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Case Summary 
 

Child H died aged 10 as a result of a respiratory illness alongside complex disabilities including epilepsy.  Child H 
was on a child protection plan at the time of his death as a result of concerns around neglect.  

Child H had a diagnosis of cerebral palsy and epilepsy. The family had been supported by the Children with Disabilities Team 
until July 2018 when Child H became subject to a Child Protection Plan as a result of concerns about neglect. 

Following the tragic death of Child H, it was discovered that his parents had not been collecting the medication required to 
manage his epilepsy as prescribed. This led to the parents being investigated for causing or allowing the death of a child and 
neglect. These matters were not pursued due to insufficient evidence and there was no further action taken. 

This Serious Case Review, written by Kevin Ball (independent reviewer), has been undertaken to consider the effectiveness of 
agency involvement with Child H and his family. The case was subject to review as Child H had been known to statutory 
services for many years and at the point of his death, Child H was the subject of a multi-agency Child Protection Plan. Such a 
Plan is designed to offer a child a level of safety and protection from the identified risk and vulnerability factors. It is therefore 
important for the Safeguarding Partnership in Portsmouth to examine any opportunities to learn and make improvements. 

The full report can be viewed here.  

 

 

Summary of Key Learning 
 

- The steady and cumulative impact of neglect (medical and physical) was not identified by Portsmouth City Council’s Children 
with Disabilities Service and responded to in a timely manner. Their focus was on managing Child H’s disability rather than 
seeing a child who happened to be disabled, also being neglected.  
 

- Parental engagement with the professional network was passive; the response by the professional network was not 
authoritative. Some professionals found themselves being sympathetic with the Mother, inhibiting an objective and 
unbiased assessment, and distracting them from focusing on safeguarding Child H’s welfare. Child H not being brought to 
appointments and parental capacity to change were not robustly assessed or responded to by the professional network.    

 
- Communication and information sharing was often fragmented, particularly across the health agencies involved due to IT 

databases and information records not matching with one another. Information available to the Police was not usefully used. 
 

- Unhelpful practice and culture within the local authority Children with Disabilities Service had emerged due to organisational 
structuring, but also reduced management capacity. This severely impacted on the discharge of expected practice standards 
and created an organisational pathway which, unintentionally, failed Child H.  

 
- Levels of knowledge across the multi-agency partnership about Child H’s status as a Child in Need were either poor, or non-

existent. This resulted in dual processes. Neither process had any significant long term impact on improving Child H’s 
circumstances. 

 

https://pscptraining.portsmouthscp.org.uk/
https://www.portsmouthscp.org.uk/wp-content/uploads/2020/10/Portsmouth-SCR-H-FINAL-VERSION-V2.pdf


 

  
 

Recommendations Summary 
 
As a result of this review, the author has identified a set of recommendations for the Partnership or for single agencies to take 
forward. Below is a summary of these recommendations. The full list can be seen in the overview report here. 
 

1. The Safeguarding Partnership to promote and increase knowledge across all services in the Portsmouth area about the 
different processes through which concerns about a child’s welfare might be managed, with clear explanations about the 
differences between Early Help, Child in Need and Child Protection processes, the potential cross-over points and 
threshold continuum. This should include a clear outline about what is to be expected from Children’s Social Care at every 
stage. This may require a summary version of the Portsmouth Threshold Guidance to be produced. Initial efforts should 
target health and school settings. 

  
2. Children’s Social Care local policy for the management and review of Child in Need cases, particularly those cases of 

children with disabilities, should be reviewed to ensure that it clearly reflects the need to involve partner agencies. Once 
reviewed it should be communicated to all partner agencies, with training/briefing sessions made available. The policy 
should make explicit reference to the allocated Social Worker being the named lead professional and that this should be 
stated at the beginning of every Child in Need review meeting.  

 
3. The Safeguarding Children Partnership should seek assurance about the use of single agency chronologies to aid 

assessment and decision making, generally as a tool for all agencies working at Early Help and Child in Need levels. Whilst 
gaining this assurance there may be merit in seeking assurance that multi-agency chronologies are also being actively 
used in families where there are known complexities and multiple risk factors and whether the gaining of consent from 
parents by the relevant professionals to share chronologies is a barrier to effective joint working. 

 
4.  Solent NHS Trust and Portsmouth Hospitals NHS Trust to review their policy and procedure about recognising and 

responding to medical neglect. Once reviewed, this should be widely disseminated to all safeguarding partners with 
training/briefing sessions made available.  

 
5. Solent NHS Trust and Portsmouth Hospitals NHS Trust should review the effectiveness of support and supervision 

available to all health care professionals to ensure that there is access to regular and scheduled supervision for those 
practitioners working with children with complex health needs. 

 
6. The Safeguarding Partnership should remind all professionals about the professional challenge and resolution of 

professional disagreement protocol. Information should be specifically provided to school staff and all health care 
professionals who work in community-based or paediatric settings about the use of professional challenge and escalation.  

 
The PSCP has published a response document which seeks to address each area of learning. The document details what action has 
been or will be taken in order to make appropriate changes as recommended in this report. To view this document in full, please 
click here.  
 
  
 

 
 
 
 

Useful Resources 
 
Working Together to Safeguard Children, HM Government, 2018 
Safeguarding d/Deaf and Disabled Children and Young People, NSPCC 
Safeguarding Children Partnership Procedures Manual  
Child Protection-Information System (CP-IS)  
PSCP Website 
PSCP Training Website 
  
 

https://www.portsmouthscp.org.uk/wp-content/uploads/2020/10/PSCP-Partnership-response-to-Child-H-SCR.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/779401/Working_Together_to_Safeguard-Children.pdf
https://learning.nspcc.org.uk/safeguarding-child-protection/deaf-and-disabled-children
https://hipsprocedures.org.uk/
https://digital.nhs.uk/services/child-protection-information-sharing-project
http://www.portsmouthscp.org.uk/
https://pscptraining.portsmouthscp.org.uk/
https://pscptraining.portsmouthscp.org.uk/

