SLOUGH LOCAL SAFEGUARDING CHILDREN’S BOARD

SERIOUS CASE REVIEW EXECUTIVE SUMMARY
Baby C
Introduction
This is an Executive Summary of a Serious Case Review undertaken in accordance with Chapter 8 of the Department of Health Guidance Working Together to Safeguard Children (2006). The Serious Case Review considered the circumstances of Baby C who died on 18th May 2008.
Baby C’s parents were of Eastern European origin. Apart from minor health concerns and an unusual contraction of a campylobacter infection, the baby was healthy and developed normally. He died, aged nine months, from choking on pieces of sausage.
The purpose of the Serious Case Review, commissioned by Slough Local Safeguarding Children Board, was 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 and promote the welfare of children;

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

· Improve inter-agency working and better safeguard and promote the welfare of children.

The process of the Serious Case Review
The Review covered the period between 1st December 2006 and 18th May 2008. This period encompassed the time when Baby C’s mother was initially pregnant with him in Eastern Europe, her arrival in the UK in June 2007, the baby’s birth in Wexham Park Hospital, his subsequent care from community health services and his eventual death in May 2008.
IMRs were produced by Berkshire East Primary Care Trust, representing GP Services and Community Health Services, Heatherwood and Wexham Park Hospitals Foundation Trust and South Central Ambulance NHS Trust. Each agency produced a chronology and report of its involvement with the C family based on a review of its records and interviews with relevant staff. Each report provides conclusions and, where relevant, recommendations for the individual agency. Other reports were produced that were not full IMRs but provided a range of additional information that helped to establish a more comprehensive understanding of the case.
The Serious Case Review Panel was composed of representatives of the Berkshire East Community Health Services, Wexham Park Hospital, Thames Valley Police and Slough Borough Council Social Care. It met on seven occasions to establish the Terms of Reference, to brief the independent Overview Report author, to consider the agency reports and chronologies and to agree its conclusions and recommendations. A Project Group met separately on three occasions to review progress with the IMRs.

Family Involvement
A visit to the family by Dr. Louise Watson, Community Paediatrician, Sue Harrison, Family Health Visitor, DI. Brian McDaid, Thames Valley Police and Barbara, Interpreter from STAIS, took place on 30 April, 2009.  The family were offered bereavement counselling.  
Case details
Mr and Mrs C arrived separately in the UK in 2007. Mrs C was eight months’ pregnant on arrival. Neither parent spoke English well, though Mr C had found local employment. The family, like many newly-arrived Eastern European immigrants, lived in multiple-occupancy housing with shared facilities.
The baby’s birth in August 2007 was uneventful. There were subsequently a few minor health problems and one concerning occasion when the baby was diagnosed with campylobacter infection, an indicator of poor hygiene. Mrs C took the baby to the GP on appropriate occasions when he was ill or for immunisations. Health visiting was undertaken throughout the autumn of 2007 on a core basis, denoting that there were thought to be no particular concerns in this case. No concerns were subsequently noted about the baby’s health and development.
The baby was last seen by a health visitor at the end of January 2008. The family moved to a different address and did not notify the health visiting service.

On Sunday, 18th May 2008, Mr and Mrs C were having a party in the house where they lived. Two other people were present, a brother and sister, aged respectively 35 and 25. Mr C was drunk and asleep. Mrs C went out to the shops, leaving the 25 year old woman to care for the baby. It is alleged that Mrs C had warned the woman not to give the baby any sausage as he had previously choked when she herself had done so on an earlier occasion.

Shortly before 5pm, an ambulance was called to the C family’s home following a 999 call from the Cs’ landlord to say that the baby was not breathing. Attempts were made to resuscitate him and pieces of sausage were removed from his mouth. The Ambulance Service subsequently reported that alcohol had been consumed by everyone that they had contact within the short time they were at the address.  The baby was transferred to Wexham Park Hospital where resuscitation was taken over by medical staff.  Further pieces of sausage were removed. Despite efforts to revive him, Baby C was declared dead at 5.40pm.

The 25 year old woman has subsequently been charged with manslaughter.  She was sentenced to 18 months imprisonment on 4th June 2010.  The judge stated that she would serve half and be on licence for the rest.
Key Findings

1. The C family’s vulnerability

The C family was vulnerable in several respects. Neither parent was initially familiar with the British health service, though they did subsequently make full use of it. Mrs C arrived in the country some two months before giving birth. The GP had no previous medical records for either her or her husband when they registered at the surgery. There is currently no formal means to obtain medical records even from member states of the European Union. There were language difficulties, with neither parent able to speak English well. The family lived in cramped facilities with a shared bathroom and kitchen. 
2. Language and housing problems with newly-arrived immigrants are commonplace
Despite the evident vulnerabilities, the three health agencies all make the point that the family were unexceptional and that these kinds of difficulties are handled on a routine basis by health workers. Translation facilities, while available, need to be booked in advance, making appointments more complex. Acceptance of the housing conditions in which newly-arrived immigrants live is widespread among practitioners.
3. Adequacy of services in meeting the needs of newly-arrived immigrants
While the C family received support from community health services that was adequate, there were areas where it could have been better. Six GPs altogether saw Mrs C and the baby. On one occasion, a friend translated; on other occasions, there was no interpreter. On one occasion, one of the GPs left a message for the health visitor and no-one subsequently followed this up. The health visiting service might have given Mrs C a targeted, rather than a core service but, at the time of the review there were insufficient health visitors available.
4. Multiple-occupancy houses
The Review found that many newly-arrived immigrants, including the C family, live in multiple-occupancy housing, where conditions are difficult and cramped for adults. For babies and young children, with particular needs for clean and hygienic surroundings, this is unsatisfactory. Slough Borough Council has conducted research into the condition of private housing in its area. The findings confirm that conditions in multiple-occupancy accommodation are frequently poor.
5. Alcohol consumption
On the day of Baby C’s death, his parents were drinking in the company of two friends. When the ambulance crew attended the family home following a 999 call, ‘alcohol was present at the address and had been consumed by every person the ambulance crew had contact with’.  The GP records note that both Mr and Mrs C reported themselves to be teetotallers. The family’s health visitor had no concerns about alcohol consumption by either parent.

