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Child I Action Plan Summary for the National Panel
Case summary
Child I was a 12-week-old baby found unresponsive while co-sleeping with a parent and sibling. The child was subject to a Child in Need (CIN) plan at the time
Review Process
· The notification was sent to the National Panel on 18th December 2020. 
· The Rapid Review was initiated on 4 January 2021 and agreed at NYSCP Executive on 22nd January 2021. 
· The Local Safeguarding Children Practice Review (LSCPR) completed and signed off by NYSCP Exec on 15th November 2021 and sent to the National Panel NYSCP Exec agreed that publication would be delayed due to the criminal proceedings ongoing with this case. 
· The LSCPR action plan was shared with the Learning and Improvement subgroup who oversaw the actions and the embedding of the learning from this case. 
· North Yorkshire Police formally submitted the case to CPS in August 2023 and on 25th June 2025, NYSCP were made aware that the CPS had decided that no further action would be taken in relation to this case. 
Key Recommendations and Completed Actions
1. Recommendation: All practitioners involved in the review to receive a formal debrief for shared learning and feedback.
Action: Debrief sessions were held with all staff that included the recommendations and  reflection on practice. 
Completed
2. Recommendation: NYSCP to endorse and promote the “Prevent and Protect” model for safer sleep and SUDI prevention.
Action: Multiagency training and guidance delivered under “Day, Night Sleep Right”; resources available online. Core agencies endorsed and integrated the guidance into their agency procedures. Key leads delivered presentations and training across agencies and the relevant learning resources were made available to frontline practitioners. 
Completed
3. Recommendation: All North Yorkshire County Council (now North Yorkshire Council) Children and Family Child in Need assessments to follow standards for identifying and contacting relevant agencies.
Action: Assurance given that all teams were reminded of standard required regarding CIN meeting attendance and flow charts were created. Further assurance sought that teams were reminded of the need to ensure that GPs were notified of assessments and outcomes. 
Completed
4. Recommendation: Where children and family assessments exceed 20 working days, a multi-agency meeting should be considered.
Action: Assurance provided that by partners that if an assessment exceeds 20 working days, a multi-agency meeting will be held or a clear rationale will be recorded. This has been undertaken through briefings and group supervisions.
Completed
5. Recommendation: Improve liaison and timely notification between Midwifery and Health Visiting, especially for vulnerable families.
Action1: Hospital Trust 1 and 2 reviewed their current liaison systems between Midwifery and Health Visiting Services and strengthened process. There was a particular focus on the timely notification of pregnancy from Midwifery to Health Visiting and further developing systems for liaison re vulnerable families. 
Completed
Action 2: All Hospital trusts involved in the LSCPR reviewed, and where appropriate improved the process for linking relevant health information re vulnerabilities held in sibling records in order to support hospital assessments and the understanding of cumulative risks. 
Completed
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