made very clear that at no time did any professional involved with Child D and Adult A have any knowledge of the involvement of Adult E and Child K in their lives. In the circumstances of the professionals not knowing Adult A and Child D’s whereabouts nor having any knowledge of Adult E and Child K as particular associates of Adult A the death of Child D could not have been anticipated and therefore it could not have been avoided.

7.2 There is evidence of some aspects of individual good practice. There were failures, significant in some instances, on the part of all agencies in following expected practice.  

7.3 There were a number of times when Children’s Services should have started a child protection investigation but did not. It was clear from the information submitted in the Serious Case Review process that the threshold for child protection intervention had been met. There were also key failings to take action or communicate effectively by the Police and National Health Service services.
7.4 The findings from the Serious Case Review demonstrate that the needs of Child D were not recognised and that professional responses were not what would be expected. The agencies did not take account of how to address the current or future needs of Child D and that the inter-agency working across all the agencies involved should be clarified and improved. This is summarised in the themes from the Serious Case Review which are:

· Delay in relation to service provision
· Lack of clear planning, decision making and application of case analysis 

· Missed opportunities based on available information to move the case into child protection processes from the point of Child D’s birth and at several stages throughout her life

· Failure to respond to referrals from close and extended family members and other referrers who wanted to remain anonymous but who had knowledge of Adult A and Child D

· Lack of establishing who was involved with Adult A and had caring responsibilities for Child D

· No cross referencing of or challenge to Adult A’s different explanations of events to different professionals 
· No consideration of the impact of Adult A’s lifestyle on Child D’s development

· The focus of the work being on Adult A and not Child D

· No or infrequent access to Adult A’s flat and

· Failure to follow procedures
8. 
Multi Agency Recommendations

8.1 The recommendations contained in the Individual Management Reviews are concerned, in a broad sense, with operational matters for individual agencies. These recommendations would enhance and improve practice. The multi-agency recommendations are listed at the end of the report.

8.2 The efforts to bring about change and improvement to safeguarding services in Salford has begun to pay dividends as can be demonstrated by the improved Annual Performance Assessment rating of “adequate” for the year 2007/2008. The multi-agency recommendations seek to strengthen work already undertaken by Salford in respect of its Improvement Plan and Neglect Strategy.  Agencies have lost no time and work has already started on the implementation of both single and multi-agency recommendations. In addition the changes have resulted in a significant increase in the numbers of children who have become subject to a child protection plan. The biggest increase has been in the category of children subject to neglect who now make up 40% of children subject to a child protection plan.

8.3 The multi-agency recommendations are aimed at being strategic and underpinning some of the key findings highlighted in the overview report. The implementation of the recommendations in the Individual Management Reviews arise form the lessons from the Serious Case Review and address the practice and operational findings in the report. All recommendations are for all agencies and their strategic bodies to implement and require Salford Safeguarding Children Board to monitor and review their implementation through the action plan. There are a number of recommendations for Salford Safeguarding Children Board which arise as a result of the themes illustrated by this case. They are:

Recommendation 1 

8.4 Salford Safeguarding Children Board should ensure that its constituent agencies have in place policies, procedures and practices to respond to the Hidden Harm
 agenda and the points highlighted in Working Together to Safeguard Children, with particular reference to bullet point 3 “close collaboration with local Drug and Alcohol Teams/Crime and Disorder Reduction Partnerships and local drug services, as well as a number of other agencies including health, maternity services, adult and children’s social care, courts, prisons and probation services”. This should be aimed at addressing the issues identified in the report and assist partner agencies to challenge Children’s Services more effectively.


Recommendation 2

8.5 The Salford Safeguarding Children Board should develop a communications strategy with the public which is a two way process but which is underpinned by a reassurance for the public that their referrals of a safeguarding nature will be taken seriously and acted upon by the receiving agency.  In its wider role the Salford Safeguarding Children Board is expected to contribute to the wider goals of improving the wellbeing of all children within its area. This cannot be achieved effectively if the public are not engaged with the process and understand that “safeguarding is everybody’s business”. 

