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1. 
Summary of events leading to a Serious Case Review
1.1 
C, her partner B and C’s three children were living with B’s mother, A, in her two-bed roomed, third-floor flat in Salford. F and E are the children of C and a previous partner D. G is the child of B. (Refer to geneogram on page 3)

1.2 
One morning in the summer of 2006, A left for work having fed G and woken C. C left the flat to take E to school and within three minutes it erupted in flames. B woke to find the children screaming and the flat filled with smoke. He took G out of the flat via the window and on to the nearest balcony. When he returned to rescue F, the severity of the fire stopped him.

1.3 
At the hospital, F was resuscitated but remained in a critical condition. Three days after his admission to hospital, his condition deteriorated further and the consultant confirmed brain death. Following consultation with the family, treatment was withdrawn and F’s death confirmed. The post-mortem examination indicated that the cause of death was carbon monoxide poisoning. 

1.4 
At the Special Case Sub-Committee meeting held after his death, members agreed that they should instigate a serious case review on the basis that a child had died and the circumstances suggested that a lack of appropriate supervision amounting to neglect was a contributory factor. The specific terms of reference for this review were:

To review agency involvement with F and his family and to identify any issues arising from this involvement, which may contribute to securing improvements in practice in the future.

1.5 
The Serious Case Review Panel included representatives from the City Council’s Children’s Services and Housing Directorates and legal services, the Designated Nurse and Doctor, a Police Officer from the Public Protection Section, and administrative support. The Sub-Committee appointed an independent chairperson who also wrote the report. 

1.6 
All the agencies that had had any involvement with C and B submitted a management report to the Panel that included a chronology of events. The Panel met on five occasions to consider the reports and form its conclusions and recommendations; it sought further information as necessary. 

2. 
Family Circumstances and History
2.1:  Geneogram:








2.2 
Agency files indicate that B had an unsettled childhood as a result of his mother’s use of alcohol that led to incidents of criminal activity, domestic violence and the neglect or lack of supervision of her children. The family moved about within Greater Manchester. C also moved a lot during her childhood, and was assessed as having special educational needs. By the age of 18 she was living with D with whom she had E and F. D had a history of offending; there were alleged incidents of domestic violence between him and C, and he eventually left to live with C’s friend shortly after she became pregnant with F. Initially, D denied paternity of F and this became a source of conflict between them. However, despite the difficulties of her personal circumstances, C took care of herself during her pregnancies and cared well for the two children, attending clinic and hospital appointments. 

2.3 
Early in 2003 when aged 20 and pregnant with F, C began a relationship with B then aged 16, since this time she has lived with him continuously.  They have had five addresses in Rochdale, Manchester and Salford and moved regularly between their own and A’s home. It has not been possible to plot their whereabouts precisely at all times. 

2.4 
There were some indications of the family’s vulnerability during this period: C took an overdose (classed as low risk) when F was two months old; and attended hospital with him late one evening; an anonymous referral about poor home circumstances was made to Social Services in Manchester during 2004 and the family was back living at times with A in overcrowded conditions. No action resulted. When pregnant with her third child G, in 2005, C did not attend antenatal appointments as regularly as before. G was born in Salford and from January 2006, the family lived with A at her flat. 

2.5 
E began attending nursery class in Salford and, over the next six months, the school recorded concerns about the family’s failure to get medical treatment for an ear infection, and that E was less talkative, was wetting herself, and arrived late in an unkempt state. Friends regularly collected her from school.

2.6 
In February and April 2006 respectively, F and G were brought to hospital with burns on their hands caused, their parents said, by unguarded heaters. F’s injury required treatment at the Burns Unit. The doctors accepted the explanations for the injuries but expressed concern about safety standards in the home. In G’s case, the hospital did not initially consider the possible child protection implications of the injury and handled the situation with both the family and the Children’s Directorate unsatisfactorily. The latter decided not to intervene on the basis of the information from the health visitor, including that the most recent health visitor in Rochdale had no concerns. 