There is no clear-cut conclusion about the part alcohol played in the death of Baby C. Undoubtedly alcohol was present and Mr C in particular had drunk enough to make him fall asleep. The female friend had been drinking but was judged by Mrs C to be able to care for the baby while she went to the shops. While it is clear that alcohol had been consumed by every adult present, it is impossible to quantify the extent to which it played a part in the events leading to Baby C’s death.
Summary
The Serious Case Review Panel concludes that the agencies involved with the C family generally provided a competent service in relation to Baby C. There was no culpability on the part of any agency that led to the death of the baby. There was also nothing that any agency could have done that would have prevented his death. The Panel also concludes that various areas have been identified through the Review where practice can be enhanced in order to improve the quality of services for newly-arrived immigrants. 
Lessons learned
The lessons learned from this Review fall into two broad categories.
The first category concerns gaps in services or practices that emerged in relation to this case. There was a general lack of knowledge of the health services in Mr and Mrs C’s country of origin and no means of accessing their health records. There was a lack of rigour in the GP practice in following up a request for services to the health visiting service. There was a general acceptance that the poor standard of accommodation experienced by many newly-arrived immigrants was unexceptionable. There was similarly an acceptance that there would be difficulties with language without sufficient effort to overcome the problems through the use of interpreters or explanatory information in a range of appropriate languages.
The second category concerns the experience of conducting a Serious Case Review. As a result of conducting this Review, there has been considerable learning about how it can be conducted with maximum efficiency.
The Review also indicated that Slough has a particularly challenging demographic profile with a high proportion of newly-arrived immigrants, many of whom lack skills in English and live in poor conditions in multiple-occupancy housing. Recently, the Borough has been given a grant to address the problem of multi occupancy housing conditions but it remains vital for practitioners to take greater account of the needs of children when assessing the need for services.

There are problems nationally with vacancies in health visiting services. This is due to difficulties in recruiting to the profession and the older age profile of the current workforce. In addition, the staffing establishment of health visitors in Slough has been reduced. If children such as Baby C, who are born into families with various disadvantages, are to be provided with an enhanced service, numbers of health visitors will need to increase.

Recommendations

1. GP Services
· When a patient moves into a new area and is pregnant, it is essential that GPs undertake a full assessment, not only of the health of the mother and the unborn child, but of social and cultural issues to include language barriers and a full understanding of the health and other support services available. With first time parents and parents relocating from outside the UK this needs special attention. There needs to be an accurate record of this full assessment.
· If poor language skills to understand and communicate in English are identified, PCT need to ensure a system of easy access to an independent interpreter through the GP’s is put in place when the patient accesses health services.

· If community services are aware of other people residing at the same address as the family the information needs to be shared with the GP Surgery to record on the patient records.

· A clear process of communication between GP Services and Health Visiting Services needs to be in place.  A process of acknowledgment of referrals and feedback on actions needs to be recorded.  There has to be a timescale linked to these processes.

· It is important that all practice staff members are trained and supervised in using the Practice Protocol on Safeguarding of Children and Young People.  An increased awareness to identify risk factors when no previous medical history is available is important.

· The LSCB need to ensure that the needs of the local population are identified and addressed. Involvement of the Eastern European  Community in Slough needs to be supported.

· Slough Children’s Trust should consider the involvement of Eastern European communities in the design and delivery of support services to Eastern European children and their families.

2. Berkshire East Community Services
· Should ensure a system is in place for notifying professionals when a family move, particularly notification from the GP to the Health Visitor.

· Should adhere to Trust recommendations to  use formal interpreters when required.

· Should  commence the use of supplementary records for all children and families.
· Should review the health visiting messaging system and implement a process for following up messages and outcomes.

3. South Central Ambulance Service

· Should modify training to ensure that crews complete the Trust’s Safeguarding Children Form with regard to incidents of this nature.

4. Overview Report 

1. Support to newly-arrived immigrant children and their families:

a) Consideration should be given by the LSCB to engaging with the more established immigrant population of all nationalities about how best to inform newly-arrived immigrants about the support services to families available to them.

b) The feasibility of establishing a support group for mothers, from the C family’s specific Eastern European Community perhaps based in Child Health Clinic premises, should be considered. 

c) An audit of available literature and media information from the local authority, public health, primary health and other family support services should be commissioned by the Slough Children’s Trust.

2. The need for translation services should be more carefully quantified and appropriate supplementary interpreting services provided.

3. The LSCB should take up the issue of lack of access to medical records for people who have arrived from abroad with the Department of Health.

4. Houses of multiple-occupancy

a) Slough Borough Council should continue to highlight as a matter of urgency the issues of adequately resourcing work on ensuring that houses of multiple-occupancy are fit for use and can be adequately monitored.

b) Slough LSCB should require all agencies to assess the impact of all environmental factors, including housing circumstances, on the service needs of vulnerable children and their families.

5. The staffing establishment of the health visiting service should be reviewed with the objective of offering a targeted service to all children identified as being in need.
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