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Child J Action Plan Summary for the National Panel 
Incident Summary:
Child J, a 5-month-old baby, was taken to hospital with a fractured elbow. Further investigations revealed multiple healing fractures inconsistent with the child’s developmental stage. The child was not previously known to Children’s Social Care
Review Process:
· The Local Authority made the notification to the National Panel on the 6th October 2020. 
· A Rapid Review was commenced on 19th October 2020 and submitted to the National Panel with the recommendation of undertaking an LSCPR. 
· LSCPR conducted by Elaine Wyllie and Karen Hedgley, Designated Nurses, Humber and North Yorkshire ICB on behalf of NYSCP.
· The LSCPR report and action plan were agreed by the NYSCP Executive on 11th July 2022. Publication was agreed to be deferred until the outcome of the Police investigation. The report was then shared with the National Panel on 21st June 2023, with assurance that the actions were complete, however this contained restrictions re any onward publication due to continuing ongoing police investigations.  
· NYP notified NYSCP in June 2025 that the Police investigation had concluded, and no further action would be taken in this case. 

Key Actions:

Recommendation 1: Each organisation will undertake a formal debrief sessions with practitioners involved in this case. 
Action: Practitioner debriefs were completed: All practitioners involved in the review received formal debriefs to share the learning and provide feedback, with sessions held across multiple trusts and primary care, including discussions on the Serious Incident report and peer reviews. 
Completed

Recommendation 2: Learning to be shared across North Yorkshire Safeguarding Children Partnership.
Action: Learning has been incorporated into NYSCP monthly masterclass learning and available on the NYSCP YouTube channel, embedded into learning updates overseen by our Practice and Learning Subgroup and shared across the North Yorkshire and York Safeguarding Children Health Professionals Network at their conference in June 2022. (Please note the learning themes from this LSCPR were included in a number of NYSCP learning updates across our partnership due to the fact that the LSCPR report had not been published, but the learning was captured more broadly). 
Completed

Recommendation 3: All practitioners involved in this LSCPR should receive a formal debrief to share the learning and feedback on the final report. 
Action: Training packages were updated across health providers involved in this case. Learning was shared through supervision, peer reviews, and group training including with GPs. Health providers incorporated the safeguarding learning into their training, including abusive head trauma (delivered as hot topics in 2020/21 training including ICON education and updates pending revised Royal College guidance, with packages delivered across hospital trusts and primary care.
Completed

Recommendation 4: The two named health trusts should review their trust policies on the management of faltering growth to ensure the possibility of abuse and neglect is always considered as part of the differential diagnosis. 
Action: The policies on faltering growth were reviewed by the relevant trusts to ensure safeguarding is considered in faltering growth cases, with reliance on NICE guidelines and introduction of standard operating procedures to provide clarity for frontline practitioners. 
Completed

Recommendation 5: The named hospital trust should develop a practice standard whereby infants who have multiple attendances for reported feeding problems are reviewed for possible safeguarding concerns. This standard should then be shared across all relevant health provider organisations across North Yorkshire. 
Action: The named Hospital Foundation Trust developed and shared a standard operating procedure for frequent attenders to the children ward. Key learning also shared at North Yorkshire and York Safeguarding Health Professionals Network conference in June 22. 
Completed.

Recommendation 6: The named hospital trust to review their organisational policies and procedures to ensure there is a requirement to review relevant health information and specifically the significant events record prior to undertaking a new birth visit. 
Action: The policies have been reviewed and significant events are audited monthly via a record keeping audit by locality managers and practitioners with direct feedback given. 
Completed
Recommendation 7: The two identified hospital trusts and Primary Care should review their information sharing pathways during the anti-natal and post-natal period to ensure relevant information about pregnancies and vulnerabilities are shared. 
Action: Assurance sought about the clear information sharing pathways developed and agreed by all parties. 
Completed. 

Recommendation 8: Awareness of the Early Help arrangements (including single agency responses) will be promoted across health provider organisations
Actions: Decision making to be promoted across the health economy in NY once this is published, specifically recognising the 2A single agency response (as outlined in the NYSCP Threshold guidance). Framework shared across the health economy and promoted via the safeguarding children health professionals’ network in April 22. (Of note this has been widely promoted across NYSCP through our Threshold Document despite the LSCPR not having yet been published). 
Completed. 

Recommendation 9: The work of the NYSCP Hidden Harm campaign will continue to be promoted across the North Yorkshire and Your Health Economy to mitigate the impact of COVID-19 on the safety and welfare of children. 
Actions: The Hidden Harm campaign was run across North Yorkshire throughout 2021/22 – all resources were shared across all NHS provider organisations. 
Completed. 

Recommendation 10: All involved health organisations continue to develop professional recording practice and standards to ensure that NICE guidance (NICE, 20172) which requires that safeguarding is ‘considered, suspected and excluded’ is followed and can be audited.
Action: The two named Health Trusts and Primary care provider reviewed their policies and practice guidance regarding documentation to ensure that the NICE guidance was appropriately referenced re safeguarding documentation and ensured that the ‘consider, suspect, exclude’ approach was embedded in practice through training and audits across trusts and primary care. 
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