2.7 
The Salford health visitor made regular visits to the family, above the normal level, because she assessed there was a need. Her concerns included at times the unkempt state of the children, C and B’s low mood, poor safety in the home that had resulted in injuries to the children, and F’s possible slow language development. She took positive action to deal with each aspect of her concerns, including making referrals to the local Sure Start and Home Safety Equipment Schemes, and encouraging C to apply for a nursery place for F at the Early Years Centre.

2.8 
The Sure Start family support worker successfully obtained references to assist the family in their housing application in Salford (they had previously left a tenancy in Rochdale without giving notice and leaving rent arrears). She also provided more general support and tried to arrange a pre-school placement for F because C was not keen to travel the distance to the Early Years Centre. However, this was not successfully concluded prior to F’s death partly as a result of confusion as to whether the place would be funded.

2.9 The Home Safety Equipment Scheme provided safety gates and a fireguard, and referred the family on to the Fire Service that, by agreement, was providing smoke detectors to families in need. However, the latter were never installed because of incorrect contact details. 

2.10
In June, the health visitor approached the Children’s Directorate for advice about information received from C regarding a recent incident when E was having contact with her paternal grandmother and her boyfriend. The social worker did not consider that there were grounds for the Department to intervene as the allegation lacked specific information and protective action had been taken and contact had been suspended. The worker advised the health visitor to arrange a Family Action Meeting – which she did for a date after the fire. 

3. 
Conclusions

3.1 
At a number of junctures, opportunities were missed for sharing information within and between agencies. This would have added to the emerging picture of a family who was struggling and should have prompted action sooner. The frequent moves by the family created problems for agencies in maintaining contact but made it all the more important that they liaise amongst themselves. 

3.2 
The hospital did not initially deal well with the burn injuries sustained by G. The situation was retrieved satisfactorily but only after the expenditure of much staff-time and energy that was unnecessary and unhelpful in maintaining positive working relationships between agencies. Whilst the Children’s Directorate made an appropriate decision not to intervene at the time of the injury involving G, it would have been reasonable to recommend calling a Family Action Meeting in the light of this incident and other known information. Such a judgement was lost in the heat of debate about the immediate situation.

3.3 
The hospitals did not undertake child protection register checks when the children presented with injuries. Whilst none of the children have been involved in the child protection process, in Salford three enquiries to the register would trigger further enquiries being made and possibly an investigation. It may well have led to the instigation of the formal planning process.

3.4 
Whilst the family should not have been living in the flat and the children should not have been left in the care of a sleeping adult, at the same time, a smoke detector would potentially have alerted B to the fire at an earlier stage. The statement from the City Council indicates that there is no legal requirement to install smoke detectors in this type of property. However, the Fire Service installs them as part of a voluntary arrangement and it is unfortunate that there was not a successful outcome on this occasion.

3.5 
There was some delay in arranging a pre-school place for F, not helped by the confusion about whether it would be free. A placement would have been of benefit to him, both in respect of his possible language delay and in providing space away from an over-crowded flat in which to play. It would also have been a real support to C in coping with three young children. There is no way of knowing whether C would have taken up a place were it offered, or managed to get F there alongside taking E to school, but the attempt should have been made more promptly.

3.6 
There are a number of junctures at which it would have been appropriate to arrange a Family Action Meeting. However, it does not appear that the concept of shared responsibility for calling such meetings is fully understood and accepted by agencies in Salford. It fell to Social Care to recommend that one be arranged. There is clearly an issue for agencies in making available the resources to arrange such meetings and support the process thereafter. 

3.7 
There were indicators (for example, frequent house moves and a reconstituted family) that represent risk factors for maintaining positive family functioning. There is not, however, an agreed format for agencies to assess risk and plan their interventions. Salford has introduced the Graded Care Profile that is a tool for assessing the level of care given to a child. However, there was not evidence of its use, indicating that the process is not fully understood or accepted by agencies. The Common Assessment Framework provides a means of assessing the child within his or her family environment but it has not as yet been formally introduced in Salford.

