BOURNEMOUTH and POOLE LOCAL SAFEGUARDING CHILDREN BOARD

EXECUTIVE SUMMARY

Regarding the Serious Case Review

In respect of Baby A

1. INTRODUCTION

1.1  In March 2007, via a 999 ambulance Baby A was admitted to Poole Hospital in a collapsed state and not breathing for himself. Baby A was 21 days old at the time. Investigation revealed extensive bleeding around the brain and a skull fracture. He was subsequently transferred to a paediatric intensive care unit (PICU) with a severe head injury considered likely to have been non-accidental. He died as a result of the head injury on the following day. Baby A had not been previously known to services other than Health. During the process of this Serious Case Review it was identified that Baby A’s mother  had been known to Bournemouth Childcare and Family Support as well as Dorset Police Child Protection Unit during 2002. Baby A’s father was known historically to Dorset Healthcare NHS Foundation Trust with contacts between 1997 – 1999 and 2002 - 2003.

1.2 A formal decision to conduct a Serious Case Review (SCR) was made by the SCR Panel of Bournemouth & Poole Local Safeguarding Children Board in view of the physical injuries and in accordance with Chapter 8 within ‘Working Together to Safeguard Children 2006’ and the protocol for undertaking serious case reviews agreed by Bournemouth & Poole Local Safeguarding Children Board and Dorset Local Safeguarding Children Board. 

1.3 Agencies contributing to the SCR by the provision of Individual Management Reviews (IMRs) were Dorset Police; Bournemouth Children’s Services (Childcare and Family Support); Bournemouth & Poole Primary Care Trust, South Western Ambulance NHS Trust; Poole Hospital NHS Trust; Dorset Healthcare NHS Foundation Trust and Royal Bournemouth and Christchurch NHS Foundation Trust. 

2.   FAMILY STRUCTURE

Subject:
Baby A 



Mother :
Miss B




Father
:
Mr C 



Others:


Maternal Grandmother




Maternal Step-Grandfather




Maternal Aunt





Maternal Uncle




3.
ISSUES/FINDINGS

3.1 At the time of booking for maternity care there is evidence on the maternity booking form of enquiries being made regarding family medical history. There is however no mention of the past history of depression for the father. It is not currently routine practice to specifically enquire about a past history of depression in fathers of the expected baby / partners of the expectant mother. Enquiries were made with regard to the use of alcohol and recreational drugs and the negative response recorded – this is an area of good practice.

3.2 There was some confusion with regard to the family residence following discharge from maternity hospital and subsequently during the family’s home move. It is unclear whether there was appropriate communication between hospital, community midwifery teams, the Children’s Nursery Nurse (CNN) and Health Visitor in this respect. However the family did engage with health in that they communicated their changes of address in order to receive routine services.

3.3 The fact that Baby A was not registered with a GP was not unusual at this age as the family have 6 weeks to register the birth. Neither did this fact appear to compromise the care given to Baby A.

3.4 The change in feeding pattern for Baby A on day 10 may have been the first indication of ‘things not being quite right’. The normal physical examination and the fact that Baby A had started to put on some weight – though still being below his birth weight were seen as reassuring. It is expected that most term babies would have regained their birth weight by day 10. The pending change of address appears to have been a significant contributory factor for the next scheduled home visit for review of Baby A’s progress some 4 days later. A sooner schedule for review to check feeding and weight gain would have been more appropriate.

3.5 It is unclear from the combined chronology and Individual Management Review (IMR) for midwifery & health visiting whether there was appropriate coordination of care. There appears to have been independent arrangements made for home visits rather than a planned handover or transition of care & any concerns. 

3.6 At the Primary Birth Visit the Health Visitor made a good assessment of a feeding problem and correctly identified that this could be an indication of a medical condition requiring further assessment and treatment. She made a timely referral to paediatric services via the GP. Health visitor witnessed Mr C undressing Baby A and had no concerns about parental handling of Baby A nor the relationship between Mr C and Miss B.

3.7 The health visitor recorded her concerns regarding Baby A’s health and her discussion of her concerns with the GP. The GP did not record the discussion or the actions taken as Baby A was not registered with the practice and therefore had no electronic record for him. It would have been good practice to record any discussion regarding a patient particularly if actions have arisen as a result of the discussion.

3.8 The apparent advice given by a staff member of the maternity unit regarding ‘wind’ being the cause of Baby A ‘s feeding difficulties could be regarded as a dangerous assumption to make. Given however that this telephone consultation was not recorded it is difficult to ascertain the exact nature of the concerns and subsequent advice given.