Recommendation 3

8.6 Salford Safeguarding Children Board in connection with its remit of coordinating and assuring the effectiveness of services provided by member agencies should ensure that the operational links between health visitors and GPs are effective.

Recommendation 4

8.7 Salford Safeguarding Children Board in connection with its remit of coordinating and assuring the effectiveness of services should ensure that the recent review of Sure Start will deliver the goals identified in its Internal Management Review for tracking all children referred to it.

Recommendation 5

8.8 The Salford Safeguarding Children Board should ensure each agency has in place comprehensive supervision policies which identify areas of professional differences of opinion and which strengthens the position of all professionals to challenge the decisions of Children’s Services. The significance of drug and alcohol misusing parents not engaging with services whether passively or aggressively avoidant should never be underestimated. Lead professionals in all cases should be charged with the task of tracking lack of engagement and developing an integrated chronology to log the details. Given the different information systems in operation across the agencies and different requirements in terms of confidentiality it is recognised that the feasibility of this would need to be explored by Salford Safeguarding Children Board in the first instance. However it is only by charting, on a multi-agency basis, that the issues of chronic neglect for children living within substance misusing families becomes apparent.
9.
Single Agency Recommendations
9.1 Children’s Services

Recommendation 1: Multi-agency training is developed in respect of working with hostile, uncooperative and disguised compliant clients.

Recommendation 2: A template is developed for written agreements with parents/carers as part of agreeing a core assessment that includes the purpose of the assessment, the concerns identified, the expectations on all parties, including the disclosure of who lives/stays in a property where the child is living and who cares for them, the implications of not meeting the stated expectations and the possible outcomes.

Recommendation 3: An audit is carried out in respect of a sample of cases against the practice and procedural standards outlined above and reported to Salford Safeguarding Children Board to inform the Board as to whether practice meets these requirements.

Recommendation 4: Training is provided for workers and managers to ensure that they are confident about the need and responsibility for assessing the wider remit for safeguarding in preventing harm where there are substance misusing carers and that planning, intervention and review processes reflect the need to challenge and balance between protective, preventative factors and risk that remains child centred.

Recommendation 5: The Assistant Director for Safeguarding services should ensure that post qualifying training includes the provision and testing of analytical skills and that managers and the assessment documents used by workers reflect the importance of this, and that this is included within supervision.

Recommendation 6: A letter should be sent to General Social Care Council and Salford University to ascertain how they skill and train social workers to develop analytic skills and how this is tested.

Recommendation 7: Information should be provided that sets out the role of the Locality teams and the services that are available that social workers across the teams have access to and are aware of. 

Recommendation 8: The existing protocol should reflect the need for all recommendations for a Family Action Meeting that follow from a core assessment to be accompanied by a statement of the assessed needs and the suggested role of the services that have been identified to meet that need as a preliminary action plan.

Recommendation 9: That the procedural document for the transfer of cases between teams reflects the need to act within 2 weeks when staff sickness delays the initial meeting beyond the agreed timescale, and that managers track this to ensure it occurs.

Recommendation 10: That social care procedure requires that cases that are due to be transferred to another service should not be identified as closed until the family has been formally transferred and there is written confirmation that the case has been accepted.

Recommendation 11: A web based system for social care workers to access the procedures that shape the way they are expected to work and deliver their service is developed.
9.2 Central Manchester University Hospital National Health Service Foundation Trust
Recommendation 1: When staff in family Counselling services are approached to provide money for transport or other items consideration needs to be made of whether it may be more appropriate for transport or other resources to be arranged directly by team. 

9.3 GP (National Health Service)

Recommendation 1: Salford Primary Care Trust should review the organisation of its health visiting services and consider how there can be regular exchange of information between health visitors and GP’s in relation to children.

Recommendation 2: GP’s should ensure that communication to other agencies in relation to Children’s welfare is recorded in the record of every individual to which the response relates.