3.8 
Sure Start is an excellent resource for offering voluntary support to families at a local level. The family support worker did well in establishing a relationship with C. However, the staff are not qualified workers and they are not part of a team working alongside other qualified staff. There are limitations, therefore, about what can reasonably be expected of them and the level of oversight to be provided. 

3.9 
The recent document ‘’Safeguarding Children: Thresholds in Salford‘’ appropriately places Sure Start local programmes within the range of services available to families in level 2 in the continuum of need, and also includes the Children’s Directorate locality teams at that level. There are no services listed at level 3 for working with families with young children and this represents a significant shortfall in the availability of interventions for families in need. 

3.10
Overall, the Panel concludes that C and her children received a good level of support from agencies in Salford. There were instances of confusion and failures in communication that detract from the overall sound approach but they did not damage the relationship with the family. Use of the available assessment and planning processes would have ensured better sharing of information and a more focused and systematic approach to the work undertaken.

4. 
Recommendations

4.1 
Salford Local Safeguarding Children Board
4.1.1
The Board should review and audit the implementation of the arrangements for responding to children in need in Salford, in particular those who fall below the threshold for intervention by Children’s Social Care. It should reinforce the message that safeguarding and promoting the welfare of children is a responsibility shared by agencies; this includes responsibility for the appropriate exchange of information and arranging Family Action Meetings.

4.1.2
It should consider what services are available to support children and their families who are assessed at level 3 of the continuum of need.

4.1.3
It should review implementation of the Graded Care Profile, including which staff should most appropriately be using it, and consider how the process can be embedded into practice.

4.1.4
It should oversee the implementation of the Common Assessment Framework to ensure that staff are comfortable in using it as a vehicle for exchanging information about a family and as an assessment tool. It should audit its use and effectiveness.

4.2 
Salford Primary Care and Provider Trusts
4.2.1 
Salford Primary Care Trust should ensure that all commissioned services take account of Salford’s Local Safeguarding Children’s Board child protection policies and procedures. This includes the requirement that a senior clinician or health care practitioner who has paediatric experience (including experience of accidental and inflicted injuries) should assess any pre-mobile child presenting with an injury.

4.2.2
The Trusts should review the child protection training arrangements for hospital staff, in particular those assessing children who have been injured, in order to ensure a thorough understanding of the child protection procedures.

4.2.3 
They should review what information the midwifery service records about families and ensure that it passes on information where appropriate to other professionals and health visitors in particular. Midwives should always specify in their records the positive care, including interactions between family members.

4.2.4
The Trusts should review the arrangements for passing on information from the hospital liaison health visitor to the local health visitor in order to ensure a speedier process.

4.2.5
They should ensure that the Out-Of-Hours service passes on information about its involvement with children.

4.2.6
They should review the arrangements for transferring health visiting records between areas in order to ensure that information is shared promptly about children in need who do not meet the child protection threshold.

4.2.7
They should issue guidance about informing GPs and health visitors when young children fail to attend follow-up hospital appointments.

4.2.8 
The Trusts should clarify the action to be taken by staff should they have any concerns about the parenting capacity of a patient where the threshold for referral to Children’s Social Care is not met.

4.3 
Children’s Services Directorate
4.3.1 
The Directorate should clarify the procedure to be followed when social workers are seeking information from a school.

4.3.2 
It should restate the requirement for social workers to see the child and carer when undertaking an initial assessment.

4.3.3 
It should review the function of the Sure Start Family Support Team alongside that of the locality teams, and should reconsider what services are available to families with young children at level 3.

4.3.4 
It should clarify the basis on which a child under three years of age is entitled to free child care.

4.3.5
The Sure Start Programme managers should review the arrangement for assessing and supplying smoke detectors to families, in particular the action to be taken in the event of a failed contact.

4.3.6
They should review the role of the Family Support Team and the level of qualification of the staff with a view to clarifying the focus of intervention and type and level of tasks that the workers should perform; the length of involvement; and process for assessing progress in individual cases.

4.3.7 
They should produce clear referral and liaison protocols for other agencies in order to ensure clarity at the point of referral and in reaching agreement about the focus of intervention.
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