3.9 On admission to hospital in early March ‘07 there was good practice in that infection was considered as a possible cause for Baby A’s feeding difficulties and jaundice. However it is unclear whether any possibilities other than Baby A being dehydrated were considered within the differential diagnosis as none were recorded. It would be less common for bottle fed rather than breast fed babies to have dehydration as the primary cause of their jaundice and lethargy. Dehydration is a medical sign not a diagnosis in its own right and a cause needs to be identified. One of the differential diagnoses to consider for poor feeding and lethargy, particularly in the context of a SCR overview, would be non-accidental head injury (NAHI) / shaking causing bleeding inside the head. Given that on this admission Baby A was considered sufficiently unwell to receive a fluid bolus and antibiotics through a vein it would have been preferable to have performed a lumbar puncture (LP- a test in which fluid is taken from the back, around the spine) to rule out meningitis or any bleeding suggestive of non-accidental head injury. If a bleed were to have occurred around this time then early identification of such may have resulted in a child protection investigation and plan and ultimately prevented his death (the assumption being that a subsequent & greater Non accidental head injury may have been prevented). It must however be remembered that Baby A’s clinical condition improved quickly during his admission & his blood count was normal which could add support to the decision reached by the doctors and nurses caring for Baby A that he did not have a significant medical condition during this admission. 

3.10 It is recorded on the discharge checklist that the health visitor was informed on Baby A’s discharge from hospital.  This is good practice as there had been concerns that Miss B may need further support with feeding. From the Bournemouth & Poole PCT records it would appear that it was the CNN rather than the Health Visitor who was made aware of Baby A’s discharge from hospital. Contact was made by the midwife and CNN following discharge from hospital.

3.11 On receipt of the emergency call to South Western Ambulance Service a few days later, appropriate advice was given to parents and ambulance crews were mobilised in accordance with professional guidelines. Appropriate clinical care was given at the scene. Ambulance staff alerted Childcare and Family Support of the incident.

3.12 There were some gaps in recording identified within the Bournemouth Childcare and Family Support IMR. It was also identified that there appeared to be a lack of clarity in the social worker’s understanding of their role with some cross over into tasks more appropriately performed by the police.

3.13 Child Care and Family Support manager notified Police CPIU of the incident highlighting good interagency communication.

3.14 On arrival at hospital, appropriate clinical care was given leading to the continued resuscitation, attempts at stabilisation and subsequent transfer of Baby A to PICU for further management. Appropriate investigations were performed leading to the identification of a severe head injury with extensive bleeding within the head and a skull fracture. Following on from this a multi-agency investigation took place. It could be argued that the paediatric staff could have notified Childcare and Family Support and the Police themselves in a more timely manner.

3.15 Within the Bournemouth Childcare and Family Support IMR it is unclear whether database checks on Miss B and Mr C were performed. These checks should be routine in all child protection enquiries / investigations in order to better safeguard any other children who may be at risk.

3.16 Health visitor was made aware of Baby A’s condition following telephone calls from the ambulance service and Childcare & Family Support on the same day as admission. She did not inform the Community Nurse Manager nor the Safeguarding Children team immediately as it was late in the day and she thought that the Safeguarding Team would likely have already been informed. 

3.17 There was a lack of clarity between agencies regarding the purpose of the ‘Strategy Meeting’ held 12 days following the baby’s death, and this appeared to impact upon its timing. There may also have been confusion in relation to terminology as this meeting appeared to be more of information sharing process / case discussion. The guidance within Chapters 5 (Managing individual cases) and 7 (Child death review processes) of Working Together to Safeguard Children 2006 should clarify the requirements.

4. CONCLUSIONS

4.1 The death of Baby A was a tragedy. However, it is difficult to identify any certain changes in practice or policy that could have prevented his death. With hindsight it would have been helpful to have had results from a lumbar puncture at the time of his admission to hospital a week before the baby’s death in order to be more clear that his symptoms were not then the result of a shaking injury. Given however the normal blood count and his quick recovery it is less likely that his symptoms were a result of shaking or non-accidental head injury. Within the review areas have been identified where practice, policy, interagency communication, record keeping and training may be improved in order to better safeguard children across Dorset, Poole & Bournemouth.

5.
RECOMMENDATIONS FROM INDIVIDUAL MANAGEMENT REVIEWS

5.1 HEALTH

Bournemouth and Poole PCT

1. All staff be reminded of the need to inform line managers and the Safeguarding Team of any Serious Incidents as soon as the practitioner becomes aware of such.
2. Entries made in the medical record should identify the profession of the practitioner e.g. midwife, practice nurse, reception staff (reminder of existing practice)

3. When medical terminology is used as part of a patient record the full words should be used in the first instance and recognized as an abbreviation there after (reminder of existing practice).

4. In the event that a GP practice has either direct or indirect consultations relating to a baby that has not yet been registered with the practice, a temporary file should be made.  Any direct or indirect discussion / consultation relating to that individual should be recorded in this temporary file. If the baby does not then register with the surgery these notes should be forwarded on to the registered GP.