Recommendation 3: GP’s should be encouraged to seek advice from other members of the primary care team or the Primary Care Trust’s safeguarding team when they have concerns about the welfare of a child, in order to consider what services might be provided.

Recommendation 4: When a child dies, this should be noted in the parent(s) general practice records.

Recommendation 5: Salford Royal Hospital should ensure that discharge summaries are completed promptly and accurately, and are relayed to the patient’s general practitioner

9.4 Salford Primary Care Trust
Recommendation 1: Where a core assessment is carried out, the findings should be shared with all professionals involved with the child and family. The outcome of the assessment should inform the agreed action plans.

Recommendation 2: Salford Primary Care Trust must embed the practice of instigating a Common Assessment Framework at level 3 of Salford’s thresholds, with consideration being given to undertaking a Common Assessment Framework at level 2 in line with practice guidance. 

Recommendation 3: The Primary Care Trust further develops its safeguarding supervision policy so that case files are reviewed of all children identified at level 3 and 4 of Salford’s thresholds to ensure interventions are appropriate.  

Recommendation 4: Front line practitioners working with children and families should access the Salford Safeguarding Children Board training course – parental substance misuse.  Managers within Primary Care Trust provider services to identify those staff within their service who needs to access this training and this is to be recorded on the individual’s personal development plan on the Electronic-Knowledge and Skills Framework. 

Recommendation 5: Senior management to ensure that the operational links between health visitors and GP’s are effective. 

9.5 Police

Recommendation 1: To commission an examination and review of the impact and effectiveness of the N-Calt e learning package (Childrens Act) on operational staff to ensure that it met its original stated objectives.

Recommendation 2: To promote and distribute both internally and externally, Greater Manchester Police’s forthcoming ‘Safeguarding Policy’. To ensure through effective audit and diagnostic processes that there is in place a robust and transparent governance of the new policy to ensure both compliance by staff and protection for victims

Recommendation 3: To explore the feasibility of incorporating into the Greater Manchester Police Form 807 (House Search Form) a specific prompt / check to ensure that safeguarding issues are fully addressed during all searches of premises undertaken across Greater Manchester Police.
Recommendation 4: To undertake further training to all operational staff across Greater Manchester Police on their roles and responsibilities in relation to safeguarding. Training to include the topics of Common Assessment Framework, Multi Agency Risk Assessment Conference and Risk Assessment – recognising ‘triggers’ such as drug and alcohol abuse.

Recommendation 5: To design and develop a diagnostic tool that will allow both Senior Leadership Teams on Divisions, and the Force, to monitor compliance by Public Protection Investigation Unit’s with Force Policy and Procedure in relation to Domestic Abuse investigation.

9.6 Salford Drug & Alcohol Service

Recommendation 1: The presence or absence of the children of the service user when attending an appointment at Salford Drug and Alcohol Service should be noted and recorded in the Integrated Clinical Information System record. If the children are not present the service user should be asked where they are and who is caring for them. If they are of school age and are present the service user should be asked why they are not in school and this documented in the Integrated Clinical Information System record.

Recommendation 2: The content of emails sent to and from other professionals in relation to service users should be recorded in the Integrated Clinical Information System records of the service user.

Recommendation 3: Informing staff of serious incidents in relation to service users (and others) should be done carefully and sensitively. Subsequent discussions amongst the staff team should be undertaken in a professional manner and be sensitive to the emotional well being of colleagues.

Recommendation 4: Treatment review document to include:

1. names of children

2. ages of children

3. prompt to contact Health Visitor or School Nurse

and to audit this accordingly.
Recommendation 5: All concerns regards potential child safeguarding should be communicated to line managers and lead of Safeguarding.

Managers should communicate across to Duty and Investigation Senior Manager or use Greater Manchester West Mental Health National Health Service Foundation Trust Named Nurse for Child safeguarding to communicate concerns regards thresholds on a case-by-case basis. 