Poole Hospital 

1. Where a child is transferred to another hospital if a nurse (or other practitioner) has significant comments / concerns / observations about any aspect of the case this should be recorded in the records provided that such action does not compromise the care of a seriously ill infant / child.

Royal Bournemouth and Christchurch NHS Foundation Trust

1. All contacts both visits and telephone calls to be appropriately recorded in notes to include dates/times/purpose of contact and practitioner recording information. (Cross reference Victoria Climbie Inquiry Recommendation 34 in relation to Social Worker visits though applies equally to Health visiting).

2. Midwives to notify health visitor if continuing to care for families beyond usual ten day period to discuss appropriate care plan and any concerns. 

3. Plan of care to be evident in notes.

4. Safeguarding training for midwives to highlight factors that add to family’s vulnerability and raise awareness of local supports.

Dorset Healthcare NHS Foundation Trust

No recommendations made. Historical information only held regarding Mr C.

South Western Ambulance Service NHS Trust

No recommendations made from this IMR. The management of ‘Special messages’ now has an audit trail built in with review dates and a note of the originating agency and responsible person.

5.2 BOURNEMOUTH CHILDCARE and FAMILY SUPPORT

1. Recording on case files should comply with the appropriate procedures. All actions should be recorded by the appropriate worker and should be dated, timed and signed. (Cross reference Victoria Climbie Inquiry Recommendation 39 in relation to recording of calls and referrals).

2. If records are not typed at the time of the activities then consideration should be given to keeping contemporaneous hand written notes.

3. Workers should be aware of the need to record the negative outcomes to enquires, for example that there are no other children in the family.

4.  In relation to Strategy Meetings, the procedure in Appendix 9 of the Local Interagency Safeguarding Procedures states who should attend the meeting. However the definitions of roles are not precise. There was obvious difficulty in getting the paediatrician to attend the meeting due to his schedule, but this appears to have led to other key participants not being available if they were invited, there is no record about the police being informed of the date of the meeting. (Cross reference Victoria Climbie Inquiry Recommendation 51 in relation to Strategy meetings).

5. The purpose of meetings should be clearly stated and the outcomes recorded. Decisions about not to take action should be recorded and it might be useful for an agenda and a pro-forma for minutes to be developed to guide the chair of the meeting.

6. Meetings of this nature should be recorded by a worker who is not chairing the meeting.

7.  In this type of case there should be direct contact between the social workers and the family and an initial assessment should be undertaken to assess risk to any other child.

5.3 DORSET POLICE

1. Police were notified sometime after Ambulance attendance at the scene. It should be considered, after all the circumstances have been taken into account, whether it would have been more appropriate to call Police sooner.

6. 

RECOMMENDATIONS FROM THE OVERVIEW AUTHOR

The recommendations from IMRs are accepted. In addition the following recommendations are made:

6.1
At the time of booking for antenatal care specific enquiry should be made with regard to a past history of depression or other mental health problem in both the mother and her partner. 

(The importance of historical information has been repeatedly acknowledged in a number of Serious Case Reviews. In this instance knowledge of Mr C’s past medical history may have resulted in additional support being offered to the family at the time of Baby A’s birth. It cannot be known however whether this would have helped to prevent his death).

6.2 Once safeguarding issues have arisen within a family there should follow a consideration of prevention issues for any future children.

6.3 Prevention issues also need to be considered for Mr C. Given his past medical history of mental health problems he will be at risk of deliberate self harm (including suicide) in view of his recent losses (his child – particularly if he were responsible for non-accidental head injury; his partner).

(This issue will be fed back to Mr C’s GP prior to the release of the overview report & via the author of the Bournemouth & Poole PCT IMR in order to facilitate supportive services for Mr C as a matter of some urgency)

The following recommendations refer to the Serious Case Review protocol & process rather than the Serious Case Review itself:

6.4 
Further training be given across agencies on ‘How to write an IMR’.

(Despite the Chief Executives of relevant agencies being sent the SCR Protocol including a template for the production of the IMR many of the authors had difficulty with the presentation of their IMR).

6.5    Once the authors of IMRs have been identified they also should receive a copy of the template to aid their formatting and presentation.

6.6 The template should make it clear that authors of IMRs are to copy the Terms   of Reference provided by the SCR Panel into their report. Their IMR should be able to function as a ‘stand-alone’ document within their agency.

6.7 Consider an addition to the SCR Protocol section 8.3 ‘Taking into consideration the issues of the case, will recommend an appropriate author of the Overview Report’. Add ‘Depending upon the issues of the case it may be necessary to convene a multi-agency overview group’. 
The issues in this case were largely Health related and a single Overview author with a background in Health was appropriate. In instances where the lessons to be learnt are more multi-agency a single agency author may miss relevant & important issues as a result of not being familiar with another agencies practices.
On behalf of Bournemouth and Poole Safeguarding Children Board.
Dec 2008