Recommendation 6: Joint training to take place with drug and alcohol staff and children’s services in relation to Hidden Harm, drugs, alcohol use and safeguarding. 

Recommendation 7: Records of all Family Action, Professionals and Core Group Meetings to be included in the health records kept by Greater Manchester West Mental Health National Health Service Foundation Trust. 

9.7 Sure Start

Recommendation 1: Social Workers and Health Visitors to be reminded of the value of local playgroups and Stay and Play sessions for both the parent and the child. The benefits could be described in publicity material across a range of channels. Costs of such provision should also be explained as most are very affordable.

Recommendation 2: Referrers to the Child Action Panels will use the service request Common Assessment Framework or other assessment document– this will be a condition of referral and attached to the referral form. The Child Action Panel will pursue the need for such a form.

Recommendation 3: Emergency applications for Family Support Services, including childcare, should be available outside panel meetings.

Recommendation 4: Upon completion of an analysis of need, a case should be made for additional funding for free childcare for children in need. This is because the budgets are overspent, resulting in some children who may be eligible not obtaining places without additional resource.

Recommendation 5: When a place is not available or there is a delay or change to the expected plan following discussion with the nursery or the parent, the Sponsored Childcare Co-ordinator should always inform the referrer. 

Recommendation 6: Panel decisions should be reviewed by panel within the allotted time.

Recommendation 7: The Childcare Action Panel should ensure that the non-delivery of a childcare place is pursued.

Recommendation 8: Review the quality of records in the Sponsored Day-care scheme and set standards.

Recommendation 9: Allocated Family Support Worker will have regular contact with the referrer to report on parent and child progress. 

Recommendation 10: Temporary staff employed by the Children’s Services Directorate Sure Start team should all have relevant child protection training, including the relevance of Common Assessment Framework, National Assessment Framework and understanding parental behaviours in child protection cases. Panel members should regularly update their child protection training, especially around neglect.

Recommendation 11: Temporary staff should be given regular case supervision.

Recommendation 12: To ensure adequate supervision and rigour in this system, the Sponsored Childcare Scheme should be managed as part of the Family Support service.

9.8 Salford Royal Hospital Foundation Trust

Recommendation 1: A Review of the procedure for generating a special circumstance form will be undertaken by Midwifery services.

Where there is a history of past or current substance misuse in a pregnant mother to the child(ren). This should include a full search on the Electronic Patient Record.
Recommendation 2: Formal discharge planning for a child should take place when there are concerns that their parents are substance misusing and this should involve the Health Visitor who will be taking over the care following discharge from midwifery.
Recommendation 3: When there are concerns regarding the parenting capacity of a parent or pregnant mother, the Health Visitor team responsible for the child must be informed in addition to Social Care.

Recommendation 4: Discharge summaries should be completed promptly and accurately and relayed to the General Practitioner.

Recommendation 5: When a patient presents at Accident and Emergency with drug and / or alcohol problems that trigger questions are asked in relation to the presence of children in the family, and who is looking after them.
9.9 Together Women Project

Recommendation 1: Improve team awareness of Safeguarding Children Framework.

Recommendation 2: Review Salford Foundation Child Protection Policy.

Recommendation 3: Ensure Child Protection is highlighted as part of general good practice within Together Women Project and that discussion between Crèche staff and individual Key Workers is disseminated throughout the whole team. 

Recommendation 4:  To implement effective handover procedures for handover of cases when staff leave the project, where there are vulnerable adults or safeguarding issues.

9.10 Housing 

Recommendation 1: Salford Housing Partnership requests each housing organisation in the City to nominate a lead officer for Safeguarding children. 

Recommendation 2: Create clear ‘housing’ contact point for non housing professionals. 

Recommendation 3: Improvements are made to the referral, access and case management systems of Supporting People commissioned, floating support services, which support households with children.

Recommendation 4: The housing representative on the Salford Safeguarding Children’s Board be required to attend the initial meeting, at the outset of any future Serious Case Review.
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